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Summary. Background. In bipolar disorder (BD) 
patients, trauma has been associated with emotion-
al dysregulation, potentially leading to an increase 
in impulsivity and dissociative symptomatology. We 
aimed to investigate the relationship between child-
hood trauma, impulsivity, and dissociative symptom-
atology in BD with a special focus on the role of 
impulsivity as a mediator between childhood trauma 
and dissociative symptomatology. Methods. We 
administered the Childhood Trauma Questionnaire 
(CTQ), Barratt Impulsivity Scale (BIS-11), Dissociative 
Experience Scale (DES-II), and Alda scale. Spearman 
correlation analysis assessed the independent vari-
ables associated with CTQ and DES-II. We performed 
a mediation analysis using the bootstrapping tech-
nique to verify the hypothesis that impulsivity rep-
resented an intervening variable between childhood 
trauma and dissociation. Results. CTQ and DES-II 
scores in 100 BD patients were both significantly 
associated with the number of lifetime affective 
episodes, a clinical course of mania-depression-eu-
thymia, suicidal ideation, a history of antidepres-
sant-induced manic switch, poor response to mood 
stabilizers, mixed features, psychotic symptoms, 
aggressive behavior, and BIS-11 (p<0.01). At the re-
gression analysis, CTQ was associated with DES-II 
(p<0.001), while DES-II was associated with the CTQ 
(p<0.001) and BIS-11 (p< 0.001), as well as with ag-
gression (p=0.002). The mediation analysis showed 
that impulsivity significantly mediated the effect 
of childhood trauma on dissociative symptomatol-
ogy (z=25.71; 0.930-1.084). Conclusions. Impul-
sivity might play a key role in onset and prognosis 
of BD patients. Our findings may help in increasing 
the knowledge about the possible association be-
tween impulsivity, childhood traumatic experiences 
and dissociative symptomatology. BD patients with 
dissociative symptoms might benefit from a tailored 
treatment which could include a training based on 
emotional and behavioral regulation.

Key words. Bipolar disorder, childhood trauma, clinical 
course, impulsivity, mediation analysis.

Il ruolo di mediazione che riveste l’impulsività fra il 
trauma infantile e la sintomatologia dissociativa nel 
disturbo bipolare.

Riassunto. Scopo. Nei pazienti con disturbo bipo-
lare (DB) il trauma è stato associato a disregolazione 
emotiva, conducendo potenzialmente a un aumento 
dell’impulsività e della sintomatologia dissociativa. 
In questo lavoro abbiamo indagato la relazione fra 
trauma infantile, impulsività e sintomatologia dis-
sociativa nel DB con particolare attenzione al ruolo 
dell’impulsività come mediatore fra trauma infantile e 
sintomatologia dissociativa. Metodi. Abbiamo som-
ministrato il Childhood Trauma Questionnaire (CTQ), 
la Barratt Impulsivity Scale (BIS-11), la Dissociative 
Experience Scale (DES-II) e la scala Alda. L’analisi di 
correlazione di Spearman ha valutato le variabili indi-
pendenti associate a CTQ e DES-II. Abbiamo esegui-
to un’analisi di mediazione attraverso la tecnica di 
bootstrapping per verificare l’ipotesi che l’impulsività 
rappresentasse una variabile interveniente tra trauma 
infantile e dissociazione. Risultati. I punteggi di CTQ 
e DES-II in 100 pazienti con DB erano entrambi signi-
ficativamente associati a numero di episodi affettivi, 
decorso clinico di mania-depressione-eutimia, idea-
zione suicidaria, storia di switch maniacale indotto 
da antidepressivi, scarsa risposta agli stabilizzanti 
dell’umore, caratteristiche miste, sintomi psicotici, 
comportamento aggressivo e BIS-11 (p<0.01). All’a-
nalisi di regressione, la CTQ era associata alla DES-
II (p<0.001), mentre la DES-II era associata alla CTQ 
(p<0.001) e alla BIS-11 (p<0.001), nonché all’aggres-
sività (p=0.002). L’analisi di mediazione ha dimo-
strato un effetto di mediazione dell’impulsività sulla 
sintomatologia dissociativa (z=25.71; 0.930-1.084). 
Conclusioni. L’impulsività potrebbe svolgere un ruo-
lo chiave nell’insorgenza e nella prognosi del DB. I 
nostri risultati possono aiutare ad aumentare le co-
noscenze sulla possibile associazione tra impulsività, 
esperienze traumatiche infantili e sintomatologia dis-
sociativa. I pazienti affetti da DB con sintomi disso-
ciativi potrebbero beneficiare di un trattamento su 
misura che potrebbe includere una formazione basa-
ta sulla disregolazione emotiva e comportamentale.

Parole chiave. Analisi di mediazione, decorso clini-
co, disturbo bipolare, impulsività, trauma infantile.
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Introduction

The mental health consequences of childhood 
trauma have been widely investigated recently1-3. 
Previous research highlighted those stressful events 
during early life may represent a significant environ-
mental risk factor in facilitating the development of 
severe mental illnesses, especially in vulnerable indi-
viduals4. Indeed, subjects who reported a history of 
trauma during childhood more likely display an in-
creased risk of developing psychotic spectrum5 and 
mood disorders6,7, compared to those who did not 
experience any trauma. Particularly, subjects suffer-
ing from bipolar disorder (BD) reported a three-fold 
higher rate of childhood adversities than healthy 
controls6. Recently, it has been reported that specific 
childhood adversities can predict BD8 in later life, 
and, among these, emotional neglect/abuse repre-
sents the kind of childhood adversity that better dif-
ferentiates BD patients from healthy controls9,10. Fur-
thermore, childhood trauma can negatively impact 
the clinical course of BD11, and specific early negative 
experiences are associated with different clinical fea-
tures12,13. Several studies demonstrated that physical, 
sexual, and emotional abuse are associated with ear-
ly onset of the disorder, a higher number of lifetime 
mood episodes and hospitalizations, substance use 
disorder, rapid cycling, suicide attempts, psychotic 
symptoms, a less favorable response to treatment, 
and poorer social functioning both during acute epi-
sodes and remission phases11,14-17. According to the 
trauma theory18, dissociative symptomatology repre-
sents a frequent sequela of adverse life experiences19. 
It may act as a defense mechanism (initially adaptive, 
but subsequently maladaptive) against overwhelm-
ing emotions triggered by negative life experiences20. 
Previous research demonstrated that BD patients 
exposed to childhood adversities had a higher preva-
lence of dissociative symptoms than individuals who 
reported little or no trauma21,22, thus reinforcing a 
trauma-induced psychopathological model of BD21. 
Indeed, in addition to the above-reported clinical 
and course features, childhood trauma in BD leads 
to emotional dysregulation with subsequent affective 
lability and affect intensity23. Childhood trauma is as-
sociated with traits of aggression in BD24, suggesting 
that also components of hostility or impulsivity may 
be influenced. In turn, such emotional, behavioral, 
and impulsive dysregulation is associated with BD 
clinical complexity/severity. Traumatic childhood 
experiences contribute to higher impulsivity in BD 
patients25,26, even during the euthymic phase, thus 
influencing a poor prognosis26. We hypothesized that 
affective lability and traumatic memory increase im-
pulsivity, which lead to dissociative symptomatol-
ogy worsening the outcome. Despite this evidence, 

to date, there is a lack of research addressing inter-
relationships among dissociative symptoms and im-
pulsivity in patients with BD who experienced early 
traumatic events. Particularly, to our best knowledge, 
the mediator role of impulsivity between childhood 
trauma and dissociative symptoms has not been pre-
viously investigated in BD. 

Therefore, the present study aims at investigating: 
1) the relationship between childhood trauma, im-
pulsivity, and dissociative symptomatology in BD; 2) 
impulsivity as a mediator between childhood trauma 
and dissociative symptomatology in BD; 3) clinical 
and psychopathological correlates of childhood trau-
ma and dissociative symptoms in BD.

Material and methods

Participants and procedure

This is a cross-sectional study carried out in a 
naturalistic setting. Participants were recruited at the 
Mood Disorder Unit of the University Hospital Mater 
Domini in Catanzaro (Italy) from May 2019 to January 
2020. All subjects who met the following criteria were 
included in the present study: a) age between 18 and 
70 years; b) a diagnosis of type-I BD (BD-I) or type-II 
BD (BD-II) according to the Diagnostic and Statisti-
cal Manual of Mental Disorders, 5th edition (DSM-5) 
criteria27, by using the Structured Clinical Interview 
for DSM-5 disorders, clinician version-SCID-5-CV28; 
c) willingness to participate in the study, expressed 
by written informed consent provided after the com-
plete description of the protocol. Exclusions crite-
ria were: a) inability to give written consent to par-
ticipate in the study; b) diagnosis of any neurologic 
disease; c) presence of a substance and/or alcohol 
use disorders; d) receiving any psychotherapeutic in-
tervention at the time of the recruitment. The study 
has been carried out following the latest version of 
the Declaration of Helsinki29. All patients gave their 
informed written consent and were enrolled in the 
study. The study was approved by the local ethical re-
view board (Ethical Committee of University Hospital 
Mater Domini at Catanzaro n. 307).

Measures

•	 The SCID-5-CV28 was administered to confirm the 
diagnosis and type of BD and to assess the pres-
ence of comorbid psychiatric disorders. Socio-
demographic characteristics were recorded in 
ad-hoc Excel spreadsheet. Clinical features were 
also collected, particularly age at onset, number 
of episodes, clinical course of BD, mixed features, 
anxiety and psychotic symptoms, previous suicide 
attempts. The clinical course of BD was classified 
according to four clinical patterns: mania-de-

- Copyright - Il Pensiero Scientifico Editore downloaded by IP 216.73.216.254 Wed, 15 Jul 2026, 03:59:35



Rivista di psichiatria, 58 (2), marzo/aprile 202386

pression-euthymia; depression-mania-euthymia; 
mania-euthymia-depression and irregular pat-
tern. 

•	 The administration of the following scales was 
carried out for all recruited patients: Childhood 
Trauma Questionnaire (CTQ)30; Dissociative Ex-
perience Scale (DES-II)31; Barratt Impulsivity 
Scale (BIS-11)32; Alda scale33.

•	 The CTQ was used to assess the history of child-
hood trauma30. This scale evaluates five dimen-
sions: emotional abuse, physical abuse, sexual 
abuse, emotional neglect, and physical neglect. A 
total score >36 reveals the presence of childhood 
trauma (ordinal Cronbach’s α >0.90).

•	 The dissociative symptomatology was assessed 
through the DES-II. This scale is a self-assessment 
measure developed by Bernstein and Putnam31 
and translated into Italian to screen dissociative 
psychopathologies. It consists of 28 items describ-
ing dissociative experiences (amnesia, absorp-
tion, depersonalization, and derealization). This 
is the most used questionnaire to assess dissocia-
tive symptomatology, and the Italian version has 
shown an excellent internal consistency (Cron-
bach’s α =0.94)34. 

•	 Impulsivity was assessed by BIS-11 (Cronbach’s 
α =0.83)32, which incorporates three behavioral 
components of impulsivity: motor, which refers to 
acting on the spur of the moment without think-
ing; non-planning, which refers to a lack of future 
orientation; and cognitive, that refer to issues with 
concentration and tendency to shift attention rap-
idly. 

•	 The patient’s response to mood stabilizers treat-
ments was assessed using the retrospective crite-
ria of long-term treatment response in BD (Alda 
Scale), which consist of two criteria: A) rating of 
the association between clinical improvement 
and treatment; B) rating of the degree of the caus-
al relationship between clinical improvement and 
treatment. A score was obtained by subtracting 
the B score from the A score33,35. Patients were 
scored on a 0-10 scale. A score of ≥7 indicated a 
good response, a score from 4 to 6 a moderate re-
sponse, and a score of ≤3 a poor response. The Al-
da Scale is a valid measure with Interrater reliabil-
ity of 0.54-0.75 in assessing long-term response to 
treatment (Cronbach’s α 0.7)33,35. 

Statistical analysis

Descriptive statistics were performed to assess 
the distributional properties of socio-demographic 
and clinical variables in the sample. Data are de-
scribed as means and standard deviations (SD) for 
continuous variables and as frequencies and per-
centages (%) for categorical ones. Considering the 

variables non normal distribution, Spearman cor-
relation analysis was performed to assess significant 
associations between CTQ and DES-II total score and 
the following variables: socio-demographic, clinical 
characteristics, and scores at each psychopathologi-
cal assessment tool. Two linear regression analyses 
were run considering DES-II and CTQ total scores 
as dependent variables and variables concerning 
psychopathological features significant at the corre-
lation analysis as independent variables. Tolerance 
values were > 0.1 for all the variables entered in the 
two models, meaning that the multicollinearity as-
sumption was not violated. A p<0.05 was considered 
significant. A bootstrapping approach by Preacher 
and Hayes36 was performed to test the mediation role 
of impulsivity between childhood trauma and disso-
ciation. Statistical Package for Social Sciences version 
26 (SPSS, Chicago, IL, USA) was used to perform the 
statistical analyses.

Results

The sample consisted of 100 BD patients. Socio-
demographic and clinical characteristics of recruit-

Table 1. Clinical and sociodemographic characteristics.

Variable Sample
n=100

Age, M (±SD) 46.50 (13.94)

Sex (female), % 50

Age of school, M (±SD) 13.3 (± 3.5)

Married, yes % 48

Diagnosis BD-I, yes % 55

Age at onset, M (±SD) 27.3 (± 9.85)

Number of episodes, M (±SD) 10.5 (± 9.60)

Antidepressant switch, yes % 29

Suicide, yes % 32

Mixed features, yes % 50.6

Anxious features, yes % 66.3

Aggressive behavior, yes % 57

Psychotic symptoms, yes % 46

CTQ tot, M (±SD) 59.18 (± 18.9)

DES-II, M (±SD) 31.7 (± 21.6)

BIS-11, M (±SD) 80.48 (± 10.85)

Alda tot
Lack (0-3)
Moderate (4-6)
Good (7-10)

48
40
12

Legend: BD= bipolar disorder; BIS-11= Barratt impulsivity 
scale II; CTQ= Childhood trauma questionnaire; DES-II= disso-
ciative experience scale II; M= mean; SD= standard deviation.
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ed subjects are reported in table 1. The sample is 
composed of 50 males (50%) and 50 females (50%), 
with a mean age of 46.5 years (SD ± 13.9 range 22-
75). No between-sex differences were detected for 
age (p=0.441). The most frequent diagnosis was BD-I 
(55%; M n=27, 49.1%, F n=28, 50.9%). More than half 
of the sample declared to be employed (60%), and 
48% of the included subjects declared to be in a stable 
relationship. Around 68% of the sample had a positive 
history of psychiatric disorders, and 60% declared a 
comorbid medical condition. The mean age at onset 
of BD was 27.3 ± 9.8 (range 16-66, no between-sex dif-
ferences p=0.615) with an illness duration of 19.0 ± 
13.0 years. In the whole sample, thirty-two patients 
experienced suicidal ideation, and more than half 
of them presented aggressive behaviors (57%) and 
anxious symptoms (59%). The mean number of total 
episodes was 10.5 ± 9.6 (range 1-58). As for the re-
sponse to mood stabilizer treatment, as measured by 
the Alda scale, 48% of all subjects manifested a scarce 
response, 40% a moderate response, and 12% a good 
response (without any between-sex differences in the 
Alda total score, p=0.439). The mean scores reported 
at psychopathological scales were: 31.7 ± 21.6 at DES-
II; 59.1 ± 18.9 at CTQ; 80.4 ± 10.8 at BIS-11 total score. 

Results of the Spearman correlation analysis 
are reported in table 2. The total scores at the CTQ 
and DES-II scales were both positively associated 
with the number of lifetime total episodes (p<0.01), 
a clinical course of mania-depression-euthymia 
(p<0.01), suicidal ideation (p<0.01), a history of an-
tidepressant-induced manic switch (p<0.01), poor 
response to mood stabilizers (p<0.01), the presence 
of mixed features (p<0.01), psychotic symptoms 
(p<0.01), aggressive behavior (p<0.01), and BIS-11 
(p<0.01) total score. Moreover, CTQ and DES-II to-
tal scores were positively associated one with each 
other (p<0.01). 

The results of the linear regression analyses are re-
ported in table 3. The models were run to assess the 
independent predictors associated with the CTQ to-
tal score and DES-II total score. The first model, per-
formed with CTQ score as a dependent variable and 
DES-II and BIS-11 total scores, aggression, psychotic, 
anxiety, and mixed features as independent vari-
ables, reached statistical significance (p<0.001) and 
the included independent variables explained 94.3% 
of the variance of the dependent variable. The only 
independent variable that was significantly associat-
ed with CTQ total score was DES-II total score (Beta 
coefficient= 1.019, p<0.001). As for the second model 
(p<0.001), which was run with DES-II total score as 
dependent variable and CTQ and BIS-11 total scores, 
aggression, psychotic, anxiety, and mixed features as 
independent variables, the independent variables 
explained 95.9% of the variance. DES-II scores were 
significantly associated with CTQ total score (Beta Ta
b
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coefficient= 0.742; p<0.001), BIS-11 total score (Beta 
coefficient= 0.208, p<0.001), and aggression (Beta co-
efficient= 0.100; p=0.002). A bootstrapping approach, 
as suggested by Preacher and Hayes36, was performed 
to test the mediation effect of impulsivity explaining 
the effect of childhood trauma on the development 
of dissociative symptomatology, which turned out to 
be statistically significant (z=25.71; 0.930-1.084), as 
displayed in table 4. 

Discussion

The present study highlights the association be-
tween childhood trauma and clinical features that 
cause an overall worse clinical picture in BD. None-
theless, a history of traumatic experiences in BD 
may underpin a high psychopathological burden, as 
emerged by the association with BIS-11 and DES-II 

Table 3. Linear regression. 

Dependent variable: CTQ Total

B Standard error Beta t p

Psychotic features .732 1.551 .019 .472 .638

Aggressive behaviors 1.741 1.439 .046 1.210 .229

Mixed characteristic .493 1.408 .013 .350 .727

Anxious characteristic -1.425 1.294 -.036 -1.102 .273

DES-II Total .892 .053 1.019 16.906 .000

BIS-11 Total -.154 .093 -.088 -1.647 .103

Legend: BIS-11= Barratt impulsivity scale II; CTQ= childhood trauma questionnaire; DES-II= dissociative experience scale II.

Dependent variable: DES-II

B Standard error Beta t p

Psychotic features 2.637 1.488 .061 1.772 .080

Aggressive behaviors -4.338 1.339 -.100 -3.238 .002

Mixed characteristic 2.480 1.349 .058 1.838 .069

Anxious characteristic 2.173 1.249 .049 1.739 .085

DES-II Total .415 .082 .208 5.080 .000

BIS-11 Total .848 .050 .742 16.906 .000

Legend: BIS-11= Barratt impulsivity scale II; DES-II= dissociative experience scale II.

Table 4. Mediation analyses with bootstrapped 95% confidence intervals.

Path Estimates

95% Confidence Interval

Label Estimate SE Lower Upper Z p

CTQ Total � BIS Total a 0.408 0.0354 0.337 0.480 11.54 < .001

BIS Total � DES-II Total b 0.252 0.0530 0.142 0.352 4.75 < .001

CTQ Total � DES-II Total c 1.005 0.0391 0.930 1.084 25.71 < .001

Mediation Estimates

95% Confidence Interval

Effect Label Estimate SE Lower Upper Z p % Mediation

Indirect a × b 0.103 0.0245 0.0559 0.152 4.20 < .001 9.29

Direct c 1.005 0.0391 0.9301 1.084 25.71 < .001 90.71

Total c + a × b 1.108 0.0303 1.0494 1.172 36.60 < .001 100.00

Legend: BIS-11= Barratt impulsivity scale 11; CTQ= Childhood trauma questionnaire; DES-II= dissociative experience scale II.
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total score. Moreover, the main findings of the pres-
ent study underlined a mediational effect of impul-
sivity in BD patients with a childhood trauma histo-
ry to develop dissociative symptomatology. To date, 
this is the first clinical study analyzing impulsivity 
as a possible mediator of the effect that childhood 
trauma displays on dissociative symptoms in BD. To 
note, a history of childhood trauma, as measured by 
the CTQ, was associated with a high psychopatho-
logical load, higher suicide risk, and poor response 
to mood stabilizers in our sample. Previous literature 
has widely demonstrated this issue, and our study is 
in line with such findings13,14,37. Childhood trauma 
and impulsivity seem to be significant predictors 
of developing a specific trajectory towards several 
clinical features. The correlation between child-
hood abuse and anxiety disorders, lifetime num-
ber episodes, and irregular cycling could indeed be 
mediated by impulsivity. The direct correlation be-
tween childhood trauma, aggressive behavior, and 
the high number of total episodes independently by 
the type of polarity underpins that trauma may be 
contingent on developing affective instability and 
impulsivity in subjects with a history of childhood 
abuse. Furthermore, mood symptoms mediate trau-
matic events and the new onset of psychotic symp-
toms in the general population38. An interesting 
finding that our analysis showed is an association 
between childhood trauma and psychotic symp-
toms in people with BD. There is a predominant 
hypothesis that psychotic features in BD subjects 
may indicate a more severe form of the illness39,40. 
Moreover, our previous study demonstrates that a 
high level of dissociation is strongly associated with 
psychotic symptomatology in BD subjects, and the 
results raised from the present study confirm our 
last findings41. The poor treatment response in BD 
patients with a high CTQ score may depend on the 
fact that early traumatic experiences predispose 
to the development of clinical features predictive 
of refractory response, such as mixed symptoms, 
impulsiveness, and psychotic characteristics16,25,42. 
Furthermore, several studies highlighted a strong 
correlation between a higher suicide rate and im-
pulsivity in subjects with childhood trauma43. 

The association between impulsivity and sui-
cide risk is a topic of interest in psychiatry44 Indeed, 
impulsivity correlates with all clinical features that 
worsened outcomes in BD. This finding is in line with 
several studies. BD patients with a history of child or 
adolescent trauma had a history of an earlier onset 
of bipolar illness, an increased number of comorbid 
psychiatric disorders, including drug and alcohol 
abuse, faster cycling frequencies, a higher rate of sui-
cide attempts, and more psychosocial stressors oc-
curring before the first and most recent affective epi-
sode and a worse response to treatment26,45,46.

Our results can be explained in the light that a 
higher load of impulsivity and aggressive behavior 
in association with dissociative symptomatology can 
lead to poor cognitive control of negative beliefs and 
emotions and lead the patient to commit self-injuri-
ous gestures or suicide24,47,48. Indeed, childhood trau-
ma doubles the risk of suicide in patients with BD49. 

The present results are in line with those of pre-
vious studies showing that BD patients with a child-
hood trauma are more impulsive and exhibit a great-
er suicidality rate than patients without a history of 
trauma. Indeed, childhood trauma in BD acts as an 
aggravating factor in the course of the illness, lead-
ing to more frequent hospitalizations and to a higher 
possibility of developing comorbid SUD due to in-
creased impulsivity50,51. This issue may lead the atten-
tion of clinicians to adopt tailored treatment strate-
gies, such as psychotherapy focused on emotional 
dysregulation due to childhood trauma, to decrease 
the risk of suicide in at-risk subjects52-54. High scores 
at the CTQ scale have also been associated with dis-
sociative symptoms and impulsivity, remarking the 
strict association between trauma and these two 
psychopathological variables. Children experiencing 
traumatic events in stressful situations may not show 
their stress in future events to prevent emotional 
arousal in themselves. This defense mechanism may 
be enduring and encourage dissociation in children 
to defend themself from frightening or helpless ex-
periences. However, such dysfunctional behavior 
throughout life may become chronic and lead to in-
effective coping skills55. These findings concerning 
the development of dissociation resulting from child-
hood trauma may have important clinical implica-
tions. This association had remained significant even 
when the mediating analysis was run, suggesting the 
potential role of impulsivity as the mediator between 
childhood trauma and dissociation. Few studies have 
focused on this issue until now56-58, and no one was 
conducted in a BD sample. The mediation effect of 
impulsivity between childhood trauma and disso-
ciation has been investigated in a cohort of patients 
with substance abuse disorder, suggesting a key role 
of trauma on a higher psychopathological load in 
this population57,58, but further studies are needed 
as literature on this topic is still scarce. Based on 
the present results, it is possible to hypothesize that 
childhood trauma destabilizes psychological regula-
tory functions, of which impulsivity is a behavioral 
expression26,59,60. Individuals with impulsivity seem to 
be at greater risk for the development of dissociative 
psychopathology. However, in line with Briere’s et al. 
findings61, our data imply that impulsivity could be a 
mediator between childhood trauma and dissocia-
tive psychopathology. To note, childhood traumatic 
experiences, impulsiveness, and aggression were sig-
nificantly associated with the dissociative symptoms 
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at the regression analyses. Conversely, dissociative 
psychopathology was the variable most strongly as-
sociated with childhood trauma when this was ana-
lyzed as dependent variable. These findings have 
theoretical implications suggesting that the associa-
tion between childhood trauma and dissociative psy-
chopathology is complex and may also act following 
a bidirectional relationship. Childhood trauma is a 
known destabilizing factor of neuro-psychological 
regulatory functions, of which impulsivity is a be-
havioral manifestation. Our data shows that impul-
siveness might have played a contributing role in 
the development of psychopathological dissociation 
among BD patients with a history of childhood trau-
ma. We surmise that some dysregulated survivors 
could have down-regulated arousal with dissociative 
responses that later crystallize into dissociative psy-
chopathology62. Clinically, this finding might imply 
that effective treatment of dissociative psychopathol-
ogy should strive to identify and address potentially 
underlying dysregulating phenomena, such as im-
pulsivity. Our findings may also explain the scarce 
response to mood stabilizers in the light of scarce 
treatment adherence, which might be due to affective 
instability and the difficulty to cope with the mood 
swing with a functional coping strategy63. Conversely, 
a higher number of affective episodes and discontin-
uation of mood stabilizers therapy reduce the mood 
stabilizers’ efficacy, especially lithium64. Clinically, 
this finding also suggests that effective treatment of 
dissociative symptomatology should reduce dysregu-
lating phenomena such as impulsivity. 

Results from the present study present some limi-
tations. Firstly, the hypothesis used to design the re-
search protocol, namely that impulsivity could act as 
a mediator between childhood trauma and dissocia-
tive symptomatology in BD, is debated in the litera-
ture. Indeed, it could be hypothesized also that it is 
dissociation that could act as a mediator between im-
pulsivity and childhood trauma in BD. Therefore, this 
dualism should be considered when interpreting the 
results presented in this work, since both models pres-
ent might be reasonable, and will need to be better 
explored in the opposite direction as well. Secondly, 
the small sample size and the absence of a community 
sample might affect the ability to generalize our data. 
Moreover, cross-sectional nature of the study design, 
which do not allow to longitudinally evaluate whether 
trauma-focused based therapy could improve out-
comes of BD patients with childhood trauma, the 
lack of clinician-administered clinical interview for 
assessing which traumatic experiences and the lack 
of a comparison if (any) differences are present be-
tween BDI vs BDII. Even though, this could represent 
a strength of the study to some extent, it would have 
been advantageous to integrate the assessment of im-
pulsivity with observational data. Another limitation is 

the lack of which subtype of impulsivity could mediate 
the presence of dissociative symptomatology, but we 
will investigate it further. 

Conclusions

In conclusion, our study suggests that impulsivity 
is probably not a feature of BD itself but is associated 
with the presence of traumatic childhood experienc-
es and has a mediator role in developing dissocia-
tive symptomatology. So, it seems essential to assess 
the presence of early trauma in BD subjects. Overall, 
early assessing and identifying the history of an early 
trauma in BD subjects and, hence, considering of this 
variable in planning tailored interventions, could po-
tentially reduce impulsivity and improve BD course 
(i.e., less relapse into a hypomanic or manic mode, 
less suicide, for example). 

Overall, findings from the present study under-
line the importance of investigating the processes 
that correlate the traumatic childhood event with the 
development of dissociative symptoms in BD. How-
ever, further studies are needed to clarify the role of 
emotional dysregulation and its clinical manifesta-
tions as possible mediators between trauma and dis-
sociation in BD. Since psychological dysregulation 
and impulsivity might play a key role in the etiology 
and in worsening prognosis in BD patients, a possible 
clinical implication of our findings is that dissociative 
disordered individuals might benefit from a person-
alized treatment protocol that includes training in 
emotional and behavioral regulation and trauma-
focused cognitive-behavioral therapy (TF-CBT).
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