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Abstract:  
Background: More than half of individuals with bipolar disorder (BD) report having experienced childhood 

maltreatment, including sexual and physical abuse. It appears that this early traumatic exposure impacts the 

clinical expression of the illness and its management. The objective of this study is to determine the link between 

childhood trauma and the characteristics of bipolar disorders in the Algerian population. 
Materials and Methods: We conducted a descriptive cross-sectional study involving 144 bipolar patients, 

diagnosed according to the DSM-5 criteria for BD, over a period of 24 months, from January 2021 to December 

2022. Sociodemographic, clinical, and evolutionary characteristics were collected by using a hetero-

questionnaire. Clinical evaluation was performed by using the Young Mania Rating Scale, Hamilton Depression 

Rating Scale, and the Child Trauma Questionnaire (CTQ). 

Results: The mean age of our patients was 41.3±13 years. The majority were male, and over half were single. 

The average age of onset of the illness was 22.7±4.8 years. The majority had an average of 4.60±4.30 

hospitalizations. Type I BD was overrepresented in 77.1% of cases. The prevalence of early maltreatment was 

40.3% (n=58), with 19.3% reporting at least two subtypes. The overall CTQ score was 43.55±53.5. Childhood 

trauma history was significantly associated with early onset of the illness (at 21 years), family history of mental 

illness (p=0.000), suicidal behavior (p=0.009), psychotic disorders (delusions were more common than 

hallucinations, 77.1% vs 29.9%), and treatment resistance. However, no notable associations were found with 

the speed of mood episodes, anxious comorbidities, personality disorders and psychoactive substance use 

disorders. 

Conclusion: Overall, our results are consistent with the existing literature. They confirm a high prevalence of 

childhood trauma that has a significant impact on the course of bipolar disorder in the Algerian population. It is 

important for clinicians to identify early maltreatment in patients, as it has an influence on the clinical 

expression of the illness and treatment response. 
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I. Introduction  
 The term childhood trauma is often used to refer to various forms of abuse and mistreatment that an 

individual has been exposed to during their childhood and adolescence 1-2. Furthermore, the World Health 

Organization (2013) 3 estimated the prevalence of sexual violence at 19.1%, physical violence at 22.9%, 

emotional violence at 29.1%, physical neglect at 16.3%, and emotional neglect at 18.4%. Given their significant 

frequency and the physical and psychological consequences they entail, childhood traumas are now recognized 

as a major public health issue by the High Authority of Health (HAS) in 2014 4. Among the long-term 

psychological consequences, numerous studies suggest a significant impact of early trauma on the risk of 

developing psychiatric disorders in adulthood, such as bipolar disorders, schizophrenia, anxiety disorders, 

personality disorders, and substance use disorders. Moreover, more than 50% of bipolar individuals report 

having been victims of sexual or physical abuse during their childhood 5-6. Indeed, the association between 

childhood maltreatment and the risk of developing bipolar disorder has been the subject of several literature 

reviews, including the two meta-analyses conducted by Palmier-Claus and Agnew-Blais and their collaborators 
7-8. These meta-analyses, based on several studies (19 and 30 studies respectively), found a risk of developing 

bipolar disorder more than 2.6 times higher in cases of early traumatic exposure. All types of maltreatment were 

involved and particularly emotional abuse. Beyond an increased risk of developing a mood disorder, the authors 

note that childhood maltreatment significantly and negatively impacts the clinical expression of the illness, its 

course, and its response to treatment 7-8. The objective of our study was to determine the link between childhood 

trauma and the characteristics of bipolar disorders based on a survey conducted in Algiers. 
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II. Material And Methods  
We conducted a descriptive cross-sectional study involving 144 bipolar patients hospitalized at the 

Specialized Psychiatric Hospital DRID Hocine in Kouba-Algiers, Algeria. The patients were included based on 

the diagnostic criteria for bipolar disorder outlined in the Diagnostic and Statistical Manual of Mental Disorders, 

5th edition (DSM-5) 9. The study was carried out over a period of 24 months, from January 2021 to December 

2022. Patients had to be 18 years of age or older. Patients with schizophrenia, schizoaffective disorder, 

schizophreniform disorder, and recurrent depressive disorders were excluded from the study. Prior to their 

participation, patients were provided with information about the purpose of the study, the respect for anonymity, 

and the confidentiality of data, in order to obtain their informed and voluntary consent to participate. 

 

Data Collection and Measurement Instruments 

Sociodemographic data: age, gender, marital status, level of education, occupation, family history of 

mental illness, personal history of suicide attempts, childhood traumas, subtypes of childhood maltreatment, and 

comorbidities (anxiety disorders, personality disorders, and addiction). 

Clinical and evolutionary data: age at first episode, current mood episode, duration of illness, number 

of hospitalizations, interval between hospitalizations, presence of psychotic symptoms, and history of treatment 

resistance. Regarding the assessment of clinical severity, we used three scales: the Young Mania Rating Scale 10, 

the Hamilton Depression Rating Scale 11, and the Child Trauma Questionnaire (CTQ) (Bernstein et al., 2004) for 

the types of maltreatment 12. 

 

Statistical Analysis 

 All data collected from the pre-established questionnaire were entered into the SPSS software, version 

26. Qualitative variables were expressed as percentages or frequencies, while quantitative variables were 

expressed as means, standard deviations, and ranges. The chi-square test was used to compare qualitative 

variables, and the Student's t-test was used to compare a qualitative variable with a quantitative variable. The 

significance level was set at 5% (p ≤ 0.05). 

 

III. Result  
      The sociodemographic and clinical characteristics are summarized in Tables 1 and 2.  

Our study revealed a significant relationship between a history of childhood abuse and suicidal 

behavior (p=0.013) (Figure n°1), as well as a significant association between family history of mental illness 

(p=0.000). The most frequently implicated types of abuse were sexual, emotional, and physical abuse (p=0.009). 

However, sex and comorbidities (anxiety, personality disorders, and addictions) were not significantly 

associated with a history of childhood abuse (p=0.453). 
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Figure n° 1: Distribution of 144 bipolar patients with or without attempted suicide by history of childhood 

trauma 

 

Furthermore, the statistical analysis revealed that patients with a history of childhood trauma (sexual, 

physical, or emotional abuse) had a significant association with early onset of the disease (p=0.000) and 

psychotic symptoms (p=0.007). Delusions and hallucinations were particularly associated with sexual and 
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physical abuse (p=0.000). However, no significant association was found with the number of hospitalizations 

(p=0.550). 

 

Table 1: Socio-demographic characteristics and background 
Variables (n) % Variables (n) % 

Mean Age (M±SD)* (year) = 41,3±12,9 

Gender 

Mal   
female 

Marital status 

Single 
Married 

Divorced 

widow 

Educational level 

Illiterate  

Primary 
College 

Secondary 

Academic 

Professional status 

Senior manager 

Middle manager 
Low manager 

Without profession 

Other (Student) 

Family history of mental illness 

Schizophrenia  

Bipolar disorder 

 

 

(88) 61,1 
(56) 38,9 

 

(81) 56,3 
(48) 33,3 

(13) 9,0 

(2) 1,4 
 

(4) 2,8 

(5) 3,5 
(37) 25,7 

(54) 37,5 

(44) 30,6 
 

(14) 9,7 

(29) 20,1 
(31)  21,5 

(58)  40,3 

(12)  8,3 
 

(32) 22,2 

(37) 25,7 

Schizophrenia and bipolar disorder 

No family history 

Personal history 

Childhood trauma 

- Yes  

- No  

Subtypes of maltreatment 

- Emotional abuse  

- Physical abuse 
- Sexual abuse  

- Emotional and physical neglect 

- Emotional and physical abuse 

- Physical and sexual abuse 

- All subtypes  

- No abuse 

Suicide attempt 

- Yes  

- No  

Comorbidities: 

Anxious 

Personality disorders  

Substance use disorder 
- Yes  

- No 

(1)  0,7 

(79) 54,9 

 
 

(58) 40,3 

(86) 59,7 
 

(4) 2,8 

(2) 1,4 
(27) 18,8 

(2) 1,4 

(6) 4,2 
(9) 6,3 

(8) 5,6 

(86) 59,7 
 

(57) 39,6 

(87) 60,4 

 

(13) 9 

(16) 31,9 
 

(69) 47,9 

(75) 52,1 

(M±SD)*: mean ± standard deviation 

       
Table 2 :  Clinical Characteristics 

Variables  M ± SD* (n) % 

Mean age of onset of BD (M SD)*(years)   22,71±4,81  

Mean age of onset of BD (M SD)*(years):  

-  with history of early trauma 
-  with no history of early trauma 

 

21,00±4,57 
23,90±4,64 

 

 
 

Average duration of BD evolution (M SD) (years)           

Average number of hospitalizations (M SD) (years) 

Mean interval between hospitalizations (M SD) (years) 

16,11±11,20 

4,60±4,30 
2,80±1,50 

 

 
 

Diagnosis of bipolar disorder (BD) 

BD type I                                                                                       

BD type II                                                                              

 

 

 

 

(133) 92,4 

(11) 7,4 

BD with or without psychotic characteristics (CP) 

Without (CP) 

With (CP) 
-  Congruent with mood 

-  Not congruent with mood 

Existence or no hallucination 
- No 

- Yes   

Existence or no delusion 

- No  

- Yes  

 

 

 
 

 

 
 

 

 
 

 

 

(31) 21,5 

(113) 78,5 
(70) 48,6 

(43)  29,9 

 
(101) 70,1 

(43) 29,9 

 
(33)  22,9 

(111) 77,1 

Clinical evaluation 

- Overall CTQ score** 

- Total HDRS score (M SD) 

- Young Total Score (M SD) 

 

43,55±53,5 
13,40±8,20 

24,42±10,56 

 

 

(M ±SD)*: Mean ± standard deviation; CTQ**: Child Trauma Questionnaire 

 

IV. Discussion  
Prevalence 

          The prevalence of childhood trauma history in this study, as assessed by the overall Child Trauma 

Questionnaire (CTQ) score (43.55±53.5), was 40.3% (n=58) among bipolar patients, with 19.3% reporting at 

least two subtypes of early maltreatment. Our results are consistent with previous studies examining the link 

between early trauma and bipolar disorders, which have reported prevalence rates ranging from 40% to 55% 5-6, 

13. Etain and al. (2013) 5 reported a prevalence rate of 49.6%. Similarly, Sala and  al. (2014) 6 found that 54.3% 

of patients with bipolar disorder type I and 428 with bipolar disorder type II reported at least one subtype of 
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childhood trauma in a study of 1,172 bipolar patients. In line with these findings, comparative studies have 

shown a higher prevalence of early trauma in bipolar patients compared to healthy controls 14-16. For instance, a 

comparative study by Jansen and al. (2016) 16 reported higher early trauma rates, as assessed by the CTQ, in 

bipolar disorder compared to healthy controls (53.9% vs. 17%). Similarly, Watson and al. (2014) 14 compared 60 

bipolar patients to 55 healthy controls and found that the total CTQ score was higher in the bipolar group 

compared to the healthy controls (44.4% vs. 31.2%; p < 0.001). 

 

Sociodemographic characteristics and family/personal history 

 Sociodemographic characteristics 

          Considering the sociodemographic data of our sample, the clinical population consisted of 144 bipolar 

patients, the majority of them were male. Over half of the patients were unmarried and in their forties, with 

secondary or university education. More than half were employed. These results were consistent with some 

studies in the literature involving individuals with bipolar disorder, regardless of whether they had experienced 

childhood trauma 7-8. However, our study did not find a significant relationship between gender and early 

trauma, which is in line with the New York study by Garno et al. in 2005 17. On the other hand, some studies, 

including the study by Etain et al. in 2013 5, reported higher CTQ scores among women compared to men 

(scores of 43.48 vs 40.78; p = 0.025). 

 

 Personal and family history 

          A history of family mental illness was found in our bipolar patient population in 58% of cases. Patients 

with a family history of mental illness were significantly associated with a history of sexual, physical, and 

emotional abuse (p=0.000), and they had an earlier onset of the illness (21 years). Our results are consistent with 

the study by Post et al. in 2016 18, which included 968 patients with bipolar disorder type I and II. They found 

that patients with a family history of mental illness and traumatic experiences (sexual, physical, and emotional 

abuse) had an earlier onset of the illness (22 years) compared to those without a family history. 

Furthermore, early trauma is consistently associated with suicidal behaviors in the course of bipolar 

disorder. However, according to the results of the study by Sugoy et al. in 2012 19, this factor is non-specific to 

suicide in bipolar disorder. On the other hand, the results of other studies 7-8 show that bipolar patients with a 

history of childhood trauma have a higher incidence of suicidal behaviors. Additionally, the total CTQ score is 

higher in patients with a history of suicide attempts. In line with this, the results regarding the subtypes of 

trauma show that they are all associated with the risk of suicide attempts, particularly sexual, physical, and 

emotional abuse 5,15, which is consistent with the findings of our study, as we found a significant association 

with sexual abuse followed by physical and emotional abuse (p=0.009). 

In our sample, the majority of our patients had at least one comorbidity. This comorbidity rate is 

consistent with figures often cited in the literature (over 80%), ranging from 65% to 75% 20-21. However, some 

authors 5, 7-8 have mentioned that comorbidities are higher in bipolar patients with a history of early trauma 

compared to those without. Contrary to these results, our study did not find a significant association between 

childhood trauma and various comorbidities, including anxiety disorders, pathological personality, or substance 

use disorders. 

 

Clinical characteristics 

 Age at first episode 

         Several studies 4, 15, 17 have highlighted the link between early onset of the illness and a history of early 

trauma. Indeed, the age at onset of bipolar disorder was three years earlier (22.1 vs. 25.7 years) for individuals 

who experienced a single subtype of trauma, and six years earlier (19.6 years) for those who reported at least 

three subtypes of trauma among patients with bipolar disorder type I and II. Some authors have reported that the 

earlier the onset of the illness, the higher the number of traumas experienced 22. This finding was confirmed by 

our study, as the onset of symptoms was significantly earlier in bipolar patients with a history of early trauma (a 

difference of three years) compared to those without a history of trauma (21 years vs. 24 years, respectively). 

 

 Type of bipolar disorder 

            The present study found a predominance of bipolar disorder type I, significantly more frequent in the 

manic phase than in the depressive phase. These results are consistent with some studies in the literature 21, 23-24. 

Sala et al. 2014 6 compared bipolar disorder types based on a history of childhood maltreatment and found a 

higher prevalence of childhood maltreatment in bipolar disorder type I patients, while the results of another 

study 25 found higher rates of maltreatment in bipolar disorder type II patients. On the other hand, other authors 

have not found a difference between the two types 7, 14-15, including the meta-analysis by Palmier-Claus et al. 

2016 7 which did not find a significant difference between bipolar disorder type I and type II, which is consistent 

with our study. 
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 Number of hospitalizations and intervals between hospitalizations 

            Furthermore, the results of some studies also suggest that bipolar patients with a history of early trauma 

have a higher number of hospitalizations with shorter intervals between episodes compared to bipolar patients 

without a history of early trauma 5, 7-8. In contrast to these studies, our results demonstrated that the number of 

hospitalizations and the intervals between hospitalizations were not significantly associated with early trauma, 

which is consistent with the findings of the study by Etain et al. 2013 and Palmier-Claus et al. 2016 5, 7. 

 

 The presence or absence of psychotic features 

Our results also confirm that the majority of patients experienced an average of 2.7 ± 2.2 mood 

episodes with congruent or incongruent psychotic features. These symptoms were significantly more prevalent 

during manic episodes. Delusions were more common than hallucinations, with rates of 77.1% versus 29.9%, 

respectively. These findings are consistent with studies demonstrating a significant number of bipolar patients 

experiencing at least one mood episode with psychotic features, particularly during manic phases 26-27. The 

results also revealed that delusions and auditory-verbal hallucinations were considered the psychotic symptoms 

most correlated with a history of early trauma, especially sexual abuse. Our results align with several studies 6, 26, 

28 that have found a significant association between the Childhood Trauma Questionnaire (CTQ) score and 

higher scores of delusional ideas in bipolar patients. Other studies have found a significant link between sexual 

abuse and hallucinations, particularly auditory hallucinations 30-31. In contrast to other studies, that found women 

to be more prone to hallucinations compared to men 14, 15, our results did not find a connection between 

hallucinations and bipolar women with a history of early trauma. For some authors, a history of childhood 

maltreatment appears to significantly and negatively impact the clinical expression, course, and management of 

bipolar disorder. A meta-analysis of 19 studies found a 2.63-fold higher risk (95% CI: 2.00-3.47) of developing a 

mood disorder in individuals exposed to early traumatic experiences unrelated to post-traumatic stress 25. 

Additionally, a literature review and meta-analysis conducted by Agnew-Blais and Danese in 2016 8 found that 

patients with a history of childhood maltreatment had a greater number of manic episodes with more severe 

psychotic symptoms. A majority of authors have reported more severe positive symptoms, particularly auditory 

hallucinations and delusional ideas, in patients with a history of childhood maltreatment 27, 28, as observed in our 

study. The severity of positive symptomatology may be correlated with the intensity of traumatic exposure, 

suggesting a dose-response effect 29. Regarding the causal relationship between traumatic history and the 

emergence of mood disorders with psychotic features, some authors have proposed the hypothesis of specific 

gene-environment interactions that may mediate this association (e.g., nucleotide polymorphisms of the FKBP5 

gene) 30-33. However, this association is not specific to bipolar disorders and is shared with other psychiatric 

disorders, including schizophrenia. 

 

 Therapeutic response 

Finally, the impact of early trauma on the response to mood stabilizers treatments, antipsychotics, and 

antidepressants used in these patients remains little known, although some authors have mentioned resistance to 

certain molecules 34-35. These findings are consistent with those our study, as one-third of patients (n=45; 

31.25%) with a history of childhood trauma did not respond adequately to treatments. 

 

Limitations of the Study and Perspectives 

            The results of the present study should be considered preliminary, and more prospective comparative 

studies between bipolar disorder with a history of childhood trauma and bipolar disorder without a history of 

childhood trauma are needed to confirm the findings presented in this paper. 
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V. Conclusion 

                 Overall, in the present study, the sociodemographic and clinical characteristics associated with early 

trauma in Algerian patients with bipolar disorder align with those previously described in the literature. Indeed, 

we conclude that there is a significant association between childhood maltreatment and the risk of developing 

bipolar disorder in adulthood. The role of sexual abuse appears to be predominant in our study. The presence of 

these antecedents has consequences on the exacerbation of certain disease characteristics. The history of child 

hood trauma has a specific relation to the early onset of the disorder, the increased suicide risk, the severity of 

mood episodes with psychotic features, and the issue of treatment resistance. However, rapid cycling was not 

necessarily related to maltreatment. The significance of childhood trauma justifies the importance of addressing 

and providing support for children who experience it, aiming to prevent bipolar disorders in adulthood. 
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