
23 May 2023

AperTO - Archivio Istituzionale Open Access dell'Università di Torino

Original Citation:

Lithium-associated hyperparathyroidism and hypercalcaemia: A case-control cross-sectional
study

Published version:

DOI:10.1016/j.jad.2013.06.046

Terms of use:

Open Access

(Article begins on next page)

Anyone can freely access the full text of works made available as "Open Access". Works made available
under a Creative Commons license can be used according to the terms and conditions of said license. Use
of all other works requires consent of the right holder (author or publisher) if not exempted from copyright
protection by the applicable law.

Availability:

This is the author's manuscript

This version is available http://hdl.handle.net/2318/136166 since 2016-07-05T16:31:37Z



 
 

 

 

 

 

This Accepted Author Manuscript (AAM) is copyrighted and published by Elsevier. It is posted 

here by agreement between Elsevier and the University of Turin. Changes resulting from the 

publishing process - such as editing, corrections, structural formatting, and other quality control 

mechanisms - may not be reflected in this version of the text. The definitive version of the text 

was subsequently published in: 

 

 

 

Journal of Affective Disorders 151 (2) 2013 ; 786–790 

 

DOI: 10.1016/j.jad.2013.06.046. 
 

 

 

 

 

You may download, copy and otherwise use the AAM for non-commercial purposes provided that 

your license is limited by the following restrictions: 

 

(1) You may use this AAM for non-commercial purposes only under the terms of the CC-BY-NC-

ND license.  

(2) The integrity of the work and identification of the author, copyright owner, and publisher must 

be preserved in any copy.  

(3) You must attribute this AAM in the following format: Creative Commons BY-NC-ND license 

(http://creativecommons.org/licenses/by-nc-nd/4.0/deed.en): 

 

 

http://dx.doi.org/10.1016/j.jad.2013.06.046 

 

 

 

http://creativecommons.org/licenses/by-nc-nd/4.0/deed.en


1 
 

 

 

Lithium-associated hyperparathyroidism and hypercalcaemia: 

A case-control cross-sectional study  

 

Umberto Alberta,*, David De Coria, Andrea Agugliaa, Francesca Barbaroa, Fabio Lanfrancob, 

Filippo Bogettoa, Giuseppe Mainaa  

aDepartment of Neuroscience, Anxiety and Mood Disorders Unit, University of Turin, Italy  
bDivision of Endocrinology, Diabetology and Metabolism, Department of Medical Sciences, University of Turin, Italy 

*Corresponding author. Tel.: +39 0116335425;fax: +39 011673473.  

  E-mail addresses: umberto.albert@unito.it, umberto_albert@hotmail.com (U.Albert). 

 

 

 

 

Abstract 

Background. Lithium is recommended as a first-line treatment for Bipolar Disorder (BD). Thyroid 

and renal alterations are well known lithium side-effects, while effects on parathyroids are less 

studied. The aim of this case-control cross-sectional study is to compare parathyroid hormone (PTH) 

and calcium levels in lithium-exposed bipolar patients and in subjects who had never been exposed 

to lithium. 

Methods. 112 BD patients were enrolled, 58 on lithium since at least 1 month (mean exposure 

60.8±74.8 months) and 54 in the control group. Blood exams included complete blood count, PTH, 

total and ionized calcium, TSH, T3 and T4, creatinine, urea, sodium and potassium, and lithium serum 

levels. The Student's t-test and the Pearson's Chi-square test were used for bivariate analyses. A linear 

regression model was used to analyze the relationship between the duration of exposure to lithium 

and PTH and calcium levels. 

Results. PTH and ionized calcium levels were significantly higher in lithium-exposed patients; the 

proportions of subjects with hyperparathyroidism (8.6%) and hypercalcaemia (24.1%) were 

significantly greater in lithium-exposed patients. The linear regression analyses showed a significant 

effect of exposure to lithium in months on ionized calcium levels but not on PTH levels. 

Limitations. Given the cross-sectional design of the study we could not identify the exact time of 

occurrence of hyperparathyroidism. 

Conclusions. Our results indicate that lithium-associated stimulation of parathyroid function is more 

common than assumed to date. Among parameters to be evaluated prior to lithium implementation 

and during long-term lithium maintenance, calcium (and eventually PTH) should be added. 

 

 

Keywords: Lithium; Bipolar disorder; Hyperparathyroidism; Calcium.  
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1. Introduction 

Lithium is recommended by all treatment guidelines for Bipolar Disorder (BD) as a first-line 

maintenance treatment (APA, 2002; NICE, 2006; Goodwin and the Consensus Group of the British 

Association for Psychopharmacology, 2009, Grunze et al., 2004, Grunze et al., 2009, Yatham et al., 

2005, Yatham et al., 2006, Yatham et al., 2009 and Yatham et al., 2013) and recent trial data have 

definitely established the efficacy of lithium in the prophylaxis of BD (Geddes et al., 2010). However, 

the potential side-effects and risks associated with long-term lithium use may at times make the 

implementation of these recommendations in daily practice challenging. 

The most commonly reported adverse effects associated with long-term lithium treatment are clinical 

hypothyroidism and reduced urinary concentrating ability (Malhi et al., 2012 and McKnight et al., 

2012). 

Less attention has been devoted to alterations in calcium metabolism potentially associated with long-

term lithium treatment. Lithium has been associated with hypercalcaemia and hyperparathyroidism; 

various hypotheses on the underlying mechanism of hyperparathyroidism have been proposed: 

increased threshold of the calcium-sensing receptor within the parathyroid gland, increase of the 

parathyroid hormone, decrease of the intracellular calcium uptake, inhibition of action of 

glycogensynthase kinase 3b and reduction of PTH gene transcription (Szalat et al., 2009). Rates of 

lithium-associated hyperparathyroidism vary from 2.7% in one study (Bendz et al., 1996) to 23.2% 

in another (Kallner and Petterson, 1995). Discrepancies depend on definitions used, for example 

surgically-verified hyperparathyroidism in the study of Bendz (Bendz et al., 1996) versus proportion 

of subjects with PTH levels greater than 55 ng/L in the study of Kallner (Kallner and Petterson, 1995). 

Another source of discrepancy is the different length of exposure to lithium in different samples: 

some studies included only subjects who had been on lithium since a minimum of 15 years (Bendz et 

al., 1996), while others included patients on lithium without specifying the minimum duration of 

exposure (1–32 years in a different study – Kusalic and Engelsmann, 1999). Rates of subjects with 

hypercalcaemia also vary considerably across different studies; when total serum calcium was 

measured, rates of hypercalcaemia were comprised between 3.6% (persistent hypercalcaemia – Bendz 

et al., 1996) and 7.2% (Colt et al., 1981); when ionized calcium was measured, rates increased to 25–

42.3% (Kallner and Petterson, 1995; Toffaletti et al., 1979 and Nordenstrom et al., 1994). The exact 

prevalence of lithium-associated alterations in calcium metabolism is then to be further determined. 

Another issue to be further elucidated is whether there is a cumulative linear increased incidence of 

lithium-associated hypercalcaemia or hyperparathyroidism. Occurrence of hypercalcaemia was 

described in single case reports after a period as short as 1 day (Rothman, 1982), overt 

hyperparathyroidism after a period of treatment as short as 1–2 months (Shen and Sherrard, 1982). A 

two-year prospective longitudinal study showed a linear progressive increase in PTH levels, with an 

increase evident after 1 month from beginning of the treatment although the difference became 

statistically significant only after 6 months (Mak et al., 1998). It is also unknown whether lithium 

dose is related to PTH or calcium levels. 

Hyperparathyroidism is associated with increased admissions for nonfatal cardiovascular disease, 

renal failure, renal stones, fractures, hypertension, cancer and diabetes; the investigation of long-term 

consequences of lithium on parathyroid function is then relevant for clinical practice. 

The aim of the present case-control cross-sectional study is to compare PTH and calcium levels in 

lithium-exposed bipolar patients and in subjects who had never been exposed to lithium. A secondary 

objective of the study is to compare thyroid and renal function in the two groups. 
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2. Methods 

2.1. Subjects 

Participants were 112 patients with a primary diagnosis of DSM-IV Bipolar Disorder I or II. Subjects 

included were inpatients and outpatients consecutively referred to the Department of Neuroscience 

of the University of Turin (Italy); they were at least 18 years of age and willing to voluntarily 

participate in the study. The aims of the study as well as study procedures were thoroughly explained 

to potential participants who gave written consent before participation. The study design was 

reviewed by the local ethics committee. 

Patients had to be in continuous lithium therapy for at least one month; plasma lithiumlevels should 

be between 0.5 and 1.2 mmol/L. The decision to set the minimum duration of the treatment with 

lithium at one month is due to the evidence of an increase in parathyroid hormone (PTH) levels after 

only one month of exposure to lithium (Mak et al., 1998). To be enrolled in the control group, patients 

had to have never been exposed to lithium in their life. A current or previous diagnosis of renal failure, 

serum creatinine value >1.5 mg/dL, use of diuretics or medications known to impair vitamin D 

metabolism, and/or preexisting disorders of calcium homeostasis were considered exclusion criteria. 

2.2. Assessments and procedures 

Data were obtained from each subject by a semi-structured interview with a format that covered the 

following areas: (a) socio-demographic data; (b) diagnoses (current and lifetime) were performed by 

clinicians with at least four years of postgraduate clinical experience by means of the SCID-I; (c) 

clinical data; (d) Young Mania Rating Scale (YMRS), 17-item Hamilton Depression Rating Scale 

(HAM-D), Hamilton Anxiety Rating Scale (HAM-A), and Clinical Global Impression Scale-Severity 

of Illness. 

Use of medications at the time of interview was assessed; moreover, lifetime exposure to mood 

stabilizers was recorded by means of direct interview, family members’ interview (when available) 

and medical records review. 

A blood draw for routine blood exam was performed at hospital admission for inpatients, as a part of 

the clinical management routine. For outpatients, patients were scheduled for a blood test within a 

week from the study visit. At the time when blood was drawn, patients were fasting for the previous 

10 h. Blood exams included complete blood count, parathyroid hormone (PTH), total and ionized 

calcium, thyroid stimulating hormone(TSH), triiodothyronine (T3) and thyroxine (T4), creatinine, 

urea, sodium and potassium, and lithium serum levels. 

2.3. Statistical analysis 

For statistical purposes, the sample was divided in two groups: the first one included subjects on 

lithium treatment for at least one month (cases), the second patients who had been never exposed to 

lithium (controls). The Student's t-test and the Pearson's Chi-square test were used for bivariate 

analyses: continuous variables were compared using the unpaired Student's t-test for two-class 

comparisons, categorical variables using the Pearson's chi-square test. Lastly, a linear regression 

model was used to analyze the relationship between the duration of exposure to lithium (months of 

lifetime exposure) and PTH and calcium levels. 
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3. Results 

One hundred-twelve patients were enrolled: 58 were on lithium since at least one month (median: 

36.0 months) and 54 had never been exposed to lithium. Table 1 shows socio-demographic and 

clinical characteristics of subjects included; no differences were detected between the two groups. 

Patients on lithium were taking a mean of 731.9±208.5 mg/die of lithium. 

 

 

 

Table 1. Socio-demographic and clinical characteristics of patients included. 

 Lithium-exposed (N=58) Controls (N=54) t/χ2 p 

Actual age (years) (Mean±SD) 50.6±15.3 48.3±16.0 −0.781 0.436 

Gender (males), N (%) 17 (29.3) 24 (44.4) 2.760 0.097 

Educational level (years) (Mean±SD) 12.0±4.3 12.3±4.4 0.336 0.737 

Marital status, N (%) 
  

1.001 0.801 

Married 30 (51.7) 30 (55.6) 
  

Divorced 6 (10.3) 3 (5.6) 
  

Never married 18 (31.0) 18 (33.3) 
  

Widowed 4 (6.9) 3 (5.6) 
  

Currently working, N (%) 29 (50.0) 30 (55.6) 0.346 0.556 

Bipolar disorder, N (%) 
  

1.211 0.271 

Type I 35 (60.3) 27 (50.0) 
  

Type II 23 (39.7) 27 (50.0) 
  

Age at onset (years) (Mean±SD) 28.6±9.8 29.6±11.8 0.484 0.629 

Total number of episodes (Mean±SD) 7.1±3.8 6.4±3.7 −0.973 0.333 

Duration of illness (years) (Mean±SD) 21.8±13.2 18.6±13.0 −1.290 0.200 

Duration of lithium treatment (months) 

(Mean±SD) 

60.8±74.8 – – – 

Blood lithium levels (mmol/L) 0.71±0.13 – – – 

BMI (Mean±SD) 25.1±3.9 25.7±5.3 0.697 0.487 

YMRS (Mean±SD) 8.0±10.3 5.7±8.0 −1.290 0.200 

HAM-D (Mean±SD) 11.0±8.3 11.6±7.1 0.427 0.670 

HAM-A (Mean±SD) 7.7±4.9 8.0±4.3 0.398 0.691 

CGI-S (Mean±SD) 4.3±1.8 4.3±.9 −0.110 0.913 

BMI: Body Mass Index; YMRS: Young Mania Rating Scale; HAM-D: Hamilton Depression Rating Scale; HAM-A: 

Hamilton Anxiety Rating Scale; CGI-S: Clinical Global Impression Scale-Severity of Illness. 

 

 

 

 

Parameters relating to calcium metabolism are reported in Table 2: a statistical significant difference 

between the two groups emerged for PTH levels (higher in lithium-exposed patients), for ionized 

calcium levels (higher in lithium-exposed patients), for the proportion of subjects with 

hyperparathyroidism (greater in lithium-exposed patients) and hypercalcaemia (ionized calcium, 

greater in lithium-exposed patients). 
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Table 2. Serum PTH and calcium levels. 

 

Lithium-

exposed (N=58) 

Controls 

(N=54) t/χ2 p 

PTH (pg/mL) (Mean±SD) Range: 15–65 pg/mL 43.85±16.44 29.39±12.09 −5.272 <0.001 

Hyperparathyroidism (PTH>65 pg/mL), N (%) 5 (8.6) 0 (0.0) 4.873 0.027 

Total calcium (mmol/L) (Mean±SD) Range: 2.20–2.60 

mmol/L 

2.35±0.13 2.34±0.21 −0.368 0.713 

Hypercalcaemia (total calcium>2.60 mmol/L), N (%) 1 (1.7) 1 (1.9) 0.003 0.959 

Ionized calcium (mmol/L) (Mean±SD) Range: 1.10–1.32 

mmol/L 

1.25±0.10 1.15±0.10 −5.071 <0.001 

Hypercalcaemia (ionized calcium>1.32 mmol/L), N (%) 14 (24.1) 3 (5.6) 7.500 0.006 

PTH: parathyroid hormone. 

 

 

 

 

Table 3 shows thyroid and renal function parameters in the two groups; lithium-exposed patients 

showed higher rates of clinical hypothyroidism (29.3% of patients in the lithium group versus 11.1% 

in the control group) and lower fT4 levels. No other statistically significant differences emerged. 

 

 

 

 
Table 3. Thyroid and renal function parameters. 

 

Lithium-exposed 

(N=58) 

Controls 

(N=54) t/χ2 p 

Clinical hypothyroidism, N (%) Patients with replacement 

therapy or TSH>4.2 µUI/mL and fT3<2.6 pg/mL 

17 (29.3) 6 (11.1) 5.676 0.017 

Subclinical hypothyroidism, N (%) TSH>4.2 µUI/mL and 

normal fT3 fT4 

2/41 (4.9) 3/48 (6.2) 0.078 0.779 

TSH (µUI/L) (Mean±SD) Range: 0.27–4.2 µUI/mL 2.32±1.65 2.27±2.17 −0.139 0.890 

fT3 (pg/mL) (Mean±SD) Range: 2.6–4.4 pg/mL 2.92±0.60 3.09±0.60 1.476 0.143 

fT4 (pg/mL) (Mean±SD) Range: 9.3–17 pg/mL 11.30±3.06 12.49±2.20 2.311 0.023 

Creatinine (mg/dL) (Mean±SD) Range: 0.5–1.5 mg/dL 0.81±0.17 0.83±0.17 −0.630 0.530 

Urea (mg/dL) (Mean±SD) Range: 10–50 mg/dL 31.67±9.19 34.04±10.02 1.303 0.195 

Sodium (mmol/L) (Mean±SD) Range: 135–145 mmol/L 141.0±2.8 141.3±3.9 0.469 0.640 

Potassium (mmol/L) (Mean±SD) Range: 3.5–5.0 mmol/L 4.21±0.33 4.18±0.36 −0.361 0.719 

TSH: Thyroid Stimulating Hormone; fT3: free triiodothyronine; fT4: free thyroxine. 

 

 

 

 

The linear regression analyses showed a significant effect of exposure (lifetime) to lithium in months 

on ionized calcium levels (F=7.705; p=0.007) but not on PTH levels (months of lifetime exposure to 

lithium: F=1.778, p=0.188). 

  

http://topics.sciencedirect.com/topics/page/Parathyroid_hormone
http://topics.sciencedirect.com/topics/page/Parathyroid_hormone
http://topics.sciencedirect.com/topics/page/Thyroid
http://topics.sciencedirect.com/topics/page/Thyroid-stimulating_hormone
http://topics.sciencedirect.com/topics/page/Thyroid-stimulating_hormone
http://topics.sciencedirect.com/topics/page/Triiodothyronine
http://topics.sciencedirect.com/topics/page/Thyroid_hormone
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4. Discussion 

Our results indicate that lithium-associated stimulation of parathyroid function is more common than 

assumed to date: PTH levels were significantly higher in lithium-exposed patients, with a rate of 

hyperparathyroidism of 8.6%. It is noteworthy that hyperparathyroidism was evident in two patients 

after only 3 and 6 months of continued exposure to lithium, while in the other 3 subjects exposure to 

lithium was longer (60, 90 and 96 months, respectively). Given the cross-sectional design of the study 

we could not identify the exact time of occurrence of hyperparathyroidism in these subjects, but our 

results seem to suggest that in vulnerable patients overt hyperparathyroidism may become evident 

after a period of treatment as short as 3 months. However, our hypothesis of a relationship between 

the duration of exposure to lithium and PTH levels was disconfirmed. We can conclude, then, that 

lithium exposes subjects at a higher risk of an increase in PTH levels and overt hyperparathyroidism, 

but that we still don't know which patient is particularly vulnerable. A limitation of our study is the 

inclusion of patients on lithium since at least one month; it is possible that a better detection of 

lithium-associated hypercalcaemia and hyperparathyroidism would have resulted from a different 

choice. 

When comparing our results with those of previous studies, we found a lower rate of hypercalcaemia 

(total calcium) (only 1.7%). When ionized calcium was measured, we found that lithium-exposed 

patients had significantly higher levels of ionized calcium, with a rate of hypercalcaemia of 24.1%, 

comparable to those of previous studies (25–32%) (Kallner and Petterson, 1995 and Toffaletti et al., 

1979). We also found a significant effect of the duration of the exposure to lithium on ionized calcium 

levels. 

Our results clearly show that lithium treatment may affect calcium metabolism, although the 

proportion of patients with overt hyperparathyroidism is low. It is still unclear whether lithium 

initiates the disease or uncovers an underlying state of hyperparathyroidism. Putative mediating 

mechanisms include the induction of parathyroid hyperplasia and/or adenomas (Awad et al., 2003 

and Bendz et al., 1996), interference with the negative feed-back loop for parathyroid hormone 

secretion through altering the threshold of calcium-sensing receptors (Bendz et al., 1996 and Haden 

et al., 1997), and inhibiting glycogen synthase kinase 3b (Lienert and Rege, 2008). 

Present guidelines for BD make no mention of monitoring of calcium, except for those of the 

International Society for Bipolar Disorders (Ng et al., 2009 and Yatham et al., 2013), which 

recommend the addition of calcium to the baseline battery of investigations when treatment with 

lithium is planned. Repeating serum calcium at 6 months and then annually is also recommended (Ng 

et al., 2009). This is an important omission in view of our and other researchers' results of an increase 

in PTH and calcium levels associated with long-term lithium treatment. Baseline blood tests before 

lithium is given should include TSH and calcium; these parameters should be re-evaluated every year 

or more frequently if clinical symptoms are reported. Not only does this practice address the potential 

of an underlying parathyroid disorder, but it also screens for metabolic disturbances that may worsen 

underlying psychiatric illness (Broome and Solorzano, 2011). Routine screening evaluation of PTH 

levels is not necessary until after abnormalities in calcium have been documented (Mallette and 

Eichhorn, 1986). 

Our study has several potential limitations, first of all its cross-sectional design. There is a strong 

need of prospective longitudinal studies in subjects starting lithium treatment for the first time in their 

life in order to confirm the effect of this treatment on calcium metabolism parameters. Longitudinal 

studies would also help in defining the time of occurrence of hypercalcaemia or hyperparathyroidism 

and the exact mechanism of these adverse events. Our study found that there is a linear relationship 

between the length of the exposure to lithium (lifetime) and the increase in ionized calcium, although 

the same wasn't true for PTH. Our results need also to be confirmed in greater samples. 



7 
 

In conclusion, clinicians should be aware of the efficacy of lithium in the prophylaxis of BD but also 

of the potential adverse effects associated with long-term lithium use. The evaluation of serum 

calcium level should be added to baseline blood tests before lithium implementation and during long-

term lithium maintenance. Moreover, it seems prudent to avoid lithium therapy in patients with pre-

existing hypercalcaemia. Finally, all patients taking lithium should undergo surveillance for thyroid 

neoplasia and parathyroid dysfunction. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Role of funding source 

No funding source was used in preparation of this article. 

 

Conflict of interest 

All the authors declare that they have no conflicts of interest. 

 

Acknowledgments 

None 

 

  



8 
 

References 

 

 American Psychiatric Association. Practice guideline for the treatment of patients with 

bipolar disorder (revision). American Journal of Psychiatry, 159 (2002), pp. 1–50. 

 S.S. Awad, J. Miskulin, N. Thompson. Parathyroid adenomas versus four-gland hyperplasia 

as the cause of primary hyperparathyroidism in patients with prolonged lithium therapy. 

World Journal of Surgery, 27 (2003), pp. 486–488. 

 H. Bendz, I. Sjodin, G. Toss, K. Berglund. Hyperparathyroidism and long-term lithium 

therapy a cross-sectional study and the effect of lithium withdrawal. Journal of Internal 

Medicine, 240 (1996), pp. 357–365. 

 J.T. Broome, C.C. Solorzano. Lithium use and primary hyperparathyroidism. Endocrine 

Practice, 17 (1) (2011), pp. 31–35.| 

 Colt, E.W., Kimbrell, D., Fieve, R.R., 1981. Renal impairment, hypercalcemia, and lithium 

therapy. American Journal of Psychiatry 138 (1), 106-8. 

 J.R. Geddes, G.M. Goodwin, J. Rendell, J.M. Azorin, A. Cipriani, M.J. Ostacher, R. Morris, N. 

Alder, E. Juszczak. Lithium plus valproate combination therapy versus monotherapy for 

relapse prevention in bipolar I disorder (BALANCE): a randomized open-label trial. 
Lancet, 375 (9712) (2010), pp. 385–395. 

 G.M. Goodwin, the Consensus Group of the British Association for Psychopharmacology. 

Evidence-based guidelines for treating bipolar disorder: revised second edition-

recommendations from the British Association for Psychopharmacology. Journal of 

Psychopharmacology, 23 (4) (2009), pp. 346–388. 

 H. Grunze, S. Kasper, G. Goodwin, C. Bowden, H.J. Moller. The World Federation of Societies 

of Biological Psychiatry (WFSBP) guidelines for the biological treatment of bipolar 

disorders, part III: maintenance treatment. World Journal of Biological Psychiatry, 5 (3) 

(2004), pp. 120–135. 

 H. Grunze, E. Vieta, G.M. Goodwin, C. Bowden, R.W. Licht, H.J. Moller, S. Kasper. The World 

Federation of Societies of Biological Psychiatry (WFSBP) guidelines for the biological 

treatment of bipolar disorders: update 2009 on the treatment of acute mania. World Journal 

of Biological Psychiatry, 10 (2) (2009), pp. 85–116. 

 S.T. Haden, A.L. Stoll, S. McCormick, J. Scott, G.H. Fuleihan. Alterations in parathyroid 

dynamics in lithium-treated subjects. Journal of Clinical Endocrinology and Metabolism, 82 

(1997), pp. 2844–2848. 

 G. Kallner, V. Petterson. Renal, thyroid and parathyroid function during lithium treatment: 

laboratory tests in 207 people treated for 1–30 years. Acta Psychiatrica Scandinavica, 91 

(1995), pp. 48–51. 

 M. Kusalic, F. Engelsmann. Effect of lithium maintenance therapy of thyroid and 

parathyroid function. Journal of Psychiatry and Neuroscience, 24 (3) (1999), pp. 227–233. 

 D. Lienert, S. Rege. Moans, stones, groans, bones and psychiatric overtones: lithium-induced 

hyperparathyroid- ism. Australian and New Zealand Journal of Psychiatry, 42 (2008), pp. 171–

173. 

 T.W.L. Mak, C.C. Shek, C.C. Chow, Y.K. Wing, S. Lee. Effects of lithium therapy on bone 

mineral metabolism: a two-year prospective longitudinal study. Journal of Clinical 

Endocrinology and Metabolism, 83 (1998), pp. 3857–3859. 



9 
 

 G.S. Malhi, M. Tanious, P. Das, M. Berk. The science and practice of lithium therapy. 

Australian and New Zealand Journal of Psychiatry, 46 (2012), pp. 196–211. 

 L.E. Mallette, E. Eichhorn. Effects of lithium carbonate on human calcium metabolism. 

Archives of Internal Medicine, 146 (1986), pp. 770–776. 

 R.F. McKnight, M. Adida, K. Budge, S. Stockton, G.M. Goodwin, J.R. Geddes. Lithium toxicity 

profile: a systematic review and meta-analysis. Lancet, 379 (2012), pp. 721–728. 

 National Institute for Health and Clinical Excellence, 2006. Bipolar disorder: the management 

of bipolar disorder in adults, children and adolescents. In: Primary and Secondary Care. 

National Institute for Health and Clinical Excellence, London, pp. 1–31. 

 F. Ng, K.M. Mammen, I. Wilting, G.S. Sachs, N. Ferrier, F. Cassidy, S. Beaulieu, L.N. Yatham, 

M. Berk. The international society for bipolar disorder (ISBD) consensus guidelines for the 

safety monitoring of bipolar disorder treatments. Bipolar Disorder, 11 (2009), pp. 559–595. 

 J. Nordenstrom, M. Elvius, M. Bagedahl-Strindlund, B. Zhao, O. Torring. Biochemical 

hyperparathyroidism and bone mineral status in patients treated long-term with lithium. 

Metabolism, 43 (1994), pp. 1563–1567. 

 M. Rothman. Acute hyperparathyroidism in a patient after initiation of lithium therapy. 

American Journal of Psychiatry, 139 (1982), pp. 362–363. 

 F.H. Shen, D.J. Sherrard. Lithium-induced hyperparathyroidism: an alteration of the ‘set-

point. Annals of Internal Medicine, 96 (1982), pp. 63–65. 

 Szalat, H. Mazeh, H.R. Freund. Lithium-associated hyperparathyroidism: report of four 

cases and review of the literature. European Journal of Endocrinology, 160 (2009), pp. 317–

323. 

 J. Toffaletti, R.B. McComb, G.N. Bowers. Increase in dialyzable calcium associated with 

therapy with lithium. Clinical Chemistry, 25 (1979), pp. 1806–1809. 

 L.N. Yatham, S.H. Kennedy, C. O'Donovan, S.V. Parikh, G. MacQueen, R.S. McIntyre, V. 

Sharma, S. Beaulieu. Canadian network for mood and anxiety treatments (CANMAT) 

guidelines for the management of patients with bipolar disorder: update 2007. Bipolar 

Disorder, 8 (6) (2006), pp. 721–739. 

 L.N. Yatham, S.H. Kennedy, C. O'Donovan, S. Parikh, G. MacQueen, R. McIntyre, V. Sharma, 

P. Silverstone, M. Alda, P. Baruch, S. Beaulieu, A. Daigneault, R. Milev, T. Young, A. Ravindran, 

A. Schaffer, M. Connolly, C.P. Gorman. Canadian network for mood and anxiety treatments 

(CANMAT) guidelines for the management of patients with bipolar disorder: consensus and 

controversies. Bipolar Disorder, 7 (3) (2005), pp. 5–69. 

 L.N. Yatham, S.H. Kennedy, S.V. Parikh, A. Schaffer, S. Beaulieu, M. Alda, C. O'Donovan, G. 

MacQueen, R.S. McIntyre, V. Sharma, A. Ravindran, L.T. Young, R. Milev, D.J. Bond, B.N. 

Frey, B.I. Goldstein, B. Lafer, B. Birmaher, K. Ha, W.A. Nolen, M. Berk. Canadian network 

for mood and anxiety treatments (CANMAT) and international society for bipolar 

disorders (ISBD) collaborative update of CANMAT guidelines for the management of 

patients with bipolar disorder: update 2013. Bipolar Disorder, 15 (2013), pp. 1–44. 

 L.N. Yatham, S.H. Kennedy, A. Shaffer, S.V. Parikh, S. Beailieu, C. O'Donovan, G. MacQueen, 

R.S. McIntyre, V. Sharma, A. Ravindran, L.T. Young, A.H. Young, M. Alda, R. Milev, E. Vieta, 

J.R. Calabrese, M. Berk, K. Ha, F. Kapczinski. Canadian network for mood and anxiety 

treatments (CANMAT) and international society for bipolar disorders (ISBD) collaborative 

update of CANMAT guidelines for the management of patients with bipolar disorder: 

update 2009. Bipolar Disorder, 11 (2009), pp. 225–255. 


