Effects of Childhood Abuse on Major Depressive Disorder
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ABSTRACT
Objective: Childhood trauma is a significant risk factor for major depressive disorder, which has a multifactorial etiology. We investigated the effects
of childhood trauma, especially physical and sexual abuse, on depression later in adult life.
Methods: The study included 87 patients with depression and 87 healthy volunteers. Participants were asked to fill out the Childhood Trauma
Questionnaire (CTQ) and Hamilton Rating Scale for Depression and Anxiety. We have used the three childhood trauma pattern groups by their
CTQ scores. The first group consisted participants who did not report any childhood abuse. The second group comprised participants who had
experienced emotional abuse and emotional or physical neglect. The third group included participants who reported physical and sexual abuse.
Results: Approximately half of pattern groups 1 and 2 consisted of healthy controls. However, all of the participants who were in pattern group 3
had major depressive disorder. Anxiety and depression levels both had positive correlations with emotional, physical, and sexual abuse. There was
a statistically significant difference between pattern groups 2 and 3 in all of the five categories of CTQ.
Conclusion: In our study, we found that incidences of physical and sexual abuse increase the risk of depression. Furthermore, they indicate an
increased risk for a relationship that consists of emotional neglect and abuse, which is an independent risk factor for major depressive disorder.
Therefore, we should not only focus on the individual traumas on childhood trauma cases but also consider if there is a defective pattern of

relationship.
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1. INTRODUCTION

According to the World Health Organization (WHO),
major depressive disorder is the second most debilitating
disease (1). Epidemiological studies in Turkey show that
approximately 80% of the population suffers from major
depressive disorder (2). Moreover, only a quarter of those
patients receive adequate treatment (2). Childhood trauma
is a significant risk factor for major depressive disorder, which
has a multifactorial etiology (3).

Trauma is a deeply distressing or disturbing experience. Even
if it caused clinical consequences or not, every individual
who ever existed experienced trauma at some point in their
life. However, childhood trauma is dissimilar to the ones
experienced in older ages (4,5). The naive and helpless
nature of minors makes them more susceptible, but it is not
the only contrast they have with adults.

In adult life, conditions, such as acute stress disorder, post-
traumatic stress disorder, and major depressive disorder,
are associated with stress and trauma (6). Most of the time,
these psychopathologies are limited to traumatic incidences.
Psychopathology usually disappears when the experience is
resolved (6). However, it is a very different story if it occurs

during childhood. Trauma during the early years of life also
impairs neurodevelopmental and psychological progress
(7,8). Moreover, it is debated to be the cause of personality
disorders (9).

In the 1983 International Conference on Psychological Abuse
of Children and Youth, abuse and neglect were investigated
and thoroughly debated (10). Various classifications for
abuse and neglect of children were brought forward since
then. Emotional abuse, emotional neglect, physical abuse,
physical neglect, and sexual abuse are the broad but distinct
classifications of childhood abuse and neglect, which
also are the five main categories in the Childhood Trauma
Questionnaire (CTQ) (10-12).

According to WHO, child abuse means to harm a child’s
health, impair their sense of trust and responsibility, and
compromise the process of their maturation. A child getting
hurt physically in any other way than an accident is physical
abuse (13). The frequency of physical maltreatment varies
a lot with culture, and it is hard to collect precise data on
the subject. Slapping and smacking are common discipline
methods, especially in Eastern cultures. For example, in the
United States, the rate of occurrence of physical abuse varies
widely between 4% and 85%, and in Eastern countries, such
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as Egypt or India, it is estimated to be between a quarter and
three quarters (14). Moreover, the rates do not only vary
with culture but also vary with socioeconomic status as well.
Studies established that the risk of experiencing child abuse
is higher than double in lower socioeconomic families (15).

Just like other kinds of abuses, most of the childhood
experiences of sexual violence are caused by close relatives
(16). This situation is one of the reasons why childhood sexual
abuse is under-reported. In Turkey, less than a sixth of the
sexual abuse cases are being reported (16). It makes it harder
to detect the victim, criminally charge the perpetrator, and,
in some cases, causes the sexual abuse to prolong if a case
goes unreported. It has been reported that 9% to 18% of the
pre-adolescent population in Turkey have experienced sexual
injury (17). Even though the frequency of physical molestation
is higher in the lower socioeconomic community, the rates of
sexual abuse remain mostly the same (15).

Onthe other hand, neglectis aterm used for not providing the
sufficient necessities of a child, such as a shelter, education,
healthcare, and compassion, by their parents or their legal
guardians (7). As opposed to abuse, the definition of neglect
has fuzzy edges. Actions, and in some cases inactions, which
can be considered emotional neglect, vary with cultural and
social norms (10).

According to a systematic review, childhood abuse and
neglect cause an increase in psychiatric disorders, drug uses,
suicide attempts, and risky sexual behaviors (18). However,
the aftermath of childhood trauma is not limited to mental
illnesses, and conditions, such as cardiovascular diseases,
cancer, and autoimmune diseases, have been also associated
with childhood trauma (19).

In the present study, we investigated the effects of childhood
trauma on depression laterin adultlife in a Turkish population.
Our hypothesis was that children who experienced childhood
trauma, primarily physical and sexual abuse, are more
susceptible to depression.

2. METHODS

2.1. Subjects

This was a case—control study design. The study group
included 87 patients with major depressive disorder. All
patients with major depressive disorder who were admitted
to the outpatient clinic of Psychiatry Balikesir University
between September 2015 and August 2016, who were
receiving such diagnosis for the first time in their lives, who
were not taking any psychotropic medication, and who have
agreed to participate were enrolled in our study. The control
group comprised 87 healthy volunteers who were matched in
age and gender with the study group. Healthy controls were
selected among the people who work in our institution and
their relatives. All participants were examined and assessed
according to the Structured Clinical Interview for Diagnostic
and Statistical Manual of Mental Disorders, 4th Edition
(DSM-IV) Axis | disorders (SCID-1) by psychiatrists in our

outpatient service. Study group participants were selected
among patients who were diagnosed with major depressive
disorder according to DSM-IV. Control group participants
were not diagnosed with any psychiatric diseases after the
SCID-1 assessment.

Participants of the study were examined by a physician, and
their written medical history in our hospital and self-report
medical history were investigated. Participants in both the
study and the control groups were excluded if they had a
medical history of delirium, dementia, psychotic disorders,
bipolar disorder, or any other psychiatric disorders; mental
retardation; and infectious disorders or with any other
chronic diseases. Patients with depressive disorder or
healthy volunteers who were pregnant were not admitted
to the study. SCID-1 was applied to all our participants by
psychiatrists in our outpatient service, and major depressive
disorder was diagnosed in the participants in the study group
after SCID-1 was applied.

Participants were asked to fill out sociodemographic data
forms, and an informative consent form was given. CTQ,
Hamilton Rating Scale for Depression (HAM-D), and Hamilton
Rating Scale for Anxiety (HAM-A) were all applied to the
participants by our clinic’s psychologist. The local ethics
committee approved the study. Informed consent was
obtained from all the participants in the study.

2.2.CTQ

CTQ evaluates emotional abuse, emotional neglect, physical
abuse, physical neglect, and sexual abuse that a participant
has experienced during childhood years. The questionnaire
is composed of 28 Likert-type items providing an assessment
between 1 and 5; 1, never and 5, usually. Each of the five
classifications, emotional abuse, emotional neglect, physical
abuse, physical neglect, and sexual abuse, have five items
assigned to their category; therefore, the least score a group
can obtainis 5 (11,12).

In the validity and reliability study of the Turkish version of
CTQ, any score >5 is suggested to be considered as positive
for physical and sexual abuse categories. The same study
indicates that 8 should be the cut-off score for emotional and
physical neglect and 13 for emotional neglect (11).

On the other hand, these five different categories of
childhood trauma usually are not in isolation from each
other, and cases of solitary traumas are sparse. We cannot
comprehend the cumulative effect of abuse and neglect if
we investigate trauma as the sum of isolated incidents but a
pattern of relationship between the abuser and the child (6).

Therefore, we have used the three childhood trauma pattern
groups suggested by Schilling et al. (19). The first group
consisted of participants with no childhood abuse (emotional
abuse <7, emotional neglect <12, physical abuse=5, physical
neglect<7, and sexual abuse=5; all the criteria mentioned
above have to be met for a participant to enroll into this
group). The second group consisted of participants who
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have experienced noteworthy emotional abuse, emotional
neglect, and/or physical neglect. However, the participants
in the second group encountered mild to no physical and
sexual abuse (5<physical abuse<10 and 5<sexual abuse<s,
both of these criteria have to be met; one or more of the
following criteria have to be met for emotional abuse>7,
emotional neglect>12, and physical neglect>7). The third
group consisted of participants who have experienced
significant physical and sexual abuse (sexual abuse >8 and
physical abuse 210, any of the two criteria have to be met).

2.3. Anxiety and depression scales

The Turkish versions of HAM-D and HAM-A were used to
assess depression and anxiety levels of the participants at the
time of the study. They are reliable and clinically valid rating
scales that are widely used in practice (20-22) HAM-D and
HAM-A are not suitable for diagnosing anxiety or depression;
they are used for assessing the participant’s mood related
to anxious and depressive feelings (20-22) Therefore, no cut-
off score was set, and outcomes of HAM-A and HAM-D were
used numerically for statistical analysis.

2.4. Sociodemographic data

Participants were asked to fill out sociodemographic data
forms along with CTQ, HAM-A, and HAM-D. Data on age,
height, weight, and alcohol and cigarette use status were
collected.

2.5. Statistical analysis

Statistical analysis was performed using the SPSS 15.0
software. The normality of the distributions was determined
using visual graphs (e.g., histogram) and appropriate
statistical methods. Student’s t-test was used to compare the
mean of the two groups with normal distribution, and Mann—
Whitney U test was used to compare the two groups without
normal distribution. Kruskal-Wallis test was used to compare
more than two groups with an abnormal distribution. Mann—
Whitney U test was used for post hoc comparison of the
groups. Bonferroni correction was made when the Mann—
Whitney U test was used in post hoc comparisons. Chi-
square test was used to compare categorical data. Spearman
correlation analysis was performed to test the association
between the two ranked variables. A P value <0.05 was
accepted as statistically significant.

3. RESULTS

There were 87 patients in both the study and the control
groups with a total of 174 patients. The mean ages of the
study and control groups were 36.8+12.4 and 37.0+11.8,
respectively. There were 76 (87.4%) females in the study group
and 74 (85.1%) females in the control groups. There was no
statistically significant difference between the two groups
regarding age (P=0.935) and gender (P=0.660) (Table 1).

The mean body mass indices (BMI) of the study and control
groups were 26.4+7.3 and 24.9+3.8, respectively. There was
no statistically significant between the two groups (P=0.097)
(Table 1).

Of the groups, 29.9% of the study group was smoking
regularly, whereas 21.8% of the control group had the same
ratio. The alcohol dependency rates of the study and control
groups were 6.9% and 1.1%, respectively. However, there
was no statistically significant difference in the cigarette
and alcohol use rates between the two groups (P=0.226 and
P=0.117, respectively) (Table 1).

Table 1. Sociodemographic data of the study and control groups.

Study group | Control group |P
Age (years) 36.8+12.4 37.0+11.8 F=0.338, P=0.935"
BMI (kg/m?) 26.417.3 24.9+3.8 F=24.31, P=0.097"
Gender (female) | 87.4% 85.1% x?=1.193, P=0.660**
Cigarette (use) |29.9% 21.8% X=1.469, P=0.226"
Alcohol (use) 6.9% 1.1% x>=2.382, P=0.117""

*Independent sample t-test.
**Chi-square test.
***Fisher’s exact test.

As previously mentioned, we categorized participants into
three clustered childhood trauma pattern groups using the
CTQ. Healthy controls consisted of 55.8% of pattern group 1
and 55% of pattern group 2. However, all of the participants
who were in pattern group 3 had major depressive disorder
(Table 2).

Table 2. Number of study and control participants in different

pattern groups.

Pattern group 1 | Pattern group 2 | Pattern group 3 | Total
Study (n) |34 36 17 87
Control (n) |43 44 0 87

Anxiety and depression levels, which were assessed by HAM-A
and HAM-D, respectively, both had positive correlations with
emotional, physical, and sexual abuse (Table 3).

Table 3. Anxiety and depression levels in different classifications of

childhood abuse and neglect.

Emotional | Emotional | Physical |Physical Sexual
abuse neglect abuse neglect abuse
rs=0.321  |rs=0.050 |rs=0.292 |rs=-0.050 |rs=0.225
P<0.001 P=0.511 P<0.001 |P=0.516 P=0.003
rs=0.371 | rs=0.065 rs=0.360 |rs=-0.026 |rs=0.242
P<0.001 P=0.396 P<0.001 |P=0.731 |P=0.001

The only two differences between the inclusion criteria for
pattern groups 2 and 3 are the cut-off scores for physical
and sexual abuse. However, as shown in Table 4, all median
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(minimum—-maximum) CTQ scores of pattern group 3 were
higher than those of pattern group 2. After post hoc analysis,
we found that there was no statistically significant difference
between pattern groups 2 and 3 only in physical neglect
(P=0.058). There was a statistically significant difference
between pattern groups 2 and 3 in emotional neglect
(P=0.005) and all other comparisons between any of the two
groups in all of the five main categories in CTQ (P<0.001).

Table 4. Median (minimum—maximum) CTQ scores of participants

in different pattern groups.

Emotional | Emotional | Physical | Physical | Sexual

abuse neglect abuse neglect | abuse
Pattern group 1 | 5 (5-7) 8(5-12) |5(5-5) |5(5-7) |[5(5-5)
Pattern group 2 | 7 (5-17) |14 (5-25) |5(5-9) |8(5-16) |5 (5-7)
Pattern group 3 | 11 (5-24) |19 (6-24) |12 (5-16) | 10 (5-14) | 8 (5-14)
P <0.001 <0.001 <0.001 <0.001 <0.001

Among patients with major depressive disorder, male
(n=11) participants had a mean score of 5 (minimum 5 and
maximum 11) on the sexual abuse category of CTQ. Female
(n=76) participants also had a mean score of 5 (minimum
5 and maximum 14) in the same category. There was no
statistically significant difference between the two genders
(P=0.902).

4. DISCUSSION

Our hypothesis was that children who experienced
childhood trauma, especially physical and/or sexual abuse,
are more susceptible to major depressive disorder. To test
our postulate, we used the clustered childhood trauma
pattern groups suggested by Schilling et al. (19). Participants
in pattern group 1 had no trauma history. Pattern group 2
consisted of participants who have experienced significant
emotional abuse, emotional neglect, and/or physical neglect
and encountered mild to no physical or sexual abuse. Finally,
pattern group 3 included participants with a history of
physical and/or sexual abuse.

Just as we hypothesized, the pattern group that included
participants with a history of physical or sexual abuse
consisted solely of patients with depression; approximately
55% of pattern groups 1 and 2 comprised healthy controls.

It is evident from our results and previous studies that a
history of physical and sexual abuse drastically increases
the frequency of major depressive disorder. However,
attributing the entire risk of depression to separate incidents
of molestation would be an over-simplification. In pursuit of
finding an explanation for this argument, we first investigated
the correlation between five different categories of childhood
trauma, as used in the CTQ, and severity of depression and
anxiety.

We found that anxiety and depression levels, which were
assessed by HAM-A and HAM-D, respectively, both had positive

correlations with emotional, physical, and sexual abuse.
However, there were no statistically significant correlations
between HAM-A and HAM-D scores and emotional or
physical neglect. This result was similar to various previous
studies (22). Poole et al. established that out of every adverse
childhood events, emotional abuse escalates the risk of major
depressive disorder the most, by a factor of 3.5. In the same
study, it is argued that emotional abuse is instrumental in the
development of depressive cognitions (22).

This result only showed that emotional abuse also increased
the risk of major depressive disorder, as an isolated incident.
However, we argued that childhood traumas should not be
considered as the sum of isolated incidents but a pattern
of relationship (19). The results described in the previous
study did not provide us much information on interrelation
patterns. We then compared median CTQ scores of
participants in different pattern groups to examine the
pattern of relationship.

Except for physical neglect, all the comparisons between
pattern groups 2 and 3 for median CTQ scores in all categories
were statistically significant. These results supported our
argument that isolated physical or sexual abuse incidents
were not the only stressful events attributed to increasing the
risk of depression. On top of the traumatic effects of physical
and sexual abuse, they also indicate a defective pattern of
emotional relationship. Median CTQ scores of pattern group
3 for emotional neglect and abuse were significantly higher
than those of any of the other two pattern groups.

Stress and trauma usually are used in the same context;
however, there is a distinct difference between the two.
Stress is a disturbing life event, and (psychological) trauma is
a distressing or disturbing experience. In other words, stress
is an unprejudiced event, but trauma is the experience of the
stressful incident.

CTQ is a tool that measures an individual’s perception of
their childhood traumas rather than actual stressful events,
especially in other categories than physical and sexual abuse.
Therefore, our data is limited to distinguish whether our
results (median CTQ scores of pattern group 3 for emotional
neglect and abuse being significantly higher than the other
two pattern groups) were a consequence of an abused child’s
perception or inappropriate emotional relationship of a
sexual and/or physical abuser. To provide a better insight into
this debate, we plan to include the parents of the participants
in our future studies.

If we investigate the limitations of our study further,
psychiatric family histories were not included in our study.
Our study only included patients who were admitted to our
outpatient clinic, making our study susceptible to Berksonian
bias. Since CTQ is a self-report questionnaire, self-report
bias is another possible limitation of our study. Moreover,
psychological resilience is another confounding factor, which
is discussed in depth below.

Psychological resilience is another major factor that affects
the clinical outcome of childhood trauma (22-24). Some
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studies established the impact of adaptive strategies
on specific types of traumas. For example, emotional
abuse has shown correlation with maladaptive emotion
regulation, and emotional neglect has been associated
with deficient adaptive regulation (24). For eliminating the
confounding effect of psychological resilience, we plan to
add appropriate tools, such as Connor—Davidson Resilience
Scale or Cognitive Emotion Regulation Questionnaire, to
our future studies.

Bulbul et al. established in their study that childhood trauma
increases the risk of recurrent depressive attacks (25).
History of childhood abuse or trauma of a major depressive
patient, especially if there are repetitive depressive periods,
should be thoroughly investigated for better treatment.
Such thorough investigation would not only help us to
prescribe an adequate psychopharmacological agent but
also help us to set more suitable psychotherapeutic goals
for the patient.

5. DISCUSSION

In conclusion, to provide a better idea of childhood trauma,
we should not evaluate the clinical outcome as the sum of
isolated incidents but as a defective pattern of relationship.
A relationship containing physical and/or sexual abuse is
expected to be distinctly different from the rest. Physical
and sexual abuse apparently increases the risk of depression
on their own, but they also indicate an amplified risk of
experiencing emotional neglect and abuse, which is another
risk factor for major depressive disorder.
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