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Abstract

Background. Evidence has demonstrated associations of bipolar disorder (BD) with cognitive
impairment, dysregulated proinflammatory cytokines, and appetite hormones.
Aim. To compare executive dysfunction, proinflammatory cytokines, and appetite hormones
between patients with first-episode and multiple-episode BDs.
Methods. This cross-sectional study included young adults aged 18 to 39 years who were
diagnosed as having type 1 BD in the first or recurrent episode and a group of age-/sex-matched
healthy controls. Data regarding patient characteristics, clinical symptoms, cytokines
(C-reactive protein [CRP], interleukin-6, and tumor necrosis factor [TNF]-α), appetite hor-
mones (leptin, adiponectin, ghrelin, and insulin), and executive function evaluated using the
Wisconsin Card Sorting Test (WCST) were collected.
Results.A total of 112 participants (38 patients in themultiple-episode BD group, 31 patients in
the first-episode BD group, and 43 in the control group) were included. Multivariate analysis
revealed that patients in the multiple-episode BD group performed significantly worse in the
WCST (P < .05) and had higher levels of ghrelin (P = .002), and lower levels of CRP (P = .040)
than those in the first-episode BD group. Patients with BD had significantly higher TNF-α and
ghrelin levels compared with the healthy controls. No significant associations of CRP, TNF-α,
and ghrelin levels with executive function were observed.
Conclusions. Profiles in proinflammatory cytokines and appetite hormones as well as executive
function significantly differed between patients with first-episode and multiple-episode BDs
and controls, which may suggest their potential roles in the clinical stages and pathophysiology
of type 1 BD.

Introduction

Bipolar disorder (BD) is a chronic and recurrent illness that causes severe mood disturbances,
with a lifetime prevalence estimated at 1.0% worldwide.1 BD is also one of the leading health
conditions associated with disability.2 Many researchers have compared the characteristics of
patients with first-episode BD and multiple-episode BD to determine whether BD is a static or
progressive disease. It was found that patients with first-episode andmultiple-episode BDs show
many differences; for instance, patients with first-episode BD exhibit greater functioning3 and
better treatment response4 and have shorter hospital stays and more limited impulse control
deficits.5 In addition, the cognitive function6 and brain structures of patients with first-episode
and multiple-episode BDs differ.7 These findings have helped us understand the disease
progression of BD and have also emphasized the importance of early diagnosis and early
intervention to arrest disease progression.

Previous evidence has suggested the role of inflammatory dysregulation8,9 and altered
appetite hormone profiles in BD.10,11 Levels of C-reactive protein (CRP), interleukin (IL)-6
and tumor necrosis factor (TNF)-α were found to be significantly elevated in patients with BD
than in healthy controls and were associated with the severity of the disease.8,9 In addition,
Cordas et al10 demonstrated that patients with BD exhibit lower leptin levels than the control
group. Mansur et al11 reported that patients with BD having low adiponectin levels (<7.5 μg/mL)
had fewer psychiatric hospitalizations, higher depressive symptoms, and lower functioning
levels than did those with high adiponectin levels. Furthermore, BD causes not only mood
fluctuations but also impaired cognitive function.12,13 Both proinflammatory cytokines, espe-
cially CRP, and appetite hormones, such as leptin and ghrelin, may play important roles in
BD-related cognitive impairment.14-16 Chung et al14 found a positive association between CRP
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levels and executive function impairments among patients with
BD. A systemic review of 555 patients with BD revealed that
elevated CRP level was correlated with cognitive impairment in
BD, specifically in the domains of attention and executive func-
tion.15 Our previous study indicated a positive correlation between
ghrelin levels and executive function in patients with BD.16 How-
ever, fewer studies have investigated the role of inflammatory and
appetite hormone biomarkers and executive function in the disease
progression of BD.

Therefore, in this study, we aimed to compare the executive
dysfunction, proinflammatory cytokines, and appetite hormones
between patients with first-episode and multiple-episode BDs and
evaluate the associations of proinflammatory cytokines and appe-
tite hormones with executive dysfunction in BD.

Methods

Participants

Young adults aged between 18 and 39 years whomet theDiagnostic
and Statistical Manual of Mental Disorders, Fourth Edition, Text
Revision or Fifth Edition (DSM-IV-TR or DSM-5) criteria for
bipolar I disorder in the first episode or the recurrent episode
and were in a relatively stable condition to comply with study
procedures were enrolled as the study group. Age- and sex-
matched healthy controls who did not have a DSM-IV-TR or
DSM-5 diagnosis, who were not pregnant or breastfeeding, and
who did not have a severe physical disease (ie, epilepsy, stroke, or
systemic lupus erythematosus) or unstable physical illnesses were
enrolled as the control group. Demographic characteristics, includ-
ing the age of onset, education, and body mass index (BMI) were
recorded, and clinical evaluation, such as the Young Mania Rating
Scale (YMRS) and the Montgomery–Åsberg Depression Rating
Scale (MADRS), were assessed. This study was approved by the
Institutional Review Board of Taipei Veterans General Hospital
and conducted in accordance with the Declaration of Helsinki.
Written informed consent was obtained from all participants prior
to their inclusion in the study.

Measurement of proinflammatory cytokines
and appetite hormones

Fasting serum samples were collected in serum separator tubes,
clotted for 30 minutes, and stored at �80°C until use (within
4 months after collection). Proinflammatory cytokines, including
IL-6, TNF-α, and CRP, were assayed using enzyme-linked immu-
nosorbent assay (ELISA) kits (R&D systems,Minneapolis, MN) for
all participants. The appetite hormones, including leptin, ghrelin,
insulin, and adiponectin, were examined. Ghrelin was measured
using a radioimmunoassay (RIA) kit (Peninsula Laboratories, Inc.,
San Carlos, CA). Insulin concentrations were analyzed using a
radioimmunoassay kit (Coat-A Count Insulin; Diagnostic Product
Corporation, Los Angeles, CA). Serum adiponectin level was mea-
sured using a quantitative Human Adiponectin ELISA Kit
(B-Bridge International, Inc., Mountain View, CA). All assays were
performed according to the vendor’s instructions. The final absor-
bance of each sample of the mixture was measured and analyzed at
450 nm using an ELISA plate reader with Bio-Tek Power Wave Xs
and Bio-Tek’s KC junior software (Winooski, VT). The standard
range was considered as specified in the vendor’s instructions. A
linear regression R-square value of at least 0.95 was considered a
reliable standard curve.

Assessment of executive function

Wisconsin Card Sorting Test (WCST) was examined for executive
function in the current study.13,17 WCST required strategic plan-
ning, organized searching, utilizing environmental feedback to
shift cognitive sets, directing behavior toward achieving a goal,
andmodulating impulsive responding.WCSTwas commonly used
in previous studies.13,17 In addition, in order to minimize the type
1 error from multiple comparison correction, we followed the a
priori findings of our previous study that a certain subset of WCST
was more likely to be significant for the relationship with target
biomarkers in the current study, and focused on these significant
results for the correlation analyses.18,19

Statistical analysis

For between-group comparisons, the F-test was used for contin-
uous variables and Pearson’s test was used for categorical vari-
ables. To investigate the difference of proinflammatory cytokines
(IL-6, TNF-α, and CRP) and appetite hormones (leptin, ghrelin,
insulin, and adiponectin) between groups, general linear models
(GLMs) with the adjustment of demographic data (age and sex),
clinical symptoms (MADRS and YMRS), and BMI were per-
formed. To assess the difference in executive function measured
by WCST between groups, GLMs were examined after adjusting
for demographic data, clinical symptoms, and education level. In
addition, partial correlation analysis with adjustment of groups,
demographic data, clinical symptoms, BMI, and education was
performed to determine the association of proinflammatory
cytokines and appetite hormones with executive function. A
two-tailed P-value of less than .05 was considered statistically
significant. All data processing and statistical analyses were
performed using the SPSS version 17 software (SPSS Inc.,
Chicago, IL).

Results

A total of 112 young adult subjects (mean age, 26.75 years; 62.5%
women) were included; the multiple-episode BD group included
38 patients, the first-episode BD group included 31 patients, and
the control group included 43 healthy volunteers. Among patients
with multiple-episode BD, 21 patients had >10 episodes, 4 had 5 to
10 episodes, and 13 had 2 to 4 episodes. Table 1 shows the
comparison of the three groups. Patients in the multiple-episode
BD group were significantly older, had lower education levels, were
younger age at onset, had greater BMI, and had lower scores in
MADRS and YMRS compared with the patients in the other two
groups. Except for levels of CRP, TNF-α, and ghrelin, no significant
differences were observed in the levels of other proinflammatory
cytokines and appetite hormones among the three groups. Patients
in the multiple-episode BD group had significantly higher WCST
scores compared with patients in the first-episode BD group and
healthy controls in terms of percent errors, percent perseverative
responses, percent perseverative errors, and the number of catego-
ries completed (Table 1).

Figures 1 and 2 show the results of multivariate general linear
model analysis. After adjusting for age, sex, education level, and
MADRS and YMRS scores, the percent perseverative responses
(P = .044) and percent perseverative errors (P = .046) signifi-
cantly differed among the three groups. Post hoc analyses revealed
that patients in the multiple-episode BD group had a significantly
higher percent of perseverative responses on theWCST (P= .037)
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compared with patients in the first-episode BD group. The pro-
portion of the percent of perseverative errors on the WCST was
significantly higher in the multiple-episode BD group than in the
first-episode BD group (P= .044) and healthy controls (P= 0.047;
Figure 1).

After adjusting for age, sex, education level, and MADRS and
YMRS scores, participants in the three groups had significantly
different levels of TNF-α (P = .014) and ghrelin (P < .001) but not
CRP (P = .095). Post hoc analyses showed that patients in the
multiple-episode BD group had significantly lower levels of CRP
compared with patients in the first-episode BD group (P = .040)

and significantly higher levels of TNF-α compared with the
healthy controls (P = .003). Additionally, ghrelin level was sig-
nificantly higher in patients in the multiple-episode BD group
than in patients in the first-episode BD group (P = .002) and
healthy controls (P < .001); moreover, ghrelin level was signifi-
cantly higher among patients in the first-episode BD group than
in the healthy controls (P = 0.030; Figure 2). The results of partial
correlation analysis demonstrated no significant association
between CRP, TNF-α, or ghrelin and executive function after
adjusting for age, sex, BMI, education level, and MADRS and
YMRS scores (Table 2).

Table 1. Demographic Data, Proinflammatory Cytokines, and Appetite Hormones Between Patients with First-Episode and Recurrent Bipolar
Disorders and Controls

A. Recurrent bipolar disorder
(n = 38)

B. First-episode bipolar disorder
(n = 31)

C. Control
(n = 43) P-value Post hoc

Age (years) 28.63 (3.82) 25.26 (5.39) 26.16 (4.04) .004 A > B ~ C

Sexa .065

Male 19 (50.0) 7 (22.6) 16 (37.2)

Female 19 (50.0) 24 (77.4) 27 (62.8)

Educationa <.001

<6 years 1 (2.6) 0 (0) 0 (0)

6-12 years 12 (31.6) 3 (9.7) 0 (0)

>12 years 25 (65.8) 28 (90.3) 43 (100.0)

Age at onset (years) 20.12 (5.10) 25.07 (5.42) – <.001 A < B

BMI (kg/m2) 23.98 (3.19) 21.25 (3.51) 22.15 (2.75) .001 A > B ~ C

MADRS 8.13 (7.03) 13.39 (8.62) 0 (0) <.001 B > A > C

YMRS 2.97 (3.69) 7.45 (7.63) 0 (0) <.001 B > A > C

Medications (n, %)

Lithium 7 (18.4) 2 (6.5) .171

Other mood stabilizers 21 (55.3) 5 (16.1) .001

SGA-done 14 (36.8) 19 (61.3) .055

SGA-pine 14 (36.8) 6 (19.4) .182

Cytokine levels (pg/ml)

CRP 956.29 (1000.39) 1521.76 (2185.69) 741.66 (766.61) .054 B > C

IL-6 34 609.39 (8131.67) 31 694.51 (8656.49) 32 491.99 (7241.40) .281

TNF-α 994.45 (289.89) 854.74 (224.97) 853.55 (149.74) .010 A > B ~ C

Appetite hormones

Insulin 7.09 (7.93) 7.94 (16.72) 6.74 (16.08) .936

Leptin 8215.87 (7625.72) 9688.19 (6970.03) 11 343.74 (9572.61) .240

Ghrelin 258.43 (185.67) 109.86 (132.21) 65.63 (81.64) <.001 A > B ~ C

Adiponectin 6297.44 (4989.66) 8473.01 (6160.87) 9117.59 (28 869.54) .778

WCST

Percent errors 25.24 (14.18) 21.87 (12.12) 16.88 (8.03) .006 A > C

Percent perseverative responses 15.34 (15.36) 12.03 (9.52) 8.58 (3.56) .017 A > C

Percent perseverative errors 13.55 (11.46) 10.97 (7.58) 8.26 (3.00) .014 A > C

Number of categories completed 5.29 (1.45) 5.58 (1.36) 5.95 (0.31) .032 A > C

Abbreviations: BMI, body mass index; CRP, C-reactive protein; IL-6, interleukin-6; MADRS, Montgomery–Åsberg Depression Rating Scale; SGA, second-generation antipsychotics; TNF-α, tumor
necrosis factor-α; WCST, Wisconsin Card Sorting Test; YMRS, Young Mania Rating Scale.
aData were presented as mean (standard deviation) or count (percentage).
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Discussion

The differences between first-episode and multiple-episode BDs
may represent disease progression and suggest a possible
pathogenic mechanism. Through this study, we observed that
patients with multiple-episode BD had significantly lower CRP
levels, higher ghrelin levels, and more impaired executive
function compared with patients with first-episode BD irrespec-
tive of age, sex, education level, BMI, and clinical symptoms.
Additionally, no significant relationship between executive
function and inflammation or appetite biomarkers was
observed.

Figure 1. Cognitive function between patients with first-episode and recurrent bipolar disorders and the controls with adjustment of age, sex, education, MADRS, and YMRS.
MADRS, Montgomery–Åsberg Depression Rating Scale; WCST, Wisconsin Card Sorting Test; YMRS, Young Mania Rating Scale.

Figure 2. Levels of CRP, TNF-α, and ghrelin between patients with first-episode and recurrent bipolar disorders and the controls with adjustment of age, sex, BMI, MADRS, and
YMRS. BMI, body mass index; CRP, C-reactive protein; MADRS, Montgomery–Åsberg Depression Rating Scale; TNF-α, tumor necrosis factor-α; YMRS, Young Mania Rating Scale.

Table 2. Partial Correlation of CRP, TNF-α, and Ghrelin and Cognitive
Function with Adjustment of Group, Age, Sex, BMI, Education, MADRS,
and YMRS

r, P-value
WCST: percent

perseverative responses
WCST: percent

perseverative errors

CRP �0.015 (0.879) �0.016 (0.871)

TNF-α �0.131 (0.182) �0.143 (0.146)

Ghrelin �0.096 (0.332) �0.102 (0.300)

Abbreviations: BMI, body mass index; CRP, C-reactive protein; MADRS, Montgomery–Åsberg
Depression Rating Scale; TNF-α, tumor necrosis factor-α; WCST, Wisconsin Card Sorting Test;
YMRS: Young Mania Rating Scale.
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The present study demonstrated that patients with both first-
episode and multiple-episode BDs had higher TNF-α levels com-
pared with healthy controls. Further, patients with multiple-epi-
sode BDhad even higher TNF-α levels comparedwith patients with
first-episode BD. These findings are consistent with the results of
some previous reports regarding the TNF superfamily and its
correlation with disease stage.20-23 Kauer-Sant’Anna et al23 found
that TNF-α level was higher in patients with late-stage BD than in
those with early-stage BD after controlling for age, sex, education
level, medication, and symptoms. Both soluble TNF receptor 120,21

and soluble TNF receptor 221,22 have been reported to be positively
correlated with the duration of illness in patients with BD.20-22

Although the difference in the TNF-α levels of patients with first-
episode and multiple-episode BDs did not reach statistical signif-
icance, the higher TNF-α level in patients with multiple-episode
BD might be a reflection of the cumulative effect of mood epi-
sodes.24

Through this study, we observed that patients with BD had
significantly higher ghrelin levels compared with the healthy
controls and that patients with multiple-episode BD had signifi-
cantly higher ghrelin levels compared with patients with first-
episode BD. However, previous research has shown contradictory
results regarding ghrelin levels of patients with BD. Rosso et al25

observed that ghrelin levels were lower in patients with BD than in
healthy controls, whereas Platzer et al26 and Tunçel et al27 reported
no difference in ghrelin levels between patients with BD and
healthy controls. However, Tunçel et al27 observed that patients
with BD had significantly higher ghrelin levels during euthymic
episodes than during manic episodes after treatment. Thus, ghre-
lin likely plays a role in the pathogenesis or disease progression of
BD, and alteredmetabolic status is commonly observed in patients
with BD.28

Studies have reported a positive correlation between CRP levels
and duration of illness.20,29 However, in this study, we observed
that only patients with first-episode BD but not those with multi-
ple-episode BD showed elevated CRP levels. These conflicting
results might be attributable to the following reasons. Although
CRP is a reliable inflammatory marker, it is unlikely to reflect all
inflammation pathways. This may be especially true for neuroin-
flammation because the CRP molecule is too large to pass through
the blood–brain barrier.30 Additionally, CRP is associated with
numerous patient and disease characteristics such as BMI, age,
leukocyte number, and medications.29,31 Therefore, our results
could have been affected by these potential confounders, which
we did not take into consideration.

Cumulative evidence suggests that patients with BD have
deficits in executive function relative to individuals without
BD.13,32 Through this study, we further determined that patients
with multiple-episode BD had significantly more impaired exec-
utive function, as assessed using the WCST, compared with
patients with first-episode BD, after controlling for age, sex,
education level, and symptoms. These findings were similar to
those of Nehra et al6 impaired executive function might be
attributable to the progressive brain damage demonstrated in
neuroimaging studies.7,33 Neither the study by Doganavsargil-
Baysal et al22 nor our study identified a relationship between
WCST scores and TNF-α levels. However, Chen et al12 reported
an independent association between TNF-α and executive func-
tion, as assessed using the WCST. These conflicting findings
could be explained by the different patient characteristics, epi-
sode statuses, and medications in the studies. More research is

warranted to confirm the relationship, or even the interaction,
between inflammation markers and cognitive function in
patients with BD.

Our study has several limitations. First, the causal relation-
ship of proinflammatory cytokines and appetite hormones with
disease diagnoses could not be addressed. Second, the small
sample size was the major study limitation, which may confound
our results. In addition, all the enrolled patients were in a
relatively stable condition and received ambulatory treatment
at a single medical center, which might limit the external validity
of our results. Further studies with the greater numbers of
patients with BD from multiple hospitals would be necessary
to validate our findings. Third, all patients with BD were allowed
to continue their medications during the study. Antipsychotic
medications have been reported to be associated with weight
gain and a risk of metabolic disturbance.26,28 A drug-free study
may be required to confirm our results. However, keeping med-
ications would prevent our patients from the relapse risk, which
was clinically and scientifically ethical. Fourth, age differed
between two BD groups, which was related to the study enroll-
ment criteria of the first vs a recurrent episode in patients with
type 1 BD. Further studies with an age-matched sample may be
necessary to validate our results. Fifth, the between-group sig-
nificances of TNF-α and ghrelin levels were still preserved, but
the between-group significance in WCST disappeared when
P-value was reduced from .05 to .05/3 (.0167) after the correction
for multiple comparisons. The results may imply that cytokine
and appetite hormone biomarkers may be more sensitive than
cognitive biomarkers to differentiate a recurrent episode from
the first episode in patients with type 1 BD who were relatively
stable. Finally, the binary classification of the first vs a recurrent
episode was arbitrary because patients with multiple-episode BD
were very heterogeneous, including episode numbers and pre-
dominant polarity. To investigate the association of episode
numbers with proinflammatory cytokine and appetite hormone
levels and cognitive function, further studies are warranted with
a large sample size.

In conclusion, patients with multiple-episode BD had signifi-
cantly more impaired executive function, lower CRP levels, and
higher ghrelin levels compared with patients with first-episode
BD. No significant independent association of executive dysfunc-
tion with proinflammatory cytokines and appetite hormones was
observed. These results underscore the importance of early diag-
nosis and optimal treatment of BD and need to be validated by
further clinical studies.

Acknowledgement. The authors thank I.-Fan Hu, MA (Courtauld Institute
of Art, University of London; National Taiwan University) for his friendship
and support. Hu declares no conflicts of interest.

Financial support. The study was supported by grants from the Taipei
Veterans General Hospital (V106B-020, V107B-010, V107C-181, V108B-012,
V110C-025, and V110B-002), the Yen Tjing LingMedical Foundation (CI-109-
21, CI-109-22, and CI-110-30), and the Ministry of Science and Technology,
Taiwan (107-2314-B-075-063-MY3, 108-2314-B-075-037, 110-2314-B-075-
026, and 110-2314-B-075-024-MY3). The funding source had no role in any
process of our study. All authors have no financial relationships relevant to this
article to disclose.

Author contributions. K.-L.H., M.-H.C., and Y.-M.B. designed the study and
wrote the protocol andmanuscripts. K.-L.H. andM.-H.C. drafted themanuscript
and analyzed the data. J.-W.H. and S.-J.T. assisted with the preparation and

CNS Spectrums 355

https://doi.org/10.1017/S1092852922000761 Published online by Cambridge University Press

https://doi.org/10.1017/S1092852922000761


proof-reading of the manuscript. M.-H.C. and Y.-M.B. provided advice on
statistical analysis. All authors agreed to the submission and publication of this
paper.

Disclosures. The authors do not have any conflict of interest.

References

1. Merikangas KR, Jin R, He JP, et al. Prevalence and correlates of bipolar
spectrum disorder in the world mental health survey initiative. Arch Gen
Psychiatry. 2011;68(3):241–251.

2. World Health Organization, World Bank. World Report on Disability.
Geneva: World Health Organization; 2011.

3. Rosa AR, Gonzalez-Ortega I, Gonzalez-Pinto A, et al. One-year psychoso-
cial functioning in patients in the early vs. late stage of bipolar disorder.
Acta Psychiatr Scand. 2012;125(4):335–341.

4. Chengappa KN, Tohen M, Levine J, et al. Response to placebo among
bipolar I disorder patients experiencing their first manic episode. Bipolar
Disord. 2000;2(4):332–335.

5. Keck PE Jr,McElroy SL, Strakowski SM, et al. Outcome and comorbidity in
first- compared with multiple-episode mania. J Nerv Ment Dis. 1995;183
(5):320–324.

6. Nehra R, Chakrabarti S, Pradhan BK, Khehra N. Comparison of cognitive
functions between first- and multi-episode bipolar affective disorders. J
Affect Disord. 2006;93(1–3):185–192.

7. Strakowski SM, DelBello MP, Zimmerman ME, et al. Ventricular and
periventricular structural volumes in first- versus multiple-episode bipolar
disorder. Am J Psychiatry. 2002;159(11):1841–1847.

8. Brietzke E, Mansur RB, Soczynska JK, Kapczinski F, Bressan RA, McIntyre
RS. Towards a multifactorial approach for prediction of bipolar disorder in
at risk populations. J Affect Disord. 2012;140(1):82–91.

9. Himmerich H, Patsalos O, Lichtblau N, IbrahimMAA, Dalton B. Cytokine
research in depression: principles, challenges, and open questions. Front
Psychiatry. 2019;10:30.

10. Cordas G, GazalM, Schuch EM, et al. Leptin in depressive episodes: is there
a difference between unipolar and bipolar depression?Neuroendocrinology.
2015;101(1):82–86.

11. Mansur RB, Rizzo LB, Santos CM, et al. Adipokines, metabolic dysfunction
and illness course in bipolar disorder. J Psychiatr Res. 2016;74:63–69.

12. Chen MH, Hsu JW, Huang KL, et al. Role of obesity in systemic low-grade
inflammation and cognitive function in patients with bipolar I disorder or
major depressive disorder. CNS Spectr. 2021;26:521–527.

13. Fleck DE, Shear PK, Madore M, Strakowski SM. Wisconsin Card Sorting
Test performance in bipolar disorder: effects ofmood state and early course.
Bipolar Disord. 2008;10(4):539–545.

14. Chung KH,Huang SH,Wu JY, Chen PH,Hsu JL, Tsai SY. The link between
high-sensitivity C-reactive protein and orbitofrontal cortex in euthymic
bipolar disorder. Neuropsychobiology. 2013;68(3):168–173.

15. Rosenblat JD, Brietzke E, Mansur RB, Maruschak NA, Lee Y, McIntyre RS.
Inflammation as a neurobiological substrate of cognitive impairment in
bipolar disorder: evidence, pathophysiology and treatment implications. J
Affect Disord. 2015;188:149–159.

16. Chen MH, Hsu JW, Huang KL, et al. Role of appetite hormone dysregula-
tion in the cognitive function among patients with bipolar disorder and
major depressive disorder. World J Biol Psychiatry.2021;22(6):428–434.

17. Bai YM, Li CT, Tsai SJ, Tu PC, Chen MH, Su TP. Metabolic syndrome and
adverse clinical outcomes in patients with bipolar disorder. BMC Psychia-
try. 2016;16(1):448.

18. Tu PC, Li CT, LinWC, ChenMH, Su TP, Bai YM. Structural and functional
correlates of serum soluble IL-6 receptor level in patients with bipolar
disorder. J Affect Disord. 2017;219:172–177.

19. Chen MH, Kao ZK, Chang WC, et al. Increased proinflammatory cyto-
kines, executive dysfunction, and reduced gray matter volumes in first-
episode bipolar disorder and major depressive disorder. J Affect Disord.
2020;274:825–831.

20. Bai YM, Su TP, Tsai SJ, et al. Comparison of inflammatory cytokine levels
among type I/type II and manic/hypomanic/euthymic/depressive states of
bipolar disorder. J Affect Disord. 2014;166:187–192.

21. Barbosa IG, Huguet RB, Mendonca VA, et al. Increased plasma levels of
soluble TNF receptor I in patients with bipolar disorder. Eur Arch Psychi-
atry Clin Neurosci. 2011;261(2):139–143.

22. Doganavsargil-Baysal O, Cinemre B, AksoyUM, et al. Levels of TNF-alpha,
soluble TNF receptors (sTNFR1, sTNFR2), and cognition in bipolar dis-
order. Hum Psychopharmacol. 2013;28(2):160–167.

23. Kauer-Sant’AnnaM, Kapczinski F, Andreazza AC, et al. Brain-derived neuro-
trophic factor and inflammatory markers in patients with early- vs. late-stage
bipolar disorder. Int J Neuropsychopharmacol. 2009;12(4):447–458.

24. Kapczinski F, Vieta E, Andreazza AC, et al. Allostatic load in bipolar
disorder: implications for pathophysiology and treatment. Neurosci Biobe-
hav Rev. 2008;32(4):675–692.

25. Rosso G, Cattaneo A, Zanardini R, Gennarelli M, Maina G, Bocchio-
Chiavetto L. Glucose metabolism alterations in patients with bipolar dis-
order. J Affect Disord. 2015;184:293–298.

26. PlatzerM, Fellendorf FT, Bengesser SA, et al. The relationship between food
craving, appetite-related hormones and clinical parameters in bipolar
disorder. Nutrients. 2020;13(1):76.

27. Tuncel OK, Sarisoy G, Bilgici B, Pazvantoglu O, Cetin E, Tuncel EK.
Adipocytokines and ghrelin level of bipolar patients from manic episode
to euthymic episode. Nord J Psychiatry. 2018;72(2):150–156.

28. Vancampfort D, Stubbs B, Mitchell AJ, et al. Risk of metabolic syndrome
and its components in people with schizophrenia and related
psychotic disorders, bipolar disorder and major depressive disorder: a
systematic review and meta-analysis. World Psychiatry. 2015;14(3):
339–347.

29. Evers AK, Veeh J, McNeill R, Reif A, Kittel-Schneider S. C-reactive protein
concentration in bipolar disorder: association with genetic variants. Int J
Bipolar Disord. 2019;7(1):26.

30. Hsuchou H, Kastin AJ, Mishra PK, Pan W. C-reactive protein increases
BBB permeability: implications for obesity and neuroinflammation. Cell
Physiol Biochem. 2012;30(5):1109–1119.

31. Raison CL, Siu C, Pikalov A, Tocco M, Loebel A. C-reactive protein and
response to lurasidone treatment in children and adolescents with bipolar I
depression: results from a placebo-controlled trial. Brain Behav Immun.
2020;84:269–274.

32. Kurtz MM, Gerraty RT. A meta-analytic investigation of neurocognitive
deficits in bipolar illness: profile and effects of clinical state. Neuropsychol-
ogy. 2009;23(5):551–562.

33. Achalia R, Raju VB, Jacob A, et al. Comparison of first-episode and
multiple-episode bipolar disorders: a surface-based morphometry study.
Psychiatry Res Neuroimaging. 2020;302:111110.

356 K.-L. Huang et al.

https://doi.org/10.1017/S1092852922000761 Published online by Cambridge University Press

https://doi.org/10.1017/S1092852922000761

	Comparison of executive dysfunction, proinflammatory cytokines, and appetite hormones between first-episode and multiple-episode bipolar disorders
	Introduction
	Methods
	Participants
	Measurement of proinflammatory cytokines and appetite hormones
	Assessment of executive function
	Statistical analysis

	Results
	Discussion
	Acknowledgement
	Financial support
	Author contributions
	Disclosures
	References


