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Abstract

Childhood trauma can cause deficits in emotional regulation. However, few studies have
investigated childhood trauma and emotional regulation skills in patients with mood disorders.
We aimed to investigate how childhood trauma and Emotion Regulation Skills Questionnaire
(ERSQ) scores are associated with mood disorders.
This study included 779 patients with mood disorders (major depressive disorder [MDD,

n= 240], bipolar I disorder [BDI, n= 121], and bipolar II disorder [BDII, n= 418]). We used
their Childhood Trauma Questionnaire-Short Form (CTQ) and ERSQ scores for the evaluation.
The between-group differences in CTQ and ERSQ scores were examined. The CTQ and

ERSQ total scores were negatively correlated. Among the CTQ subscales, emotional neglect
showed a significant correlation with the ERSQ total score, whereas acceptance and tolerance
showed higher negative correlations with the CTQ than with the other ERSQ subscales. The
negative relationship between emotional regulation and childhood trauma varied significantly
depending on the group, with the BDI group showing a more prominent association than the
other groups.
Based on various mood disorders, we observed associations between childhood trauma and

emotional regulation skills. Consequently, our study offers notable insights for future research
on the impact of childhood trauma on ERSQ.

Significant outcomes

• There was a negative correlation between CTQ and ERSQ total score among
patients with mood disorder.

• There were significant between-group differences in both the ERSQ total scores and
each subscale between childhood trauma and ERSQ in mood disorders.

• The BDI group had a more significant association between CTQ and ERSQ scores
than the MDD and BDII patient groups.

Limitations

• The was a cross-sectional study; therefore, a causal relationship between exposure to
childhood trauma and outcomes could not be established.

• The CTQ was retrospective; therefore, reporting bias may have been included.
• Our sample sizes were disproportionate among patients with each mood disorder,
which limits the generalisability of the results.

Introduction

Childhood trauma refers to a child enduring emotional or physical distress as a consequence of
being directly exposed to or witnessing traumatic events or unfavourable circumstances (Young
and Widom, 2014). Globally, child maltreatment is highly prevalent, with one in four children
reporting having experience of physical, emotional, sexual, or neglect abuse (Krug et al., 2002; ;
Moody et al., 2018). Several studies have demonstrated that early child maltreatment develop
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depressive disorders, and increase odds of poor health outcomes as
well as severe mental disorders (Gilbert et al., 2009; Norman et al.,
2012; Salmon et al., 2022). Maltreatment during childhood can
have a negative impact on a child’s ability to control their emotions
later in life (Burns et al., 2010). This is because recurrent
interpersonal trauma between children and caregivers inhibits the
development of healthy emotional control abilities (Gaensbauer,
1982).Moreover, experiencing early-life trauma is a significant risk
factor for the development of psychological disorders such as
major depressive disorder (MDD), bipolar I disorder (BDI), and
bipolar II disorder (BDII), regardless of the type of abuse that
occurred (Konradt et al., 2013).

Emotional regulations are defined as external and internal
procedure that oversee, assess, adjust emotional response,
particularly in terms of their intensity and duration with the
aim of achieving one’s objectives (Thompson, 1994). Previous
studies have suggested that emotional regulation skills are strongly
related to mental health status and psychological well-being
(Kraiss et al., 2020). Deficiencies in emotional regulation are the
most likely cause of psychiatric problems such as MDD, BD, and
borderline personality disorder (Gruber et al., 2011), while positive
emotional regulation is positively correlated with mental health
indicators and stress management (Hu et al., 2014).

Previous studies have indicated that children and adolescence
who were exposed to early traumatic events were more likely at
high risk of mental disorder with depression (Vibhakar et al., 2019;
LeMoult et al., 2020; McKay et al., 2021). Multiple studies have
described the association between childhood trauma and the
emergence of mood disorders, including MDD, and BD (Janiri
et al., 2015; Gill et al., 2020). Particularly, patients with BD have
more early traumatic episodes and they experience emotional
abuse most frequently (Dualibe and Osório, 2017).

One previous study indicated that emotional regulation skills
mediate the association between childhood trauma and the course
of depression (Hopfinger et al., 2016), and other have demon-
strated that patients with MDD and BDI have difficulties with
emotional regulation skills (Liu and Thompson, 2017, ). Previous
Study have also indicated that maltreatment during childhood
contirbutes difficulties on emotional regulation later in life (Burns
et al., 2010). In particular, emotional abuse and neglect are more
likely to have a negative impact on emotional regulation skills
(Carvalho Fernando et al., Carvalho Fernando et al., 2014).

While many studies have attempted to investigate the
relationship between childhood trauma and mood disorders or
emotional regulation and childhood trauma, studies explaining the
relationship between emotional regulation and childhood trauma
in patients with mood disorders are limited. Therefore, in this
study we aimed to examine the relationship between childhood
trauma and emotional regulation in patients with MDD, BDI, and
BDII. We hypothesised that (1) childhood trauma and emotional
regulation would have a significant association, (2) certain types of
emotional regulation skills would be more likely to be associated
with childhood trauma skills inmood disorder patients, and (3) the
association between childhood trauma and emotional regulation
would differ according to the mood disorder type.

Methods

Participants

Data from 779 outpatients with psychiatric disorders were
analysed. All patients had a psychiatric diagnosis of a mood

disorder such as MDD, BDI, or BDII based on the Diagnostic
StatisticalManual ofMental Disorders, Fifth Edition (DSM-5), and
were treated at the mood disorder clinic of the Seoul National
University Bundang Hospital from July 2013 to February 2021.We
collected relevant demographic information from patients,
including age, sex, education, work status, marital status, smoking
status, alcohol use status, family psychiatric history, and history of
psychiatric hospitalisation. The diagnoses were assessed by trained
researchers and confirmed by board-certified psychiatrists (T.H.H.
and W.M.) through structured diagnostic interviews (using the
Mini-International Neuropsychiatric Interview [MINI]) (Sheehan
et al., 1998) or assessment of case records. Ethical approval was
obtained from the Institutional Review Board of Seoul National
University Bundang Hospital (protocol code B-2104-679-103,
approved April 5, 2021).

Clinical instruments

Emotion Regulation Skills Questionnaire (ERSQ)

The Emotion Regulation Skills Questionnaire (ERSQ) is a 27-item
self-reported questionnaire used to evaluate a broad range of
emotional regulation skills. Each item is assessed on a 5-point
Likert-type scale (0 = not at all, 1 = rarely, 2 = sometimes,
3 = often, and 4 = almost always). The following nine subscales
were used to evaluate successful skill use: awareness, sensation,
clarity, understanding, acceptance, resilience, self-support, toler-
ance, and modification. Each subscale comprised three items
(Grant et al., 2018).

Childhood Trauma Questionnaire-short form (CTQ)

The Childhood Trauma Questionnaire-Short Form (CTQ)
(Bernstein et al., 2003) is a retrospective self-reporting scale that
asks questions about childhood and adolescent experiences (those
experienced below the age of 18) using 28 items rated on a five-
point Likert scale, with scores ranging from 1–5 (1 = never true, 2
= rarely true, 3= sometimes true, 4= often true, and 5= very often
true). The five trauma subtypes were emotional abuse, physical
abuse, sexual abuse, emotional neglect, and physical neglect. Based
on a previous study, we used a modified CTQ score that excluded
minimisation/denial scores (items 10, 16, and 22), with scores
ranging from 25–125, and potential scores ranging from 5–25 for
each subscale.

Statistical analysis

Descriptive statistics of the demographic and clinical variables
were analysed. An independent samples t-test was performed for
continuous variables, such as age, and a chi-square test was used
for categorical variables, such as sex, employment status, marital
status, family psychiatric history, alcohol consumption, and
smoking status. Analysis of covariance (ANOVA) was conducted
to compare the ERSQ and CTQ scores between patients with
mood disorders, followed by post hoc testing with Bonferroni
correction to ascertain the direction of the differences. We
calculated the partial correlation coefficients between the ERSQ
and CTQ scores using residuals from multiple regression while
controlling for potential confounding factors (age, sex, education,
employment, marital status, psychiatric first-degree family
history, alcohol use status, and smoking status). Furthermore,
we used multiple linear regression analysis with an interaction
term to determine the correlation between the ERSQ and CTQ
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scores by group, with the MDD group serving as the reference
group. (ERSQ total score–CTQ total score þ CTQ total score ×
diagnosis [e.g. MDD (reference), BDI, BDII] þ age þ sex þ
education þ employment þ marital status þ smoking þ alcohol
use status þ family psychiatric history). All statistical analyses
were two-tailed, with significance set at p < 0.05. Bonferroni
correction was used to correct for type I errors from multiple
tests, which involved multiplying the unadjusted p-value by the
total number of tests. All analyses were performed using R,
version 4.3.1 (R Foundation for Statistical Computing, Vienna,
Austria).

Results

Clinical and demographic characteristics

The clinical and demographic characteristics of the study
participants are presented in Table 1. The participants’ ages
ranged from 16–69 years, with a mean age of 34.25 (standard

deviation [SD]= 12.10) years. Data from 779 patients with
psychiatric disorders (MDD [n= 240] BDI, [n= 121], and BDII
[n= 418]) were analysed. The study included 220 male and 559
female participants.

ERSQ and CTQ scores for patients with mood disorders

There were significant differences between the patients in terms of
both the CTQ (F= 6.57, p <0.01) and ERSQ total scores (F= 8.29,
p <0.001). In the CTQ subscale analysis, we found significant
between-group differences between mood disorders in terms of
emotional abuse (F= 9.33, p <0.001) and emotional neglect
(F= 7.02, p <0.001). In the ERSQ subscale analysis, we observed
significant differences between patients on the subscales. In
particular, patients with BDI had significantly higher scores for
clarity (mean ± SD= 7.31 ± 3.16) than those with BDII (6.37 ±
3.17, p <0.05). Likewise, the scores for understanding and
tolerance were significantly higher among patients with BDI than
among those with BDII (p <0.001). Scores for resilience and self-

Table 1. Clinical and demographic characteristics of participants (n= 779)

All patients (n= 779)
Major depressive disorder

(n= 240)
Bipolar disorder I

(n= 121)
Bipolar disorder II

(n= 418) p1

Age (years)2 34.3 ± 12.10 37.95 ± 12.59 33.96 ± 11.34 32.22 ± 11.55 < 0.001

Sex (%)3 0.092

Male 28.2 24.6 35.5 28.2

Female 71.8 75.4 64.5 71.8

Education (%)3 0.158

High school or below 69.8 66.2 76.0 70.1

Others 30.2 33.8 24.0 29.9

Employment status (%)3 0.554

Employed 35.2 36.7 38.0 33.5

Unemployed 64.8 66.3 62.0 66.5

Marital status (%)3 < 0.001

Married 37.1 49.6 31.4 31.6

Others4 62.9 50.4 68.6 68.4

Psychiatric family history (%)3 0.083

Yes 34.3 30.0 30.6 37.8

No 65.7 70.0 69.4 62.2

Alcohol use status (%)3 0.870

Former or Current 50.7 52.1 49.6 50.2

Never 49.3 47.9 50.4 49.8

Smoking status (%)3 < 0.01

Former or Current 25.8 18.8 24.8 30.1

Never 74.2 81.2 75.2 69.9

Psychiatric hospitalization history (%)3 < 0.001

Yes 31.4 19.6 55.4 31.3

No 68.6 80.4 44.6 68.7

1Statistical significance in mood disorders.
2F-test was used; Data are given as mean and standard deviation.
3Chi-square test was used.
4Single, divorced, widowed.
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reporting of the BDI group were also higher than those of the BDII
group (p <0.01), whereas the score for acceptance in patients with
BDII (mean ± SD= 4.61 ± 2.76) was significantly lower than that
for patients with BDI (6.10 ± 3.17, p <0.001), and MDD (4.67 ±
2.86, p <0.001). In the Bonferroni post hoc comparisons, we found
multiple differences in the total and subscale scores of both the
CTQ and ERSQ. Detailed results are presented in Table 2.

The relationship between childhood trauma and emotional
regulation skills

A residual correlation analysis after adjusting for confounding
factors (age, sex, education, employment, marital status, psychi-
atric first-degree family history, alcohol use status, and smoking
status) demonstrated that the CTQ total score was negatively
correlated with the ERSQ total score (r=− 0.136, p<0.001). These
findings indicate that individuals with higher scores for childhood
trauma have weaker emotional regulation skills. Among the CTQ
subscales, emotional neglect was most negatively correlated with
the ERSQ total score (r=−0.199, p <0.001). Among the ERSQ
subscales, acceptance was most negatively correlated with the
CTQ total score (r=−0.146, p <0.01, Figure 1, Supplementary
Table S1). Tolerance and resilience were also negatively correlated
with the CTQ total score (r=−0.140, corrected p <0.05 and

r=−0.131, p <0.01, respectively), as were clarity and under-
standing (r=−0.121, p <0.05and r=−0.118, corrected p <0.05,
respectively, Figure 1, Supplementary Table S1). In terms of gender
differences, the CTQ total score was negatively correlated with the
ERSQ total score: r=−0.141, corrected p <0.001 for female
participants; r=−0.104, while the correlation between the CTQ
and ERSQ total scores was not significant for male participants
(Supplementary Table S5-6).

Relationship between childhood trauma and emotional
regulation skills according to mood disorder diagnosis

For patients with BDII, as CTQ total scores increased, the decrease
in ERSQ total scores was similar to that observed in patients with
MDD. In patients with BDI, the CTQ total score had a greater
impact on the ERSQ total score, as the ERSQ total score sharply
decreased when the CTQ scores increased. The significance of the
two-way interaction effects of childhood trauma (CTQ total score)
and mood disorders (MDD, BDI, and BDII) on emotional
regulation (ERSQ total score) was examined using multiple
regression models (Table 3). The main effect terms for the CTQ
total score and group, as well as the two-way interaction term
(CTQ total score × group), were entered into the regression model
after the terms for potential confounding variables (age, sex,

Table 2. Total and subscale scores of the Childhood Trauma Questionnaire (CTQ) and Emotion Regulation Skills Questionnaire (ERSQ) in patient groups

All patients (n = 779)

Major depressive
disorder
(n= 240)

Bipolar
disorder I
(n= 121)

Bipolar
disorder II
(n= 418) F1 p Bonferroni post hoc2

Childhood Trauma Questionnaire (CTQ)

Total score 48.76 ± 17.00 46.95 ± 17.18 45.47 ± 16.43 50.75 ± 16.83 6.57 < 0.01 MDD< BP II*, BP I< BP II*

Subscales

Emotional abuse 10.61 ± 5.15 9.93 ± 5.29 9.47 ± 4.52 11.33 ± 5.14 9.33 < 0.001 MDD< BP II**, BP I< BP II***

Physical abuse 9.63 ± 5.04 9.10 ± 5.19 9.18 ± 4.63 10.07 ± 5.04 3.43 < 0.05 N.S.

Sexual abuse 6.17 ± 2.68 5.86 ± 2.33 6.60 ± 2.99 6.23 ± 2.76 3.27 < 0.05 N.S.

Neglect emotional 13.98 ± 5.98 13.73 ± 6.04 12.35 ± 6.02 14.59 ± 5.85 7.02 < 0.001 BP I< BP II**

Neglect physical 8.37 ± 3.56 8.34 ± 3.62 7.87 ± 3.37 8.58 ± 3.58 1.63 0.197 N.S.

Emotion Regulation Skills Questionnaire (ERSQ)

Total score 48.66 ± 20.19 48.83 ± 19.72 55.11 ± 22.15 46.71 ± 19.52 8.29 < 0.001 BP II< BP I**

Subscales

Awareness 6.17 ± 2.59 5.92 ± 2.54 6.51 ± 2.47 6.22 ± 2.64 2.21 0.11 N.S.

Sensation 6.18 ± 3.06 6.15 ± 3.16 6.28 ± 3.10 6.17 ± 3.00 0.08 0.926 N.S.

Clarity 6.57 ± 3.14 6.58 ± 3.05 7.31 ± 3.16 6.37 ± 3.17 4.28 < 0.05 BP II< BP I*

Understanding 5.98 ± 3.05 6.12 ± 2.94 6.83 ± 3.07 5.66 ± 3.07 7.25 < 0.001 BP II< BP I**

Acceptance 4.86 ± 2.90 4.67 ± 2.86 6.10 ± 3.17 4.61 ± 2.76 13.54 < 0.001 MDD< BP I***, BP II<MDD***,
BP II< BP I***

Resilience 4.68 ± 3.01 4.88 ± 2.96 5.41 ± 3.09 4.35 ± 2.97 6.80 < 0.01 BP II< BP I**

Self-support 5.34 ± 3.20 5.45 ± 3.26 6.11 ± 3.23 5.06 ± 3.12 5.36 < 0.01 BP II< BP I*

Tolerance 3.69 ± 3.02 3.80 ± 2.97 4.78 ± 3.37 3.30 ± 2.86 11.76 < 0.001 BP II< BP I***

Modification 5.18 ± 2.60 5.25 ± 2.50 5.78 ± 2.65 4.97 ± 2.62 4.66 < 0.01 BP II< BP I*

Values are presented as mean and standard deviation.
1ANOVA was used between all patient groups.
2ANOVA with pairwise test after Bonferroni post hoc was used between all patient groups.
1, 2 Adjusted p-values with Bonferroni’s correction were calculated multiplying raw p-values by total number of multiple testing of subscales (p= 0.05 ×5 for CTQ, p= 0.05 ×9 for ERSQ).
*p < 0.05, ** p < 0.01, *** p < 0.001, N.S. = not significant.
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education, employment, marital status, family psychiatric history,
alcohol use status, and smoking status) were used in the
assessment. The findings demonstrated that the two-way

interaction coefficient was significant for patients with BDI
(β= –0.31, SE= 0.13, interaction p < 0.05), but not for patients
with BDII (β=−0.10, SE= 0.09, interaction p= 0.30), using

Figure 1. Partial correlation plot between Childhood Trauma Questionnaire (CTQ) scores, Emotion Regulation Skills Questionnaire (ERSQ) scores. Partial correlation coefficients
(p <0.05) are shown in the figure and partial correlation coefficients (p >0.05) are marked as X. Positive correlations are shown in blue colour and negative correlations in red
colour. Colour intensity is proportional to the partial correlation coefficients. A. All patients (n= 779), B. Major depressive disorder (n= 240), C. Bipolar I disorder (n= 121),
D. Bipolar II disorder (n= 418).
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patients with MDD as the reference group (Figure 2). These
findings imply that the ERSQ total score in patients with BDI had a
greater impact on CTQ scores, as the decrease in ERSQ was larger
than that in other patients when CTQ increased.

Discussion

In this study, we investigated the association between childhood
trauma and emotional regulation skills in patients with Major
Depressive Disorder, Bipolar Disorder I and Bipolar Disorder II.
We observed a significant negative association between childhood
trauma and emotional regulation skills regarding both total scale
scores and each subscale score. It is important to highlight that
emotional neglect was most significantly associated with lower
level of emotional regulation skills. Among the subtypes of
emotional regulation skills, acceptance and tolerance showed the
strongest negative correlations with the total childhood trauma
score. In addition, the association between childhood trauma and
emotional regulation skills varied by mood disorder, and the
association wasmore prominent in patients with BDI than in those
with MDD or BDII. These findings contribute to our under-
standing of the relationship between emotional regulation skills
and early childhood trauma in patients with various mood
disorders.

Several studies have demonstrated that childhood abuse can
influence the regulation of emotions and serve as a risk factor for

the development of mood disorders (Kim and Cicchetti, 2010;
Hosang et al., 2018). Another study found that experiencing
greater maltreatment as a child was associated with an increase in
negative emotional convictions and psychological inflexibility,
resulting in reduced emotional regulation (Bozorgi Kazerooni and
Gholamipour, 2023). Our findings are consistent with those of
previous studies, as we observed significant negative correlations
between the CTQ and emotional regulation skills scores.
Moreover, emotional neglect was most negatively associated with
emotional regulation skills. A previous study found that
individuals who had experienced emotional neglect tended to
have difficulties in emotional regualtion. Because neglectful
parents are less likely to teach skills for coping strategies for
emotional regulation (Shipman et al., 2005).

In addition, our results support the second hypothesis that
certain emotional regulation skill subtypes are closely associated
with childhood trauma. Our study found that childhood trauma
total score was negatively associated with acceptance and tolerance.
If individuals had a higher score for childhood trauma, they had a
lower score for acceptance and tolerance on the emotional
regulation skills. A previous study found that individuals with early
post trauma were less likely to have high emotional acceptance on
the ERSQ subscales (Tull et al., 2007). This finding might be a
consequence of individuals attempting to avoid stressful emotions
rather than dealing with them, as a result of learning helplessness,
influenced by abuse and neglect from childhood (Milojevich et al.,

Table 3. The main effect and interactive effects of Childhood Trauma Questionnaire (CTQ) and group on Emotion Regulation Skills Questionnaire (ERSQ)

Unstandardised coefficients Standardised coefficients t p

Model β S.E.

CTQ Total score −0.06 0.08 −0.05 −0.74 0.46

Group1

MDD (reference)

BD I 20.78 6.55 1.03 3.17 < 0.01

BD II 3.88 4.86 0.19 0.80 0.42

Covariate

Age 0.19 0.08 0.01 2.50 < 0.05

Sex 0.66 1.67 0.03 0.39 0.69

Education 3.60 1.59 0.18 2.26 < 0.05

Employment 1.13 1.54 0.06 0.74 0.46

Marital Status −0.86 1.88 −0.04 −0.46 0.65

Smoking status −0.35 1.76 −0.02 −0.20 0.84

Alcohol use status −1.01 1.48 −0.05 −0.68 0.50

Psychiatric family history 0.29 1.51 0.01 0.19 0.85

Interaction (CTQ total × Group)1

CTQ total × MDD (reference)

CTQ total × BD I −0.31 0.13 −0.02 −2.36 < 0.05

CTQ total × BD II −0.10 0.09 0.00 −1.03 0.30

Childhood Trauma Questionnaire (CTQ) scores and interaction term were used as independent variable, and Emotion Regulation Skills Questionnaire (ERSQ) scores were used as dependent
variable.
1MDD group was used as reference group.
Age, sex, education, employment, marital status, psychiatric first-degree family history, alcohol use status and smoking status were adjusted.
*p < 0.05, ** p < 0.01, *** p < 0.001.
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2018). Additionally, cognitive vulnerability from childhood
adversity may result in a negative bias in emotions (Beevers,
2005). Individuals with a history of emotional childhood adversity
exhibit reduced tolerance of the emotional aspects of pain (Gratz
et al., 2007; Erol and Inozu, 2023). A decrease in tolerance may
result in the interaction between a person’s biological vulner-
abilities and an invalidating social environment (Linehan, 2018).
Our findings are consistent with those of previous studies, as
emotional neglect and abuse had a significant negative correlation
with tolerance.

The relationship between childhood trauma and ERSQ differed
according to mood disorder. Previous studies have demonstrated
that patients with Bipolar disorders who are exposed to childhood
trauma have deficits in emotional regulation and stability (Aas
et al., 2014, 2016). Our results are consistent with those
of these previous studies, as there was a significant negative
correlation between childhood trauma and ERSQ scores in patients
with BDI and BDII, but not in patients with MDD. Additionally,
for patients with BDI, as the CTQ total scores increased, the
decrease in ERSQ total scores was greater than that in patients with
BDII and MDD. A potential explanation for this finding is that the
association between childhood trauma and ERSQ scores in
patients with BDII and MDD was less pronounced than that in
patients with BDI, as the impact of multiple depressive episodes
was larger than that of childhood trauma. Previous studies have
suggested thatMDD and BDII showed longer phrase of depression

with recurrent depressive episodes ( Forte et al., 2015) and that
recurrent depressive episodes impact emotional regulation across
all aspects of executive functioning and self-awareness (Arditte and
Joormann, 2011). Our results are expected to help clinicians
understand patients with mood disorders who experienced child
trauma, and plan appropriate treatment for each mood disorder.
Particularly, it is likely more important to address the history of
childhood adversity in patients with BD I for planning therapeutic
intervention.

In the subgroup analysis for patients with MDD, BD I, and BD
II, tolerance, one of the subtypes of emotional regulation skills, has
a significant relationship with emotional abuse in patients with BD
I. Previous studies demonstrated that patients with BD I frequently
showed impulsivity as well as higher aggressiveness, and mood
lability during manic episodes (Swann, 2010), and they usually had
emotional trauma during childhood (Dualibe and Osório, 2017).
Therefore, patients with BD I who experienced emotional abuse
may experience more difficulty to tolerate or regulate their
emotion than those with other mood disorders (Miola et al., 2022).
Our findings were consistent with previous studies as tolerance was
negatively correlated with emotional abuse and neglect in patients
with BD I. This result assists clinicians in differential diagnosis
among mood disorder patients, particularly in identifying patients
with BD I. Considering our result, patients with BD I who have
higher scores in child trauma may show more difficulties in
emotional tolerance as mood disorder symptoms.

Figure 2. Multiple linear regression for the
association between CTQ and ERSQ by mood
disorders. Interactive effects of CTQ (Childhood
Trauma Questionnaire) score and mood disor-
ders on ERSQ (Emotion Regulation Skills
Questionnaire) are shown in the figure. X-axis
denotes level of CTQ score and Y-axis denotes
level of ERSQ score. Regression lines (shaded
area = 95% CI) are shown in solid for the major
depressive disorder (MDD) group, dotted for
bipolar II disorder (BDII), two dash for bipolar I
disorder (BDI) group.
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The present study had a few limitations. First, it was cross-
sectional in nature; therefore, a causal relationship between
exposure to childhood trauma and outcomes could not be
established. Second, the CTQ was retrospective; therefore,
reporting bias may have been included (Hardt and Rutter,
2004). False-negative reports occur when individuals refuse to
report upsetting memories they avoid retrieving or when older
participants are unable to recall childhood episodicmemories from
the past (Hänninen and Soininen, 1997). Third, our sample sizes
were disproportionate among patients with each mood disorder,
which limits the generalisability of the results. Since we had varying
sample sizes of patients with MDD (n= 240), BDI (n= 121), and
BDII (n= 418), this could have affected our accuracy in detecting
the differences between these groups. Fourth, we did not assess the
participants’ age of onset and number of mood episodes. However,
these may be significant variables as a previous study has
demonstrated child trauma is negatively associated with an earlier
age at the onset of bipolar depression and a greater number of
mood episodes (Larsson et al., 2013). In addition, to better address
participants’ information, we should collect additional data such as
medication and physical health status. Fifth, we did not evaluate
present mood status especially depressive symptoms at the time of
the CTQ and ERSQ responses. According to a prior study,
euthymic patients experience less psychological distress from
traumatic life events than bipolar disorder patients during manic,
hypomanic, or depressive episodes (Sato et al., 2018). As a result,
patients’ present mood status may impact on how they recall
traumatic events and respond to emotion regulation skills. Lastly,
we did not recruit a psychiatric healthy group as a control group.
Therefore, the study should be investigated in both the patient
group and control group by matching age and gender to ensure the
validity of the research (Basham, 1986). Despite these limitations,
our study showed a significant association between the CTQ and
ERSQ across diverse mood disorders, including MDD, BDI, and
BDII. Previous studies have investigated emotional regulation
skills as mediators between childhood trauma and depressive
disorders (Janiri et al., 2015, Gill et al., 2020). As our study
observed significant CTQ and ERSQ subscale correlations, as well
as significant differences between mood disorder patients, the
present study may be helpful in future studies investigating
childhood trauma and emotional regulation in various psycho-
pathological populations, including those with mood disorders.

Conclusion

The present study demonstrated an association between childhood
trauma and emotional regulation skills in patients withMDD, BDI,
and BDII. The results indicated a negative correlation between the
CTQ and ERSQ total scores. The study also found that certain
types of emotional regulation skills were more likely to be
associated with total childhood trauma scores and vice versa.
Specifically, among the CTQ scales, the emotional neglect scales
were negatively correlated with the ERSQ total score. Patients with
BDI showed a significant correlation between the CTQ and ERSQ
scores. Our findings provide insights into the relationship between
childhood traumatic experiences and the ERSQ in the context of
mood disorders.

Supplementary material. The supplementary material for this article can be
found at https://doi.org/10.1017/neu.2024.41.
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