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Background: Little is known about the specific types of childhood trauma and their relationship to treatment-related
issues in major depressive disorder (MDD). This study examined trauma experiences and treatment-related variables
in outpatients with MDD at a psychiatric department of a university hospital in Korea.
Methods: First, 75 outpatients with MDD were compared to medical outpatients without MDD matched by age, sex,
income, and educational qualifications. Both groups completed the Life Stressor Checklist-Revised, which assesses
comprehensive life events. Second, treatment-related variables and medication compliance measured by the Compliance Rating Scale were investigated for the two-year period after the initial assessment.
Results: The MDD group had experienced a significantly higher number of lifetime traumas than the control group
(p=0.003), including more frequent witnessing of family violence (p<0.001), adulthood physical assault by a family
member (p<0.001), and childhood emotional abuse (CEA) (p<0.001). CEA was associated with early onset of the first
depressive episode and premature termination of pharmacotherapy; childhood physical neglect was associated with
premature termination and less time in therapy.
Conclusion: Our findings support the important influence of childhood emotional trauma and its relationship to treatment retention.
Keywords Major depressive disorder; Child abuse; Child neglect; Treatment adherence and compliance; Patient
dropouts

INTRODUCTION
There is a growing body of literature proposing an
etiological association between experiences of previous trauma, particularly ones of an early interpersonal
nature, and later development of major depressive disorder (MDD) [1]. Numerous cross-sectional retrospective
studies have supported this view [2-4]. For example,
increased risks of MDD episodes were reported from an
adverse childhood experiences (ACE) study examining
retrospective cohort of more than 9,000 primary care pa-

tients [3]. In this study, virtually all childhood adversities (i.e., emotional, physical and sexual abuse; physical
violence against mother; household substance abuse; living with a criminal family member; and parental separation or divorce) increased the odd ratios of both lifetime
and recent depressive episodes. Furthermore, strong
dose-dependent relationships were observed between
the number of trauma types experienced and the risk of
MDD in the ACE study and elsewhere [3,4].
Prospective longitudinal studies also suggested the
causal relationship between childhood trauma and de-
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pression. A prospective study of a large population cohort reported that childhood abuse and separation before
the age of 16 increased the risk of a mood disorder by 1.9
times, which was found when subjects were re-evaluated
after 3 years at the age of 19 [5]. Another longitudinal
study had followed children with reported childhood
abuse or neglect for 20 years and showed that both child
physical abuse and multiple abuse elevated the risk of
lifetime MDD by 1.6 and 1.8 times, respectively, while
neglect raised the risk of MDD by 1.6 times [4].
Additionally, it has been established through research
that childhood trauma has a negative impact on the
course of a depressive illness: in particular, multiple
studies have consistently reported an early onset, increased
severity of symptoms, longer and frequent episodes, and
a poor response to treatment, which explains the chronic
and morbid clinical course of MDD compared to those
without any childhood trauma [2]. Treatment implications of childhood trauma and depression are particularly noteworthy. In a meta-analysis of 10 clinical trials
with pharmacotherapy or combined pharmacotherapy
and psychotherapy, childhood abuse was associated with
a lack of remission in 9 studies suggesting that child
maltreatment in general seems to be a negative outcome
factor or at least mediator [2]. However, the type of childhood trauma that is more related to a poor outcome is
unknown at present, although emotional abuse was suggested in one study [6].
Researchers have often focused exclusively on sexual
and physical abuse but have reported inconsistent results
regarding their inf luences on the manifestation and
course of depression [4,7]. However, there exist strong
correlations within the types of abuse, especially between emotional abuse and other types of abuse [8];
studies which did not include emotional abuse or neglect
may yield inflated correlations between physical or sexual abuse and variables studied. Likewise, a large health
maintenance organization study found that when an
emotionally abusive family environment was controlled,
associations between physical or sexual abuse and mental health scores were substantially decreased [8]. One
study on primary care patients showed that only childhood emotional abuse (CEA) and neglect significantly
predicted depressive symptoms even after controlling
physical and sexual abuse [9]. Another study compared
adults with MDD with healthy subjects and found that
childhood emotional trauma and physical abuse were
more common in the MDD group but not sexual abuse
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and physical neglect [6]. At present, emotional abuse
and neglect seem the most crucial in regard with the risk
of depression [3,8] and its effect on treatment outcome
[6,10].
That said, to be able to label emotional trauma as a
major and distinct childhood adversity that affects depression, we need to have data indicating that emotional
abuse is particularly more common in individuals with
depression compared to the general population and individuals with other psychiatric illnesses. Bernet and Stein
[6] compared adults with MDD with healthy subjects
and found that childhood emotional trauma and physical
abuse were more common in the MDD group, but sexual
abuse and physical neglect were not. However, this finding is insubstantial because the demographic variables
of the control group were not matched up with the MDD.
Additionally, to our knowledge, only one recent study
has examined the relationship between childhood trauma
and the medication adherence in individuals with major
depression [11]. In the study, it was reported that CEA
was more common in the suboptimally adherent group
(49.2% vs. 36.5%). This paucity of literature focusing
on treatment adherence is disappointing given that premature medication discontinuation is substantially high
and closely related to relapse/recurrence and increased
health costs of MDD. In an observational study with
4,312 health plan users with new onset depression, it was
found that 49% discontinued antidepressant medication
within one month, and 62% within 1 to 3 months [12].
A systemic review on adherence and outcome studies
with MDD demonstrated that non-adherent patients had
increased risks of relapse/recurrence, emergency department visits, and hospitalizations [13].
Therefore, in this study, we first aimed to determine
whether childhood emotional trauma is a distinct type
that differentiates those with MDD from matched nonpsychiatric control. Second, we examined the effect of
childhood trauma, particularly the effect of emotional
abuse on treatment retention and adherence to medication among patients with MDD who received antidepressant medications. For two years after the initial assessment, outpatients with MDD at a psychiatric unit in
South Korea were retrospectively followed-up for course
and treatment-related variables.
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MATERIALS AND METHODS
1. Subjects and procedures
During the 2-year study period, consecutive series of
new outpatients with MDD were recruited from Hanyang University Guri Hospital, Gyeonggi Province,
South Korea. To meet the inclusion criteria, participants had to be aged between 16 and 70 years and have
a current diagnosis of MDD. The diagnosis of MDD
was made using the Structured Clinical Interview for
diagnostic and statistical manual (DSM)-IV Axis I
Disorders-Clinician Version [14]. Patients with a severe medical condition, neurological disease, organic
mental disorder, intellectual disability, or inability to
read or write the Korean language were excluded. All
participants provided informed consent to participate in
the research, and approval was obtained from the Institutional Review Board of the Hanyang University Guri
Hospital (IRB No. 2015-05-013). The total number of

eligible patients was 98, but 23 (23.5%) refused to participate, yielding a final sample size of 75. The patients
were followed up for 2 years to determine natural course
of illness, considering treatment retention, medication
compliance, status of remission, and hospitalization.
To develop a matched control series, we used previously surveyed data of outpatients from the medical
departments of the same hospital, who had no history
of psychiatric disorders including depression [15], and
we established a list of 75 control participants matched
to the MDD patients by age, sex, education level, and
annual income status. We did not find significant differences in other sociodemographic variables including
marital status, employment, or religiosity between the
two groups (Table 1).

2. Measures
1) Life Stressor Checklist-Revised
The Life Stressor Checklist-Revised (LSC-R) is a self-

Table 1. Baseline characteristics of outpatients with MDD vs. matched controls
Variable
Age (y)
Sex

MDD (n=75)

Control (n=75)

t or χ2

p-value

41.69±15.78

41.51±15.73

0.07
0.00

0.940
1.000

2.43

0.300

4.73

0.090

0.70

0.710

0.36

0.840

0.36

0.550

Male

24 (32.0)

24 (32.0)

Female

51 (68.0)

51 (68.0)

Marital status
Married

37 (50.0)

Divorced/widowed

14 (18.9)

45 (60.0)
8 (10.7)

Never married

23 (31.1)

22 (29.3)

Employed

23 (31.9)

23 (30.7)

Unemployed

19 (26.4)

10 (13.3)

Student/housewife

30 (41.7)

42 (56.0)

Employment

Education
Less than high school

19 (26.0)

15 (20.0)

High school graduate

25 (34.2)

36 (48.0)

Beyond college

29 (39.7)

24 (32.0)

30 (43.5)

29 (38.7)

20,000-39,999

25 (36.2)

30 (40.0)

>40,000

14 (20.3)

16 (21.3)

46 (64.8)
25 (35.2)

45 (60.0)
30 (40.0)

Annual incomea
<20,000

Religion
Religious
Nonreligious

Values are presented as mean±standard deviation or number (%). Total sum of cases may not be 75 due to missing data.
MDD, major depressive disorder.
a
In US dollars.
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reported checklist that includes questions about lifetime
exposure to traumatic and stressful experiences [16].
The LSC-R assesses traumatic events that meet DSMIV definition and other minor traumas or stressors such
as divorce, abortion, and emotional abuse not covered by
the DSM criteria [17]. This scale was chosen because it
accommodates our research goal due to its broad coverage of lifetime traumatic and adverse events and also
because its sound psychometric properties are in the Korean, as well as the original English version [18,19].
Some items in LSC-R assess lifetime experience without differentiating whether the event during childhood or
adulthood. Thus, for the purpose of our research, these
particular items were recoded to dissociate childhood
and adulthood events depending whether they occurred
before or after the age of 16. Examples of these were
items 11 (emotional abuse) and 12 (witnessing family
violence). This dissociation was possible because each
item of the LSC-R has sub-items asking the respondent
when the incident happened and how long it lasted.

ating reports from patients and their care-givers, attitudes or behaviors observed in response to medication,
and any inconsistency between length of prescription
and hospital visits. Patients with a score less than 4 were
considered as non-adherent [22].

2) Symptom Checklist-90-Revised
The Symptom Checklist-90-Revised (SCL-90-R)
was used to measure general symptoms of distress. The
SCL-90-R is a 90-item multidimensional self-report
inventory that covers a broad range of psychological
symptoms. This questionnaire comprises of nine clinical
sub-scales and three global indices and we used scores
of the Depression subscale and Global Severity Index as
indicators for depressive symptoms and general severity
of symptoms [20].

4. Analysis

3) Compliance Rating Scale
The Compliance Rating Scale is a simple Likert-type
clinician-rating instrument developed to measure adherence to medication [21]. The score ranges from 1 to 7
(higher score represent better adherence): 1) complete
refusal, 2) partial refusal (e.g. refused depot) or only
accepts minimum doses, 3) accepts only because it is
compulsory or is very reluctant and requires persuasion or often questions the need for it, 4) occasional
reluctance (e.g. questions need for medication once a
week), 5) passive acceptance, 6) moderate participation
with some knowledge and interest in medication and
thus no prompting required, and 7) active participation
(i.e., readily accepts), and shows some responsibility for
regimen. The psychiatrist in charge assessed the overall
adherence during the specific treatment period by evalu-
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3. Definitions of terms
Remission of a depressive episode was defined according to a recommendation presented by the MacArthur
Foundation Research Network on the Psychobiology of
Depression: complete remission (score=2) was defined
as no diagnostic fulfillment of a major depressive episode but without minimal symptoms; partial remission
(score=1) was defined as no diagnosis with minimal
symptoms; no remission for diagnosis of the episode
even after treatment (score=0). Dropout, the premature
termination of treatment, was considered to be when the
subject received less than 12 weeks of antidepressant
medication.

The independent t-test and χ2 test were used to compare sociodemographic data and traumatic events of
MDD patients and medical outpatients. For correlational
analyses, we conducted either Pearson or Spearman’s
rank or Kendall’s tau b analyses. To control the effect
of third variables, further partial correlation was performed. All statistical calculations were performed using IBM SPSS Statistics for Windows, Version 21.0 (IBM
Co., Armonk, NY, USA) and the alpha level was set at
0.05 bidirectionally.

RESULTS
1. Characteristics of the sample
From the 75 outpatients with MDD who were compared to medical patients, 8 (10.7%) were excluded
because they had either no prescribed medication or
insufficient clinical data leaving a final sample of 67 for
further analyses. Two-thirds of participants were female
(n=44, 65.7%), about a half were married (n=33, 49.3%),
and more than one-third had college education (n=25,
36.3%). The median duration of depressive illness of
these patients was 2.3 years (range, 0.1-18.7 years) and
www.moodandemotion.org
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the median age of onset was 35.7 years (range, 12.776.5 years). About two-thirds (n=44, 65.7%) of cases
were the first depressive episodes. A median time of 3.7
months (range, 0-112 months) was needed before seeking treatment. About a half (n=34, 50.7%) prematurely
terminated treatment within 12 weeks of medication and
one-third (n=23, 34.3%) complied with the medication
regimen. About two-thirds (65.7%, n=44) were defined
as non-adherent or non-compliant to treatment. During
the course of therapy, complete remission was achieved
in only 23.9% of patients (n=16), partial remission in
44.8% (n=30), and no remission in 7.5% (n=5). Within
the 24 months of follow-up period, the median length of
time they continued treatment for was 2.8 months (range,
0-24 months).
The non-interpersonal traumas in 67 depressed patients were as follows: witnessing a serious accident
(n=21, 31.3%), involved in a serious accident (n=16,
23.9%), and involved in a disaster (n=15, 23.9%). The
interpersonal traumas were witnessing family violence
during childhood (n=31, 46.3%), experiencing physical
assault by family or intimate partner in adulthood (n=25,
25.4%), parental divorce or separation in childhood

(n=12, 17.9%), childhood physical abuse (n=11, 16.4%),
childhood emotional abuse (n=11, 16.4%), childhood
sexual abuse (CSA) (n=6, 9.0%), death of loved one during childhood (n=7, 10.4%), and childhood physical neglect (n=4, 6.0%).

2. Comparison of traumatic events
The MDD group experienced a significantly higher
number of traumatic events (mean=5.3, standard deviation [SD]=3.5) compared to the control group (mean=3.5,
SD=3.9) (t=3.0, df=148, p=0.003). More specifically,
the following individual events were significantly more
common in the MDD group: 1) witnessing family violence (p<0.001), 2) CEA (p<0.001), 3) physical assault by
family during adulthood (p=0.001), and 4) being robbed,
mugged, or physically attacked (p=0.042) (Table 2).

3. Childhood trauma and treatment variables
CEA was significantly related to early onset of depressive illness (ρ=0.298, p=0.014) and dropout (b=0.275,
p=0.025). The correlation with time remained in treat-

Table 2. Prevalence of life-time trauma in outpatients with MDD vs. matched control
MDD (n=75)

Control (n=75)

χ2

p-value

Serious disaster
Serious accident

17 (22.7)
21 (28.0)

18 (24.0)
23 (30.7)

0.04
0.13

0.850
0.720

Witnessing a serious accident

19 (25.3)

15 (20.0)

0.61

0.440

Parental separation or divorcea

13 (17.3)

6 (8.0)

2.95

0.086

Childhood emotional abuse

13 (17.3)

1 (1.3)

11.35

<0.001

5 (6.7)

1 (1.3)

4.11

0.120b

7 (9.3)

2 (2.7)

2.96

0.166b

6 (8.0)

6 (8.0)

0.00

1.000

37 (49.3)

10 (13.3)

22.59

<0.001

7 (9.3)

4 (5.3)

0.88

0.347

Being robbed, mugged, or attacked

10 (13.3)

3 (4.0)

4.13

0.042

Childhood physical abuse

13 (17.3)

6 (8.0)

2.95

0.086

Adult physical assault

20 (26.7)

5 (6.7)

10.80

0.001

Sexual harassment

5 (6.7)

8 (10.7)

0.76

0.384

Forced genital touching before age 16

6 (8.0)

2 (2.7)

2.11

0.276b

Forced genital touching after age 16

1 (1.3)

2 (2.7)

0.34

0.999b

Forced intercourse before age 16
Forced intercourse after age 16

0 (0.0)
2 (2.7)

1 (1.3)
2 (2.7)

1.01
0.00

0.999b
0.999b

Items of Life Stressor Checklist-Revised

Childhood physical neglect
a

Sudden death of someone close
a

Death of someone close to you
a

Witnessing family violence

Witnessing a robbery, mugging, or attack

Values are presented as number (%).
MDD, major depressive disorder.
Some of items with insignificant findings are not shown.
a
Happening before age 16, bBy Fisher’s exact test.
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Table 3. Correlation among childhood or adult trauma and clinical variables in outpatients with depression (n=67)
Variable

Age of onset

Duration

Time to
therapy

Compliancea

Dropoutb

Remission

Time in
therapy

Childhood emotional abuse
Childhood physical neglect

–0.30*
0.02

0.08
-0.16

-0.21
-0.03

-0.18
-0.17

0.28*
0.25*

-0.21
-0.22

-0.22
-0.25*

Witnessing family violence

-0.04

0.16

0.13

0.12

0.02

-0.07

-0.01

Childhood physical abuse

-0.24

0.17

0.05

-0.01

0.03

-0.16

0.06

Adult physical violence

-0.13

0.15

-0.07

0.05

0.03

0.03

-0.11

Childhood sexual abuse
Adult sexual abuse

-0.14
-0.15

0.01
0.09

0.01
0.12

-0.15
-0.08

-0.01
-0.13

-0.09
-0.06

0.03
-0.07

Values are Spearman’s rho except correlations with dropout (Kendall’s tau-b).
a
Measured with the Compliance Rating Scale. bPremature termination before 12 weeks of medication.
*p<0.05.

ment was near statistical signif icance (ρ=– 0.218,
p=0.076). Further, childhood physical neglect (CPN)
was associated with dropout (τb=0.248, p=0.044) as well
as less time in therapy (ρ=–0.254, p=0.038) (Table 3).
We did not find any association between the experience
of trauma and duration of illness, delayed time before
seeking treatment, compliance rating and remission status.
As the level of education was significantly correlated
with both CEA and CPN and symptom severity was
correlated with CEA, we controlled their effect on these
correlations to find that significant relations no longer
remained except between CEA and dropout (p<0.05).

DISCUSSION
With regard to the first aim of this study, as expected,
patients with MDD who were compared to matched
medical outpatients reported a significantly higher
number of lifetime traumatic events, particularly those
events of interpersonal nature both in child and adulthood. This finding is in line with previous literature and
thus supports the fact that there is more experience of
interpersonal trauma among depressive patients [6,15].
It is particularly noteworthy that CEA or CPN were the
experiences that discriminated depressive patients from
control [6]. One study noted and supported our finding
in that CEA was by far the strongest ACE that discriminate the depressed patients from non-psychiatric control
group [23]. Likewise, only a history of CEA not physical
and sexual abuse mediated a relationship between adult
life stress and depressive symptoms [24]. In addition,
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Hankin found that only CEA not physical and sexual
abuse predicted later changes in depressive symptoms
and that this was mediated by attachment style, negative
life events and cognitive styles [25].
However, the impact of emotional abuse may not be
specific to depression; a recent study using large epidemiological data showed that CEA was associated with a
broad spectrum of mental disorders including mood disorders, anxiety disorders, substance use disorders, and
personality disorders [26]. Thus, rather than it being specific to depression per se, CEA seems to be a universal
childhood risk factor for adult mental health problems.
On the other hand, the term CEA encompasses a variety
of offensive actions, which range from belittling to terrorizing the child; therefore, the negative impact of CEA
will be of varying degrees, and thus its long-term effects
may be less specific to certain disorders. To support this
view, emotional neglect, which has a narrower definition and is homogeneous in meaning, in fact, impacted
certain disorders (i.e., depression and social phobia) in a
more specific way [26].
Furthermore, our finding indicates that a general pattern of ‘cumulative abuse’ throughout one’s lifetime, in
which there was CEA and CPN/witnessing family violence, lead to subsequent adult experiences of intimate
partner violence (IPV) and psychopathology [27]. Likewise, a general population study has noted that cumulative interpersonal trauma predicts post-traumatic stress
disorder (PTSD) [28]. It is likely that adults raised in a
violent family environment may adopt violence-tolerant
roles in their relationship with their partners [29], further
increasing the risk of developing a depressive illness.
The majority of studies did not investigate the wit-
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nessing of family violence as an independent variable
of childhood trauma; however, the ACE study indicates
that the emphasis should be on broader areas of negative
childhood experiences in addition to abuse and neglect
[30]. Moreover, emotional abuse and witnessing domestic violence often co-exist [31], and the impact of emotional abuse may be inflated due to the potential overlap
with witnessing violence that was not included in the
investigation. In a similar vein, in their logistic regression model, Russell et al. [32] demonstrated that having
witnessed domestic violence predicted an increased risk
of depressive symptoms in young adults independent of
other types of family violence. Given the finding that
witnessing alone (not with other child abuse) did not predict development of adult PTSD in a community sample
of female [33], further studies are needed to disentangle
the interaction of these two adverse events in the development of adult psychiatric illnesses.
In our study, sexual trauma did not show a significant
difference between the depressive patients and control.
Although, a number of previous studies have proclaimed
the association of depression with CSA [34,35], other
reports, however, have reported contradictory negative
findings [6,36]. A relative low endorsement rate of both
childhood and adult sexual violence in the present study
may play a role for the negative finding.
Concerning the second research question of this study,
we have found that only CEA and CPN were associated
with treatment variables: either premature termination
or less time remained in therapy. This is in line with
the only study that examined medication adherence and
childhood trauma amongst depressive patients; childhood emotional neglect (CEN) was significantly more
common in patients with suboptimal adherence and
CPN approached the statistical significance [11]. However, when the childhood emotional trauma was entered
with other variables such as severity of depression in
a multivariate analysis, the significance disappeared
unlike our finding in which CEN remained significant
after controlling depressive symptoms. It should be addressed that our study did not measure depression with a
more comprehensive depression inventory.
That being said, several studies examined other forms
of treatments in other diagnostic groups. For example,
dropout from inpatient treatment for anorexia nervosa
was associated with CSA in the bulimic subtype but this
association was not found within the restrictive type,
but this study examined CSA only [37]. Another study
www.moodandemotion.org

found that dropout from psychotherapy for bulimia
has been dose-dependently associated with childhood
trauma but did not find specificity to certain types of
trauma [38]. Steuwe et al. [24] have reported that CEA
was associated with dropout from dialectical behavior
therapy among inpatients with borderline personality,
whereas CPN was protective against dropout. This study
is in line with our finding that only CEA stood out in
terms of dropout from treatment, but it contradicted our
report on the association of CPN was associated with
less time stayed in therapy. To discover the reason for
this contradictory finding, a different population and
type of treatment should be considered first; in addition,
a psychometric issue concerning CPN in the childhood
trauma questionnaire (CTQ) that is used for the study
should be mentioned. It has often been suggested that
CPN subscale in CTQ had poor construct validity from
factor analyses while other subscales of the CTQ displayed sound psychometric properties [25,39].
Among those in PTSD therapy, history of CSA did
not predict either treatment adherence or therapeutic
alliance [40]. However, non-adherence to medication
was associated with childhood physical abuse and low
service engagement with witnessing family violence
during childhood in individuals with early psychosis [41].
Furthermore, the aforementioned study demonstrated
that poor alliance also contributed significantly to nonadherence along with childhood trauma that leads to a
lack of trust and a dysfunctional attachment style in the
interpersonal relations of childhood trauma sufferers
who as a result may withhold from treatment offered by
health care professionals.
Another explanation would be the poor responses to
medication among childhood trauma survivors, which
may cause these patients to prematurely withdraw
from treatment. For example, from the MDD patients
who received either psychotherapy or antidepressant,
those with childhood emotional or physical abuse went
through longer days of remission (median 89 vs. 67 days)
[42]. A poor treatment response, resulting in patients being dissatisfied with treatment, is considered one of the
most important factors in discontinuing antidepressant
treatment [43].
In conjunction with premature termination, patients
with a history of CEA had the first depressive episode at
an earlier age; this finding is in concordance with those
of previous studies [6,44]. This underscores the negative
impact of CEA on the severity and chronicity of depres-
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sion.
Our study has some limitations. First, research participants were treatment-seeking outpatients at a psychiatric
department of a university-affiliated hospital; therefore,
patients with less severe depression may have been overrepresented in our sample. Second, the control group
selected to match the MDD group was heterogeneous
with regard to the nature of physical diseases. Third,
this study is a retrospective study based on participant
recall and self-reporting of life events. Fourth, we did
not measure duration and severity of each traumatic
event, which should have shed more insight on the dosedependent relationship among our participants. Furthermore, treatment variables were rather simple and many
mediators were not examined such as the existence of
trusting relationships, attachment patterns, insight and
motivation for treatment, and side effects of medication.
Finally, we did not control the clinical variables including severity and number of depressive episodes that can
mediate link between childhood trauma and treatment
retention.
Clinicians should screen for diverse types of childhood and adult interpersonal trauma in treatmentseeking depressive patients, especially CEA and develop
a strategy for management and treatment. For example,
it was reported that depressive patients with childhood
trauma respond better to psychotherapy than to pharmacological treatment [45]. A recent neuroimaging study
showed that a subgroup of depressive patients with a distinct neuronal connectivity and high scores of childhood
trauma did not respond to conventional antidepressant
treatment [46]. Further research is needed to confirm
our findings in a larger clinical population. In addition,
the effects of different traumas on the presentation and
course of depressive illness should be explored.
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