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Abstract
Aim: There is a growing awareness of the association between physical and sexual abuse and subsequent development of
psychopathology, but little is known about the prevalence and long-term effects of childhood abuse in bipolar disorder. The aim of
this study was to investigate the relationship between childhood abuse and adult bipolar disorder.
Material and Methods: 50 female and 42 male bipolar I or II disorder out-patients who were in remission were evaluated. Demographic
data, comorbid Axis 1 disorder, history of childhood abuse, family history, suicide attempts and social factors that are associated
with the course of illness were investigated.
Results: Childhood abuse was reported in 54.3% of the bipolar patients in this study. The incidence of abuse was higher in women.
While women were exposed to more sexual abuse, physical abuse was more common in men. The most common type of abuse was
neglect. There was no significant difference in sociodemographic variables and family characteristics between patients with history
of abuse and patients without history of abuse. Patients who endorsed a history of physical and sexual abuse and neglect compared
with those who did not, had an earlier onset of bipolar illness, a higher rate of combined pharmacotherapy and increased number of
comorbid disorders, especially post-traumatic stress disorder(PTSD).
Conclusion: Greater appreciation of the relationship between early traumatic experiences and an adverse course in bipolar disorder
should lead to preventive and early intervention measures that may reduce the associated risk of a poor outcome.
Keywords: Bipolar disorder; childhood trauma; treatment

INTRODUCTION
Bipolar disorder is a severe psychiatric disorder,
characterized by biphasic mood episodes of mania or
hypomania and depression and is expressed as recurrent
episodes of changes in energy levels and behavior (1,2).
Family, twin and genetic studies suggest a strong
contribution of genetic factors to the causation of
bipolar disorder (3,4). Although bipolar disorder has high
heritability, environmental factors that can modify the
onset and the course of the disorder should also be taken
into consideration. Even though the literature on the role
of these factors in bipolar disorders is inadequate, life
events, especially childhood abuse, have classically been
described as risk factors of bipolar disorders as well as
predictors of adverse course (5, 6). It has been estimated
that approximately 50% of people with bipolar disorder
have been exposed to various forms of childhood abuse (7).

Additionally, it is reported that being exposed to childhood
abuse has been associated with unfavorable course and
outcomes among patients with bipolar disorder, including
earlier age of onset of bipolar disorder (8,9), more frequent
relapses (10), increased risk of suicide attempts, frequency
of comorbid illnesses (11,12), and substance abuse (13).
In the present study, we attempted to assess the effects
of childhood abuse on the course and treatment regimen
on bipolar disorder and the risk factors creating the
abuse such as sociodemographic characteristics.
Elucidating such effects and risk factors could facilitate
early identification of individuals most at risk for severe,
chronic bipolar illness course, and who are thus important
candidates for earlier and more robust interventions to
reduce episode recurrence and enhance functioning and
quality of life.
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MATERIAL and METHODS
Subjects
This research was conducted in Bakırköy Mental Hospital
out-patient clinic between May and June 2003 on 42 male
and 50 female patients diagnosed as bipolar disorder
according to the Diagnostic and Statistical Manuel of
Mental Disorders IV (DSM-IV) (14) criteria. Patients were
in remission, with seven points in Young Mania Scale
(15) and nine points in Hamilton Depression Scale (16).
Local ethics committee approved the study and informed
consent forms were obtained from all the subjects after
explaining the purpose of the study.
The study group consisted of literate patients aged
between 18 and 65 years. The patients with mental
retardation, dementia, delirium and amnestic disorders
and with active alcohol or substance abuse requiring
concurrent treatment were excluded. Patients had at least
2-years of bipolar disorder history and were followed in
the outpatient clinic for at least a year.
Materials
Sociodemographic data (i.e. gender, age, education,
marital status, occupation, economic status, family
history) and clinical data of the patients (i.e. age of onset,
duration, number of hospitalizations, total number of
manic-depressive-mixed attacks, history of rapid cycling
and psychotic episodes, history of electroconvulsive
treatment (ECT), medications and treatment compliance)
were obtained with two separate forms. Childhood Abuse
and Neglect Inventory was used to evaluate the childhood
traumas of the patients. This semi-structured scale was
developed by Yargıç at al. Physical abuse, emotional
abuse, sexual abuse, neglect, frequency of abuse which
changes from none to very often, suicide attempts, and
self-destructive behaviors were detected with this form
(17). Age of abuse (as a child before age sixteen), age of
abuser (a person who was at least 5 years older or a family
member who was at least 2 years older), abusive behavior
were tried to be clarified. While questioning sexual abuse;
contact-free situations, experimental sexual activities
among peers were excluded. Sexual abuse was defined
as sexual conduct or contact between a child and an
older person. Physical abuse was defined as bodily
assaults (such as repressing several times, slapping,
biting, beating with object, kicking, burning and locking)
on a child by an older person that posed a risk of injury or
resulted in injury. Emotional abuse was defined as severe
verbal threats, criticism, and humiliation that endanger
the emotional or mental health of the person. Neglect
was defined as the failure of caretakers to provide for a
child’s basic physical and emotional needs, including
food, health care, love, and support (18,19). The frequency
of abuse was ignored, because of the limitations in
sampling. Life-long comorbidities were evaluated with
SCID-1 (Structured Clinical Interview for DSM-IV Axis 1
Disorder) (20).
Statistical analysis
Ninety-two patients were divided into two groups

according to their abuse history. Abused patients were in
group 1, and those without abuse history were in group 2.
Statistical analyses were performed between these two
groups. SPSS for Windows 11.0 for statistical analysis.
Parametric Student t-test was used to compare normal
distributed variables and non-parametric Mann-Whitney
U-test was used to compare non-normal distributed
variables. Categoric variables were compared with chisquare test. The statistical significance was accepted as
p< 0.05.

RESULTS
Fifty patients were female and 42 were male. Mean age
was 32.8 ± 9.5 years. 48.9% of the patients were born
in rural areas, 35.9% were primary school graduates,
48.9% were single, 32.6% were housewives, 6.5% were
unemployed because of their mental illness, 67.4 % were
in the mid-economic level and 5.4% had legal problems.
There was homogeneity in patients included in the study
in terms of sociodemographic data.
54.3% of the patients had been subject to some kind of
abuse (physical, sexual, emotional abuse or physical and
emotional neglect). The most frequent type of abuse was
neglect (37.0%). Physical abuse (20.7%), sexual abuse
(17.4%) and emotional abuse (12.0%) followed neglect.
Since some of the patients were subjected to more than
one type of abuse; the amount of total abuse was bigger
than the number of patients.66.0% of females and 40.5%
of males were abused. The abuse was significantly higher
in females than in males (p = 0.021) (Table 1).
Table 1. Abuse characteristics of the sample
Female
n (%)

Male
n (%)

x²

P

Abuse present

33 (66.0)

17 (40.5)

5.993

0.021*

Physical abuse

12(36.4)

7(41.2)

1.110

0.740

Sexual abuse

12 (36 )

4 (23)

1.397

0.497

Emotional abuse

5 (15.2)

6 (35.3)

2.653

0.103

Neglect

24 (72.7)

10 (58.8)

0.997

0.318

When the relation between the type of abuse and the
profile of the abusers was analyzed, it was found that
16.3% (n= 15) of the physical abusers were parents, 3.3%
(n= 3) were foreigners and 1.1% (n=1) were second degree
relatives and the difference was statistically meaningful
(x²=6.394, P=0.014). Most of the emotional abusers were
also parents 7.6% (n=7), then foreigners 3.3% (n=3) and
second-degree relatives 1.1% (n=1) (x²=1.397, P=0.497);
while 2.2% (n=2) of the sexual abusers were parents, 6.5%
(n=6) were second-degree relatives and 8.7% (n=8) were
foreigners (x²=0.533, P=0.069). There was no significant
difference in terms of family history of those patients who
were abused and those who were not abused (p>0.05).
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78.8% (n=41) of the abused group and 85% (n=34) of the
non-abused group were brought up by their parents and
there was no statistical difference between the two groups
in terms of this aspect (x²=1.042, P=0.549). The rate of
divorce of parents in the abused group was 9.6% (n=5)
and in the non-abused group was 7.5% (n=3) (x²=0.235,
P=0.628). Apart from these patients, others were brought
up by their second-degree family members because of
some social reasons (i.e. illness and job). None of the
patients grew up in orphanages (n=0).
Table 2. Comparison of groups according to their clinical features

When clinical features were compared between the groups,
age onset of the disease was significantly earlier in abused
patients (T=0.698, P=0.048). Recurrent suicidal attempts
were meaningfully higher in abused patients (T= -1.996,
P=0.049). No difference was found among the number of
hospitalizations, total attacks and previously applied ECT
regimen amount (Table 2). Abused patients had manic and
non-abused patients had depressive episodes initially.
Rapid cycling was higher but insignificant in the abused
group (P>0.05) (Table 3). Abused patients were treated
with significantly higher drug combinations (P<0.05).
When life-span comorbidities were compared, the
abused group had significantly higher comorbid disease
(x²=14.320, P=0.006). The significance was because of
the existence of PTSD in the abused group. There was
also a high rate of anxiety disorders in the non-abused
group (Table 4).

T

P

Age at onset of disease (years)

Mean
Group
Group
1
2
20.32
23.33

0.698

0.048*

Illness duration (years)

10.55

9.083

-0.897

0.372

Hospitalization (n)

3.18

3.47

0.422

0.674

Manic phase (n)

3.24

3.92

1.090

0.279

Depressive phase (n)

4.12

3.09

-1.378

0.172

Mixed phase (n)

0.56

0.59

0.188

0.852

Life span comorbidity

Hypomanic phase (n)

2.84

2.54

-0.444

0.658

Anxiety disorder (except PTSD) 5 (27.8)

13 (72.2) 14.320 0.006*

Total phase (n)

10.78

10.19

-0.376

0.708

PTSD

14 (87.5)

2 (12.5)

Recurrent suicide attempts (n)

0.78

0.35

-1.996

0.049*

Somatization, eating disorder

2 (66.7)

1 (33.3)

ECT treatment (n)

1.40

1.74

-0.685

0.495

Substance/alcohol abuse

14 (63.6)

8 (36.4)

Table 4. Comparison of comorbidity between groups
Group 1
n (%)

Group 2
n (%)

x²

P

DISCUSSION
Table 3. Comparison of disease features of groups
Group 1
n (%)

Group 2
n (%)

x²

P

2.327

0.312

First attack
Mania

27 (62.8) 16 (37.2)

Depression

22 (46.8) 25 (53.2)

Mixed

1 (50.0)

1 (50.0)

0 (0)

0 (0)

9 (55.6)

7 (43.8)

Hypomania
Rapid cycling
Present
Absent

2.239

0.815

7.413

0.048*

2.284

0.516

41 (53.9) 35 (46.1)

Medications
Mood stabilizer (MS)

14 (48.3) 15 (51.7)

Antipsychotic (AP)

1 (100.0)

MS+AP

28 (50.9) 27 (49.1)

MS+Antidepressant

7 (100.0)

0 (0)
0 (0)

Treatment compliance
Regular

43 (56.8) 32 (43.2)

Irregular

5 (44.4)

5 (62.5)

Giving up after active phase

3 (37.5)

5 (55.6)

Although various studies have explored the long-term
effects of childhood abuse on subsequent development of
bipolar disorder, the current findings once again revealed
important information regarding the underlying effect of
childhood abuse on the increased symptomatology and
adverse outcome of adult bipolar disorder.
In the present study, the rate of abuse was found to be
54.3% in bipolar disorder. Our results suggest that a
history of childhood abuse is found in approximately half
of adults with bipolar disorder (7,21). Neglect was found
to be the most frequent type of abuse. Regardless of the
frequency and type of abuse, there was a higher incidence
of lifetime PTSD in especially abused patients compared
to non-abused patients (22-24). Although patients with
active alcohol or substance abuse requiring concurrent
treatment were excluded, abused patients had higher
substance abuse history than the non-abused group
(13,25). Additionally, a history of childhood abuse was
also found to be associated with an increased incidence
of repeated suicide attempts (11,26,27). The possible
predisposing factors of suicidal behavior is very important
in bipolar patients since they are already under higher
suicide risk and comorbidity (15-25%). Suicide is among
the negative prognostic factors in bipolar disorder and it
increases the resistance and interferes with the compliance
with treatment (28) and childhood abuse seems to be an
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additional risk factor for suicide attempt and comorbidity
in bipolar disorder. We also found that abused patients
had more polypharmacy. The results could point out that
the presence of abuse may not only affect the severity of
bipolar disorder but also the treatment cost and social
ability.
Negative environmental factors like being female, presence
of parental psychiatric disorder or alcohol-substance
abuse, divorce, growing up in an orphanage and lack of
family support are related not only to increased risk of
development of bipolar depression, major depression and
anxiety disorders but, they are also strongest predictors of
risk of abuse (29). In our study, it was found that the rate
of abuse was also higher in women. However, no relation
between abuse and growing up in an orphanage could be
found as none of the patients grew up in an orphanage. As
opposed to the literature, the rate of divorced parents was
not different between the abused and non-abused groups.
It could be attributed to either (i) a less divorce rate in the
studied area, or (ii) a limitation in sampling. It was also
found that physical and emotional abuse was mostly
done by family members, although sexual abuse was
mostly done by foreigners. But, some researches revealed
that most of the sexual abuse cases were done by people
known to the child, with family members constituting one
third to one half of the perpetrators (27). This conflict could
either be attributed to (i) a less sexual abuse between the
family members in the studied area or (ii) in our country
those matters were hardly spoken.
Many studies refer to the relationship between childhood
abuse and PTSD. It is stated in the literature that
childhood abuse is a risk factor for the development of
PTSD later in life. In our study, it was observed that the
abused group had a higher comorbid PTSD. One of the
causal explanations is that child abuse and neglect can be
associated with an impaired and unorganized childhood
so, abuse and neglect may share a common resource
with the PTSD. According to another view, children
who are victims of abuse and neglect may exhibit risky
behaviors and show more behavioral disorders since
abuse and neglect can lead to pathological dysfunctional
behaviors and negativity. Thus, these children have an
increased risk for encountering trauma. Childhood trauma
also increases the odds of any mood disorders (30). In
addition, childhood mania has been shown to be a risk
factor for trauma exposure and PTSD. Thus, the frequency
of comorbid bipolar disorder and PTSD are reported to be
quite high (31,32) like in our study.
Although bipolar disorder is a highly genetic disorder,
we found no difference in the family history in our study.
But, studies conducted in recent years showed that
environmental factors like childhood traumas and repeated
exposure to stress may play a role in the emergence of
psychiatric disorders such as bipolar disorder (33-37).
These studies have shown that traumatic events that
exceed the limits of human understanding can result
in deterioration of biological and psychological coping

abilities and worsen emotional and behavioral problems in
youth (38). Childhood trauma leads to alterations of affect
regulation, impulse control, and cognitive functioning (12).
So, deterioration of coping abilities in early life time might
decrease the ability to cope with later stressors. Moreover;
when these stressors cannot be controlled or avoided,
they have been shown to cause physiological changes
(39,40). These changes include altered hypothalamicpituitary-adrenal axis activity and neuroplasticity, altered
immunological response and chronic inflammation,
altered emotion and reward processing circuitry, altered
serotonergic transmission and circadian rhythms. These
biological changes may decrease the age at the onset of
the disorder or increase the risk of suicide and increase
resistance to treatment leading to polypharmacy like we
found in our study. Additionally, childhood trauma may
interact with several genes and epigenetic factors may
also be involved in the neurobiological consequences
of childhood trauma in bipolar disorder (12). All these
negative effects of childhood trauma may affect the
clinical course negatively in these bipolar patients. The
results obtained in our study support these data.

LIMITATIONS
There are a number of methodological caveats in
interpreting these findings. First, there are many
definitions related to childhood abuse depending on
social and individual differences. But this is the common
problem of related studies. We preferred to use the most
common definition in the literature to decrease complexity
in definition. Second, the history of childhood abuse
was mostly obtained by self-report in an invalidated
patient questionnaire instrument rather than a clinicianadministered structured interview and thus perhaps
subject to greater errors in recall, which could include
underreporting or exaggerated recollection. Third, the
sample size and retrospective design are the other
important limitations. Lastly, as the study is only focused
on patients who attended to our clinic, it may not be
representative of all the bipolar patients. Hence, replication
of our findings in community-based treatment centers
would help to establish the representativeness of the
study results to a broader community of adults identified
as having bipolar disorder. Despite of these limitations,
our study represents important findings consistent with
previous studies and evaluates the relationship among
abuse and course of illness in Turkey.

CONCLUSION
Finally, although we do not claim childhood abuse as the
reason for bipolar disorder, the presence of abuse was
related to early onset of the disease, high rate of life-long
comorbid illness, more suicidal behaviors, and high use
of polypharmacy in treatment. For this reason, we believe
that greater appreciation of the relationship between early
traumatic experiences and an adverse course in bipolar
disorder should lead to preventive and early intervention
measures that may reduce the associated risk of a poor
outcome.
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