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Abstract: Parathyroid hormone (PTH), vitamin D and serum calcium play a key role in several
physiological and pathological conditions. Vitamin D and PTH receptors are largely expressed in the
central nervous system and are involved in the modulation of inflammatory responses. Few studies
investigated the association between calcium homeostasis imbalance and psychiatric disorders.
This study aims to assess calcium homeostasis imbalance in patients with bipolar disorder (BD) and
its impact on clinical outcome. We recruited 199 patients with BD, who were administered with
validated assessment instruments to investigate depressive, manic and anxiety symptoms, affective
temperaments, childhood trauma and global functioning. Serum calcium, vitamin D and PTH levels
were assessed in all patients. Levels of PTH correlated with several clinical characteristics, including
the diagnosis of bipolar disorder type I (BD-I), the presence of psychotic symptoms, lithium treatment,
suicidality, total number of acute episodes and of hospitalizations (p < 0.0001) and seasonality
(p < 0.05). At the regression analyses, higher levels of PTH were predicted by early age at onset,
number of hospitalizations, aggressive behaviors (p < 0.05), higher Childhood Trauma Questionnaire
total score (CTQ) (p < 0.001) and treatment with lithium (p = 0.01). Our findings suggest that the
calcium homeostasis could play a role in BD patients, and that PTH levels are correlated with the
clinical severity of the disorder.

Keywords: bipolar disorder; calcium homeostasis; parathyroid hormone; vitamin D; severity;
long-term outcome

1. Introduction

Calcium homeostasis is implicated in several physiologic processes, such as the homeostasis
balance of the muscle skeletal system, the immune modulation, the antioxidant defense system
and in several inflammatory processes [1]. The homeostasis of calcium is largely regulated by an
integrated hormonal system that modulates calcium transportation in the gut, kidney and bone, through
the involvement of parathyroid hormone (PTH) [2], vitamin D (Vit D), serum-ionized calcium and
calcium-sensing receptor (CaR) [3]. Vitamin D stimulates brain cells to produce several growth factors,
like nerve growth factor (NGF), glial cell line-derived neurotrophic factor (GDNF) and neurotrophin 3
(NT3), thus stimulating the protection and growth of neuronal cells. The Vit D receptor (VDR), which is
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largely expressed in the central nervous system (CNS), especially in the amygdala, regulates behavioral
and emotional responses [4] and is involved in modulating inflammatory responses. Its ligand, Vit D,
is a membrane antioxidant which increases gene expression of several antioxidant agents [5,6]. Vit D
also decreases cytokines activity via inhibitory effects on the activation and expression of inflammatory
factors such as interleukins 1 and 6, Tumor necrosis factor-α (TNFα), nuclear factor kappa B (NF-κB)
and other related genes [7].

Moreover, evidence has suggested that Vit D modulates the biosynthesis of neurotransmitters,
such as serotonin through tryptophan hydroxylase 2 (TPH2), and neurotrophic factors, thus significantly
influencing mood and its alterations [8,9].

Moreover, the PTH regulates the levels of circulating and intracellular calcium in the CNS,
inducing apoptosis due to calcium overloading [10]. Elevated PTH levels are associated with a
reduced regional cerebral blood flow [11], whereas PTH-related protein (PTHrP) inhibits the activity
of the calcium channel, thus contributing to maintaining normal neuronal function [12]. PTH also
promotes the conversion of Vit D to its active form [13], being involved in neuroprotective and
anti-inflammatory regulation [14]. High levels of PTH could be associated to neural damages. In fact,
a higher calcium concentration can be found in the CNS because of PTH imbalance. Calcium
overload can lead to neuronal signaling disruption or atrophy in the hippocampus, with the onset of
psychiatric symptoms [15].

Several studies suggest that decreased blood levels of Vit D are involved in dementia, Parkinson’s
disease and psychiatric disorders, in particular, affective disorders [16,17]. In fact, Vit D deficiency
seems to be strongly correlated with the severity of depressive symptoms, and a recent metanalysis
reported the beneficial effects of vitamin D supplementation in patients with depression [18]. As regards
bipolar disorder (BD), a significant association between vitamin D deficiency and severity of illness
has been found. This might be due to different factors. Calcium metabolism is directly involved in
serotonin biosynthesis and is correlated to mood swings and impulsive behaviors [19]; moreover,
a decrease of neuronal plasticity has been found in different brain regions involved in bipolar disorder
consequent to Vit D decrease [20]. Lastly, the generalized and chronic inflammation associated
to calcium imbalance sustain an activation of the hypothalamic-pituitary-axis, with consequent
mood alteration [21]. Therefore, calcium, Vit D and PTH levels can be used as a marker of chronic
inflammation and, consequently, of chronic neuroinflammation [21]. In fact, patients with an acute
manic episode present lower serum concentrations of Vit D, compared with healthy controls and
patients in remission [22]. More recently, it has been suggested that, compared to healthy controls and
psychotic disorders, the acute phase of BD is associated with a rise in plasma Vit D synthesis and with
a low-grade inflammation [23].

Despite the fact that several studies have showed the link between calcium metabolism and mood
fluctuations, most of these studies have focused mainly on the effect of Vit D on depressive symptoms,
while only a few studies have explored the effect of the alterations of the whole calcium homeostasis
(including the levels of PTH and calcium) on the course of patients with bipolar disorder. PTH can be
considered a more accurate proxy of chronic calcium homeostasis imbalance.

In this study, we assessed calcium homeostasis imbalance in a sample of patients with bipolar
disorder (BD); in particular, we explored whether serum levels of PTH, Vit D and calcium influence the
clinical presentation of bipolar disorder, its symptom severity and clinical outcome.

2. Methods

2.1. Participants

This is an observational naturalistic study. Patients were consecutively recruited at the Psychiatric
Units of the University of Campania “Luigi Vanvitelli” in Naples and of the University Hospital Mater
Domini in Catanzaro, from June 2019 to March 2020. Patients were included in the study if they met the
following criteria: (1) age between 18 and 65 years, (2) diagnosis of type-I or type-II bipolar disorder
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according to the Diagnostic and Statistical Manual of Mental Disorders—fifth edition (DSM-5) [24] and
(3) willingness to participate in the study. Patients were excluded in case of: (1) inability to give written
consent to participate in the study, (2) moderate or severe cognitive impairment, (3) comorbidity with
any neurologic disease or drug and/or alcohol abuse, (4) being pregnant or in the post-partum period
and (5) currently in treatment with medications that can alter the calcium metabolism. All patients
gave their written informed consent to participate in the study after receiving a full description of
the study aims and design. The study was carried out in accordance with the latest version of the
Declaration of Helsinki and was approved by the Ethics Committee of the University of Campania
“Luigi Vanvitelli” (number: N001567/28.01.2018.).

2.2. Procedures and Measures

2.2.1. Socio-Demographic and Clinical Characteristics

Patients’ clinical and socio-demographic characteristics, including gender, age at study entry,
employment status, educational level, family history of psychiatric illnesses, type of onset, lifetime
number of affective episodes, pattern of illness course, treatments, suicidal ideation and previous
psychiatric hospitalizations, were recorded with an ad-hoc schedule.

The severity of depressive and anxious symptoms was assessed with the Hamilton Depression
Rating Scale (HAM-D) [25] and the Hamilton Rating Scale for Anxiety (HAM-A) [26], manic symptoms
were assessed with the Mania Rating Scale [27] and affective temperaments were explored with
the short Italian version of the Temperament Evaluation of Memphis, Pisa, Paris and San Diego
(brief TEMPS-M) [28]. The presence of emotional, sexual or physical childhood abuse and of emotional
or physical neglect was investigated through the Childhood Trauma Questionnaire—Short Form
(CTQ-SF) [29].

2.2.2. Assessment of Serum Parameters

In order to determinate the serum levels of calcium, 25-OH-vitamin D and PTH, biological
samples were obtained from all patients and were assessed at recruitment in the laboratories of the
two participating sites, adopting a standardized procedure. Calcium was measured using standard
laboratory methods. Blood was centrifuged and serum was stocked at −30 ◦C for 25-OH-vitamin D
and PTH and evaluated by chemiluminescence immunoassays using adequate kits (Diasorin Liaison;
ADVIA Centaur).

2.2.3. Statistical Analyses

Descriptive statistics were calculated for socio-demographic and clinical characteristics as well as
for other relevant assessment instruments. Data are presented as means and standard deviations (SD)
or frequencies and percentages (%), as appropriate. The Kolmogorov–Smirnov test was adopted to
check the normality of distribution of our sample. Correlation analyses have been performed to explore
the association of serum levels of PTH, Vit D and calcium with continuous variables. The Student’s
t-test for independent samples was performed to assess the association of serum levels of PTH, Vit D
and calcium with discrete variables. Linear regression analyses were performed using PTH, Vit D
and calcium as dependent variables, and independent variables were selected among those with
a positive association at the univariate analyses and among those identified as most relevant from
the literature [30]. The level of statistical significance was set at p < 0.05. Statistical analyses were
performed with the Statistical Package for Social Sciences, version 21 (SPSS, Chicago, IL, USA).
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3. Results

3.1. Socio-Demographic Characteristics of the Sample

The total sample consisted of 199 patients, 98 being males (49%) and 101 females (51%), with a
mean age of 47.1 ± 13.2 years. Half of them were in a stable relationship (53%) and employed (55%).
Seventy percent of the sample had a positive history for psychiatric disorders, and 109 subjects (55%)
had received a diagnosis of BD-I. The mean age at onset was 27.0 ± 9.5, and the duration of illness
was 20 years (±12.4). Half of the sample (51%) was in treatment with lithium. Blood levels were
42.6 ± 21.6 pmol/L for PTH, 42.6 ± 65.3 ng/mL for Vit D and 9.4 ± 0.8 mg/mL for calcium. The main
socio-demographic and clinical characteristics of the sample are reported in Table 1.

Table 1. Socio-demographic and clinical characteristic of total sample.

Sample
(N = 199)

Socio-demographic Characteristics

Age, M (±SD) 47.1 (±13.2)
Gender, Male, N (%) 98 (49.2)

Years of Education, M (±SD) 13.3 (± 3.5)
Having Partner, Yes, N (%) 52.8 (103)

Employed, Yes, N (%) 55.4 (107)
Diagnosis of BD-I, N (%) 54.8 (108)

Family History of Psychiatric Disorder, Yes N (%) 69.8 (88)

Clinical Variables

Age of Onset, M (±SD) 26.9 (±9.5)
Age First Psychiatric Contact, M (±SD) 29.8 (±9.9)
Age First Depressive Episode, M (±SD) 27.7 (±9.1)

Age First Manic Episode, M (±SD) 29.6 (±8.4)
Age First Hypomanic Episode, M (±SD) 30.2 (±8.7)

Age First Mixed Episode, M (±SD) 33.9 (±10.0)
Total Number of Depressive Episodes, M (±SD) 5.7 (±6.0)

Total Number of Manic Episodes, M (±SD) 3.6 (±3.2)
Total Number of Hypomanic Episodes, M (±SD) 3.1 (±3.2)

Total Number of Episodes, M (±SD) 10.9 (±10.4)
Total Number of Episodes during Last Year M (±SD) 0.9 (±0.9)

Prevalent Polarity, Yes, N (%) 26.5 (49)
Suicide Attempts, Yes, N (%) 30.2 (60)

Number of Suicide Attempts, M (±SD) 0.4 (±0.9)
Aggressive Behaviors, Yes, N (%) 56.8 (112)
Psychotic Symptoms, Yes, N (%) 42.3 (93)

Psychotic Symptoms during Depressive Episode, Yes, N (%) 28.6 (57)
Psychotic Symptoms during Manic Episode, Yes, N (%) 46.0 (92)

Seasonality, Yes, N (%) 44.9 (89)
Treatment with Lithium, Yes, N (%) 52.8 (105)

Total Number of Hospitalizations, M (±SD) 0.7 (±0.9)
Illness Duration, M (±SD) 20.0 (±12.4)

Untreated Illness Duration, M (±SD) 2.8 (±5.6)
Course of Illness, Regular, N (%) 63.5 (116)
Previous Se of Drugs, yes, N (%) 25.6 (51)

Serum Variables, M (±SD) PTH (pmol/L) 45.6 (±21.6)
Calcium (mg/dL) 9.42 (±0.76)

25-OH-vitamin D (ng/mL) 42.57 (±65.31)

B-TEMPS, M (±SD)

Depressive 22.6 (±6.7)
Hyperthymic 19.1 (±6.1)

Anxious 18.9 (±6.2)
Cyclothymic 23.3 (±7.6)

Irritable 18.9 (±8.1)
HAM-A, M (±SD) Total Score 4.7 (±7.2)
HAM-D, M (±SD) Total Score 7.9 (±10.8)

MRS, M (±SD) Total Score 4.6 (±8.4)

BD-I: type I bipolar disorder; PTH: parathyroid hormone; B-TEMPS: Temperament Evaluation of Memphis, Pisa,
Paris and San Diego; HAM-A: Hamilton Rating Scale for Anxiety; HAM-D: Hamilton Depression Rating Scale; MRS:
Mania Rating Scale; M: mean; SD: Standard deviation
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3.2. Univariate Analyses

Correlations between serum parameters and clinical variables are reported in Tables 2 and 3.
The levels of serum PTH were inversely correlated with age at onset (p < 0.01), years of education
(p < 0.05) and age at first depressive episode (p < 0.01); on the contrary, they were directly correlated
with the total number of hospitalizations (p < 0.01), and of depressive (p < 0.0001), manic (p < 0.001)
and hypomanic episodes (p < 0.01). Higher levels of PTH have been found in patients with a diagnosis
of BD-I (p < 0.0001), regular course of illness (p = 0.028), aggressive behaviors (p = 0.009), psychotic
symptoms during depressive (p < 0.0001) or maniac episodes (p < 0.0001), seasonal pattern of the illness
(p = 0.023), use of atypical antipsychotics (p = 0.013) and a history of suicide attempts (p < 0.0001).
Moreover, the PTH was positively correlated with the depressive (p < 0.0001), anxious (p < 0.01),
cyclothymic (p < 0.001) and irritable (p < 0.0001) temperaments at the brief TEMPS-M. Emotional neglect,
emotional abuse, physical abuse, physical neglect, trauma and CTQ total score were also strongly
correlated (p < 0.0001) with elevated PTH levels. No correlation was found with gender, educational
and occupational levels, psychiatric history, use of drugs, prevalent polarity (both depressive or manic)
during illness, treatment with anticonvulsants, typical antipsychotics or selective serotonin reuptake
inhibitors (SSRI) antidepressants.

Table 2. Student’s t-test comparing clinical characteristics and calcium metabolism.

Variables Total Sample
N = 199 Mean Standard

Deviation p

PTH

Diagnosis BD-I 108 52.26 22.02
0.000BD-II 91 36.87 17.85

Course of Illness
Regular 116 48.90 21.45

0.028Irregular 83 40.15 21.06

Aggressive Behaviors No 87 39.44 21.07
0.009Yes 112 49.72 21.17

Psychotic Symptoms No 105 35.40 18.15
0.000Yes 93 58.20 19.04

Psychotic Symptoms during
Depressive Episode

No 142 42.72 20.55
0.000Yes 57 63.16 19.59

Psychotic Symptoms during
Maniac Episode

No 107 36.60 18.99
0.000Yes 92 57.51 19.03

Seasonality No 106 41.79 21.01
0.023Yes 93 50.67 21.54

Treatment with Lithium
No 94 33.93 17.95

0.000Yes 105 55.08 19.57
Treatment with Atypical

Antipsychotics
No 61 35.79 19.65

0.013Yes 138 47.65 21.43

Suicide Attempts No 128 39.62 19.88
0.000Yes 71 61.63 17.87

Calcium *
High School Degree No 54 9.06 1.70

0.030Yes 145 9.48 0.45

Prevalent Manic Polarity No 152 9.40 0.79
0.049Yes 47 9.65 0.32

25-OH-Vitamin D *
Psychotic Symptoms No 115 36.74 12.90

0.046Yes 84 32.16 11.13
Psychotic Symptoms during

Depressive Episode
No 140 35.62 12.46

0.043Yes 59 29.33 10.20

BD-I: type I bipolar disorder; BD-II: type II bipolar disorder. * Correlations among Calcium, 25-OH-vitamin D and
other socio-demographic and clinical characteristics are not statistically significant and have not been reported.
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Table 3. Pearson rho correlations of clinical variables and psychopathological scores.

Variables PTH Calcium 25-OH-Vitamin D

PTH 1 0.000 −0.260 ***
Calcium 0.000 1 −0.179

25-OH-Vitamin D −0.260 *** −0.179 1
Age 0.006 −0.030 0.107

Education (years) −0.172 * 0.181 * 0.002
Age of Onset −0.221** 0.037 0.128

Age First Psychiatric Contact −0.155 0.009 0.179 *
Untreated Illness Duration 0.139 −0.061 0.113

Age First Depressive Episode −0.219 ** 0.000 0.145
Age First Manic Episode −0.080 0.012 0.041

Age First Hypomanic Episode −0.143 −0.051 0.145
Total Number of Hospitalizations −0.405 **** −0.052 −0.078

Illness Duration 0.173 −0.060 0.017
Total Number of Depressive Episodes 0.411 **** −0.020 −0.182 *

Total Number of Manic Episodes 0.357 *** 0.042 0.012
Total Number of Hypomanic Episodes 0.226 ** 0.022 −0.074

Total Number of Mixed Episodes −0.231 0.080 −0.015
Total Number of Episodes 0.442 **** −0.009 −0.143

Total Number of Episodes during Last Year 0.114 0.048 −0.143
Number of Suicide Attempts 0.399 **** 0.011 −0.033

TEMPS-B

Depressive 0.319 **** −0.054 0.015
Hyperthymic −0.085 −0.029 −0.084

Anxious 0.215 ** −0.128 0.016
Cyclothymic 0.242 *** −0.077 −0.185 *

Irritable 0.417 **** 0.160 −0.067

CTQ

Emotional Neglect 0.575 **** 0.107 −0.157
Emotional Abuse 0.590 **** 0.015 −0.028

Sexual Abuse −0.104 −0.071 −0.002
Physical Neglect 0.586 **** 0.0999 −0.137
Physical Abuse 0.578 **** 0.115 −0.125

Trauma 0.588 **** 0.061 −0.244 *
CTQ Total Score 0.627 **** 0.084 −0.138

HAM-A HAM-A Total Score 0.056 0.171 * −0.148
HAM-D HAM-D Total Score 0.140 0.164 −0.095

MRS MRS Total Score 0.176* 0.128 −0.009

PTH: parathyroid hormone; B-TEMPS: Temperament Evaluation of Memphis, Pisa, Paris and San Diego; CTQ:
Childhood Trauma Questionnaire; HAM-A: Hamilton Rating Scale for Anxiety; HAM-D: Hamilton Depression Rating
Scale; MRS: Mania Rating Scale. * correlation is significant at level of 0.05 (two-tailed correlation). ** correlation is
significant at level of 0.01 (two-tailed correlation). *** correlation is significant at level of 0.001 (two-tailed correlation).
**** correlation is significant at level of 0.0001 (two-tailed correlation)

Serum levels of calcium were positively correlated with years of education and with the HAM-A
total score (p < 0.05). Serum levels of Vit D were positively associated with age at first psychiatric
contact and were inversely correlated with the total number of depressive episodes (p < 0.05) and
cyclothymic temperament (p < 0.05). Moreover, higher levels of Vit D were reported in patients without
psychotic symptoms during the acute phases of the disorder (p < 0.05).

3.3. Multivariate Analyses

The results of the regression linear analysis are reported in Table 4. The model was run to assess
the independent predictors associated with the PTH levels. Patients with higher levels of PTH are
more likely to have a younger age of onset (p = 0.032), higher number of hospitalizations (p = 0.017),
aggressive behaviors (0.092), higher score at the CTQ scale (p = 0.001) and to be in treatment with
lithium (p = 0.013).
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Table 4. Linear regression models.

Dependent
Variable Independent Variable B Standard Error Beta t p

PTH

Age of Onset −0.500 0.223 −0.289 −2.238 0.032
Total Number of
Hospitalizations 5.741 2.278 0.160 2.520 0.017

Aggressive Behaviors −7.424 4.278 −0.115 −1.735 0.092
CTQ Total Score 0.904 0.248 1.276 3.637 0.001

Treatment with Lithium 11.580 4.403 0.179 2.630 0.013

vit d

Age of Onset 0.247 0.201 0.174 1.231 0.224
Total Number of
Hospitalizations −1.209 1.971 −0.090 −0.614 0.542

Aggressive Behaviors 3.746 4.082 0.136 0.918 0.363
CTQ Total Score −0.072 0.081 −0.129 −0.892 0.376

Treatment with Lithium 0.530 3.802 −0.020 −0.139 0.890

Calcium

Age of Onset −0.003 0.007 −0.059 −0.428 0.670
Total Number of
Hospitalizations −0.064 0.062 −0.143 −1.033 0.306

Aggressive Behaviors 0.051 0.131 0.055 0.393 0.696
CTQ Total Score 0.001 0.003 0.040 0.294 0.770

Treatment with Lithium 0.054 0.123 −0.061 −0.444 0.659

PTH: human parathyroid hormone; CTQ: childhood trauma questionnaire.

4. Discussion

The main finding of our study is the association of high PTH levels with the severity of illness
(i.e., highly recurrent patients with a positive history of childhood trauma and impulsivity), which can
be due to several factors. First, PTH levels can influence the levels of chronic neuroinflammation,
which is significantly associated with a higher burden of illness and a more severe clinical presentation
of the disorder [31], leading to an altered neurotransmission [32] and dysfunctional brain development
through a reduced induction of the nerve growth factor [33,34], reduced immunoregulation and
anti-inflammatory actions [35,36]. Second, the relationship between high PTH levels and age at onset
might be due to a chronic Vit D deficiency, that triggers the neuroinflammation process, ultimately
resulting in full-blown disease [37,38]. This finding confirms previous evidence that calcium imbalance
is associated with an earlier age at onset and with a worse long-term outcome in terms of symptom
severity, social functioning and number of relapses and hospitalizations [39]. In our study, age at onset
and number of hospitalizations both predict higher PTH levels, thus confirming the role of PTH in
worsening the long-term outcome of BD. Third, the association between aggressive behaviors and
high levels of PTH can be explained by the role of calcium imbalance in the synthesis of serotonin
neurotransmitters through the tryptophan pathways [40]. In fact, the involvement of serotonin in the
regulation of impulsivity and its clinical correlates turns into reduced brain serotonin levels, which cause
antisocial/aggressive behaviors, feelings of anger and self-injuries [41–44]. In BD, the alteration of
the serotonin synthesis is associated with aggressive behaviors [40,45] and a higher risk of suicide
attempts [46]. However, we did not assess serotonin levels in our sample, and therefore, this explanation
deserves further studies to be confirmed. Fourth, the CTQ total score is also associated with higher
PTH levels. Childhood traumas increase the lifetime risk to develop BD [47] and are associated with a
greater clinical severity [48] and a more severe clinical course (i.e., rapid cycling, early age of onset,
suicide attempts and more depressive episodes) [49]. In BD patients, a history of childhood trauma
leads to difficulties in affective regulation, impulse control, cognitive functioning and neurobiological
modifications due to the epigenetic consequences of early trauma. The hypothalamic-pituitary-adrenal
(HPA) axis, serotonergic transmission, inflammation, neuroplasticity and calcium signaling are all
involved in these modifications [50]. It is possible that the levels of PTH, Vit D and calcium are
influenced by traumatic events, as it happens with the HPA axis; despite this, the explanation deserves
further investigation. Lastly, according to our regression model, higher levels of PTH are predicted by a
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pharmacological treatment with lithium. This result is in line with available studies, which have found
that a long-term treatment with lithium stimulates the parathyroid function, leading to a secondary
hyperparathyroidism [51]. Although the real prevalence of this phenomenon is unclear, about 25% of
lithium-treated patients have disturbances in the calcium homeostasis [52]. Lithium interacts with the
calcium-sensing receptor and causes intracellular changes in calcium levels in parathyroid chief cells,
thereby influencing PTH secretion [53].

According to the univariate analyses, several severity and outcome indexes, including the
diagnosis of bipolar I disorder, the presence of psychotic characteristics in acute phases, seasonality
and history of suicide attempts, are associated with increased levels of PTH. All these indexes are
correlated with a worse outcome and a higher psychological distress in BD [54–57]. An evident, but less
significant relationship was found between the levels of calcium and Vit D with symptom severity.
This result, which is in line with previous studies [58], confirms the role of calcium metabolism in
mood stability, with a worse outcome and a greater severity of the illness in patients with a calcium
metabolism imbalance.

Differently from what was reported in other studies, in our sample, the clinical outcome variables
were more frequently correlated with the serum levels of PTH rather than with those of Vit D. This can
be due to the fact that in our sample, the serum levels of Vit D and calcium were within normal ranges
(mean Vit D levels in our sample: 42.57 ± 65.31 ng/mL, normal ranges: 30–100 ng/mL, mean serum-
ionized calcium in our sample: 9.42 ± 0.76 mg/dl, normal ranges: 9–10.7 mg/dl), while the PTH levels
were higher than normal (mean PTH levels in our sample: 45.6 pmol/L, normal ranges: 7–10 pmol/L).
This finding, which is indicative of a secondary hyperparathyroidism, confirms the presence of a chronic
imbalance in calcium metabolism in BD patients. Moreover, differently from PTH, the levels of Vit D and
calcium are also influenced by other external variables (i.e., diet, Ultraviolet UV light, physical exercise),
and therefore, represent a less accurate expression of a chronic calcium metabolism imbalance [59].

To our knowledge, this is one of the few available studies which evaluated the association between
increased levels of PTH and clinical severity and outcome in patients with BD. Its main strengths include
the concomitant assessment of PTH, Vit D and calcium levels, which allows the analysis of the whole
metabolism axis and the relatively high sample size, compared with other available studies. However,
the study also has some important limitations, one being the absence of a control group. Moreover,
the cross-sectional design of the study limits conclusions about causality. A longitudinal evaluation of
serum parameters will allow us to clarify variability of PTH, calcium and Vit D levels according to the
psychopathological variables. Another possible limitation is the absence of a retrospective assessment
of serum parameters, especially the levels at the onset of illness and during its acute phases. However,
we have planned follow-up assessments in order to counterbalance this limitation.

In conclusion, increased levels of PTH correlate with a worse outcome and a high psychological
burden in BD patients. Our results suggest that calcium imbalance may influence the long-term
outcome of bipolar disorder and highlight the importance to routinely assess PTH, Vit D and calcium
levels in these patients as a marker of clinical severity.
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abnormalities in patients with primary hyperparathyroidism. Neuroradiology 2007, 49, 379–385. [CrossRef]
12. Brines, M.L.; Ling, Z.; Broadus, A.E. Parathyroid hormone-related protein protects against kainic acid

excitotoxicity in rat cerebellar granule cells by regulating L-type channel calcium flux. Neurosci. Lett. 1999,
274, 13–16. [CrossRef]

13. Murray, T.M.; Rao, L.G.; Divieti, P.; Bringhurst, F.R. Parathyroid hormone secretion and action: Evidence
for discrete receptors for the carboxyl-terminal region and related biological actions of carboxyl-terminal
ligands. Endocr. Rev. 2005, 26, 78–113. [CrossRef] [PubMed]

14. Buell, J.S.; Dawson-Hughes, B. Vitamin D and neurocognitive dysfunction: Preventing “D”ecline? Mol. Aspects Med.
2008, 29, 415–422. [CrossRef] [PubMed]

15. Murchison, D.; Griffith, W.H. Calcium Buffering Systems and Calcium Signaling in Aged Rat Basal Forebrain
Neurons. Aging Cell. 2007, 6, 297–305. [CrossRef] [PubMed]

16. McGrath, J.J.; Féron, F.P.; Burne, T.H.J.; Mackay-Sim, A.; Eyles, D.W. Vitamin D3—Implications for brain
development. J. Steroid Biochem. Mol. Boil. 2004, 89, 557–560. [CrossRef] [PubMed]

17. Miller, A.H.; Raison, C.L. The role of inflammation in depression: From evolutionary imperative to modern
treatment target. Nat. Rev. Immunol. 2016, 16, 22–34. [CrossRef]

18. Cheng, Y.; Huang, Y.; Huang, W. The effect of vitamin D supplement on negative emotions: A systematic
review and meta-analysis. Depress. Anxiety 2020, 37, 549–564. [CrossRef]

19. Rao, T.S.S.; Asha, M.R.; Ramesh, B.B.; Rao, K.S.J. Understanding nutrition, depression and mental illnesses.
Indian J. Psychiatry 2008, 50, 77–82.

20. Eyles, D.W.; Burne, T.H.J.; McGrath, J.J. Vitamin D, Effects on Brain Development, Adult Brain Function and
the Links Between Low Levels of Vitamin D and Neuropsychiatric Disease. Front Neuroendocrinol. 2013, 34,
47–74. [CrossRef]

21. Milenkovic, V.M.; Stanton, E.H.; Nothdurfter, C.; Rupprecht, R.; Wetzel, C.H. The role of chemokines in the
pathophysiology of major depressive disorder. Int. J. Mol. Sci. 2019, 20, 2283. [CrossRef] [PubMed]

22. Altunsoy, N.; Yüksel, R.N.; Cingi Yirun, M.; Kılıçarslan, A.; Aydemir, Ç. Exploring the relationship between
vitamin D and mania: Correlations between serum vitamin D levels and disease activity. Nord. J. Psychiatry
2018, 72, 221–225. [CrossRef]

23. Naifar, M.; Maalej Bouali, M.; Guidara, W.; Ellouze, A.S.; Jmal, K.; Omri, S.; Messedi, M.; Zouari, L.;
Elleuch, A.; Maalej, M.; et al. Bipolar disorder vulnerability: The vitamin D path. Can. J. Psychiatry 2020, 65,
184–192. [CrossRef]

24. First, M.B.; Williams, J.B.W.; Karg, R.S.; Spitzer, R.L. Structured Clinical Interview for DSM-5 Disorders–Clinician
Version (SCID-5-CV); American Psychiatric Association: Washington, DC, USA, 2016.

25. Hamilton, M. A rating scale for depression. J. Neurol. Neurosurg. Psychiatry 1960, 23, 56–62. [CrossRef]
26. Maier, W.; Buller, R.; Philipp, M.; Heuser, I. The Hamilton Anxiety Scale: Reliability, validity and sensitivity

to change in anxiety and depressive disorders. J. Affect. Disord. 1988, 14, 61–68. [CrossRef]

http://dx.doi.org/10.1196/annals.1402.088
http://www.ncbi.nlm.nih.gov/pubmed/18056044
http://dx.doi.org/10.1055/s-2001-17210
http://www.ncbi.nlm.nih.gov/pubmed/11561211
http://dx.doi.org/10.1016/j.mam.2008.04.001
http://www.ncbi.nlm.nih.gov/pubmed/18554710
http://dx.doi.org/10.2174/1570159X13666150307004545
http://dx.doi.org/10.1093/ndt/gfi254
http://dx.doi.org/10.1016/j.tins.2019.01.003
http://dx.doi.org/10.33549/physiolres.933721
http://dx.doi.org/10.1016/j.ceca.2009.11.013
http://dx.doi.org/10.1007/s00234-006-0198-5
http://dx.doi.org/10.1016/S0304-3940(99)00664-3
http://dx.doi.org/10.1210/er.2003-0024
http://www.ncbi.nlm.nih.gov/pubmed/15689574
http://dx.doi.org/10.1016/j.mam.2008.05.001
http://www.ncbi.nlm.nih.gov/pubmed/18579197
http://dx.doi.org/10.1111/j.1474-9726.2007.00293.x
http://www.ncbi.nlm.nih.gov/pubmed/17517040
http://dx.doi.org/10.1016/j.jsbmb.2004.03.070
http://www.ncbi.nlm.nih.gov/pubmed/15225838
http://dx.doi.org/10.1038/nri.2015.5
http://dx.doi.org/10.1002/da.23025
http://dx.doi.org/10.1016/j.yfrne.2012.07.001
http://dx.doi.org/10.3390/ijms20092283
http://www.ncbi.nlm.nih.gov/pubmed/31075818
http://dx.doi.org/10.1080/08039488.2018.1424238
http://dx.doi.org/10.1177/0706743719870513
http://dx.doi.org/10.1136/jnnp.23.1.56
http://dx.doi.org/10.1016/0165-0327(88)90072-9


Brain Sci. 2020, 10, 417 10 of 11

27. Young, R.C.; Biggs, J.T.; Ziegler, V.E.; Meyer, D.A. A rating scale for mania: Reliability, validity and sensitivity.
Br. J. Psychiatry 1978, 133, 429–435. [CrossRef] [PubMed]

28. Fico, G.; Luciano, M.; Sampogna, G.; Zinno, F.; Steardo, L.; Perugi, G.; Pompili, M.; Tortorella, A.; Volpe, U.;
Fiorillo, A.; et al. Validation of the brief TEMPS-M temperament questionnaire in a clinical Italian sample of
bipolar and cyclothymic patients. J. Affect. Disord. 2020, 260, 458–462. [CrossRef]

29. Bernstein, D.P.; Stein, J.A.; Newcomb, M.D.; Walker, E.; Pogge, D.; Ahluvalia, T.; Stokes, J.; Handelsman, L.;
Medrano, M.; Desmond, D.; et al. Development and validation of a brief screening version of the Childhood
Trauma Questionnaire. Child Abus. Negl. 2003, 27, 169–190. [CrossRef]

30. Zimmerman, M.; Morgan, T.A.; Stanton, K. The severity of psychiatric disorders. World Psychiatry 2018, 17,
258–275. [CrossRef]

31. Isgren, A.; Sellgren, C.; Ekman, C.J.; Holmén-Larsson, J.; Blennow, K.; Zetterberg, H.; Jakobsson, J.; Landén, M.
Markers of neuroinflammation and neuronal injury in bipolar disorder: Relation to prospective clinical
outcomes. Brain. Behav. Immun. 2017, 65, 195–201. [CrossRef]

32. Almeras, L.; Eyles, D.; Benech, P.; Laffite, D.; Villard, C.; Patatian, A.; Boucraut, J.; Mackay-Sim, A.; McGrath, J.;
Féron, F. Developmental vitamin D deficiency alters brain protein expression in the adult rat: Implications
for neuropsychiatric disorders. Proteomics 2007, 7, 769–780. [CrossRef]

33. Brown, J.; Bianco, J.I.; McGrath, J.J.; Eyles, D.W. 1.25-Dihydroxyvitamin D3 induces nerve growth factor,
promotes neurite outgrowth and inhibits mitosis in embryonic rat hippocampal neurons. Neurosci. Lett.
2003, 343, 139–143. [CrossRef]

34. Eyles, D.; Brown, J.; Mackay-Sim, A.; McGrath, J.; Feron, F. Vitamin D3 and brain development. Neuroscience
2003, 118, 641–653. [CrossRef]

35. Gil, Á.; Plaza-Diaz, J.; Mesa, M.D. Vitamin D: Classic and Novel Actions. Ann. Nutr. Metab. 2018, 72, 87–95.
[CrossRef] [PubMed]

36. Rosenblat, J.D.; McIntyre, R.S. Bipolar Disorder and Inflammation. Psychiatr. Clin. North Am. 2016, 39,
125–137. [CrossRef] [PubMed]

37. Petrov, B.; Aldoori, A.; James, C.; Yang, K.; Algorta, G.P.; Lee, A.; Zhang, L.; Lin, T.; Al Awadhi, R.;
Parquette, J.R.; et al. Bipolar disorder in youth is associated with increased levels of Vitamin D-binding
protein. Transl. Psychiatry 2018, 8, 61. [CrossRef]

38. Serafini, G.; Parisi, V.M.; Aguglia, A.; Amerio, A.; Sampogna, G.; Fiorillo, A.; Pompili, M.; Amore, M. Specific
Inflammatory Profile Underlying Suicide Risk? Systematic Review of the Main Literature Findings. Int. J.
Environ. Res. Public Health 2020, 17, 2393. [CrossRef] [PubMed]

39. Manchia, M.; Maina, G.; Carpiniello, B.; Pinna, F.; Steardo, L.; D’Ambrosio, V.; Salvi, V.; Alda, M.; Tortorella, A.;
Albert, U. Clinical correlates of age at onset distribution in bipolar disorder: A comparison between diagnostic
subgroups. Int. J. Bipolar Disord. 2017, 5, 28. [CrossRef]

40. Patrick, R.P.; Ames, B.N. Omega-3 Fatty Acids and Vitamin D May Control Brain Serotonin. Affecting
Behavior and Psychiatric Disorders. J. Fed. Am. Soc. Exp. Biol. 2015, 6, 28. [CrossRef]

41. Crockett, M.J. The neurochemistry of fairness: Clarifying the link between serotonin and prosocial behavior.
Ann. N. Y. Acad. Sci. 2009, 1167, 76–86. [CrossRef]

42. Crockett, M.J.; Clark, L.; Hauser, M.D.; Robbins, T.W. Serotonin selectively influences moral judgment and
behavior through effects on harm aversion. Proc. Natl. Acad. Sci. USA 2010, 107, 17433–17438. [CrossRef]
[PubMed]

43. Passamonti, L.; Crockett, M.J.; Apergis-Schoute, A.M.; Clark, L.; Rowe, J.B.; Calder, A.J.; Robbins, T.W.
Effects of acute tryptophan depletion on prefrontal-amygdala connectivity while viewing facial signals of
aggression. Biol. Psychiatry 2012, 71, 36–43. [CrossRef] [PubMed]

44. Fikke, L.T.; Melinder, A.; Landrø, N.I. The effects of acute tryptophan depletion on impulsivity and mood in
adolescents engaging in non-suicidal self-injury. Hum. Psychopharmacol. 2013, 28, 61–71. [CrossRef]

45. Manchia, M.; Carpiniello, B.; Valtorta, F.; Comai, S. Serotonin Dysfunction. Aggressive Behavior, and Mental
Illness: Exploring the Link Using a Dimensional Approach. ACS Chem. Neurosci. 2017, 8, 961–972. [CrossRef]
[PubMed]

46. Sampogna, G.; Del Vecchio, V.; Giallonardo, V.; Luciano, M.; Fiorillo, A. Diagnosis. Clinical Features, and
Therapeutic Implications of Agitated Depression. Psychiatr. Clin. North Am. 2020, 43, 47–57. [CrossRef]
[PubMed]

http://dx.doi.org/10.1192/bjp.133.5.429
http://www.ncbi.nlm.nih.gov/pubmed/728692
http://dx.doi.org/10.1016/j.jad.2019.09.034
http://dx.doi.org/10.1016/S0145-2134(02)00541-0
http://dx.doi.org/10.1002/wps.20569
http://dx.doi.org/10.1016/j.bbi.2017.05.002
http://dx.doi.org/10.1002/pmic.200600392
http://dx.doi.org/10.1016/S0304-3940(03)00303-3
http://dx.doi.org/10.1016/S0306-4522(03)00040-X
http://dx.doi.org/10.1159/000486536
http://www.ncbi.nlm.nih.gov/pubmed/29346788
http://dx.doi.org/10.1016/j.psc.2015.09.006
http://www.ncbi.nlm.nih.gov/pubmed/26876323
http://dx.doi.org/10.1038/s41398-018-0109-7
http://dx.doi.org/10.3390/ijerph17072393
http://www.ncbi.nlm.nih.gov/pubmed/32244611
http://dx.doi.org/10.1186/s40345-017-0097-1
http://dx.doi.org/10.1096/fj.14-268342
http://dx.doi.org/10.1111/j.1749-6632.2009.04506.x
http://dx.doi.org/10.1073/pnas.1009396107
http://www.ncbi.nlm.nih.gov/pubmed/20876101
http://dx.doi.org/10.1016/j.biopsych.2011.07.033
http://www.ncbi.nlm.nih.gov/pubmed/21920502
http://dx.doi.org/10.1002/hup.2283
http://dx.doi.org/10.1021/acschemneuro.6b00427
http://www.ncbi.nlm.nih.gov/pubmed/28378993
http://dx.doi.org/10.1016/j.psc.2019.10.011
http://www.ncbi.nlm.nih.gov/pubmed/32008687


Brain Sci. 2020, 10, 417 11 of 11

47. Bruni, A.; Carbone, E.A.; Pugliese, V.; Aloi, M.; Calabrò, G.; Cerminara, G.; Segura-García, C.; De Fazio, P.
Childhood adversities are different in Schizophrenic Spectrum Disorders. Bipolar Disorder and Major
Depressive Disorder. BMC Psychiatry 2018, 18, 391. [CrossRef]

48. Carbone, E.A.; Pugliese, V.; Bruni, A.; Aloi, M.; Calabrò, G.; Jaén-Moreno, M.J.; Segura-Garcia, C.; De Fazio, P.
Adverse childhood experiences and clinical severity in bipolar disorder and schizophrenia: A transdiagnostic
two-step cluster analysis. J. Affect. Disord. 2019, 259, 104–111. [CrossRef]

49. Aldinger, F.; Schulze, T.G. Environmental factors, life events, and trauma in the course of bipolar disorder.
Psychiatry Clin. Neurosci. 2017, 71, 6–17. [CrossRef]

50. Aas, M.; Henry, C.; Andreassen, O.A.; Bellivier, F.; Melle, I.; Etain, B. The role of childhood trauma in bipolar
disorders. Int. J. Bipolar Disord. 2016, 4, 1–10. [CrossRef]

51. Albert, U.; De Cori, D.; Aguglia, A.; Barbaro, F.; Lanfranco, F.; Bogetto, F.; Maina, G. Effects of maintenance
lithium treatment on serum parathyroid hormone and calcium levels: A retrospective longitudinal naturalistic
study. Neuropsychiatr. Dis. Treat. 2015, 11, 1785–1791. [CrossRef]

52. Meehan, A.D.; Udumyan, R.; Kardell, M.; Landén, M.; Järhult, J.; Wallin, G. Lithium-Associated
Hypercalcemia: Pathophysiology. Prevalence. Management. World J. Surg. 2018, 42, 415–424. [CrossRef]
[PubMed]

53. Szalat, A.; Mazeh, H.; Freund, H.R. Lithium-associated hyperparathyroidism: Report of four cases and
review of the literature. Eur. J. Endocrinol. 2009, 160, 317–323. [CrossRef]

54. Luciano, M.; Janiri, D.; Fiorillo, A.; Sani, G. Clinical Picture. Temperament, and Personality of Patients with
Mixed States. Psychiatr. Clin. North Am. 2020, 43, 15–26. [CrossRef] [PubMed]

55. Alloy, L.B.; Nusslock, R. Reward-related cognitive vulnerability to bipolar spectrum disorders. World Psychiatry
2018, 17, 102–103. [CrossRef] [PubMed]

56. Janiri, D.; De Rossi, P.; Kotzalidis, G.D.; Girardi, P.; Koukopoulos, A.E.; Reginaldi, D.; Dotto, F.; Manfredi, G.;
Jollant, F.; Gorwood, P.; et al. Psychopathological characteristics and adverse childhood events are
differentially associated with suicidal ideation and suicidal acts in mood disorders. Eur. Psychiatry 2018, 53,
31–36. [CrossRef] [PubMed]

57. Murru, A.; Verdolini, N.; Anmella, G.; Pacchiarotti, I.; Samalin, L.; Aedo, A.; Undurraga, J.; Goikolea, J.M.;
Amann, B.L.; Carvalho, A.F.; et al. A 12-month prospective study on the time to hospitalization and clinical
management of a cohort of bipolar type I and schizoaffective bipolar patients. Eur. Psychiatry 2019, 61, 1–8.
[CrossRef]

58. Lang, F.; Ma, K.; Leibrock, C. 1.25(OH)2D3 in Brain Function and Neuropsychiatric Disease. Neurosignals
2019, 27, 40–49.

59. Khundmiri, S.J.; Murray, R.D.; Lederer, E. PTH and vitamin D. Compr. Physiol. 2016, 6, 561–601.

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1186/s12888-018-1972-8
http://dx.doi.org/10.1016/j.jad.2019.08.049
http://dx.doi.org/10.1111/pcn.12433
http://dx.doi.org/10.1186/s40345-015-0042-0
http://dx.doi.org/10.2147/NDT.S86103
http://dx.doi.org/10.1007/s00268-017-4328-5
http://www.ncbi.nlm.nih.gov/pubmed/29260296
http://dx.doi.org/10.1530/EJE-08-0620
http://dx.doi.org/10.1016/j.psc.2019.10.002
http://www.ncbi.nlm.nih.gov/pubmed/32008681
http://dx.doi.org/10.1002/wps.20494
http://www.ncbi.nlm.nih.gov/pubmed/29352559
http://dx.doi.org/10.1016/j.eurpsy.2018.05.009
http://www.ncbi.nlm.nih.gov/pubmed/29879623
http://dx.doi.org/10.1016/j.eurpsy.2019.06.001
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Methods 
	Participants 
	Procedures and Measures 
	Socio-Demographic and Clinical Characteristics 
	Assessment of Serum Parameters 
	Statistical Analyses 


	Results 
	Socio-Demographic Characteristics of the Sample 
	Univariate Analyses 
	Multivariate Analyses 

	Discussion 
	References

