
Pitten K. Childhood Adverse Events and the Long-Term Effects on Mental Health. J Ment Health 
Clin Psychol (2021) 5(1): 1-6

Short Literature Review Open Access

Page 1 of 6

www.mentalhealthjournal.org

JOURNAL OF MENTAL HEALTH 
AND CLINICAL PSYCHOLOGY

Childhood Adverse Events and the Long-Term Effects on Mental 
Health

Kathryn Pitten*, RN, BSN, MEd
Territory Business Manager, Boston, Alkermes, USA

Article Info

Article Notes 
Received: December 11, 2020
Accepted: January 20, 2021 

*Correspondence: 
Kathryn Pitten, RN, BSN, MEd, Territory Business Manager, 
Boston, Alkermes, USA; Telephone No: 603-540-3888; Email: 
Kathryn.Pitten@alkermes.com.

© 2021 Pitten K. This article is distributed under the terms of the 
Creative Commons Attribution 4.0 International License.

  

Abstract

Background: There has long been an association between family history 
and mental illness; however, recently, researchers have focused on the 
correlation between childhood adverse events and mood disorders, specifically 
bipolar disorder.

Methods: A literature search of peer reviewed journals published from 
2015 to 2020 was conducted using the keywords: childhood adverse events, 
childhood adversity, childhood trauma, bipolar disorder, mental illness, and 
mood disorders from the EBSCO database which included, APA PsychArticles, 
Child Development and Adolescent Studies, Health Source: Nursing/Academic 
Edition, and MEDLINE.

Results: The results demonstrate a strong correlation between childhood 
adverse events and bipolar disorder specifically, sexual abuse in females, 
maternal separation, economic difficulties and family history of mental illness. 
Specific childhood adverse events show a correlation with specific types of 
mental illness. The recollection of abuse is associated with an increased risk of 
depressive symptoms. Additionally, childhood adverse events are associated 
with clinical outcomes of bipolar disorder including age of onset, chronicity, 
psychotic episodes and suicidality. 

Conclusion: The findings suggest that females that experience childhood 
adverse events may be at a higher risk for developing bipolar disorder and 
the clinical outcome of bipolar disorder may also be affected by the type 
and number of childhood adverse events. The results also suggest that 
schizophrenic spectrum disorders, bipolar disorder and major depressive 
disorder are associated with different childhood adverse events. Females who 
have recollections of childhood abuse are at an increased risk for depressive 
symptoms associated with bipolar disorder. Psychosocial interventions that are 
geared towards limiting childhood adverse events may reduce the incidence of 
mental illness, specifically bipolar disorder.

Introduction
According to the National Alliance on Mental Illness (NAMI), 1 in 

5 adults and 1 in 6 youth, age 6-17, experience mental illness each 
year. The annual prevalence of schizophrenia is 1.5 million people, 
while bipolar disorder and major depressive disorders are 7 million 
and 17.7 million respectively1. There has long been an association 
between family history and mental illness but recently, research 
has suggested that there is an association between childhood 
adverse events (CAE) and mood disorders such as bipolar disorder2. 
Additionally, the psychopathology related to CAE has been shown to 
result in worse overall outcomes, earlier age of onset, an increased 
number of suicide attempts and treatment resistance3. Bipolar 
disorder can be described as a mental disorder with alternating 
periods of depression, hypomania, and manic episodes. Patients 
with bipolar disorder who have experienced CAE often have a higher 
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number of episodes, rapid cycling, more severe symptoms, 
an increased likelihood of comorbid mental disorders, 
and psychotic symptoms2. Current research is exploring 
the correlation between CAE and mood disorders such as 
bipolar disorder. 

Method
A search of the EBSCO database including: APA 

PsychArticles, Child Development and Adolescent Studies, 
Health Source: Nursing/Academic Edition, and MEDLINE 
was conducted using keywords: childhood adverse events, 
childhood adversity, childhood trauma, bipolar disorder, 
mental illness, and mood disorders for peer reviewed, 
full text article resulted in 177 research articles. Four 
articles were selected based on research focusing on the 
role of family history, gender, type, number and timing of 
childhood adverse events. Additionally, the author was 
interested in research identifying different childhood 
adverse events resulting in different psychiatric diagnoses. 

Results
Jansen et al. (2016)3 conducted a cross-sectional study 

nested in a population-based study looking at the prevalence 
of CAE in patients with mood disorders compared to 
patients without mood disorders. They initially looked at 
1500 patients between the ages of 18 and 24 years old using 

a sample selection cluster. The final sample size included 
82 patients with major depressive disorder (MDD), 52 
patients with BP, and 94 patients as control subjects. The 
Childhood Trauma Questionnaire (CTQ), which is a self-
rated instrument, was utilized to assess childhood trauma 
which was classified as moderate or severe in the categories 
of emotional, physical, or sexual abuse. Dichotomous Poisson 
regression was used to investigate the association between 
trauma and mood disorders3.

A history of trauma was found in 17% of the control 
group, 55% of patients with MDD, and 54% of patients 
with BP. This was found to be statistically significant with a 
p-value of less than 0.001. A history of sexual abuse occurred 
in 11.5% of the BP patients compared to 1.1% of the control 
subjects. Additionally, trauma was associated with a family 
history of psychiatric illness. This was demonstrated with 
both first-degree relative and more distant relatives with 
p-values of less than 0.001 and less than 0.003 respectively. 
Also, a family history of mental illness was associated with 
a mood disorder diagnosis. This was also observed with 
both first-degree relatives and more distant relatives with 
p-values of less than 0.001 and less than 0.023 respectively. 
A strong association was found between patients diagnosed 
with a mood disorder and stressful life events, parenting 
style, CAE and maltreatment; while sexual abuse was 
specifically associated with BP patients3. (See table 1)

Table 1:
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Bruni et al. (2018)4 looked at what type of CAE resulted 
in different psychiatric disorders. The two objectives of this 
study were first to assess the frequency of various forms 
of CAE in patients with schizophrenic spectrum disorder 
(SSD), BP, and MDD and second, to identify the association 
between CAE and SSD, BP, and MDD4. The sample (n=333) 
consisted of 91 patients diagnosed with SSD, 74 patients 
diagnosed with BP, 83 patients diagnosed with MDD, 
and 85 control subjects. The patients participated in a 
semi- structured interview and the CTQ. The data were 
analyzed using the Statistical Package for Social Science 
and results were presented as frequency and percentages. 
Group differences were assessed with chi-squared tests. 
Independent predictors of each psychiatric disorders were 
analyzed with multi-variant logistic regression4.

Bipolar and MDD were more common in women 
occurring in 60.8% and 67.5% respectively, while SSD was 
more commonly found in men at 60.4% which was found to 
be statistically significant in all three groups with a p-value 

of 0.002. A correlation was found between maternal 
separation, 17.6%, and family economic difficulty, 48.6%, 
and BP. Both values were statistically significant with a 
p-value of .008 and less than 0.001 respectively. The CAE 
that correlated with SSD were cannabis abuse, 28.6%, 
escape from home, 22%, psychological abuse, 41.8%, and 
loneliness, 67%. All values were statistically significant with 
a p-value of less than 0.001. A low rate of cannabis abuse, 
1.2%, and serious family tension, 41%, were associated 
with MDD which was statistically significant with a p-value 
of less than 0.0014. Linear regression was utilized to find 
the predictive nature of CAE. Neglect of core needs, physical 
abuse, absence of peer confident and loneliness were all 
predictive of SSD, while economic difficulties and maternal 
separation were predictive of BP4 (See Table 2). 

Haussleiter et al. (2020)2 were interested in CAE and 
gender and its relationship to BP symptoms. The objective 
of the study was to clarify the association of CAE with 
BP symptoms and gender. Specifically, they looked at 

Table 2: Prevalence Ratio PR of trauma types in the mood disorders in bivariate analysis and multivariate model*
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emotional, physical and sexual abuse and their relationship 
to depression, hypomania and manic symptoms of BP. This 
study was part of a larger longitudinal research project 
focused on prodromal symptoms of college-aged students 
diagnosed with BP. One hundred and thirty-four students 
participated in five measurement intervals during a period 
of 2 years2. All data were collected using self-reported 
scales including: retrospective measurement of childhood 
maltreatment, Becks Depression Inventory II, Hypomania 
Checklist 32, Altman Self Rating Scale, and the Bachumer 
Screeningbogen Bipolar Scale. The Kolmogorov-Smirnov 
was used to test normal distribution and Chi-square test 
was used to ensure sample representation. The Mann-
Whitney was used to determine if BP symptoms vary with 
gender and childhood trauma, identify differences between 

men and women, and identify differences between 
participants with and without histories of abuse2.

A correlation was found between participants who 
experienced emotional, physical and sexual abuse as a child 
and adults experiencing depression. Women diagnosed 
with BP who experience emotional and physical abuse had 
the highest depression scores demonstrating statistical 
significance with p-values ranging from less than 0.001 to 
less than 0.01 for emotional abuse and p-values ranging 
from less than 0.01 to less than 0.05 for physical abuse. Men 
scored as low on depression scales as women who did not 
experience abuse. Additionally, there did not seem to be a 
correlation between hypomania and mania and childhood 
maltreatment2. (See Table 3)

Table 3: Difference in depressive, hypomanic, manic and overall bipolar symptoms depending on gender and childhood trauma
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Several conclusions can be drawn from this study. 
First, childhood emotional and physical abuse is a risk 
factor for depression in adult females. Sexual abuse could 
not be analyzed because of the small number of males 
reporting sexual abuse. This could be related to the small 
number of men who are sexually abused or that men do 
not recall sexual abuse. Also, being of the male gender may 
be protective in terms of the risk factors for depression 
independent of the presence or absence of abuse2.

Park et al. (2020)5 studied the relationship between CAE 
and clinical outcomes of patients with BP by looking at the 
number, type and timing of CAE. Clinical data from 2675 
patients were obtained from the Bipolar Genomic Study in 
five increments at 11 sites throughout the United States. 
Statistical significance was determined to be a p-value of 
less than 0.05. Continuous variables were analyzed using 
Mann-Whitney, Kruskai-Wallis, independent sample t-tests 
and ANOVA, while Chi-squared tests were used to analyze 
categorical variables. “Multivariant regression and logistical 
regression analysis was used to evaluate the association of 
the number of CAE, specific CAE and the timing of adverse 
experiences with age at onset (AAO) and clinical outcome 
severity” (Park et al. 2020, para. 6)5. Statistical significance 
was determined to be a p-value of less than 0.05.

The mean age of the subjects was 44 years old 
while the AAO was 18.5 years old. More than half of 
the patients experienced psychotic episodes, suicide 
attempts and comorbidity of substance abuse. Almost 
half of the participants had a history of mixed symptoms 
or episodes, and 63.1% experienced at least one CAE. 
Physical abuse was the most prevalent of all CAE5. There 
was a strong association found between CAE presence 
versus CAE absence with clinical outcomes in patients with 
BP. For example, BP participants with CAE experienced 
a history of psychotic episodes 82.4% versus 47.5% in 
the BP participants without a history of CAE which was 

statistically significant with a p-value of less than 0.01. 
Participants with CAE had a significantly earlier AAO than 
those without CAE, 20.1 years old versus 17.5 years old 
respectively, with a statistically significant p-value of less 
than 0.01. A significant relationship was found between 
the number of CAE and AAO. Participants with no CAE, 1 
CAE, 2 CAE, and 3 or more CAE had an AAO of 20.1 years, 
18.9 years, 17.1 years and 16.3 years respectively. These 
results were statistically significant with a p-value of less 
than 0.015. A statistical significance, with a p-value of 
less than 0.01, was found between the number of females 
who experienced CAE versus no CAE, 67.7% and 57.5% 
respectively; while male participants with a history of 
CAE, 32.3%, versus no history of CAE, 42.5%. A positive 
correlation was found between the number of CAE and 
AAO, chronicity, psychotic episodes, suicidality, substance 
misuse, and worsening function with a p-value of less than 
0.01. There was no correlation between CAE and mixed 
symptoms with a p-value of 0.43. A history of physical abuse 
affected AAO, worsened the severity of mixed symptoms, 
suicidality and substance misuse, demonstrating statistical 
significance with a p-value ranging from less than 0.01 
to 0.05. Additionally, AAO affected chronicity, psychosis, 
mixed symptoms, suicidality and life function5. (See Table 
4). 

Discussion
Although the data from these studies are compelling, 

there were some limitations, including the challenges 
when interpreting the CTQ, the retrospective nature of 
the study designs, relying on the recollection of childhood 
maltreatment and the higher number of female subjects 
enrolled in the studies. 

Despite some of the limitations, this robust data 
demonstrated a strong correlation between CAE and BP; 
specifically, sexual abuse in females, maternal separation, 
economic difficulty, and family history of mental illness. 

Table 4:
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Additionally, CAE was found to affect the clinical outcomes 
of BP, such as AAO, chronicity, psychotic episodes, and 
suicidality. The results also suggest that schizophrenic 
spectrum disorders, bipolar disorder and major depressive 
disorder are associated with different childhood adverse 
events. For example, maternal separation and family 
economic difficulties were more common in subjects 
with BP while, escape from home, cannabis use, physical 
abuse, psychological abuse and loneliness more prevalent 
in the subjects with SSD. Additionally, females who have 
recollections of childhood abuse are at an increased risk 
for depressive symptoms of bipolar disorder. Psychosocial 
interventions that are geared towards limiting childhood 
adverse events may reduce the incidence of mental illness, 
specifically bipolar disorder. 

Now that we are aware of this information, how can we 
make changes to create better patient outcomes? We need 
to be the voice for children who are experiencing trauma. 
This could be in the form of making better assessments of 
the home life that a newborn will be entering by asking 
key questions of a new mother. It could be creating better 
screening tools for pediatric well checks by assessing for 
abuse, maternal separation, and financial difficulties. It 

could also be training teachers to look for signs of trauma 
that their students may be experiencing. Most importantly, 
if we are aware of the trauma that may be occurring, we 
need to speak up to help facilitate better patient outcomes 
and potentially reducing the incidence of mental illness.
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