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Abstract

Background: Chronic diseases affect the lives of the patient and caregiver. Caring for a patient with a chronic psychiatric illness,
such as bipolar disorder, is a stressful and challenging activity. Caregivers of severe psychiatric patients are the primary victims of
violence by patients. Caring for these patients can be very stressful for the caregiver to the extent of experiencing post-traumatic stress
symptoms. This study compares the frequency of trauma exposure and PTSD in the caregivers of patients with bipolar disorder type
1(BD-1), bipolar disorder type 1, comorbid post-traumatic stress disorder (BD-1+PTSD), and multiple sclerosis (MS).The MS group
served as the control group.

Methods: This cross-sectional study with convenient sampling was conducted at three hospitals in Tehran, Iran, from April 2020 to
January 2022. One hundred eighty caregivers answered a clinical demographic questionnaire. We then used the Trauma History
Questionnaire (THQ) to assess the frequency of exposure to different types of trauma. Then, the Persian version of the SCID-5, a valid
and reliable instrument for psychiatric diagnoses, was used to diagnose PTSD. Chi-square was used for analyzing data.

Results: Exposure to trauma has a significant difference between the groups. BD-1 + PTSD patients’ caregivers were exposed to more
physical assaults than others (P < 0.0001) There was a significant difference between sexual harassment in the MS group (P = 0.010).
There was a significant difference between the three groups in the development of PTSD (P = 0.003). PTSD prevalence in the BD-1 +
PTSD caregiver group is more than in other groups. In the caregivers of BD-1+PTSD, the caregiving experience caused traumatic
exposure and the development of PTSD in all caregivers.

Conclusion: This study shows that the prevalence of exposure to traumatic events and PTSD is higher in the caregivers of BD-1
patients, especially if the patient has comorbid PTSD. Detecting these symptoms early and using intervention can make the caregiving
burden more tolerable.

Keywords: PTSD, Bipolar Disorder, Traumatic Events, Caregiver, Multiple Sclerosis

Conflicts of Interest: None declared
Funding: None

*This work has been published under CC BY-NC-SA 1.0 license.
Copyright© Iran University of Medical Sciences

Cite this article as: Bahramian A, Shabani A, Naserbakht M, Hadi F. Traumatic Events Exposure and Post Traumatic Stress Disorder in Caregivers of
Patients with Bipolar Disorder, Bipolar Disorder and Comorbid Post Traumatic Stress Disorder and Multiple Sclerosis. Med J Islam Repub Iran. 2023 (8
Feb);37:4. https://doi.org/10.47176/mjiri.37.4

Introduction

Chronic diseases affect the lives of the patient and care-
giver. The experience of caring for a patient with a chronic
illness is accompanied by chronic and severe stressors that
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are usually unpredictable, uncontrollable, and permanent
and often cause the caregiver to ignore many of their needs

1tWhat is “already known” in this topic:

Caring for a patient with a chronic psychiatric illness, such as
bipolar disorder (BD), is a stressful and challenging activity and
usually requires considerable time, energy, and expense.
Additionally, caregivers of severe psychiatric patients are the
primary victims of violence by patients.

— What this article adds:

The prevalence of exposure to traumatic events and PTSD is
higher in the caregivers of BD-1 patients, especially if the patient
has comorbid PTSD. Detecting these symptoms early and using
intervention can make the caregiving burden more tolerable.
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(1). This issue became important in psychiatry after dein-
stitutionalization and the involvement of

more families in caregiving (2, 3). About 50-90% of pa-
tients with chronic psychiatric illnesses are cared for by
their family or friends (4). Caring for a patient with a
chronic psychiatric illness, such as bipolar disorder(BD), is
a stressful and challenging activity and usually requires
considerable time, energy, and expense (5). In addition,
caregivers of severe psychiatric patients are the primary tar-
get of violence by patients (6). Caring for these patients can
be very stressful for the caregiver to the extent of experi-
encing post-traumatic stress symptoms (7). For example,
although psychosis is not a medically life-threatening con-
dition, even stigma or the possibility of suicide may be in-
terpreted as a potentially threatening condition (8), and
studies have shown that a person’s cognitive assessment of
an event alone can elicit significant trauma-related re-
sponses in individuals (9).

Bipolar disorder type 1(BD-1) is one of the severe and
chronic psychiatric disorders. Its prevalence varies between
1.3% and 3.8% (10, 11). Their caregivers experience sig-
nificant distress, especially during the manic episode (12).
Violence against caregivers with bipolar disorder is one of
the most stressful causes of distress and happens more in
manic episodes (13, 14). They were the target of 70% of
patients’ acts of violence (15).

Post-traumatic stress disorder (PTSD) is the result of ex-
posure to a traumatic or stressful event (16); its prevalence
varies from country to country (17), and in the United
States, its prevalence in the general population is about 8%
(16, 18). It is a common comorbidity in patients with bipo-
lar disorder. According to a review study, its prevalence in
patients with bipolar disorder is about 16%, twice the prev-
alence in the general population (18). There is some evi-
dence that impulsive and violent behavior increases if the
patient with bipolar disorder has comorbid PTSD (19).
Trauma itself can affect the interpersonal relationship with
caregivers negatively (20).

Multiple sclerosis (MS) is the most common disabling
neurological disease in young adults (21). The disease is
progressive, and as it progresses and the disability in-
creases, their need for caregivers increases (21, 22). Care-
givers experience a high level of stress, low quality of life,
and depressive symptoms (23). Psychiatric comorbidities,
especially mood disorders and anxiety disorders, are com-
mon in MS patients (24-26), and MS diagnosis can also
cause PTSD in patients (27). However, we do not know
much about PTSD in these caregivers.

We designed this study given the difference between the
clinical features of patients with BD in Iran (28) and the
paucity of knowledge about its effect on trauma exposure
and PTSD in caregivers. The second group is caregivers of
patients with BD and comorbid PTSD. PTSD affects the
course and clinical presentation of bipolar disorder in nu-
merous ways (18, 29) and we wanted to investigate if this
comorbidity also affects caregivers. Caregivers of MS pa-
tients served as a control group a group with chronic med-
ical conditions who needed caregiving.

We think that detecting PTSD symptoms early and ap-
propriate interventions can make the caregiving burden
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more tolerable. Therefore, this study compares the fre-
quency of trauma exposure and PTSD in the caregivers of
patients with BD-1, BD-1, and comorbid PTSD (BD-
1+PTSD) and MS.

Methods

Study Population

This is a cross-sectional study with convenient sampling
conducted at three hospitals in Tehran, Iran, from April
2020 to January 2022: Bipolar cases were collected from
the Iran Psychiatric hospital clinic. BD-1+PTSD cases were
collected from veterans of the Iran-Iraq war at Sadr Hospi-
tal, and the MS cases were collected from the MS clinic of
Sina Hospital. Inclusion criteria were 1) Diagnosis of BD-
1 and PTSD in a patient based on the diagnostic and Sta-
tistical Manual of Mental Disorders, Fifth Edition (DSM-
5) criteria and diagnosis of multiple sclerosis based on
McDonald’s criteria 2) The daily caregiver should deal
with the patient and be his primary caregiver.3) The care-
giver is responsible for caring for at least one year. 4) The
severity of multiple sclerosis in the patient should be such
that she needs care. Exclusion criteria were 1) Dissatisfac-
tion of caregivers and patients to participate in the study, 2)
existence of physical illness requiring care in patients with
BD-1 and patients with BD-1 and PTSD, 3) existence of
bipolar disorder or schizophrenia spectrum disorders in pa-
tients with multiple sclerosis. We interviewed some sam-
ples with video or phone calls because of the COVID-19
pandemic and quarantine situation.

Measures

After obtaining informed oral or written consent, caregiv-
ers answered a clinical, demographic questionnaire (includ-
ing age, sex, level of education, employment status, marital
status and number of hospitalizations, and duration of care-
giving). We then used the Trauma History Questionnaire
(THQ) to assess the frequency of exposure to different
types of trauma. This tool is designed to assess the history
of exposure to traumatic events in 1996 and has been used
in many clinical studies in different cultures and it can be
used both online and in person (30). The self-administered
questionnaire has 24 items, including four categories of
traumatic events: crime-related events, General Disasters,
and physical and sexual experiences (31). We used a Per-
sian version of the questionnaire, and its reliability was
confirmed before ((32-34) and had good psychometric
properties in the Persian version (35). Then, the Persian
version of the SCID-5, a valid and reliable instrument for
psychiatric diagnoses (36), was used to diagnose PTSD.
This measure can also be used over the phone call (36).

Ethical Issues

The Ethics Committee of Iran University of Medical
Sciences  approved this study (ethical code:
IR.IUMS.FMD.REC.1399.273). Informed written or oral
consent was obtained from all participants.

Data Analysis
The data were entered into the SPSS (22) software. The
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frequency of trauma and stress-related disorders in caregiv-
ers of patients with BD-1 and BD+PTSD and patients with
MS with different demographic characteristics, which are
nominal or qualitative, was performed by Chi-square anal-
ysis. A p-value less than 0.05 is considered statistically sig-
nificant.

Results

This study surveyed 180 caregivers in three groups, BD-
1, BD-1+PTSD, and MS. The mean age was 47.33+ 14.11
in the BD-1 group,45.65+ 12.28 years old in BD-1 and
PTSD group, and 44.37 +12.24 years old in the MS group.
The mean duration of care was 10.3 £7.11 years in the BD-
1 group, 19.77 £11.18 years in the BD-1 + PTSD group,
and 8.22 +6.12 years in the MS group.

Using the ANOVA test, there was no significant differ-
ence in the mean age of the three groups (P = 0.452), but
for the variable duration of care, the difference between the
three groups was significant so that the mean length of care
for the BD1 and PTSD group was significantly higher than
the other groups (P < 0.0001). Demographic variables are
shown in Table 1.

Using the chi-square test, there is a significant difference
between the groups in the employment variable, so caregiv-
ers of BD-1 and MS patients were mostly employed, while
caregivers of BD-1 patients with comorbid PTSD were
mostly non-employed; there is also a significant difference
in the education variable. In MS patients, caregivers had a

Table 1. Demographic and clinical variables of the three groups.
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higher educational level (P =0.001).

Using the chi-square test, exposure to traumatic events in
the sub-categories of crimes, sexual harassment, and phys-
ical assaults showed a significant difference between the
groups. Caregivers of MS patients faced more crimes and
sexual harassment. However, BD-1 + PTSD patients’ care-
givers were exposed to more physical assaults than others
(Table 2). There was a significant difference between the
three groups in the development of PTSD (P = 0.003). The
disorder prevalence in the BD-1 + PTSD caregiver group
was higher than that in the other groups. In the caregivers
with BD-1+PTSD, the caregiving experience was the main
contributor to the development of PTSD in all caregivers.
However, in other groups, caregiving experience caused the
developing PTSD in about 57.14% of cases in the BD-1
group and 0% in the MS group (P < 0.001) (Table 2).

We used the Kruskal-Wallis test to compare the three
groups. The number of times caregivers were exposed to
stressors varies (P < 0.001). BD-1 and MS groups are close
to each other in the mean rank, and this significant differ-
ence is due to the group BD-1 + PTSD. BD-1 + PTSD care-
givers were far more exposed to life-threatening events
than other groups (46 people), and the questionnaire score
was much higher than other groups.

Discussion
In this study, we investigated traumatic life event expo-
sure with the THQ. Exposure to the general disaster was the

Variable BD BD-1+PTSD MS P
N (%) N (%) N (%)
Gender Male 29 (48.3%) 13 (21.7%) 31 (51.7%) 0.001
Female 31 (51.7%) 47 (78.3%) 29 (48.3%)
Marital Status Single 10 (16.7%) 13 (21.7%) 8 (13.3%) 0.643
Married 50 (83.3%) 46 (76.7%) 51 (85%)
Relationship Parent 17 (28.3%) 4 (6.7%) 12 (20%) 0.001
Spouse 16 (26.7%) 36 (60%) 29 (48.3%)
Sibling 19 (31.7%) 6 (10%) 9 (15%)
Child 6 (10%) 12 (20%) 7 (11.7%)
Other 2 (3.3%) 2 (3.3%) 3 (5%)
Psychiatric Hospitaliza- No 60 (100%) 59 (98.3%) 58 (96.7%) 0.362
tion Yes 0 1(1.2%) 2 (3.3%)
Employment Yes 41 (68.3%) 22 (36.7%) 44 (73.3%) 0.00
No 19 (31.7%) 38 (63.3%) 16 (26.7%)
Level of education Illiterate 3 (5%) 4 (6.7%) 1 (1.7%) 0.00
Elementary 8 (13.3%) 12 (20%) 2 (3.3%)
Middle School 11(18.3%) 13 (21.7%) 24 (40%)
Highschool 17 (28.3%) 18 (30%) 22 (36.7%)
Bachelor 12 (20%) 11 (18.3%) 22 (36.7%)
MA 5(8.3%) 2 (3.3%) 7 (11.7%)
PhD and above 4 (6.7%) 0 4 (6.7%)

Table 2. Traumatic Events (Crimes, General Disasters, Sexual harassment, and Physical Assault) & PTSD diagnosis in three groups:

Variable / group BD BD-+PTSD MS P
Crimes
Yes 16 (26.66%) 13 (21.66%) 28 (46.66%) 0.008
General Disasters
Yes 55(91.66%) 56 (93.33%) 56 (93.33%) 0.920
Sexual harassment
Yes 0 (0%) 1 (1.66%) 6 (10%) 0.010
Physical assault
Yes 17 (28.33%) 46 (76.66%) 10 (16.66%) <0.0001
PTSD Diagnosis
Yes 7 (11.66) 17 (28.33%) 4 (6.66) 0.003
http://mjiri.iums.ac.ir
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highest prevalence in the three groups, and there was a sig-
nificant difference between sexual harassment in the MS
group and physical assault in the BD-1+PTSD group com-
pared to others. Also, the difference was statistically mean-
ingful; the prevalence of sexual assault even in the MS
group was only 10%, and in the BD-1 and BD-1+PTSD
groups, 0%, and 1.66%, respectively. This significant dif-
ference perhaps can be explained by their higher level of
education, which causes more awareness of sexual harass-
ment instances. In a review article by Holam et al. people
with a higher level of education degree had the lowest lev-
els of stigma and highest levels of mental health literacy
(37). Also, we did not study stigma and mental health lit-
eracy that could be an explanation for the higher reports of
sexual assault in caregivers of MS patients. In a study by
Kessler et al. on associations of trauma type with PTSD in
the World Mental Health (WMH) surveys in 14 countries,
the most prevalent trauma exposures were those that either
occurred to a loved one or were witnessed (35.7% of re-
spondents), accidents (34.3%), unexpected death of a loved
one (31.4%) followed by physical violence (22.9%) and in-
timate partner sexual violence (14.0%) (38). As far as we
know, there is not much information about the trauma ex-
posure prevalence in the general Iranian population. In a
study by Malek et al. on the Iranian population in which
respondents ranked 50 stressful life events, the death of a
child was ranked the most stressful life event. However,
there was no report of the prevalence of traumatic life event
exposure (39). The highest exposure to a general disaster in
our study is consistent with the WMH survey’s top three
exposures. Nevertheless, the lower prevalence of exposure
to sexual harassment in our study can be explained by the
shame and taboo associated with sexual issues in Iranian
culture that make people uncomfortable talking about these
issues (40). Physical assault exposure was higher in our
study’s mental illness caregivers than in the MS group. This
result agrees with other studies on caregivers with severe
mental illness that have found that violence against them
occurs more (41-43). There is also a significant difference
between the BD-1 group and BD-1+PTSD group in facing
physical assault in our study. It may be because the BD-1 +
PTSD patients in our study were veterans of the IRAN-
IRAQ war, and most of the caregivers were their spouses.
Other studies also show that individuals with PTSD are at
particularly increased risk of intimate partner violence and
aggressive behavior, especially when they have experi-
enced combat traumas (44-46), which is consistent with our
findings.

There was a significant difference between the three
groups in this study in PTSD prevalence. The disorder
prevalence in the BD1 + PTSD caregiver group was higher
than in the other groups (28.33%), and caring was the main
cause of exposing to trauma and developing PTSD in this
group. In a review article by Carmassi et al. about the prev-
alence of PTSD in caregivers of severe medical illness pa-
tients, PTSD prevalence rates ranged from 4.17% to 54%
(47). In the study by Rady et al., which investigated PTSD
among severe mental illness caregivers compared with car-
diovascular disease caregivers, the prevalence of PTSD in
severe mental illness caregivers was 15.7% (48). In another
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study by Laughland et al., PTSD was diagnosed in 52% of
caregivers of patients with psychosis who have experienced
moderate to severe aggression (49). This is compatible with
our study in which the BD-1+PTSD group was far more
exposed to life-threatening events than other groups
(76.66%). Different prevalence rates may be due to cultural
and diagnostic measures among studies (48).

In a survey by the World Health Organization (WHO),
which was a cross-national epidemiologic data from Thirty-
four thousand six hundred seventy-six respondents, about
traumatic experience type and PTSD, the risk was elevated
after traumatic experiences involving repeated physical as-
saults (50). In another study by Kessler et al., interpersonal
violence had the highest risk of developing PTSD. (38)
This is consistent with our study in which BD-1+PTSD
caregivers were exposed to physical assault more than other
groups, and the PTSD prevalence was also significantly
higher.

In the review article of Otto et al., the significant impact
of PTSD on the course of bipolar disorder has been shown.
Lower likelihood of recovery, more substance use disorder,
elevated rates of suicide attempts, more emotional lability
and aggression, and chronic overarousal were seen in bipo-
lar disorder comorbid with PTSD compared with bipolar
patients without PTSD (18). These factors increase care-
giver distress (51-53) and explain the significant difference
between the PTSD prevalence between two groups of BD-
1 and BD1+PTSD in our study. Most caregivers who de-
veloped PTSD were females. This is consistent with other
studies that the female gender is more vulnerable to PTSD
(54). Furthermore, caregivers of BD-1+PTSD duration of
care was significantly higher than the other groups, similar
to the Rady et al. study findings, which linked duration of
care to PTSD (48).

Our study has some limitations that need to be addressed
in future studies. Our sample was small, and we cannot gen-
eralize it to all caregivers.

We suggest further studies with larger populations and
investigating other aspects of PTSD, such as secondary
traumatization, protective factors, and treatment strategies
for this vulnerable group.

Conclusion

This study shows that the prevalence of exposure to trau-
matic events and PTSD is higher in the caregivers of BD-1
patients, especially if the patient has comorbid PTSD. It is
important to ask about PTSD symptoms and trauma expo-
sure when interviewing caregivers of patients with severe
mental illness. Detecting these symptoms early and using
intervention can make the caregiving burden more tolera-
ble.
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