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Major Depression in Individuals With a History
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to Neurovegetative Features, Mania, and Gender
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Objective: Numerous studies have linked childhood trauma with depressive symptoms
over the life span. However, it is not known whether particular neurovegetative symptom
clusters or affective disorders are more closely linked with early abuse than are others. In
a large community sample from Ontario, the authors examined whether a history of physi-
cal or sexual abuse in childhood was associated with particular neurovegetative symptom
clusters of depression, with mania, or with both. Method: The World Health Organization
Composite International Diagnostic Interview was used to assess 8,116 individuals aged
15–64 years. Each subject was asked about early physical and sexual abuse experiences
on a structured supplement to the interview. Six hundred fifty-three cases of major depres-
sion were identified. Rates of physical and sexual abuse in depressive subgroups de-
fined by typical and reversed neurovegetative symptom clusters (i.e., decreased appetite,
weight loss, and insomnia versus increased appetite, weight gain, and hypersomnia, re-
spectively) and by the presence or absence of lifetime mania were compared by gender.
Results: A history of physical or sexual abuse in childhood was associated with major de-
pression with reversed neurovegetative features, whether or not manic subjects were in-
cluded in the analysis. A strong relationship between mania and childhood physical abuse
was found. Across analyses there was a significant main effect of female gender on risk of
early sexual abuse; however, none of the group-by-gender interactions predicted early
abuse. Conclusions: These results suggest an association between early traumatic expe-
riences and particular symptom clusters of depression, mania, or both in adults. 

(Am J Psychiatry 1998; 155:1746–1752)

Major depression is a significant health problem
with very high prevalence rates, high rates of chronic-
ity, and substantial morbidity and mortality (1–5). Re-
search on the etiology of depression is hampered by the
heterogeneous nature of this disorder. The myriad of
research approaches used to study depression has also
been problematic, with a tendency to separate psycho-
social/life events research from biological research.
The development of models that link life experiences,
neurodevelopment, and psychopathology (6, 7) has
been a major step forward in this regard.

To further assess and refine etiological models of
mood disorders that integrate life events and neurode-
velopment, it would be important to examine whether
particular experiences in early development lead to
unique expressions of psychopathology over the life
span. While there is now a large body of evidence that
childhood physical and sexual abuse are significant
risk factors for depression in all age groups (8–24), it is
not known whether particular symptom clusters or
subtypes of depression are more closely linked with
early abuse than are others. It might be that early
trauma produces adaptive changes in the CNS in a way
that promotes some but not all depressive subtypes.
Given the heterogeneity of major depression, linking
early trauma to particular expressions of this disorder
would be a substantial step forward, helping to refine
our theoretical understanding of how psychosocial
stress might be translated into affective disturbance,
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helping to identify high-risk individuals, and thus im-
proving our ability to treat depression over time.

The overall goal of the current project was to use a
large community epidemiological study to explore
whether childhood physical and/or sexual abuse is as-
sociated with particular symptom clusters of major de-
pression, with mania, or with both in individuals aged
15–64 years. We chose to focus on neurovegetative
symptoms related to eating behavior and sleep and on
manic depression, as there is considerable evidence
that these dimensions have theoretical and clinical rel-
evance and may reflect unique biological processes
based on epidemiology, course of illness, and treatment
response (25–27 and DSM-IV). The particular depres-
sive subgroups we examined were defined by typical
neurovegetative symptoms (decreased appetite, weight
loss, insomnia) or reversed neurovegetative symptoms
(increased appetite, weight gain, hypersomnia) and by
the presence or absence of lifetime mania. The specific
questions we sought to examine were as follows. 1) Is
childhood physical and/or sexual abuse associated
with a particular neurovegetative pattern, or patterns,
of depression in later years? 2) Does having one or
more lifetime episodes of depression with typical fea-
tures predict a history of childhood abuse? 3) Does
having one or more lifetime episodes of depression
with reversed features predict a history of childhood
abuse? 4) Is bipolar depression associated with child-
hood abuse?

On the basis of the higher prevalence rates of depres-
sion in females (28) and the different patterns of both
depression and early abuse in females compared with
males (28, 29), gender was used as a grouping variable
throughout the study.

METHOD

This study was a secondary analysis of data from the Mental
Health Supplement to the Ontario Health Survey, a community sur-
vey of 9,953 residents of Ontario, Canada, conducted in 1990–
1991. This supplement was designed to assess the prevalence of ma-
jor psychiatric disorders and associated risk factors, health care uti-
lization, and disability. A stratified, multistage sampling design was
used (30). The province was divided into a number of enumeration
areas, and households were sampled from each area. One individual,
aged 15 years or older, was randomly selected from each household
to be the respondent. Individuals living in institutions or on native
reserves were excluded. A response rate of 76.5% was achieved. Be-
cause subjects over the age of 64 were administered a shortened ver-
sion of the original questionnaire, they were not included in the cur-
rent study. The overall sample from which our subjects were
identified thus included 8,116 respondents aged 15–64 years.

Because this was a project funded by the provincial government
and implemented by Statistics Canada (equivalent to the U.S. Census
Bureau), standard provincial and federal procedures were followed
for informing participants about the study. Before interviewer con-
tact, an official letter was sent to each prospective respondent that
described the nature of the project, the fact that participation was
voluntary, and the federal legislation which protected confidentiality.

The Mental Health Supplement questionnaire has a number of
components, including a diagnostic instrument, a series of measures
to assess disability, a set of questions to measure service utilization,
and basic demographic information. Individuals were interviewed
face-to-face for 1–2 hours by specially trained lay interviewers. The

diagnostic instrument we used, the World Health Organization
Composite International Diagnostic Interview, is a structured inter-
view based on the National Institute of Mental Health Diagnostic
Interview Schedule and the Present State Examination and has good
reliability and validity (31). The version used here, the UM-Compos-
ite International Diagnostic Interview, had been modified and fur-
ther field tested (32). Major diagnoses surveyed included anxiety dis-
orders, affective disorders, eating disorders, psychotic disorders,
substance abuse, and antisocial personality disorder, according to
the DSM-III-R criteria. The Composite International Diagnostic In-
terview systematically records the symptoms of each potential disor-
der, and both current and lifetime diagnoses are delineated.

Childhood abuse was assessed with the use of a self-report ques-
tionnaire developed specifically for the Mental Health Supplement
(29). The questionnaire consisted of seven questions related to phys-
ical abuse and four related to sexual abuse (appendix 1). The sexual
abuse questions were derived from the National Population Survey,
a Canadian survey on sexual abuse described elsewhere (33). During
the administration of the Composite International Diagnostic Inter-
view, respondents were asked to complete the self-report question-
naire and place it in a sealed envelope coded with only an identifica-
tion number for confidentiality.

Analysis

Only subjects in the 15- to 64-year age range who met the criteria
for current or lifetime major depression were included in the current
analysis. As an initial step to examine possible associations between
neurovegetative patterns of depression and childhood abuse, each
depressed subject was assigned to one of four neurovegetative
groups as follows (34).

1. Subjects in the typical-symptom group positively endorsed each
of the three items “decreased appetite,” “weight loss,” and “insom-
nia (initial, middle, or late)” on the Composite International Diag-
nostic Interview section for major depression (current or lifetime).

2. Subjects in the reversed-symptom group positively endorsed
each of the three items “increased appetite,” “weight gain,” and
“hypersomnia” on the Composite International Diagnostic Inter-
view section for major depression (current or lifetime).

3. Subjects in the neither-symptom group had major depressive
episodes, current or lifetime, but did not meet the criteria for either
the typical- or the reversed-symptom group.

4. Subjects in the fluctuating-symptom group experienced both
typical and reversed major depressive episodes over time and met the
criteria for both the typical- and reversed-symptom groups.

The rationale for including four as opposed to two depressive sub-
groups based on neurovegetative symptoms was our recent finding
that in this community sample, many of the differences across these
four groups were due to the unique characteristics of the neither-
symptom and fluctuating-symptom groups (34). The fluctuating-
symptom group accounted for one-third of all individuals with a life-
time history of depression with reversed features and had particu-
larly high levels of mania, panic attacks, substance abuse, bulimia,
antisocial features, and health care utilization, consistent with a high
degree of mood dysregulation and overall psychopathology in this
group. The neither-symptom group was the largest of the four
groups and had the lowest rate of serious psychopathology.

To limit the number of independent variables in the analysis, the
item asking whether the subject had ever been slapped or spanked
was eliminated on the basis of extremely high positive endorsement
rates in all identified subgroups. The item asking whether the subject
had ever been choked, burned, or scalded was endorsed extremely
rarely and was excluded on this basis. This left five physical abuse
and four sexual abuse variables for subsequent analyses. For the five
physical abuse variables, each item was scored 3 (often) to 0 (never),
and a physical abuse total score of 0–15 was calculated by summing
the scores across the five items. The sexual abuse items were dichot-
omized into responses of yes (score=1) or no (score=0) on the ques-
tionnaire itself, creating a sexual abuse total score ranging from 0 to
4 for a given subject. For each analysis, when incomplete data made
it impossible to assign a group for a given subject, the subject’s data
were removed from this step. This led to some differences in sample
sizes across analyses.
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Statistical Procedures

To assess possible associations between subtypes of depression
and childhood abuse experiences, the four key study questions were
analyzed as described below. For each question, two main analyses
were completed, one in which the physical abuse total scores were
used as the dependent variable and another in which the sexual
abuse total scores were used. Gender was used as a grouping vari-
able for all analyses.

1. Do the four depressive subgroups, as defined by neurovegeta-
tive symptoms, exhibit different rates of childhood physical and/or
sexual abuse? Subjects in each of the four neurovegetative subgroups
of depression were compared by using a 4 (neurovegetative group)
by 2 (gender) analysis of variance (ANOVA). Post hoc tests were
done by using Tukey’s test of honestly significant difference.

2. Does having one or more episodes of depression with typical
features over the lifetime predict a history of childhood abuse? Sub-
jects in the typical-symptom and fluctuating-symptom groups were
combined (group with typical episodes) and compared with individ-
uals in the reversed-symptom and neither-symptom groups com-
bined (group without typical episodes) by means of a 2 (group) by 2
(gender) ANOVA.

3. Does having one or more episodes of depression with reversed
features over the lifetime predict a history of childhood abuse? Sub-
jects in the reversed-symptom and fluctuating-symptom groups were
combined (group with reversed episodes) and compared with indi-
viduals in the typical-symptom and neither-symptom groups com-

bined (group without reversed episodes) by means of a 2 (group) by
2 (gender) ANOVA.

4. Is bipolar depression associated with early abuse? For this step,
subjects were designated as with or without mania (current or life-
time) and compared by means of a 2 (group) by 2 (gender) ANOVA;
the four neurovegetative groups were not differentiated at this step.

To correct for multiple comparisons, the level of significance for
all analyses was set at p<0.01.

RESULTS

Patient Characteristics

Of the total sample of 8,116 individuals, 653 (8.0%)
met the criteria for major depression, current or life-
time. With respect to neurovegetative subgroups, 346
(53.0%) were classified as having neither typical nor
reversed symptoms, 195 (29.9%) as having typical
symptoms only, 74 (11.3%) as having reversed symp-
toms only, and 38 (5.8%) as having both types of
symptoms (fluctuating) (34). Table 1 summarizes the
demographic characteristics of the four neurovegeta-
tive subgroups by gender. The only significant differ-

TABLE 1. Demographic Characteristics of 455 Women and 198 Men With Major Depression in a Community Sample, by Type of
Neurovegetative Symptoms

Characteristic

Type of Neurovegetative Symptoms

Group Comparison

Neither
Typical nor 
Reversed Typical Only

Reversed 
Only

Both Typical 
and Reversed 
(Fluctuating)

Women (N=221) (N=151) (N=56) (N=27)
N % N % N % N % χ2 df p

Marital status 23.48 6 0.001
Currently married 132 59.7 61 40.4 31 55.4 13 48.1
Never married 56 25.3 39 25.8 17 30.4 7 25.9
Separated/widowed 33 14.9 51 33.8 8 14.3 7 25.9

Social status 6.88 3 n.s.
Low income 38 17.1 38 25.3 9 16.4 9 33.3
Employed or student 183 82.9 113 74.7 47 83.6 18 66.7

Education 10.01 6 n.s.
Some secondary 76 34.5 62 41.1 20 36.4 8 29.6
Secondary only 86 39.1 58 38.4 17 30.9 16 59.3
Postsecondary 58 26.4 31 20.5 18 32.7 3 11.1

Mean SD Mean SD Mean SD Mean SD F df p

Age (years) 36.4 12.7 35.8 13.2 36.4 11.0 39.6 12.1 0.69 3, 451 0.56

Men (N=125) (N=44) (N=18) (N=11)
N % N % N % N % χ2 df p

Marital status 11.28 6 n.s.
Currently married 82 65.6 23 52.3 8 44.4 3 27.3
Never married 29 23.2 11 25.0 6 33.3 4 36.4
Separated/widowed 14 11.2 10 22.7 4 22.2 4 36.4

Social status 1.89 3 n.s.
Low income 16 13.0 6 13.6 3 16.7 0 0.0
Employed or student 107 87.0 38 86.4 15 83.3 11 100.0

Education 6.59 6 n.s.
Some secondary 45 36.3 12 27.3 7 38.9 4 40.0
Secondary only 49 39.5 22 50.0 5 27.8 6 60.0
Postsecondary 30 24.2 10 22.7 6 33.3 0 0.0

Mean SD Mean SD Mean SD Mean SD F df p

Age (years) 38.1 12.3 37.1 10.7 35.0 12.3 29.0 9.6 2.22 3, 194 0.09
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ence across the neurovegetative subgroups was in the
marital status of female subjects. A detailed summary
of the characteristics of each of the four subgroups
with respect to demographics, comorbidity, disability,
and health care utilization, is available in a previous re-
port (34).

Sixty-three subjects with a history of depression also
met the criteria for an episode of mania, 562 did not,
and 28 had incomplete or missing data for this section
of the Composite International Diagnostic Interview.

Early Abuse and Neurovegetative Patterns of Depression

On question 1 (table 2), for physical abuse, the main
effect of neurovegetative group was significant, while
the main effect of gender and the group-by-gender in-
teraction were nonsignificant. Post hoc tests compar-

ing the individual groups revealed significant differ-
ences between the reversed-symptom and neither-
symptom groups and between the fluctuating-symp-
tom and neither-symptom groups. For sexual abuse,
there was a significant main effect of female gender.

On question 2 regarding typical depressive episodes
(table 3), for both physical abuse and sexual abuse, the
main effect of group and the group-by-gender interac-
tion were nonsignificant. There was a significant main
effect of female gender for sexual abuse.

On question 3 regarding reversed depressive epi-
sodes (table 4), a significant main effect of group was
found for both physical and sexual abuse; the data in-
dicate higher abuse scores among individuals with a
history of a reversed-symptom depressive episode.
There was a main effect of female gender for sexual
abuse. Both of the group-by-gender interactions were
nonsignificant.

Early Abuse in Bipolar Depression

On question 4 (table 5), for physical abuse, the re-
sults indicate a strong main effect of group, but not of
gender, suggesting that individuals with a lifetime his-
tory of major depression and mania have a signifi-
cantly greater rate of childhood physical abuse than do
other depressed subjects. The interaction of group and
gender was nonsignificant. For sexual abuse, the main
effect of female gender was significant.

Early Abuse in Nonmanic Depression With Reversed
Features

To extend the results described above, we decided
to add a fifth question post hoc, i.e., when only de-
pressed subjects without a history of a manic episode
are considered, is having one or more episodes of de-
pression with reversed features associated with child-
hood abuse? We hoped to remove the data of subjects

TABLE 2. Physical and Sexual Abuse Scores of 621 Subjects With Major Depression in a Community Sample, by Type of Neuro-
vegetative Symptoms and Gender

Variable

Scorea

Group With Neither
Typical nor Reversed 

Symptoms
Group With

Typical Symptoms Only

Group With
Reversed Symptoms 

Only

Group With Both
Typical and Reversed 

Symptoms
(Fluctuating)

N Mean SD N Mean SD N Mean SD N Mean SD

Physical abuseb

Women 208 2.8 3.5 149 3.6 4.2 51 4.7 5.4 25 5.6 4.9
Men 121 3.0 3.1 39 3.4 4.2 17 4.9 4.0 11 5.4 6.4
Total 329 2.9 3.4 188 3.5 4.2 68 4.7c 5.0 36 5.5c 5.3

Sexual abused

Women 211 0.6 1.1 137 0.7 1.3 49 1.0 1.5 24 1.4 1.7
Men 121 0.2 0.8 41 0.3 1.0 16 0.3 0.8 11 0.0 0.0
Total 332 0.5 1.0 178 0.6 1.2 65 0.8 1.4 35 1.0 1.6

a Score ranges: physical abuse, 0–15; sexual abuse, 0–4.
b Significant group effect (F=7.91, df=3, 617, p=0.001, ANOVA); no significant gender effect (F=0.07, df=1, 619) or group-by-gender inter-

action (F=0.06, df=3, 613).
c Significantly different from the group with neither typical nor reversed depressive episodes (p<0.01, Tukey’s honestly significant differ-

ence).
d Significant gender effect (F=20.13, df=1, 608, p=0.001, ANOVA); no significant group effect (F=3.29, df=3, 606) or group-by-gender inter-

action (F=2.24, df=3, 602).

TABLE 3. Physical and Sexual Abuse Scores of 621 Subjects
With Major Depression in a Community Sample, by Presence
or Absence of a Current or Lifetime Typical Depressive Epi-
sode and by Gender

Variable

Scorea

Subjects With
Typical Episode

Subjects Without 
Typical Episode

N Mean SD N Mean SD

Physical abuseb

Women 174 3.9 4.4 259 3.2 4.0
Men 50 3.9 4.7 138 3.2 3.3
Total 224 3.9 4.5 397 3.2 3.8

Sexual abusec

Women 161 0.8 1.4 260 0.7 1.2
Men 52 0.2 0.9 137 0.2 0.8
Total 213 0.7 1.3 397 0.5 1.1

a Score ranges: physical abuse, 0–15; sexual abuse, 0–4.
b No significant group effect (F=4.00, df=1, 619), gender effect (F=

0.02, df=1, 619), or group-by-gender interaction (F=0.00, df=1, 617).
c Significant gender effect (F=21.60, df=1, 608, p=0.001); no signif-

icant group effect (F=0.82, df=1, 608) or group-by-gender interac-
tion (F=0.38, df=1, 606).
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with probable anergic bipolar depression (35) in this
analysis, creating a more homogeneous “nonmanic”
group with reversed features.

With respect to physical abuse, a strong main effect of
group was once again found (F=15.74, df=1, 534, p<
0.001), indicating that depression with reversed features
is associated with early traumatic experiences indepen-
dent of lifetime mania. For sexual abuse, removal of
manic patients’ data accentuated the differences between
the groups with and without reversed-symptom episodes
(F=15.72, df=1, 526, p<0.001) despite the decrease in
sample size. The main effect of female gender was signif-
icant for sexual abuse (F=20.21, df=1, 526, p<0.001);
the group-by-gender interactions were nonsignificant.

DISCUSSION

The current study is the first to assess the relation-
ship between childhood abuse and particular expres-
sions of major depression in later years. We found that
for both men and women, having a childhood history
of either physical or sexual abuse was associated with
a higher risk of depressive episodes with reversed neu-
rovegetative features, whether or not individuals with
mania were considered. A strong relationship between
mania and childhood physical abuse was also found.
These are novel findings and suggest a potential focus
for future work on the transduction of early stress into
affective disturbances over the life span. Clinically, the
current findings validate the subtyping of depression
based on symptom profiles and help to identify a sub-
group of individuals who are more likely to require a
multifaceted treatment approach. The results may also
help explain why many depressed patients with re-
versed symptoms have a particularly chronic course
(27, 36–38). Given the personal and societal costs of
affective disorders (1–5), these results emphasize the

need for early identification and intervention for chil-
dren and adolescents at high risk for abuse.

Reversed Neurovegetative Features of Depression
and Early Trauma

The most striking finding in this study was a strong
relationship between early traumatic experiences and
depression with reversed neurovegetative features.
This finding was not simply attributable to reversed
symptoms in the context of manic depression, since re-
moval of data on manic subjects actually accentuated
this association. This finding was also not solely attrib-
utable to severity of psychopathology, since having an
episode of typical depressive symptoms was not associ-
ated with increased rates of abuse, even in comparison
with the neither-symptom group; typical symptoms of
depression are generally associated with a high degree
of psychiatric morbidity (27).

Understanding the long-term vulnerability factors that
promote depression over the life span is a high priority
for both researchers and clinicians. Models of affective
disorders that link stressful life experiences, neurodevel-
opment, and psychopathology (6, 7) have been a major
step forward in this regard. The current findings, by link-
ing a set of early experiences to particular expressions of
psychopathology in later years, provide at least prelimi-
nary support for such models. Prior research showing
that depression with reversed features had an early age at
onset (37–42) and frequent exacerbations (27, 36–38) is
also highly congruent with these models.

Why might early trauma predispose more to reversed
neurovegetative symptoms than to other expressions of
depression? While it is premature to speculate pending
further research, there is a large body of work with an-
imals indicating that early experience can have a pro-
found effect on the development and expression of neu-
robiological systems and the behaviors they mediate

TABLE 4. Physical and Sexual Abuse Scores of 621 Subjects
With Major Depression in a Community Sample, by Presence
or Absence of a Current or Lifetime Reversed Depressive Epi-
sode and by Gender

Variable

Scorea

Subjects With
Reversed Episode

Subjects Without 
Reversed Episode

N Mean SD N Mean SD

Physical abuseb

Women 76 5.0 5.2 357 3.1 3.8
Men 28 5.1 4.9 160 3.1 3.4
Total 104 5.0 5.1 517 3.1 3.7

Sexual abusec

Women 73 1.1 1.6 348 0.6 1.2
Men 27 0.1 0.6 162 0.3 0.9
Total 100 0.9 1.5 510 0.5 1.1

a Score ranges: physical abuse, 0–15; sexual abuse, 0–4.
b Significant group effect (F=19.32, df=1, 619, p=0.001); no signifi-

cant gender effect (F=0.02, df=1, 619) or group-by-gender interac-
tion (F=0.02, df=1, 617).

c Significant group effect (F=6.96, df=1, 608, p=0.009) and gender
effect (F=21.98, df=1, 608, p=0.001); no significant group-by-gen-
der interaction (F=4.62, df=1, 606).

TABLE 5. Physical and Sexual Abuse Scores of 595 Subjects
With Major Depression in a Community Sample, by Presence
or Absence of a Current or Lifetime Manic Episode and by
Gender

Variable

Scorea

Subjects With 
Manic Episode

Subjects Without 
Manic Episode

N Mean SD N Mean SD

Physical abuseb

Women 35 5.5 5.1 380 3.2 4.0
Men 24 6.9 5.2 156 2.8 3.1
Total 59 6.1 5.1 536 3.1 3.8

Sexual abusec

Women 33 0.8 1.4 371 0.7 1.2
Men 23 0.7 1.4 157 0.2 0.7
Total 56 0.8 1.4 528 0.5 1.1

a Score ranges: physical abuse, 0–15; sexual abuse, 0–4.
b Significant group effect (F=31.06, df=1, 593, p=0.001); no signifi-

cant gender effect (F=0.03, df=1, 593) or group-by-gender inter-
action (F=2.56, df=1, 591).

c Significant gender effect (F=19.03, df=1, 582, p=0.001); no signif-
icant group effect (F=3.06, df=1, 582) or group-by-gender interac-
tion (F=0.81, df=1, 580).
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(43–46). This work may extend to human psychiatric
populations, including individuals with a history of
child abuse (47). More research is needed to explore the
possible links between early trauma, particular biologi-
cal and/or psychological markers, and the clinical ex-
pression of depression over the life span.

Manic Depression and Early Trauma

In trying to understand the nature of the relationship
between early trauma and manic depression in partic-
ular, a number of sociological and pathophysiological
issues must be considered. In families with one or more
parents with bipolar disorder, one must consider the
combined effects of genetic loading for psychopathol-
ogy and the likelihood of abuse based on parental illness
and/or a disruptive family environment. In light of re-
cent reports of very high comorbidity rates for attention
deficit disorder with hyperactivity and adolescent mania
(25, 48–51), one possible interpretation of the current
data is that many children who later develop bipolar dis-
order act in an impulsive manner that could promote
harsh discipline and physical abuse from caregivers (52,
53). It is possible that early trauma is associated with ex-
aggerated cycles of high and low arousal that contribute
to mood instability over time by permanently changing
brain physiology (6, 54–56). Whatever the direction of
causality linking physical abuse to mania, the current re-
sults strongly support the need for early identification
and intervention in this high-risk group.

Limitations of the Study

A number of methodological limitations merit con-
sideration. While our use of a community-based sam-
ple may have helped avoid the bias inherent in clinic-
based research, all of the information gathered was
based on retrospective reporting, a potential problem
for lifetime diagnoses and for the disclosure of infor-
mation regarding abuse. However, a recent review by
Rutter and Maughan (57) suggests that retrospective
self-reports regarding abuse are more likely to be bi-
ased toward underreporting than exaggeration.

The choice of diagnostic instrument may be prob-
lematic. Of particular relevance to the current study,
the Composite International Diagnostic Interview is
limited by its failure to diagnose either bipolar II disor-
der or cyclothymia. If many individuals with reversed
neurovegetative symptoms do in fact fall into this “soft
bipolar” subcategory (58), the current data would
likely underestimate the link between early trauma and
bipolar-spectrum mood disorders.

Notwithstanding these potential limitations, the cur-
rent project is the first to link early abusive experiences
to particular neurovegetative symptoms of depression
and/or mania in adults. Much work is needed to repli-
cate these findings and to work out the developmental
pathways that connect early traumatic experiences to
particular symptom patterns over time. In future work
in this area, it will be important to consider intervening
variables, such as social class and support systems, and

whether particular types of abuse lead to unique ex-
pressions of depression.

At a clinical level, our data emphasize the importance
of routine inquiry regarding early trauma and specific
neurovegetative symptom clusters in the assessment of
depressive illness. This approach may help clinicians
identify patients more likely to require multimodal
treatment strategies and thus help decrease the morbid-
ity associated with mood disorders over the life span.

APPENDIX 1. Physical and Sexual Abuse Items on the Self-
Report Questionnaire Addendum to the Ontario Health Survey

When you were growing up, how often did any adult do any
of the things on this list to you?a

Pushed, grabbed, or shoved you
Threw something at you
Slapped or spanked you
Kicked, bit, or punched you
Hit you with something
Choked, burned, or scalded you
Physically attacked you in some other way

When you were growing up, did any adult ever do any of
these things to you against your will?b

Exposed themselves to you more than once
Threatened to have sex with you
Touched the sex parts of your body
Tried to have sex with you or sexually attacked you

a Answer: often, sometimes, rarely, or never.
b Answer: yes or no.
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