International Journal of Science and Research (IJSR)
ISSN: 2319-7064
SJIF (2020): 7.803
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Abstract: Background: Childhood trauma (CT) has been considered as a promising environmental determinant associated to bipolar
disorder (BD). Early trauma experiences have been suggested to contribute to both onset and clinical course of BD. Few studies have
examined the relationship between childhood trauma and quality of life (QoL) in bipolar patients. Aims: Our study aims to assess
childhood trauma in bipolar patients and to examine the relationship between childhood trauma and quality of life. Methods: We
conducted a cross-sectional study, including 60 BD patients, in euthymia. We assessed CT history using Childhood Trauma
Questionnaire and QoL using the 36-item Short Form Health Survey (SF-36) then we examined childhood trauma within the group of
patients according to QoL. Results: The majority of patients (81.66%) reported at least one type of childhood trauma history. The
assessment of quality of life revealed a global average of 64.48. Mental component was impaired while physical component was
preserved. Physical abuse was associated with a deterioration of QoL on the whole (p=0.01), particularly for its mental component
(p=0.01). Physical neglect was linked to a deterioration of QoL on the whole (p=0.006), particularly for its physical component (p=0.02).
Emotional abuse was associated with a deterioration of the physical component of QoL (p=0.02). Conclusion: BD is associated with a
history of childhood maltreatment. Physical abuse and physical neglect are associated with deterioration of QoL in its mental

component while emotional abuse is linked to deterioration of QoL in its physical component.
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1. Introduction

Bipolar disorder (BD) is a complicated, chronic disorder
characterized by recurrent episodes of depression and mania
or hypomania with periods of normal mood.*

BD has a major impact on psychosocial and professional
functioning. It significantly impairs quality of life (QoL) and
has an important social cost.?

Beyond genetic factors, environmental stressors have been
recognized as relevant contributors to the genesis of BD and
efforts to identify specific factors have been intensified over
the last decades.” In this context, literature data suggest early
trauma to be a promising environmental determinant linked
to BD.* Recent findings have estimated that more than half
of bipolar patients would have a history of childhood
maltreatment.>® Childhood trauma has been demonstrated to
be involved in both onset and specific clinical features of
BD °"® being particularly associated with worsening
clinical course of the disease.™

On the other hand, a growing body of evidence indicates that
adverse childhood experiences exert negative effects on
quality of life in general population** and particularly in
subjects with affective disorders including BD®.

Therefore, the aim of this study was to assess CT in patients
with BD and to investigate the relationship between CT and
QoL as measured by Short Form Health Survey
Questionnaire (SF-36) in BD.

2. Materials and Methods
2.1 Participants
We conducted a cross-sectional study between December

2014 and February 2016. We enrolled 60 BD euthymic
patients presenting to the psychiatry maintenance treatment

consultation at Departments A and C of Razi psychiatric
hospital in Tunisia. Patients were diagnosed on the basis of
the diagnostic criteria of DSM V. Exclusion criteria were
mental retardation, relevant cognitive impairment, traumatic
head injury with loss of consciousness, lifetime history of
major medical or neurobiological disorders. All patients who
were scored lower than 5 points on the Young Mania Rating
Scale (YMRS)* and below 7 points on the Hamilton
Depression Rating Scale (HDRS)* were considered as
euthymic. We assessed CT history and QoL in bipolar
patients then we examined the relationship between CT and
QoL. Permission from ethics committee was obtained.

2.2 Measurements

Socio-demographic measures included age, sex, marital
status, educational level and professional occupation. We
assessed the lifetime clinical characteristics of BD including
age of onset, duration of illness, total number of
hospitalizations, suicidal attempts and substances abuse.
Data was registered by using medical files and missing
information was completed when interviewing patients.

CT events were recorded using the short form of the
Childhood Trauma Questionnaire (CTQ)*. CTQ is a 28-
item self-report retrospective inventory intending to assess
maltreatment in childhood and adolescence. The CTQ short-
form contains 5 subscales: Emotional Abuse (EA), Physical
Abuse (PA), Sexual Abuse (SA), Emotional Neglect (EN)
and Physical Neglect (PN). Internationally widely used,
CTQ is known to have strong psychometric properties and
scores have been demonstrated to remain stable over time®.

Quality of life was assessed using the 36-item Short Form
Health Survey (SF-36) questionnaire’®. The SF-36 contains
36 items measuring 8 dimensions of health and well-being.
These attributes are combined to provide a physical
component summary (PCS) and a mental component
summary (MCS). PCS consists of subscales: physical
functioning, role limitation due to physical health, bodily
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pain and general health. MCS consists of subscales: mental
health, role limitation due to emotional problems, social
functioning and vitality. A global average score was
calculated and we considered that quality of life was
deteriorated if the score was less than 66.7 according to the
threshold value of Lean.'” We used the Arabic validated
version.*®

2.3 Statistical Analyses

All the analysis was performed using the Statistical Package
for Social Sciences (SPSS) for Windows 23.0. We
conducted a descriptive study then an analytical study.

Shapiro-Wilk Test was used to specify whether variables
had a normal distribution. When variables were normally
distributed, differences between groups were analyzed using
Student Test. Otherwise, groups were compared using
Mann-Whitney Test. We examined relationships between 2
continuous variables by using Spearman Test. The level of
significance was set at 0,05 in all measures.

3. Results
3.1 Childhood trauma in bipolar disorder

Sixty patients with BD diagnosis were included in the study.
Socio-demographic and clinical data are summarized in
table 1.

The majority of patients (81.66%) reported at least one type
of childhood trauma history.

Physical neglect was the most frequent category of trauma
observed in 56.66% of patients (n=34), 53.33% of patients
(n=32) experienced emotional neglect, 50% of patients
(n=30) experienced emotional abuse, 41.7% of patients
(n=25) experienced physical abuse and 30% of patients
(n=18) were sexually abused in childhood or adolescence.
About third of the study group (35%, n=21) experienced
severe childhood maltreatment in at least one domain.

The prevalence of severity level of each childhood trauma
subscale is given in table 2.

3.2 Quiality of life in bipolar patients

The assessment of quality of life revealed a global average
of 64.48.Mental component was impaired while physical
component was preserved. Vitality was the most
deteriorated mental dimension in bipolar patients (Table 3).

3.3 Childhood trauma and quality of life in bipolar
patients

Significant negative correlation was observed between EN
and general health dimension (p=0.04). PN history was
associated with impaired vitality dimension (p=0.05),
emotional well-being (p=0.02), general health (p=0.01),
physical score (p=0.02), mental score (p=0.01) and global
score (p=0.06) of SF-36. PA history was associated with
deteriorated role limitation due to emotional problems
dimension (p=0.01), vitality (p=0.04), emotional well-being
(p=0.04), mental score (p=0.01), and global score (p=0.01),

of the SF-36. We observed significant negative correlations
between PA and physical score of SF-36 and no
relationships were found between SA and all dimensions of
QoL. Total CTQ score was linked to impaired general health
(p=0.04), physical score (p=0.04) and global score (p=0.02)
of the SF-36.

4. Discussion

4.1. Childhood trauma in bipolar disorder

This study demonstrates high rates of childhood trauma
history in patients with bipolar disorder. Patients with at
least one domain of CT history represented 35% of the study
sample. This result is slightly lower than those reported in
previous studies in which this proportion was estimated
between 45% et 68%.>" Exploring the subscales, physical
neglect was the most frequent category of trauma observed
in our patients sample, unlike previous findings that showed
that emotional abuse and emotional neglect were the most
common domains of CT reported by patients with BD.>*%%
This discordance may be explained by socioeconomic
factors in our developing country where families with little
financial incomes have difficulties providing appropriate
physical care to children.

More than half of bipolar patients (58.31%) experienced
severe childhood trauma. This rate is in line with previous
findings.>’

The relationship between bipolar disorder and childhood
trauma can be explained in several ways.

First, deleterious effects of childhood trauma mediated
through  several  neurobiological  pathways  occur
preferentially in subjects with genetic susceptibility
according to a gene -environment interaction model and are
mediated in part by epigenetic processes.*** Second, early
and chronic stress has been related to inhibition of
neurotrophic factors synthesis and releasing in brain
structures.???

Furthermore, given the high heritability of BD, childhood
trauma in bipolar patients can be related to parental
psychiatric disorders which might lead to offensive and
hostile attitudes.>* In another point of view, early bipolar
disorder often occurs with behavioral disorders which may
arouse aggressive parental reactions resulting in childhood
maltreatment.”

4.2. The relationship between childhood trauma and
quality of life in bipolar disorder

In our study, physical abuse was associated with a
deterioration of QoL on the whole, particularly for its mental
component. Physical neglect was linked to a deterioration of
QoL on the whole, particularly in its physical component.
Emotional abuse was associated with a deterioration of the
physical component of QoL.

Few studies have aimed to assess the relationship between
childhood trauma and quality of life in patients with bipolar
disorder. The study of Erten et al indicated a significant
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association between childhood trauma history and the
alteration of many mental dimensions of the SF-36 as well
as pain dimension.® This relationship was mediated by
clinical features such as number of mixed episodes and rapid
cycles. In the study of Sala et al, there was a clear dose-
response relationship between number of CT and severity of
BP across several domains, including clinical characteristics
and level of psychosocial functioning at SF-12
questionnaire.'® Serafini et al suggested that the relationship
between traumatic childhood experiences and impaired
physical and mental health-related quality of life among
bipolar patients was related to specific sensory processing
patterns and alexithymia.”® Other studies have highlighted an
association between depressive signs, impaired social
functioning and difficulties in interpersonal relationships in
bipolar patients who have endorsed childhood maltreatment.
This association may be explained by emotional
dysregulation due to long-term neurobiological changes.?**’
On the other hand, according to psychological approaches,
parent-child secure attachment relationship is a major
determinant of his future abilities to engage in interpersonal
relationship and live independently. When this relationship
is compromised by childhood maltreatment, it damages
child's self-esteem and his capacity to interact with others.
Thereby, childhood trauma might impair social and
psychological components of quality of life.

4.3. Limitations

Our study has several limitations. First, the relatively small
sample size would induce the risk of statistical errors.
Otherwise, one weakness of the study is the retrospective
assessment of childhood trauma which might engender
recall bias. Nevertheless, this report is the first Tunisian one
to examine the association between childhood trauma and
bipolar disorder and one of the few existing studies
assessing the childhood trauma impact on quality of life in
bipolar patients. Moreover, this analysis controlled for
euthymic state in order to minimize the potential influence
of current mood state on patients perception of their
childhood.

5. Conclusions

Our findings provide additional evidence in favor of an
association between CT and BD, and suggest a relationship
between history of CT and QoL impairment in both physical
and mental dimensions among bipolar patients. These results
have several clinical implications. First, it should be
recommended to assess systematically history of CT in
clinical practice among bipolar patients in order to ensure
appropriate therapeutic management. Major importance
should be given to psychotherapeutic approaches including
cognitive behavioral therapies, trauma-focused therapy and
mindfulness to target potential late consequences of early
trauma and to achieve improvements in QoL. Furthermore,
since CT has been suggested to enhance stress reactivity,
emotional therapies might be of great interest. Finally, it
should be required to provide psychological support to
bipolar parents as well as their children and to offer family
therapies if needed in order to avoid conflicted family
interactions.

Table 1: Sociodemographic and clinical features in patients
with bipolar disorder

Patients

Male /Female n (%) 28 (46,66%)/

32 (53,33%)

Age (Years) 41,3+10,86
Educational level n (%)
Primary level 26 (43,3%)
Secondary level 23 (38,3%)
Higher level 7 (11,7%)
Illiterate 4 (6,7%)
Marital status n (%)
Married 25 (41,7%)
Single 29 (48,3%)
Widow (er) 5 (8,7%)

Professional activity n (%) 31 (51,66%)

Current cigarette use n (%) 31 (51,66%)

Current alcohol use n (%) 10 (16,7%)
Current substance use n (%) 8 (13,3%)
Personal history of suicide attempts n (%) 14 (23,3%)
Personal history of psychiatric disorders n (%) 27 (45%)
Age of onset (mean + SD) 25,65 + 8,18
Duration of illness (mean + SD) 15,77 £10,38
Number of manic episodes (mean + SD) 3,66+291
Number of hypomanic episodes (mean + SD) 1,03 +3,14
Number of mixed episodes (mean + SD) 0,741,255
Number of depressive episodes (mean + SD) 1,27 £ 2,06
Number of total hospitalizations (mean + SD) 5,25 + 4,58

Psychotic symptoms (%) 50 (83,33%)

SD: Standard deviation; %: rate in percentage

Table 2: The prevalence of severity level of each childhood
trauma subscale in bipolar patients

None Low Moderate Severe
EN 46,7% 28,3% 13,3% 11,7%
PN 43,3% 21,7% 20% 15%
EA 50% 26,7% 11,7% 11,7%
PA 58,3% 15% 10% 16,7%
SA 70% 6,7% 20% 3,3%

EN: emotional neglect, PN: physical neglect, EA: emotional
abuse, PA: physical abuse, SA: sexual abuse

BD: bipolar patients group, HC: healthy controls

* Mann-Whitney test: p<0.05

Table 3: Quality of life in patients with bipolar disorder
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Component Dimension Mean jtarjdgrd
eviation
Physical functioning 82.00 18.18
Role limitation due to
Physical physical health 5541 42.70
Pain 72.04 28.81
General health 59.20 19.91
Vitality 43.11 25.06
Social functioning 73.33 32.90
Mental Role I_|m|tat|on due to 66.66 43.39
emotional problems
Emotional well-being 65.53 19.91
Mental score 61.67 22.35
Physical score 67.29 21.02
Total score 64.48 18.57
1079




International Journal of Science and Research (IJSR)
ISSN: 2319-7064
SJIF (2020): 7.803

References

[1]

[2]
[3]

[4]

[5]

[6]

[7]

[8]

[9]

[10]

[11]

[12]

[13]

[14]

[15]

[16]

Fava GA. Subclinical symptoms in mood disorders:
pathophysiological and therapeutic implications.
Psychol Med 1999; 29 (1):47-61.

Leguay D. Répercussions sociales des troubles
bipolaires. Encephale 2006; 32 (3):38-40.

Heim C, Nemeroff CB. The role of childhood trauma
in the neurobiology of mood and anxiety disorders:
Preclinical and clinical studies. Biol Psychiatry 2001;
49:1023-9.

Etain B, Mathiew F, Henry C, Raust A, Ray I,
Germain A, Leboyer, MI, Bellivier M. Preferential
association between childhood emotional abuse and
bipolar disorder. J Trauma Stress 2010; 23 (3):376-
383.

Garno JL, Goldberg JF, Ramirez PM, Ritzler BA.
Impact of childhood abuse on clinical course of bipolar
disorder. Br J Psychiatry 2005;186:121-5.

Erten E, Funda Une A, Saatcioglu O, Ozdemir A,
Fistikci N, Cakmak D. Effects of childhood trauma and
clinical features on determining quality of life in
patients with bipolar I disorder. J Affect Disord 2014;
162:107-13.

Leverich GS, McElroy SL, Suppes T, Keck PE,
Denicoff KD, Willem AN, Nolen WA, Altshuler LL,
Rush AJ, Kupka R, Frye MA, Autio KA, Post RM.
Early physical and sexual abuse associated with an
adverse course of bipolar illness. Biol Psychiatry
2002;51 (4):288-97.

Leverich GS, Post RM. Course of bipolar illness after
history of childhood trauma. Lancet 2006; 367
(9516):1040-2.

Brown GR, McBride L, Bauer MS. Impact of
childhood abuse on the course of bipolar disorder: a
replication study in U.S verterans. J Affect Disord
2005;89 (1-3):57-67.

Daruy-Filho L, Brietzke E, Lafer B, Grassi-Oliveira R.
Childhood maltreatment and clinical outcomes of
bipolar disorder. Acta Pschiatr Scand 2011; 124:427-
34.

Greger HK, Myhre AK, Lydersen S, Josefiac T.
Childhood maltreatment and quality of life: a study of
adolescents in residential care. Health Qual Life
Outcomes 2016; 14 (74):1-17.

Young RC, Biggs JT, Ziegler VE, Meyer DE. A rating
scale for mania: reliability, validity and sensitivity. Br
J Psychiatry 1978; 133:429-35.

Hamilton MA. A rating scale for depression. Journal
Neurolol, Neurosurg Psychiatry 1960; 23:56-62.
Berstein DP, Stein JA, Newcomb MD, Walker E,
Pogge D, Ahluvia T, Tokes J, Handelsman L.
Development and validation of a brief screening
version of the Childhood Trauma Questionnaire. Child
Abuse Negl 2003; 27 (2):169-90.

Paivio SC. Stability of retrospective self-reports of
child abuse and neglect before and after therapy for
child abuse issues. Child Abuse Negl 2011; 25
(8):1053-68.

Ware Jr JE, Sherbourne CD. The MOS 36-item short
form health survey (SF-36): Conceptual framework
and item selection. Med Care 1992; 30 (6):473-83.

[17]

[18]

[19]

[20]

[21]

[22]

[23]

[24]

[25]

[26]

[27]

Lean ME, Han TS, Seidel JC. Impairment of health
and quality of life using new US federal guidelines for
the identification of obesity. Arch Intern Med 1999;
159 (8):837-43.

Guermazi M, Allouche C, Yahia M, Huissa T, Ghorbel
S, Damak J, Mrad MF, Elleuch MH. Translation in
arabic, adaptation and validation of the SF-36 Health
Survey for use in Tunisia. Ann Phys Rehabil Med
2012; 55 (6):388-403.

Sala R, Goldstein Bl, Wang S, Blanco C. Childhood
maltreatment and the course of bipolar disorders
among adults: epidemiologic evidence of dose-
response effects. J Affect Disord 2014;165:74-80.

Li XB, LiuJT, Zhu XZ, Zhang L, Tang YL. Childhood
trauma associates with clinical features of bipolar
disorder in a sample of Chinese patients. J Affect
Disord 2014; 168:58-63.

Heim C, Newport DJ, Wagner D, Wilcox MM, Miller
AH, Nemeroff CB. The role of early adverse
experience and adulthood stress in the prediction of
neuroendocrine stress reactivity in women: A multiple
regression analysis. Depress Anxiety 2002;15:117-25.
Bremmer JD, Narayan M, Anderson ER, Staib LH,
Miller HL, Charney DS. Hippocampal volume
reduction in major depression. Am J Psychiatry
2000;157 (1):115-8.

Liu RT. Early life stressors and genetics influences on
the development of bipolar disorder: The roles of
childhood abuse and brain-derived neurotrophic factor.
Child Abuse Negl 2010; 34:516-22.

Romero S, Delbello MP, Soutullo CA, Stanford K,
Strakowski SM. Family environment in families with
versus families without parental bipolar disorder: A
preliminary comparison study. Bipolar Disord 2005;
7:617-22.

Serafini G, Gonda X, Pompili M, Rihmer Z, Amore M,
Engel-Yeger B. The relationship between sensory
processing patterns, alexithymia, traumatic childhood
experiences, and quality of life among patients with
unipolar and bipolar disorders. Child Abuse Negl
2016; 62:39-50.

Dias VV, Brissos S, Frey BN, Kapczinski F. Insight,
quality of life and cognitive functioning in euthymic
patients with bipolar disorder. J Affect Disord 2008;
110:75-83.

Maguire C, McCusker CG, Meenagh C, Mulholland C,
Shannon C. Effects of trauma on bipolar disorder: the
mediational role of interpersonal difficulties and
alcohol dependence. Bipolar Disord 2008;10 (2):293-
302.

Volume 10 Issue 6, June 2021

WWW.ijsr.net
Licensed Under Creative Commons Attribution CC BY

Paper ID: SR21602215716

DOI: 10.21275/SR21602215716

1080





