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Childhood trauma and longitudinal clinical 
outcomes in bipolar affective disorder: a 
systematic review 
Hiu Ching Lim, Harry Kam Hung Tsui, Josephine Tung Wong, Ka Yee Chen, Fortuna Hau,  
Dennis Chak Fai Ma, Jennifer Yee-Man Tang, Sherry Kit Wa Chan

Abstract

Objective: To review the literature regarding long-term effects of childhood trauma (CT) on the 
progression of bipolar affective disorder (BAD) in terms of affective symptomatology, depressive 
symptoms, hypomanic and manic symptoms, mood and activity instability, suicidality, hospitalisation, 
comorbidity, relapse, treatment response and remission, and functional outcomes.
Methods: The PubMed, MEDLINE, Embase, and PsycINFO databases were searched for English-
language, longitudinal studies that investigated associations between CT and psychiatric outcomes 
in patients with BAD. Risk of bias was assessed using the Joanna Briggs Institute Critical Appraisal 
Checklist for Cohort Studies.
Results: In total, 13 studies (involving 5418 patients) were included in the analysis. All 13 studies had 
a low risk of bias. Those with a history of CT had more severe manic symptoms, increased functional 
impairment, and higher risks of relapse, suicidality, and psychiatric comorbidities. However, findings 
related to depressive symptoms, hospitalisation, treatment response, and functional recovery were 
inconclusive. A history of physical or sexual abuse was associated with increased symptom severity, 
mood instability, and higher relapse risk.
Conclusion: CT remains a key determinant of BAD progression rather than just a risk factor for onset. 
The differential impacts of CT subtypes suggest distinct neurobiological and cognitive mechanisms, 
highlighting the need for personalised, trauma-informed interventions.  
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Introduction

Bipolar affective disorder (BAD) is a chronic psychiatric 
disorder, characterised by recurrent episodes of mania or 

hypomania and depression,1 with a global prevalence of 
approximately 4%.2 It is associated with psychological 
distress, functional impairment, and reduced quality of 
life.3,4 
	 Childhood trauma (CT) is defined as exposure to 
traumatic events before the age of 18 years, including 
abuse (emotional, sexual, or physical), neglect (emotional 
or physical), and household dysfunction (such as parental 
substance abuse, parental incarceration, domestic violence, 
separation, or bereavement), as well as other recognised 
adversities including bullying, community or collective 
violence, parental illness or death, child marriage, and 
trafficking.5,6 Although the relationship between CT and 
BAD has been explored,7 the long-term effects of CT on 
clinical course of BAD are less known.
	 CT is associated with increased severity of manic, 
depressive, and psychotic symptoms; increased risk of rapid 
cycling;8 poorer cognitive function;9 and elevated risks of 
suicidality and comorbid anxiety, alcohol misuse, and 
substance abuse disorders.8,10 The findings of longitudinal 
studies of the broader psychiatric population suggest 
an adverse effect of CT on psychotic symptoms and 
suicidality.11,12

	 CT subtypes including physical abuse (PA), physical 
neglect (PN), emotional abuse (EA), emotional neglect 
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methods, and result analysis, as well as potential biases 
from confounding variables, loss to follow-up, and outcome 
measure reliability. Studies were categorised as low (<4 ‘no’ 
responses), moderate (4-7 ‘no’ responses), or high (≥8 ‘no’ 
responses) risk of bias. Any discrepancies were resolved 
through discussion with the research team.

Results

Of 1175 studies identified, 282 were duplicates and the 
remaining 893 were screened, of which 13 (involving 5418 
patients) met the inclusion criteria (Table 1).5,17,23-33 The 
mean age of patients was 38.8 years and 54% were female. 
All 13 studies had a low risk of bias (Table 2). Outcomes of 
the 13 studies are summarised in Table 3.

Affective symptomatology
Visioli et al32 found that in patients with BAD, those with a 
history of SA (but not PA) was significantly associated with 
higher overall symptom severity and more illness episodes 
per year. Wrobel et al33 found that those with a history of any 
CT had significantly higher scores on the Bipolar Inventory 
of Symptoms Scale and the Clinical Global Impression.

Depressive symptoms, hypomanic and manic 
symptoms, mood and activity instability
Leverich et al17 found increased severity of depressive 
symptoms in patients with a history of SA but not in those 
with a history of PA or those with no CT. However, Vaughn-
Coaxum et al31 found no significant effects of SA or PA 
on depressive symptom severity. Leverich et al17 found 
significantly increased severity of hypomanic symptoms in 
those with a history of PA or SA. Visioli et al32 found that a 
history of SA, but not PA, was significantly associated with 
more depressive and manic episodes per year and more time 
in hypomanic episodes but not in depressive episodes. von 
Hofacker et al26 found that CT was positively associated 
with mood instability but not activity instability. Leverich 
et al17 found significantly more rapid cycling, ultra-rapid 
cycling, and ultra-ultra-rapid cycling in patients with SA, 
and more ultra-rapid cycling in patients with PA. Brown 
et al5 found that a history of PA increased the probability 
of rapid cycling, and that PA and SA were associated with 
rapid cycling.

Suicidality
Leverich et al27 found that patients with a history of PA or 
SA had significantly higher suicidality than those without 
a history of CT, and that patients with both PA and SA had 
higher suicidality than those with either PA or SA.

Relapse
Dienes et al25 demonstrated that those who experienced 
more severe CT were more likely to relapse when facing 
mild stress, compared with those who experienced mild or 
no CT.

(EN), and sexual abuse (SA) have varying associations with 
brain deficits and psychopathologies.13-15 Different subtypes 
of CT may exert distinct effects on BAD. Individuals with 
BAD who have experienced childhood PA may exhibit more 
severe manic and depressive episodes and an increased risk 
of suicidality.16,17 Those with a history of childhood SA are 
more likely to experience rapid cycling, severe depressive 
symptoms, and elevated rates of self-harm and suicide 
attempts.17,18 Childhood EA and EN are associated with 
greater mood instability, a more chronic illness course, 
and a higher likelihood of suicide attempts.16,19 Therefore, 
this study aimed to review the literature regarding long-
term effects of various CT subtypes on the progression of 
BAD in terms of affective symptomatology, depressive 
symptoms, hypomanic and manic symptoms, mood and 
activity instability, suicidality, relapse, treatment response 
and remission, hospitalisation, comorbidity, and functional 
outcomes.

Methods

The guidelines provided in the Preferred Reporting Items 
for Systematic Reviews 2020 checklist were followed. The 
PubMed, MEDLINE, Embase, and PsycINFO databases20 
were searched using the following keywords: ‘childhood 
trauma’ OR ‘childhood adversity’ OR ‘childhood abuse’ 
OR ‘developmental trauma’ OR ‘early life stress’ OR 
‘social stress’ OR ‘chronic stress’ OR ‘physical abuse’ OR 
‘sexual abuse’ OR ‘emotional abuse’ OR ‘child neglect’ 
OR ‘childhood violence’ OR ‘family conflict’ OR ‘CTQ’ 
AND ‘bipolar affective disorder’ OR ‘bipolar disorder’ OR 
‘bipolar’ AND ‘long term’ OR ‘longitudinal’.
	 The titles and abstracts of identified papers were 
screened by two medical students using the Rayyan 
platform. Reference lists of review papers were also 
screened. Inclusion criteria were English-language articles, 
longitudinal studies of patients with BAD, comparisons 
of outcomes within BAD populations, investigations of 
associations between CT and psychiatric outcomes, and the 
use of standardised assessment tools. Conference abstracts, 
non-peer-reviewed publications, dissertations, reviews, or 
meta-analyses were excluded.
	 The two medical students extracted relevant data 
using a standardised form. Any disagreements were 
resolved through discussion and, if necessary, by consulting 
a third reviewer for consensus. Extracted data included the 
five CT subtypes (PA, PN, EA, EN, and SA)21 and clinical 
outcomes of psychotic symptoms, depressive symptoms, 
hypomanic and manic symptoms, illness severity, functional 
impairments, duration and frequency of hospitalisation, 
aggressiveness, rapid cycling, and suicide attempts.
	 Risk of bias was assessed by the two medical 
students using the Joanna Briggs Institute Critical Appraisal 
Checklist for Cohort Studies.22 The checklist includes 
11 items assessing the clarity of the research question, 
study design, participant selection criteria, data collection 
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Table 1. Characteristics of the 13 included studies.
Study Sample size Population Age at 

admission, y
Female sex, % Childhood trauma 

assessment tool
Childhood 
trauma 
subtype

Outcomes Follow-up 
duration

Benarous et 
al,23 2017

81 Patients with a 
diagnosis of BAD I 
(a manic or mixed 
episode) at discharge 
(DSM-IV criteria)

15.7 ± 1.9 57.0 Adverse Childhood 
Experiences Scale, List of 
Threatening Experiences 
Questionnaire

CT Treatment response, 
hospitalisation

From admission 
to discharge

Brown et al,5 
2005

330 Veterans with BAD 46.6 ± 10.0 6.4 Structured Clinical 
Interview for DSM 
Disorders

Any abuse, 
PA, SA, 
combined 
abuse

Rapid cycling, 
hospitalisation

3 years

Cakir et al,24 
2016

135 Patients with BAD I 40.6 ± 12.8 60.7 CTQ CT, PA, PN, 
SA, EA, EN

Treatment response 1 year

Dienes et al,25 
2006

64 Adults with BAD 1 41.5 ± 12.4 50.0 Semi-structured interview 
for childhood adverse 
events that occurred up to 
13 years of age

CT Recurrence of symptoms 1 year (follow-
up every 3 
months)

von Hofacker 
et al,26 2024

258 Patients with BAD I 
or II, newly diagnosed 
within 2 years (ICD-10 
criteria)

30.0 ± 9.2 68.2 CTQ CT Mood stability, activity 
stability (self-reported daily 
mood and activity level)

2 years

Leverich et 
al,17 2022

631 Outpatients with BAD 
I or II

41.0 ± 12.0 58.0 Questions regarding the 
occurrence of verbal, 
physical, or sexual abuse in 
childhood, adolescence, or 
adulthood

CT, PA, SA Severity of mania 
(Young Mania Rating 
Scale) and depression 
(Inventory of Depressive 
Symptomatology), cycling, 
average time ill (as a 
percentage)

1-5.7 (mean, 
2.8; median, 
2.4) years

Leverich et 
al,27 2003

648 Patients with BAD I or 
II (DSM-IV criteria)

41.3 57.7 Questions regarding the 
occurrence of verbal, 
physical, or sexual abuse in 
childhood, adolescence, or 
adulthood

CT, PA, SA Suicide rate 2.8 years

Neria et al,28 
2005

109 First-admission BAD 
patients with psychosis 
diagnosed with 
structured interviews

15-54 for males 
and 16-57 for 
females

53.2 Post-traumatic stress 
disorder module of the 
Composite International 
Diagnostic Interview

CT Remission 6 and 24 months

Sala et al,29 
2014

2494: without 
childhood 
maltreatment 
(45.7%) and with 
one (23.7%), two 
(12.9%), and ≥3 
(17.7%) types 
of childhood 
maltreatment.

Adults with lifetime 
BAD I and II (DSM-IV 
criteria)

40.3 56.8: 52.1, 57.0, 
52.8, and 69.8 for 
those with none, 
1, 2, and ≥3 types 
of abuse/neglect, 
respectively

Questions adapted from 
Adverse Childhood 
Experiences Scale, Conflict 
Tactics Scale, CTQ, and 
questions about SA

CT, PA, EA, 
PN, EN, SA

Comorbidity, anxiety 
disorders

Baseline and 
36-month 
follow-up

Schwarz et 
al,30 2024

71 Patients with BAD 40.8 ± 12.5: 
39.6 ± 11.6 for 
BAD and 43.3 ± 
14.1 for unipolar 
depressive 
disorder

65.0: 60.6 for BAD 
and 75.0 for unipolar 
depressive disorder

CTQ CT Performance-based 
functioning: Assessment of 
Motor and Process Skills

Baseline 
and 6-month 
follow-up

Vaughn-
Coaxum et 
al,31 2021

198 Youths from the 
Course and Outcome of 
Bipolar Youth study

12.2 43.9 A medical history 
questionnaire and a 
traumatic event screening 
questionnaire from the 
Kiddie Schedule for 
Affective Disorders and 
Schizophrenia

PA, SA Depression symptom 
severity (12-item 
Kiddie Schedule for 
Affective Disorders and 
Schizophrenia, Depression 
Rating Scale)

A mean of every 
7.2 months 
between 2000 
and 2016

Visioli et al,32 
2023

388 Adult outpatients with 
BAD (DSM-5-TR 
criteria)

48.6 for SA and 
49.5 for PA

62.0 Child Abuse and Trauma 
Scale

PA, SA Annual frequency of illness 
episodes (all episodes, 
depressive, hypomanic, and 
manic episodes) and the 
average total percentage 
of time ill and in episodes 
of mania, hypomania, or 
depression

Baseline and 
≥12-month 
follow-up 

Wrobel et al,33 
2022

476: no CT (n = 
225) and any CT 
(n = 251)

Adult outpatients with 
BAD I or II (DSM-IV-
TR criteria)

38.9: 38.7 ± 
13.0 for no CT 
and 39.0 ± 11.3 
for any CT

59.3: 50.2 for no CT 
group and 67.3 for 
any CT group

A question in clinical 
interview: “Did the patient 
experience abuse during 
childhood?”

CT, PA, SA, 
EA

Functional impairment 
(Longitudinal Interval 
Follow-up Evaluation-
Range of Impaired 
Functioning Tool)

Symptom severity and 
reduction (Bipolar 
Inventory of Symptoms 
Scale and the Clinical 
Global Impression)

Baseline and 
weeks 12 and 24

Baseline and 
eight follow-up 
visits (at weeks 
2, 4, 6, 8, 12, 16, 
20, and 24)

Abbreviations: BAD = bipolar affective disorder, CT = childhood trauma, CTQ = Childhood Trauma Questionnaire, EA = emotional 
abuse, EN = emotional neglect, PA = physical abuse, PN = physical neglect, and SA = sexual abuse
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Childhood Trauma Questionnaire for those with a history of 
PA or EA, compared with poor responders, but no significant 
differences were found in other CT subtypes or in response 
to lithium treatment.

Hospitalisation
Brown et al5 demonstrated that any CT was associated with 
more involuntary hospitalisations. However, Benarous et al23  
did not find an association between CT and duration of 
hospital stay.

Treatment response and remission
Neria et al28 found that patients with CT were less likely 
to reach complete remission and took longer time to do so. 
However, Wrobel et al33 found no significant differences 
in rates of improvement or symptom reduction during 24 
weeks of treatment among patients with or without a history 
of SA, PA, or EA. Cakir et al24 observed that individuals 
with BAD who responded well to treatment with valproate 
and carbamazepine had significantly lower scores on the 

Table 2. Risk of bias of the 13 included studies based on the Joanna Briggs Institute Critical Appraisal Checklist for 
Cohort Studies.

Study Were 
the two 
groups 
similar 

and  
recruited 
from the 

same 
popula-

tion?

Were 
the ex-
posures 

measured 
similarly 
to assign 
people 
to both 
exposed 
and un-
exposed 
groups?

Was the 
exposure 
measured 

in a 
valid and 
reliable 
way?

Were 
con-

founding 
factors 
identi-
fied?

Were 
strategies 

to deal 
with con-
founding 
factors 
stated?

Were the 
groups/

par-
ticipants 
free of 

the  
outcome 

at the 
start of 

the study 
(or at the 
moment 
of expo-
sure)?

Were the 
outcomes 
measured 

in a 
valid and 
reliable 
way?

Was the 
follow-
up time 
reported 
and long 
enough 

for  
outcomes 
to occur?

Was 
follow-up 
complete, 

and if 
not, 

were the 
reasons 
to loss to 
follow-up 
described 
and ex-
plored?

Were 
strategies 

to  
address 
incom-
plete 

follow-up 
utilised?

Was  
appro-
priate 

statistical 
analysis 
used?

Benarous et 
al,23 2017

Yes Yes Yes Yes Yes NA Yes Yes Yes Yes Yes

Brown et al,5 
2005

Yes Yes Yes Yes Yes NA Yes Yes Yes Yes Yes

Cakir et al,24 
2016

Yes Yes Yes No NA NA Yes Yes No NA Yes

Dienes et al,25 
2006

Yes Yes Yes Yes Yes NA Yes Yes Yes Yes Yes

von Hofacker 
et al,26 2024

Yes Yes Yes - - NA Yes Unclear Unclear No Yes

Leverich et 
al,17 2022

Yes Yes Yes Yes Yes NA Yes Yes No NA Yes

Leverich et 
al,27 2003

Yes Yes Yes No No NA Yes Yes Yes Yes Yes

Neria et al,28 
2005

Yes Yes Yes Yes Yes NA Yes Yes Yes NA Yes

Sala et al,29 
2014

Yes Yes Yes Yes Yes NA Yes Yes Yes Yes Yes

Schwarz et 
al,30 2024

Yes Yes Yes - - NA Yes Yes No No Yes

Vaughn-
Coaxum et 
al,31 2021

Yes Yes Yes Yes Yes NA Yes Yes Yes NA Yes

Visioli et al,32 
2023

Yes Yes Yes - - NA Yes Yes No No Yes

Wrobel et 
al,33 2022

Yes Yes Yes - - NA Yes Yes Unclear No Yes

Abbreviation: NA = not applicable
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Table 3. Outcomes of the 13 included studies.

Study Outcome

Affective symptomatology

Wrobel et al,33 
2022

Participants with (vs without) a history of any CT (PA, SA, EA) had higher mean scores in the 
Bipolar Inventory of Symptoms Scale and the Clinical Global Impression at each visit (all p < 0.05), 
except for the 24-week follow-up visit.

Visioli et al,32 
2023

A history of PA was not associated with the annual frequency of illness episodes and the average 
total percentage of time ill. A history of SA was associated with higher symptom severity at each 
visit, including more illness episodes/year (t = 3.00, p = 0.003).

Depressive symptoms

Leverich et 
al,17 2022

Increasing severity of depression (measured by the Inventory of Depressive Symptomatology) was 
found in patients with SA (but not PA), compared with those without abuse (χ2 = 5.18, p = 0.024).

Visioli et al,32 
2023

A history of PA was not associated with the annual frequency of illness episodes (all episodes, 
depressive, hypomanic, and manic episodes) and the average total percentage of time ill in 
depression. A history of SA was associated with more depressive episodes (t = 2.81, p = 0.005) but 
not the time in depressive episodes.

Vaughn-
Coaxum et 
al,31 2021

No significant effects of PA and SA on depressive symptom severity (measured by the 12-item 
Schedule for Affective Disorders and Schizophrenia Depression Rating Scale).

Hypomanic and manic symptoms

Leverich et 
al,17 2022

Increasing severity of mania (measured by the Young Mania Rating Scale) was found in patients 
with a history of PA (χ2 = 27.8, p < 0.001) or SA (χ2 = 27.8, p = 0.002), compared with those without 
a history of abuse.

Visioli et al,32 
2023

A history of PA was not associated with the annual frequency of illness episodes (all episodes, 
depressive, hypomanic, and manic episodes) and the average total percentage of time in hypomania 
or mania. A history of SA was associated with manic or hypomanic episodes per year (t = 2.00,  
p = 0.05) and the percentage of time in a manic or hypomanic episode (t = 2.78, p = 0.006).

Mood and activity instability

Leverich et 
al,17 2022

More rapid cycling was found in patients with a history of SA (χ2 = 8.84, p = 0.034). More ultra-
rapid cycling was found in patients with a history of PA (χ2 = 8.49, p = 0.046), and SA (χ2 = 8.61,  
p = 0.043). More ultra-ultra-rapid cycling was found in patients with a history of SA (χ2 = 14.7,  
p = 0.002).

Brown et al,5 
2005

PA had increased probability of a rapid cycling pattern of illness (OR = 1.96, 95% CI = 1.01-3.79,  
p = 0.047). Significant associations of PA and SA with rapid cycling.

von Hofacker 
et al,26 2024

Childhood Trauma Questionnaire score was positively associated with mood instability (B = 0.006, 
95% CI = 0.000-0.012, p = 0.031) but not activity instability.

Suicidality

Leverich et 
al,27 2003

Patients with a history of PA (p < 0.01) and SA (p < 0.05) showed higher suicidality than those 
without a history CT. Patients with a history of both PA and SA showed higher suicidality than those 
with a history of either PA or SA (p < 0.01).

Relapse

Dienes et al,25 
2006

People with more severe early adversity (measured by the Structural Clinical Interview for DSM-IV) 
were more likely to experience a relapse when facing mild stress compared with those with mild or 
no early adversity.

Abbreviations: 95% CI = 95% confidence interval, BAD = bipolar affective disorder, CT = childhood trauma, EA = emotional abuse, 
EN = emotional neglect, OR = odds ratio, PA = physical abuse, PN = physical neglect, SA = sexual abuse
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Table 3. (cont’d)

Study Outcome
Treatment response and remission

Cakir et al,24 
2016

Good responders to treatment with valproate and carbamazepine had lower scores of PA (z = 2.18,  
p = 0.029) and EA (z = 2.10, p = 0.036), compared with poor responders. Good and poor responders 
to lithium treatment did not significantly differ in terms of PA, EA, PN, EN, or SA. Good and poor 
responders to treatment with valproate and carbamazepine did not significantly differ in terms of PN, 
EN, or SA.

Wrobel et al,33 
2022

There was no significant difference between participants with and without a history of any CT 
subtype (PA, SA, EA) during the 24-week treatment in terms of the Bipolar Inventory of Symptoms 
Scale (β = −0.33, p = 0.68) and the Clinical Global Impression (β = 0.003, p = 0.45).

Neria et al,28 
2005

Patients with a history of CT were less likely to reach complete remission or took longer time to 
do so, based on the World Health Organization classification of illness course (single episode/full 
remission vs multiple episodes/continuous illness) during the 24-month diagnostic conference.
Hospitalisation

Benarous et 
al,23 2017

In patients with BAD I, a longer duration of hospital stay was not noted in those with a history of 
CT, compared with those without a history of CT.

Brown et al,5 
2005

Any CT was associated with more involuntary hospitalisations (OR = 2.37, 95% CI = 1.10-5.14,  
p = 0.029), compared with those not reporting abuse.
Comorbidity

Sala et al,29 
2014

Dose-response relationships were found between the number of CT subtypes and the incidence of 
anxiety disorders (χ2 = 23.87, p<0.001), substance use disorder (χ2 = 21.69, p < 0.001), and nicotine 
dependence (χ2 = 7.54, p = 0.0061).
Functional outcomes

Benarous et 
al,23 2017

In patients with BAD-1, those with a history of CT (n = 16) had better treatment response (p = 0.034) 
in terms of changes in the Global Assessment Functioning Scale from admission to discharge than 
those with no history of CT (n = 61).

Schwarz et 
al,30 2024

CT was a predictor of the Assessment of Motor and Process Skills (β = -0.244, p < 0.05), with more 
CT predicting less improvement in functioning (p < 0.05).

Wrobel et al,33 
2022

Participants with (vs without) a history of any of PA, SA, or EA had higher mean scores in the 
Longitudinal Interval Follow-up Evaluation-Range of Impaired Functioning Tool at weeks 12 and 24 
(all p < 0.05). There was no significant difference between participants with and without a history of 
any CT during the 24 weeks of treatment (β = 0.01, p = 0.56).

Comorbidity
Sala et al29 found a significant dose-response relationship 
between the number of CT subtypes and the incidence of 
anxiety disorders, substance use disorder, and nicotine 
dependence.

Functional outcomes
Wrobel et al33 found that individuals with a history of 
PA, SA, or EA exhibited greater functional impairment 
in work performance, interpersonal relationships, living 
skills, and life satisfaction at 12- and 24-week follow-up, 
compared with those without such history. Benarous et al23  
found that patients with a history of CT demonstrated 
greater treatment response from admission to discharge. In 
contrast, Wrobel et al33 found no significant differences in 

functional improvement over a 24-week treatment period 
between those with and without any CT. Schwarz et al30 
found that CT was predictive of poorer improvement in 
motor and process skills.

Discussion

Patients with a history of CT have more severe and 
volatile manic and depressive symptoms and greater 
functional impairment, as well as elevated risks for relapse, 
suicidality, and psychiatric comorbidities. However, 
associations between CT and hospitalisation, treatment 
response, and functional recovery remain inconclusive. 
Subtypes PA and SA are consistently associated with 
more severe symptoms, greater mood instability, and 
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an elevated risk of relapse. These findings demonstrate 
that such adverse effects persist longitudinally, affecting 
the clinical course of BAD. Individuals with BAD and a 
history of CT are at higher risk of suicidality, psychiatric 
comorbidities, and functional impairment, and have more 
severe and unstable symptoms.8,12,34,35 Cognitive theories of 
childhood maltreatment-related psychopathology propose 
that trauma-induced cognitive distortions and maladaptive 
schemas, such as self-blame and abandonment schemas, 
may lead to heightened mood instability and worsened 
clinical outcomes.36,37 For individuals with BAD, these 
negative self-schemas may exacerbate symptom severity 
and complexity. Given the high prevalence of CT in patients 
with BAD,38 targeted, trauma-focused interventions may be 
of particular benefit.
	 CT is consistently associated with increased risks of 
suicidality, relapse, and comorbid psychiatric disorders.12,34,35 
However, each of these outcomes was supported only 
by a single study. CT is associated with more frequent 
hospitalisation but not the length of hospital stays.39,40 This 
discrepancy may be due to the larger sample size in studies 
of hospitalisation frequency (n = 330) compared to those 
analysing hospitalisation duration (n = 81). This highlights 
the need for standardised methodologies and larger, well-
controlled studies.
	 Regarding treatment response and remission, although 
one study found that individuals with a history of CT were 
less likely to achieve complete remission and took longer 
time to do so,28 another found no significant differences in 
improvement rates.33 This variability may be due to sample 
differences, treatment protocols, and the inclusion of 
various CT subtypes. Pharmacological treatment outcomes 
were also mixed, particularly in studies that examined the  
differential impact of CT subtypes.24 This suggests that CT  
may influence treatment response in a subtype-specific 
manner, further emphasising the importance of individualised, 
trauma-informed treatment approaches for BAD.
	 The impact of CT on functioning may evolve over time. 
A short-term study found better functioning for those with 
CT (though the sample size was small [n = 16]), whereas 
a longer-term study found that a history of any of PA, SA, 
or EA was associated with more impaired functioning. 
This suggests that CT might initiate early engagement in 
recovery, but adverse effects emerge over time, probably 
due to chronic stress responses or maladaptive coping 
mechanisms developed in early life. Interestingly, CT does 
not appear to significantly affect functional recovery,41 
although specific CT subtypes (PA, SA, and EA) were 
associated with greater functional impairment. This suggests 
a possible homogeneous effect of various CT subtypes on 
functional outcomes.42

	 The distinct impact of particular CT subtypes 
on the clinical course of BAD suggests that different 
neurobiological and psychological mechanisms may 
underlie these relationships. PA and SA are consistently 
associated with increased symptom severity, mood 
instability, rapid cycling, and relapse risk, likely due to 

heightened emotional dysregulation. These types of CT are 
strongly associated with hyperactivation of stress-response 
systems, particularly the hypothalamic-pituitary-adrenal 
axis, which is essential in regulating stress reactivity and 
emotional stability.17,18 Chronic hypothalamic-pituitary-
adrenal axis dysregulation, often observed in survivors 
of PA and SA, may contribute to the persistent mood 
instability and heightened vulnerability to stressors seen in 
patients with BAD and a history of CT. EA is hypothesised 
to play a role in shaping core cognitive processes such 
as self-esteem, identity development, and interpersonal 
functioning.43 These cognitive and relational disruptions 
may be particularly relevant in BAD, as individuals with EA 
histories often exhibit insecure attachment patterns, which 
can impair emotional regulation, exacerbate interpersonal 
conflicts, and reduce resilience to stress.
	 Although there may be individual effects of CT 
subtypes, it is important to recognise the influence of 
abuse as a whole, as individuals often experience multiple 
types of abuse.44 Brown et al5 examined the impact of ‘any 
abuse’ and ‘combined abuse’ to determine synergistic or 
cumulative effects of different CT subtypes on the clinical 
course of BAD. Their findings emphasise the need for 
personalised, trauma-informed interventions, such as 
emotional regulation and stress response modulation for 
patients with PA and SA, and cognitive restructuring and 
interpersonal support for patients with EA.
	 There are several limitations to this review. The 
number of studies included was small. Only peer-reviewed 
English-language articles were included; relevant studies 
in other languages or the grey literature were excluded. 
The scarcity of long-term studies limits the strength of the 
findings, which rely on data from few studies. The inherent 
complexity of CT prohibits distinct conclusions regarding 
any one subtype. A lack of standardisation in assessing 
and quantifying CT complicates comparisons between 
studies. Some assessments of CT focus solely on abuse- and 
neglect-related trauma, overlooking the broader spectrum of 
traumatic experiences. The variability in instruments used to 
assess outcome measures highlights the fragmented nature 
of the current review. Many studies treat CT as a general 
construct, potentially obscuring distinct subtype effects; 
although some studies do differentiate between subtypes, 
most focus on PA and SA and often overlooks EA and 
EN. Sample heterogeneity may complicate interpretation. 
Life factors such as occupational and interpersonal issues 
may also contribute to BAD outcomes over time. Relying 
on retrospective self-reporting of CT raises concerns 
about recall bias; however, recall bias in CT reporting was 
found to have little effect on validity of findings.45 Future 
research should adopt prospective designs, corroborative 
data sources, standardised measures, and a wide variety 
of CT subtypes to improve comparability and reliability. 
Incorporating genetics, environmental influences, and 
personality and lifestyle factors may help to identify how 
impairments arise and inform preventive and interventional 
strategies. 
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Conclusion

PA and SA are consistently associated with greater symptom 
severity, mood instability, and relapse risk. Although the 
evidence of CT on hospitalisation, treatment response, and 
functional recovery remains inconclusive, CT remains a 
key determinant of BAD progression rather than just a risk 
factor for onset. The differential impacts of CT subtypes 
suggest distinct neurobiological and cognitive mechanisms, 
highlighting the need for personalised, trauma-informed 
interventions. 
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