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1. Introduction 
 Even though over half of people with bipolar disease (1) had 
experienced trauma in their childhood, sleep difficulties might 
present as nightmares, poor sleep quality, frequent nighttime 
awakenings, and decreased sleep duration. Most bipolar 
patients who are depressed experience insomnia, but a sizable 
portion also report hypersomnia symptoms, which include 
extreme daytime sleepiness, trouble getting up, and prolonged 
nocturnal sleep (2). 

There are many factors that affect sleep in Bipolar 
Disorder. Bipolar disorder may cause decreased sleep quality, 
disruption, etc. in both euthymic and depressive periods, as 
well as decreased need for sleep, and manic periods. Sleep 
problems are observed. Other factors affecting sleep include 
medications taken for treatment and other disease symptoms. 
Beyond this, premorbid childhood traumas may have an impact 
on both disease symptoms and sleep quality. Survivors of both 
short-term and long-term trauma often experience sleep 
disturbances such as difficulty falling asleep, frequent 
awakenings, shorter sleep periods, restless sleep, fatigue during 
the day, especially nightmares and anxious dreams (3). It has 
been suggested that, particularly in bipolar patients who have 
a history of emotional abuse, the quality of their sleep may be 
related to the level of anxiety they experience. This was the 
conclusion of a study that examined the relationship between 
childhood trauma and poor sleep quality in 493 euthymic 
bipolar patients. (4).  

Childhood trauma is one environmental element that can 
impact brain development and lead to anomalies and illnesses 
related to the brain (5,6). Early disease onset in bipolar patients 
who have experienced severe childhood abuse has been linked 
to trauma (7,8). In a research conducted; A strong association 
between lifetime substance use comorbidity and rapid cycling 
has been observed, especially in cases of severe emotional 
abuse. It has also been shown that there is a significant 
relationship between severe sexual abuse in childhood and 
attempted suicide throughout a person's life. Abuse in various 
forms has been associated with an increasing likelihood of 
suicide attempts and rapid cycling (1). In another manner, 
traumas can impede functionality and have a variety of effects 
on the condition. Trauma experienced as a child may hinder the 
development of interpersonal abilities, particularly the need for 
closeness, which may hinder social functioning as an adult. 
These people have trouble forming intimate bonds with others 
and interacting with others (9,10).  For patients who report 
suffering childhood trauma, it might indicate a cumulative risk 
for diminished social functioning beyond exhibiting clinical 
symptoms (11). Childhood interpersonal trauma is a significant 
predictor of adult satisfaction with social functioning; 
however, adult interpersonal trauma does not follow the same 
pattern. Nonetheless, 45% of individuals who stated having 
encountered interpersonal trauma as children also mentioned 
having done so as adults (9). It has been found that this group 

Journal of Experimental and Clinical Medicine 
https://dergipark.org.tr/omujecm 

Research Article 

 

The effect of childhood trauma on sleep quality and functionality in patients with 
bipolar disorder-I 

 
 
 

 

Filiz İZCİ* , Didem BEŞİKÇİ , Metin ASLAN , Elif YILMAZ  Osman KAMİLOĞLU  
 
 
 

 

Department of Psychiatry, University of Health Science, Erenköy Mental and Nervous Diseases Training and Research Hospital 
İstanbul, Türkiye  

 Received: 03.10.2023    • Accepted/Published Online: 21.03.2024    •   Final Version: 29.03.2024 

Abstract 
Childhood trauma in bipolar patients affect multiple clinical variables. Sleep is a parameter affecting the prognosis and functionality in bipolar 
patients. In this study; we aim to evaluate the effect of childhood trauma on sleep and functionality. The study included a healthy control group 
(n=50) and a total of 100 participants diagnosed with BD-I according to DSM-5 diagnostic criteria who were admitted to our hospital between 
January 12, 2021, and June 30, 2021. Sociodemographic data form, Pittsburg Sleep Quality Index (PSQI), Childhood Psychiatric Trauma Scale 
(CTQ), and Bipolar Disorder Functioning Scale (BDFS) scales were applied to the patient and control groups. Compared to the control group, in 
the patient group, there was a statistically significant increase in the CTQ total score, emotional abuse, emotional neglect, and sexual abuse 
subscale scores; The sub-scores for work, emotional functionality, mental functionality, stigmatization, introversion, social participation, daily 
activities and hobbies, and BDFS total scores were found to be statistically lower (p< 0.05). Because of the correlation between the scale scores, 
there was a negative correlation between the PSQI total score and the BDFS total score. Childhood traumas and sleep problems are more common 
in patients with bipolar disorder than in healthy controls. Additionally, childhood traumas may cause deterioration in bipolar functionality scores 
such as emotional functionality and introversion in bipolar patients.  

Keywords: bipolar disorder, childhood trauma, sleep, functionality 

https://dergipark.org.tr/en/pub/omujecm
https://orcid.org/0000-0003-0576-9487
https://orcid.org/0000-0003-0407-5344
https://orcid.org/0000-0001-9052-4622
https://orcid.org/0000-0003-3541-330X
https://orcid.org/0000-0002-6245-8514


İzci et al. / J Exp Clin Med  

 74 

of traumatized chronic patients has lower social functionality 
both in the active disease stage and in remission, according to 
a study done on 1039 patients with schizophrenia and bipolar 
spectrum (11). Furthermore, a decline in the quality of sleep 
lowers life satisfaction, increases the risk of relapses, and can 
seriously impair emotional functioning.10 Bipolar individuals 
with sleep difficulties have been reported to have worse quality 
of life, impairment, and overall function (2) in another study. 

We think that sleep problems seriously affect functionality 
in bipolar patients, and that sleep quality will be further 
affected, especially in patients with a history of childhood 
trauma. In this respect; Planning treatment according to sleep 
and childhood traumas is important in increasing functionality. 
We think that the results of our study will make a meaningful 
contribution to the literature. Our aim in this study is to 
determine to what extent childhood traumas affect sleep quality 
and functionality in the patient and control groups. 

2. Materials and Methods 
2.1. Participants 
 Our research is a cross-sectional study. In our study, we 
included 50 patients and 50 healthy subjects, aged 18-65 years, 
primary school graduates, diagnosed with Bipolar Disorder 
Type 1 according to DSM-5 diagnostic criteria, accepted to 
participate in the study, followed up in XXX Hospital between 
January  2021 and June 2021. The patient group was selected 
from people who had been in remission for at least 2 months. 
Remission criteria were determined by scale scores and clinical 
results. (Young  Mania Rating Scale ≤12 and Hamilton 
Depression Rating Scale -17 ≤7). Participants were evaluated 
by two psychiatrists. All of the patient groups were patients 
who received medication regularly and were in remission. 
However, those with mental retardation or neurocognitive 
disorder, a history of brain injury or trauma, a history of alcohol 
substance abuse, and a previous diagnosis of sleep disorder 
were excluded from the study. Control group; the subjects were 
selected from healthy volunteers who did not have any 
additional medical or psychiatric diseases, did not describe 
sleep problems, and did not take medication. 
Sociodemographic data form, Pittsburg Sleep Quality Index, 
Childhood Trauma Questionnaire, and Bipolar Disorder 
Functioning Scale were applied to the patients and control 
group.  

2.2. Data Collection Tools 
 Sociodemographic data form: This is the form used to assess 
the patient's sociodemographic characteristics, such as age, 
gender, level of education, marital status, job status, and 
history of alcohol and drug use. The researchers created the 
form. 

Childhood Trauma Questionnaire(CTQ): There are 28 
questions on the Bernstein et al. test. With this scale, a total 
score on childhood emotional abuse, physical abuse, physical 
neglect, emotional neglect, and sexual abuse is developed. This 
total score is made up of five subscores. Sar et al. indicated 

reliability and validity (13,14). 

Pittsburgh Sleep Quality Index (PSQI): Buysse et al. 
developed PSQI, and Ağargün et al. translated it into Turkish 
(15, 16). The PSQI is a 19-item self-report measure used to 
assess the quality and disruption of sleep during the previous 
month. There are 24 questions total—19 are self-report 
questions and 5 are for the spouse or roommate to respond to. 
The scale's eighteen scored questions are divided into seven 
parts. Sleep disorders, drug use while sleeping, habitual sleep 
efficiency, subjective sleep quality, sleep latency, duration, and 
daytime dysfunction. Each part is assessed from 0 to 3 points. 
The overall scale score is the sum of the scores for the seven 
components. The overall score is between 0 and 21. "Poor sleep 
quality" is indicated by a total score higher than 5. 

Bipolar Disorder Functioning Scale (BDFS): The Turkish 
Psychiatric Association's Mood Disorders Scientific Study 
Unit created the Functioning Scale in Bipolar Disorder. The 58 
items on the scale are divided into 11 subscales, which are: 
sexual, mental, emotional, feeling of stigma, introversion, 
relationships at home, friendships, involvement in social 
activities, daily activities and hobbies, taking initiative and 
realizing one's potential, and work (17). 

2.3. Statistical Analysis 
 Version 26.0 of the Statistical Package for Social Sciences 
(IBM SPSS Corp., Armonk, NY, USA) was used for all 
analyses. The terms mean, standard deviation, frequency, and 
percentage were used to describe descriptive statistics. The 
Shapiro-Wilk test was used to determine whether the data 
corresponded to the normal distribution, and the results showed 
that they did. To compare categorical variables across various 
groups, the chi-square test or Fisher's exact test were 
employed. For variables with a normal distribution, the 
independent sample t-test and Pearson correlation analysis 
were utilized. Pearson Correlation Analysis was used to assess 
the relationship between numerical variables. 5% was chosen 
as the overall type-1 error threshold for statistical significance. 
In every test, a value of P<0.05 was accepted as statistically 
significant. 

3. Results 
3.1. Comparison of the demographic characteristics of the 

participants 
 A total of 100 participants, 50 patients and 50 healthy, were 
included in our study. There was no significant difference 
between the patient and control groups in terms of; Age (p=0 
.909), gender (p= 1.000), duration of education (p=0.128), 
marital status (p=0.154), alcohol use (p=0 .297), substance use 
(p=0 .051) and smoking (p=0 .151). (p>.05). The rate of not 
working was higher in the patient group than in the control 
group. (p=0.001) (p<0.05) (Table 1) 
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 Table 1. Comparison of the demographic characteristics of the 
participants 

  Patient  
(n:50) 

Control 
(n:50) t/x 2* p 

Age 38.1±11.79 36.3±9.4 -0.064 .909 
Gender     0 1.000 
Woman 50% (n:25) 50% (n:25)     
Male 50% (n:25) 50% (n:25)     
Education time 12.02±3.29 17.64±3.02 1.534 .128 
Marital status     -1.425 .154 
Married 48% (n:24) 20% (n:10)     
Single 34% (n:17) 78% (n:39)     
Divorced/Separate 18% (n:9) 2% (n:1)     
Working Status     -4.633 .001* 

Not working 64% (n:32) 6% (n:3)     
Has a Regular Job 26% (n:13) 80% (n:40)     
Retired/Student 10% (n:5) 14% (n:7)     
Smoking Status     -2.064 .151 
Smoking 52% (n:26) 36% (n:18)     
None 48% (n:24) 64% (n:32)     

Total Duration of 
Disease 12.10±9.65 - - - 

*:p<.05 

3.2. Comparison of the clinical scale scores of the 
participants 

 When the CTQ total scale and subscale scores of the patient 
and control groups were evaluated; CTQ total score, emotional 
abuse, emotional neglect, and sexual abuse sub-scores were 
found to be statistically significantly higher in the patient 
group. (p<0.05) (Table 2) 

When the PSQI total scale and subgroups of the patient and 
control groups were evaluated; While sleep duration was less 
in the patient group, sleep disturbance and sleep medication 
intake were statistically higher in the patient group. (p<0.05) 
(Table 2) 

When the BDFS total and subscale scores of the patient and 
control groups were evaluated; the BDFS total score, 
emotional functionality, mental functionality, feeling of 
stigma, introversion, participation in social activities, daily 
activities and hobbies, and work sub-scores were statistically 
lower in the patient group. (p<0.05) (Table 2) 

3.3. Distribution of BDFS and CTQ scores according to 
PSQI 

The distribution of BDFS and CTQ scores of those with and 
without a PSQI sleep score below 5 is shown in Fig. 1.  

 
Fig. 1. Scatter dot plot of CTQ and BBIQ scales according to PSQI 
cutoff score 

 Table 2. Comparison of the clinical scale scores of the participants 
 Patient Control t p 

CTQ 80.56±7.93 75.00±6.25 3.890 .001* 
Emotional Abuse 11.9±3 10.9±1.46 2.116 .037* 
Physical Abuse 13.86±3.15 13.82±2.06 0.750 .940 
Physical Neglect 18.68±2.00 17.86±3.68 1.383 .171 
Emotional Neglect 23.40±1.87 21.00±3.84 4.292 .001* 
Sexual Abuse 12.72±3.21 11.42±1.37 2.631 .011* 
PSQI 7.66±2.66 7.08±2.66 1.080 .283 
Subjective Sleep Quality 0.96±0.75 1.12±0.59 -1.178 .242 
Sleep Latency (delay) 0.12±0.43 0.34±0.74 -1.802 .075 
Sleep Time 0.6±0.96 0.95±0.86 -1.944 .05* 
Habitual Sleep Activity 2.02±1.39 1.82±1.4 0.714 .477 
Sleeping disorder 1.74±0.66 1.42±0.6 2.511 .014* 
Sleeping Pill Use 1.1±1.28 0.24±0.68 4.182 .000* 
Daytime Dysfunction 1.12±1.06 1.16±0.93 -.200 .842 
BDFS 104.78±11.06 114.96±8.39 5.184 .001* 
Emotional Functioning 5.1±0.86 6.04±1.64 3.585 .001* 
Mental Functioning 7.8±0.98 8.26±1.17 2.118 .037* 
Sexual Functioning 7.9±2.25 8.08±2.21 0.403 .668 
Feeling of Stigma 8.78±2.34 10.240±1.30 3.853 .001* 
Introversion 6.72±1.45 7.76±1.59 3.400 .001* 
Domestic Relations 14.98±2.47 15.20±2.44 0.477 .656 
Relationships with Friends 11.18±2.28 11.76±1.49 1.504 .156 
Participation in Community Events 13.82±3.95 15.52±3.51 2.273 .025* 
Daily Activities and Hobbies 15.54±3.47 17.10±3.67 2.183 .031* 
Taking Initiative and Using Potential 6.16±1.89 7.36±1.52 3.486 .001* 
Work 6.80±1.64 7.64±1.89 2.371 .020* 

*:p<.05. CTQ: Childhood Trauma Questionnaire. PSQI: Pittsburgh Sleep Quality Index. BDFS: Bipolar Disorder Functioning Scale
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3.4. Correlation coefficients of the patient group's PSQI, 
CTQ and BDFS scores 

 When the correlation distribution of the total and subscale 

scores of the PSQI, CTQ, and BDFS scales of the patient group 
was examined.

Table 3. Correlation coefficients of the patient group's PSQI, CTQ and BDFS scores 
  YMRS B1 B3 B4 B5 B6 B7 B8 B9 B10 

BDFS .144 -.412** -.112 .380** .781** .669** .481** .596** .808** .708** 
CTQ .063 -.387** -.063 -.019 .354* .251 .130 -.097 .109 .069 
C1 .033 -.344* -.039 -.140 .105 .166 .003 -.154 -.037 -.101 
C2 -.137 -.155 -.149 -.087 .202 .139 .179 -.205 .139 .119 
C3 .032 -.203 -.124 .125 .352* .459** .205 .046 .050 -.030 
C4 .148 .022 .020 .320 * . 409** .264 .037 .047 .224 .288* 
C5 .001 -.384** -.045 -.246 .152 -.032 .091 -.110 .035 .112 

PSQI .026 .255 .216 -.144 -.289* -.409** -.268 -.309* -.261 -.273 
P1 .208 .144 -.002 -.074 -.209 -.067 -.158 -.235 -.322* -.126 
P2 .158 .239 .193 -.057 -.283* -.249 -.115 .015 -.086 -.185 
P3 -.215 .016 -.066 .110 .116 .097 .010 -.180 .217 -.095 
P4 -.321* .350* .064 .051 -.004 .027 .004 -.104 -.095 -.186 
P5 .088 -.209 -.106 -.036 -.125 -.103 .041 -.138 -.174 -.078 
P6 .178 .048 .129 -.190 -.166 -.426** -.215 -.091 -.124 .030 
P7 .160 .109 .301* -.145 -.285* -.335* -.256 -.170 -.235 -.209 
  BDFS CTQ C1 C2 C3 C5         

BDFS 1.000                   
CTQ .121 1.000                 
C1 -.084 .615** 1.000               
C2 .020 .576** .254 1.000             
C3 .244 .643** .288* .186 1.000           
C4 .374** .430** -.169 .109 .512**           
C5 -.029 .618** .414** .362** .038 1.000         

PSQI - .393** .049 .063 -.002 -.198 .263         
P1 -.284* -.026 .126 .053 -.032 .015         
P2 -.148 -.342* -.259 -.264 -.168 -.314*         
P3 .062 .113 -.008 .195 .015 .016         
P4 -.077 .012 -.189 .184 -.001 -.044         
P5 -.159 .156 .332* -.082 .007 .258         
P6 -.193 -.019 -.030 -.025 -.162 .263         
P7 -.371** .080 .264 -.179 -.190 .277         

 Bold values are statistically significant *:p<.05.**:p<.01 (Childhood Trauma Questionnaire: CTQ. Emotional Abuse: C1. Physical Abuse: C2. Physical Neglect: 
C3. Emotional Neglect: C4. Sexual Abuse: C5; Pittsburgh Sleep Quality Index: PSQI. Subjective Sleep Quality: P1.Sleep Latency (delay): P2. Sleep Time: P3. 
Habitual Sleep Activity: P4. Sleeping disorder: P5. Sleeping Pill Use: P6. Daytime Dysfunction: P7; Bipolar Disorder Functioning Scale: BDFS. Emotional 
Functioning: B1. Mental Functioning: B2. Sexual Functioning: B3. Feeling of Stigma: B4. Introversion: B5. Domestic Relations: B6. Relationships with Friends: 
B7. Participation in Community Events: B8. Daily Activities and Hobbies: B9. Taking Initiative and Using Potential: B10. Work: B11; Young Mani Rating Scale: 
YMRS) 

While there was a negative correlation between CTQ total 
score and B1, P2, there was a positive correlation with C1, C2, 
C3, C4, C5. While there was a negative correlation between C1 
score and B1, a positive correlation was found between C3, C5 
and P5. While there was a positive correlation between the C3 
subscore B5, B6, C4, the C4 subscore was positively correlated 
with the B4, B5, B10, BDFS total score. While the C5 sub-
score had a positive correlation with C2, a negative correlation 
was found with the B1, P2 score. (p<0.05, p<0.01) (Table 3) 

A positive correlation was found between P1, P3, P5, P6, 
and P7 total scale scores of PSQI, and a negative correlation 
with B5, B6, B8, BDFS total scores. A negative correlation was 
found between P1 subscale scores and BDFS total and B9 
scores. While the P2 subscore was negatively correlated with 
B5, the P4 score was positively correlated with the B1 
subscore. A negative correlation of P6 subscore with B6; A 
negative correlation of P7 subscore with B2, B3, B5, B6, BDFS 
total and P4 was found, and a positive correlation was found 
with P5. (p<0.05, p<0.01) (Table 3) 

BDFS total scale scores were negatively correlated with 
B1, and positively correlated with B4, B5, B6, B7, B8, B9, 
B10.While B1 sub-score has a negative correlation with B5, 
B6, B9, B11; B4 subscore had a positive correlation with B2, 
B6. The positive correlation of B5 sub-score between B6, B7, 
B8, B9, B10; negative relationship between B6 and B3; 
positive relationship between B7 and B6, B8; positive direction 
between B9 and B8; A positive correlation was found between 
B10 and B6, B8, B9. (p<0.05, p<0.01) (Table 3) 

4.  Discussion 
 In our study; Patients with bipolar disease had lower levels of 
functionality and higher childhood trauma scores than the 
control group. Among the childhood trauma subgroups, 
emotional abuse, emotional neglect and sexual abuse were 
more commonly observed. The rate of sleep disorders and the 
use of sleeping pills were found to be higher. The sleep 
duration of the patient group was shorter. In bipolar patients 
who have experienced childhood trauma; There was a decrease 
in emotional functioning and introversion scores, and an 
increase in sleep problems such as sleep disorders and sleep 
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delay. It was observed that bipolar patients' sleep problems 
seriously affected their functionality levels. 

Compared to the general population, euthymic bipolar 
individuals had an 82.9% lower rate of poor sleep quality. The 
subcomponents of efficiency and sleep delay show notable 
deficits (18). In a another study, 56.5% of bipolar patients 
reported having poor-quality sleep. Patients who slept poorly 
took longer to fall asleep and experienced more frequent sleep 
disruptions. Furthermore, research revealed that antidepressant 
use, smoking, history of suicide attempts, seasonality, lifetime 
anxiety comorbidity, somatoform and impulse control 
abnormalities, and requirement for electroconvulsive therapy 
were considerably higher in bipolar patients with poor sleep 
quality (19). In our study, similar to the literature; more sleep 
disruptions, shorter sleep durations and more use of sleeping 
pills were seen in the control group.  

Bipolar patients who experienced trauma as children had an 
earlier onset of illness, more frequent mood swings, more 
psychotic symptoms, a higher risk of co-occurring anxiety 
disorders or substance use disorders, a higher rate of depressive 
and manic episodes, and rapid cycling. In bipolar disorder 
patients, childhood trauma is a predictor of poor functioning 
and unfavorable clinical characteristics. In summary, it impacts 
the intensity and course of the illness, hence affecting the 
patients' functionality in multiple domains (20).  Sleep issues 
are another symptom that bipolar people have and that impairs 
their ability to operate. Negative childhood events are linked to 
poor adult sleep quality (21).  There is evidence linking 
sleeplessness, traumatic experiences as a child, the intensity of 
clinical symptoms, and functional impairment. Participants 
who had suffered childhood trauma were substantially more 
likely than non-participants to experience symptoms of 
insomnia. The symptoms of sleeplessness are strongly linked 
to emotional neglect, physical abuse, and emotional abuse. 
Additionally, insomnia symptoms were found to have lower 
functioning and to partially moderate the association between 
the degree of positive and depressive/anxiety symptoms and 
childhood trauma (22). In accordance with the literature and 
our study hypotheses; ın our study, individuals who 
experienced childhood trauma were more likely to experience 
sleep problems, which was associated with decreased 
functionality. Although sleep disturbance was more common 
in those who experienced emotional abuse, it was found that 
sexual abuse and sleep latency were inversely related.  

Both short and long sleep durations are linked to lower 
functionality and quality of life when compared to normal 
sleep length, even though short sleep duration in bipolar 
disorder is associated with more severe symptoms (23). 
Bipolar individuals with poor sleep quality were found to have 
worse levels of emotional and intellectual functioning, as well 
as lower levels of self-sufficiency, taking initiative, and overall 
functionality (19). Furthermore, studies comparing bipolar 
patients with sleep disturbances to the healthy control group 

have demonstrated abnormalities in cognitive skills, such as 
attention and processing speed (24). In our study; Despite 
providing more sleep interruptions and shorter sleep 
conditions, a negative relationship is observed between sleep 
total scores and bipolar functionality. We also found that the 
mental functioning score and bipolar functioning total score of 
the daytime sleep disorder assessment increased. Consistent 
with our study hypotheses; We can say that the decrease in 
sleep quality of bipolar disorder patients also affects their 
functionality and mental functioning.  

Bipolar people who have suffered childhood trauma have 
been shown to have social cognitive abnormalities (25).  It was 
believed that trauma worsens the clinical course of bipolar 
disorder by increasing its cumulative trauma burden in addition 
to influencing the condition's onset (26). In our study, we found 
that the mental functionality score and the bipolar functionality 
total score declined with an increase in the daytime sleep 
disorder score. According to a study, emotional trauma, in 
particular, was shown to be present in bipolar patients more 
often than in controls. This suggests that emotional trauma is 
linked to poorer clinical results (27). In a another study, those 
who had been subjected to more emotional abuse showed a 
tendency to operate worse in social situations, which was 
linked to less resilience. On the other hand, greater distress was 
linked to poorer levels of social functionality and resilience 
(28). Similarly, it was discovered that Bipolar Disorder-I 
individuals experiencing mixed/rapid cycle episodes had 
negative effects on their mental and physical health (29). 
Bipolar patients' scores for emotional abuse, sexual abuse, and 
emotional neglect were linked to worse cognitive function 
(30). The results of our study show that emotional abuse, 
emotional neglect, and sexual abuse were more prevalent in the 
patient group; emotional functionality decreased with 
increasing emotional abuse and sexual abuse scores, while 
introversion increased with increasing physical neglect, 
emotional neglect, and total trauma scores. This also 
demonstrates how bipolar individuals' functionality declines 
and they become more reclusive and solitary after experiencing 
trauma.  

The limitations of the study are that it was a cross-sectional 
study, that no structured or semi-structured interviews were 
conducted, that trauma stories may have difficulty in 
remembering, that not all patients were using the same 
medications, and that comorbidities that accompany bipolar 
disorder and could affect sleep level were not specified. The 
strengths of the study are that it is a case-control study, that all 
patients are in remission, that attack periods are excluded, and 
that the number of patients and controls is sufficient. 

In conclusion; Bipolar disease patients had lower 
functioning ratings and more childhood trauma than the control 
group. Furthermore, ratings for sleep disorders and sleeping 
pill use are higher, and sleep duration is shorter, despite the fact 
that emotional abuse, emotional neglect, and sexual abuse are 
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more prevalent. Bipolar patients who have experienced 
childhood trauma may see a decline in their emotional 
functioning and introversion scores as well as a rise in sleep 
issues like sleep disorder and sleep latency. Furthermore, 
bipolar people sleep issues have a detrimental impact on their 
degree of functionality. It should be stressed more because 
childhood traumas impact bipolar patients' ability to sleep and 
function in some areas. Comorbidities accompanying BD were 
not examined in the study, but it may be recommended to 
examine the relationship between childhood traumas and sleep 
and functionality in future studies. 
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