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Abstract

Introduction

Celiac disease (CD) is associated with an increased risk of major depressive disorder,

possibly due to deficiencies in micronutrients in the gluten-free diet. We aimed to investi-

gate whether essential amino acids (i.e., the precursors of serotonin, dopamine and

other neurotransmitters) are depleted in the diet and serum of CD patients with major

depressive disorder.

Methods

In a cross-sectional study we assessed dietary intake of amino acids and serum levels of

amino acids, in 77 CD patients on a gluten-free diet and in 33 healthy controls. Major de-

pressive disorder was assessed with structured interviews (using the Mini International

Neuropsychiatric Interview Plus). Dietary intake was assessed using a 203-item food

frequency questionnaire.

Results

Participants had a mean age of 55 years and 74% were women. The intake of vegetable

protein was significantly lower in CD patients than in healthy controls (mean difference of

7.8 g/d; 95% CI: 4.7–10.8), as were serum concentrations of tyrosine, phenylalanine and

tryptophan (all p < 0.005). However, within the CD patient group, the presence of major de-

pressive disorder (n = 42) was not associated with intake or serum levels of essential

amino acids.

Conclusions

Patients with CD on a long-term gluten-free diet, with good adherence, consume significant-

ly less vegetable protein than controls, and their serum levels of several essential amino
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acids were also lower. Despite its potential adverse effect, intake and serum levels of es-

sential amino acids were not related to major depression.

Introduction
Celiac disease (CD) is an immune-mediated intolerance for gluten in genetically predisposed
individuals. CD has a prevalence rate in Europe and the USA of about 1:100 [1], and is associat-
ed with an increased prevalence of psychopathology, particularly the major depressive disorder
[2]. When a patient with CD ingests gluten peptides the T-lymphocytes of the small intestine
initiate an inappropriate immune response, resulting in chronic inflammation of the jejunal
mucosa, intestinal malabsorption and atrophy of the small intestinal villi. The clinical presenta-
tion varies widely, as CD is now considered a multisystem disorder affecting multiple organs,
such as the skin, thyroid, heart, nervous system, pancreas, spleen, liver [3], as well as the brain.
The only treatment for CD is a lifelong strict gluten-free diet, which leads to restoration of the
atrophied intestinal villi. It may, however, take years to achieve complete recovery [4]. The ef-
fects of the gluten-free diet on mood and psychiatric symptoms are largely unknown and de-
serve more research attention, considering that dietary factors may influence psychopathology.

Common psychiatric symptoms seen in untreated CD are anxiety, apathy, irritability, and
depressed mood [5–7]. Psychiatric disorders, in particular major depression and panic disorder
are also found. One cross-sectional, case-control study in 36 CD patients and 144 controls
using the diagnostic interview method to assess life-time psychopathology found an increased
prevalence of major depressive disorder (42%), dysthymic disorder (8%), adjustment disorders
(31%), and panic disorder (14%) [6]. After they have started treatment with a gluten-free diet,
depressive and anxiety symptoms improve but remain prevalent in CD patients [8,9].

In a previous study we have investigated the fatty acid content of the gluten-free diet and re-
lated the fatty acid levels in intake and serum to current, remitted and partially remitted de-
pression in CD patients. We found that the fatty acid intake of CD patients on a longstanding
successful gluten-free diet was similar to healthy controls and unrelated to having any major
depressive disorder [10]. In the present report we investigated the hypothesis that the gluten-
free diet is a risk factor for depression in treated CD patients, through the mechanism of amino
acid deficiencies, in line with biological theories of depression.

Several studies have revealed abnormalities in monoamine metabolism in patients with ac-
tive CD [7,11,12]. Monoamine neurotransmitters and neuromodulators (i.e. serotonin, dopa-
mine, norepinephrine, and epinephrine) play a role in the regulation of mood and cognitive
functioning. Low monoamine function is associated with psychopathology such as anxiety and
mood disorders [13]. Two studies investigating the effect of monoamine availability on psychi-
atric symptoms and disorders in active CD found an inverse correlation [14,15]. Several au-
thors have hypothesized that malabsorption in active CD is linked to brain function and
depression via reduced uptake of amino acids such as tryptophan and reduced production of
monoamines such as serotonin [2,7,11,14,16]. One study investigated the effect of the introduc-
tion of the gluten-free diet in five adolescent CD patients with depression. They found lower
pre-diet serum amino acid concentrations and institution of the gluten-free diet produced an
improvement in psychiatric symptoms at three month follow-up, with a non-significant in-
crease in tryptophan concentrations and a significant increase in the competing amino acids
[17]. Another study, in 15 untreated and 12 treated children with CD and 12 controls, found
significantly lower plasma tryptophan and tyrosine concentrations (62% and 21% respectively)
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compared to controls in treated CD patients at one year follow-up [7]. A study in seven adults
with CD showed that gluten-free diet increased cerebrospinal fluid concentrations of major
monoamine metabolites. After maintaining a gluten-free diet for a period ranging from 7 to 18
months the cerebrospinal fluid concentrations of the major serotonin metabolite 5-HIAA had
a significant increase of 31% [11]. Studies following patients for a longer time have however
not been performed and the question remains if concentrations of monoamine metabolites
fully return to normal levels in treated CD. An informative overview of amino acid and mono-
amine metabolism can be found in Fig 1.

The diet has been shown to be low in important nutrients [18–20]. Its restrictive nature may
lead to a deficient intake of amino acids and to nutritional deficiency in general. Whether
nutritional deficiencies caused by the daily diet contribute to the risk of depression is unknown.
However, the daily food intake of CD patients, rich in corn and low in dairy products, resem-
bles the circumstances that are created in experimental acute tryptophan depletion studies.
These studies involve the dietary restriction of tryptophan, in combination with the consump-
tion of a large quantity of large neutral amino acids, and this has been shown to have an acute
mood lowering effect, in individuals vulnerable to depression, and cognitive effects in most
people [21]. The gluten-free diet does contain sources of amino acids, however gluten-free
bread is often made of cornflower which is, compared to wheat flour, low in the amino acids ly-
sine and tryptophan and high in other large amino acids such as leucine and valine [22]. L-
tryptophan (Trp) is an essential amino acid, which means that it needs to be acquired through
the diet. It functions as a precursor of serotonin (and also melatonin and niacin [vitamin B3]).
An adult requires about 285 mg per day to maintain nitrogen balance [23]. The amount of Trp
per 100 g wheat flour (as in bread) is139 mg, thus by deleting wheat flour from the diet a sub-
stantial source of Trp is removed. The other large neutral amino acids (LNAA), i.e. tyrosine

Fig 1. Amino acid metabolism.

doi:10.1371/journal.pone.0122619.g001

Celiac Disease, Amino Acids and Depression

PLOS ONE | DOI:10.1371/journal.pone.0122619 April 17, 2015 3 / 14



(Tyr), phenylalanine (Phen) and the branched-chain amino acids, valine, isoleucine and leu-
cine, compete with Trp at the blood-brain barrier for the same transport mechanism into the
brain [24,25]. Because of this competition, a gluten-free diet that is poor in Trp and rich in
LNAA could therefore restrict Trp access to the brain, which might consequently affect seroto-
nin concentrations in the brain [26]. Acute Trp depletion has been shown to have a mood low-
ering effect and to cause relapse in patients with remitted major depressive disorder [21]. We
propose that low serotonin concentrations depletion—caused by the gluten-free diet—might
play a role in the maintenance and worsening of depression after the start of the dietary treat-
ment. Furthermore, depression may affect dietary choices that may exacerbate the problem.

In the present study we aim to investigate this hypothesis by assessing the intake and plasma
levels of the essential amino acid Trp, Phen and Tyr, and their ratio to LNAA in patients with
CD with current or past major depressive disorder. We expected that low intake of Trp, Phen
and Tyr and lower ratios to LNAA are related to an increased risk of major depressive disorder.

Methods

Participants
CD patients were recruited from participants in a previous Dutch survey study [9] who gave
permission to be contacted (Fig 2). They were selected on the criterion of maintaining a strict
gluten-free diet for 2 years or more. In order to obtain equal group sizes, participants who had
expressed the presence of depressive symptoms, were oversampled to form the major depres-
sive disorder group of CD patients. Never-depressed controls without CD were recruited from
a general population sample and matched for age, gender and level of education. These partici-
pants were recruited through general practitioners, and had been willing to participate in a pre-
vious study as a control group to assess normal values for psychiatric scales [27]. A total of 127
participants entered the study (85 CD patients and 42 controls). A more detailed explanation
of the recruitment procedure, the study procedures and the measurement instruments has
been described elsewhere [10]. Confirmation of CD diagnosis was obtained from medical rec-
ords for all but 8 (11.2%) participants. The exclusion criteria for all participants in the current
study were: age younger than 18, having an inflammatory bowel disease other than CD, or hav-
ing conditions which would make the testing session unreliable or impossible. CD participants
were also excluded if they had low adherence to the gluten-free diet or were on the diet for less

Fig 2. Flow chart of participants in the study.

doi:10.1371/journal.pone.0122619.g002
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than 2 years. Healthy controls where excluded if they had any mood disorder diagnosis, had
coeliac disease or were on a gluten-free diet. Seventeen participants were excluded on one or
more of the following criteria, resulting in a final sample size of 110 (Fig 1): bipolar disorder
(n = 3), current alcohol abuse (n = 2), current drug abuse (n = 1), not fasting on morning of
testing (n = 2), healthy control with lifetime diagnosis on Mini International Neuropsychiatric
Interview of any mood disorder (n = 6), and the use of Trp dietary supplements (n = 3).

Procedure and ethics
In accordance with the declaration of Helsinki, this study was approved by the Medical Ethics
Committee of Leiden University Medical Centre (ref. nr. P09.131) and all participants provided
written informed consent before the start of data collection. Participants had the capacity to
consent, as assessed during screening, and there was no surrogate consent procedure. Partici-
pants younger than 18 years or with a diminished capacity to give informed consent or partici-
pate, were not included in the study. Participants were sent the package with study information,
instructions, questionnaires, and an informed consent form two weeks before the day of testing.
The testing day started with signing of the informed consent form and a data check on the ques-
tionnaires. After that the physical examination and blood collection were performed. Partici-
pants had been fasting up to the blood collection and were provided with a light breakfast
afterwards. The session concluded with a structured psychiatric diagnostic interview.

Instruments
Psychiatric diagnoses. The complete Mini International Neuropsychiatric Interview Plus

5.0.0-R (MINI-Plus) [28], Dutch version [29], was administered. The MINI-Plus is a structured
clinical diagnostic interview of current and lifetime Axis-I disorders according to the criteria of
the Diagnostic and Statistical Manual of Mental Disorders—Fourth Edition (DSM-IV) [30].
Interviews were conducted by a trained team. Participants with a mood disorder were catego-
rized in the ‘partially remitted MDD’ group if they recently had an episode of major depressive
disorder (MDD) but now had subclinical symptoms. Participants with dysthymia or double de-
pression were placed in the major depressive disorder groups (n = 4 in the ‘current MDD’, and
n = 1 in the ‘remitted MDD’ group). Participants from the remitted, partially remitted and cur-
rent major depressive disorder groups combined form the ‘lifetime MDD’ group.

Food Frequency Questionnaire. A validated semi-quantitative food frequency question-
naire that was previously used in epidemiological studies in The Netherlands was used [31–33].
The questionnaire covers the 1-month intake of 203 food items and beverages. For the present
study, additional questions on the use of gluten-free food products were added to the food fre-
quency questionnaire and participants were asked to provide the packaging and labels of the
gluten-free products that they had used in the past month. We also asked for recipes of home-
made gluten-free bread including the weight in grams of an average slice. Nutrient intake was
calculated using the Dutch Food Composition Table (‘Nederlands Voedingsstoffenbestand’;
NEVO, 2006) [34], which was extended for gluten-free products by a dietician based on the in-
formation provided by the participants and inquiry with manufacturers.

Other variables. Body mass index (kg/m2) was computed. The average amount of physical
activity was assessed using the Physical Activity Scale for the Elderly [35], to estimate ‘metabol-
ic equivalents of task’ (MET) minutes. Smoking behavior, alcohol consumption and duration
of gluten-free diet was assessed using self-report questionnaires. The current gluten-free diet
adherence level in our CD patients was assessed with a self-report question [9] as well as with
the Coeliac Disease Adherence Test [36].
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Blood sampling and other measures. Fasting venous blood samples were obtained on ice,
centrifuged and stored at—80°C within 3 hours after collection. Six serum amino acids (valine,
isoleucine, leucine, tyrosine, phenylalanine, tryptophan) and serum high-sensitivity C-reactive
protein (hsCRP) were assessed. HsCRP concentrations (mg/L) were measured using nephe-
lometry. Valine, isoleucine and leucine were considered to be the branched-chained amino
acids (BCAA). Tryptophan, valine, isoleucine and leucine were considered to be the LNAA.
Fasting serum amino acid composition was determined as a concentration (μmol/L) on a Bio-
chrom 30 automated amino acid analyser (Biochrom, UK) as previously described [37]. The
lower limits of detection were 3.5 μmol/L for valine, isoleucine and leucine; 2.5 μmol/L for tyro-
sine and phenylalanine, and 6.5 μmol/L for tryptophan. The intra-assay variabilities were 2.1%
for valine, 2.3% for leucine, and 1.9% for phenylalanine, while the inter-assay variabilities were
1.8% for valine, 3.1% for leucine and 3.9% for phenylalanine (in n = 10).

Statistical Analysis
Differences in group means were analyzed using analysis of variance (ANOVA) for continuous
variables and chi-squared (χ2) tests for categorical variables. Analysis of covariance (ANCOVA)
was used to adjusted for the possible confounders age, gender, education, BMI, alcohol intake
and smoking in analyses involving dietary intake and to adjust for age, gender, education, BMI,
alcohol intake, smoking and total energy intake in analyses involving plasma concentrations. To
assess the potential mediation by dietary intake, we additionally adjusted for daily intake of Trp
and LNAA when analyzing plasma levels of amino acids in a second ANCOVA. Because of the
unequal group sizes the p-value for theWelch’s F statistic is reported for variables in ANOVA
where the assumption of homogeneity of variance is violated. Post hoc tests in ANOVA were
perfomed using a Games-Howel procedure. Post hoc tests in ANCOVA were performed using a
Sidak confidence interval correction for multiple comparisons. Sensitivity analyses were per-
formed by additionally adjusting all analyses for log-transformed hsCRP levels, adherence to the
gluten-free diet and length of gluten-free diet, and by repeating the analyses with the lifetime
major depressive disorder group separated in remitted, partially remitted and current major de-
pressive disorder. Statistical significance was inferred at p<0.05 (two sided). To control for false
positive rate due to multiple comparisons a Benjamini-Hochsberg procedure was performed
showing that statistical significance could be inferred below the corrected p-value of 0.043. Sta-
tistical analyses were performed using SPSS software (Version 19.0. Armonk, NY: IBM Corp).

Results

Participant characteristics
No participants had missing data on the main study variables. The patients with CD had a
mean age of 55 years (range 20–86 years) and 74% was female (Table 1). Healthy controls had
a mean age of 51 years (range 22–66 years) and 67% was female. Both groups had an above av-
erage education level. The CD group (n = 77) comprised 44 participants (57%) who had one or
more (up to 4) current psychiatric diagnoses. 24 patients (22%) had a current or partially re-
mitted depressive disorder and 14 participants (18%) suffering from any anxiety disorder. CD
patients engaged in physical activity 59 MET hours per month less than healthy controls
(p = 0.01). On average, CD patients were on a gluten-free diet for an uninterrupted period of
15.8 years (SD = 10.4; range 2.5 to 52 years). Length of current gluten-free diet did not differ
significantly between never and lifetime major depressive disorder groups. Self-reported diet
adherence could be categorized as ‘very strict’ in 69% of participants, ‘strict’ in 30%, and ‘mod-
erately well’ to ‘poor’ in 1%. Diet adherence according to Coeliac Disease Adherence Test
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results was categorized as ‘excellent’ or ‘very good’ in 63% of participants, ‘very good’ to ‘fair’ in
26% and ‘fair’ to ‘poor’ in 11%.

Serum levels of amino acids
All of the tested serum amino acid concentrations differed significantly between CD patients
(n = 77) and healthy controls (n = 33), both before and after controlling for the confounders
age, gender, education, BMI, alcohol intake, smoking and total energy intake (Table 2). The
adjusted mean differences in serum concentrations of LNAA between CD patients and con-
trols were 19.2 μmol/L for valine (95% CI: 7.5–30.8; p = 0.002), 6.3 μmol/L for isoleucine
(95% CI: 2.3–10.3; p = 0.002), and 15.8 μmol/L for leucine (95% CI: 9.1–22.5; p<0.001). For
the essential amino acids, we found that adjusted mean difference in serum concentrations
between CD patients and controls were 6.5 μmol/L for tyrosine (95% CI: 2.0–10.9; p = 0.005),
4.1 μmol/L for phenylalanine (95% CI: 1.7–6.6; p = 0.001), and 5.8 μmol/L for tryptophan
(95% CI: 2.6–9.1; p = 0.001). Significant contributions to the models were made by the covari-
ates age, gender, level of education and BMI, with additional contributions by alcohol use
and smoking in the analysis of tyrosine.

Table 1. Socio-demographic andmedical characteristics in celiac disease patients andmatched controls.

Controls Patients with celiac disease

(n = 33) Never MDD (n = 35) Lifetime MDD (n = 42) P-value*

Age (years)—mean (SD) 51 ± 13 59 ± 19 52 ± 17 0.13

Gender:—n (%)

• Male 11 (33.3%) 12 (34.3%) 8 (19.0%) 0.25

• Female 22 (66.7%) 23 (65.7%) 34 (81.0%)

Level of education:—n (%)

• Low 7 (21.2%) 8 (22.9%) 10 (23.8%) 0.98

• Intermediate 8 (24.2%) 10 (28.6%) 12 (28.6%)

• High 18 (54.5%) 17 (48.6%) 20 (47.6%)

Body mass index (kg/m2)—mean (SD) 24.7 ± 3.7 25.1 ± 3.8 24.2 ± 4.0 0.59

Blood pressure:—mean (SD)

• diastolic (mmHg) 72.7 ± 10.2 72.3 ± 11.7 66.9 ± 8.9ab 0.02

• systolic (mmHg) 121.0 ± 19.8 134.6 ± 20.9a 117.5 ± 17.8b <0.001

Current smoker—n (%) 7 (21.2%) 4 (11.4%) 6 (14.3%) 0.52

Alcohol intake:—n (%)

• no 10 (30.3%) 14 (40.90%) 19 (45.2%) 0.27

• 1–2 u/d 16 (48.5%) 19 (54.3%) 16 (38.1%)

• �2 u/d 7 (21.2%) 2 (5.7%) 7 (16.7%)

Comorbid medical conditions:—n (%) 1.0 (1.0–2.0) 2.0 (1.0–3.0)a 2.0 (2.0–3.0)a 0.04

hsCRP (mg/L) 2.62 (0.75–4.48) 1.68 (1.11–2.24) 2.66 (0.33–5.00) 0.70

Physical activity (MET hours/week) 46.2 ± 35.0 31.3 ± 22.3a 31.5 ± 27.3a 0.048

Data are presented as n (%) or mean (± SD), or median (Q1-Q3), when appropriate. MDD denotes, major depressive disorder; hsCRP, High-sensitivity C-

reactive protein; MET, metabolic equivalents of task.

*: Two sided p-values by chi-squared test for categorical variables and by ANOVA for continuous variables.
a Statistically significantly different in post-hoc tests from controls.
b Statistically significantly different in post-hoc tests from never MDD.

doi:10.1371/journal.pone.0122619.t001
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Dietary intake of amino acids
There was no significant difference between CD patients and controls in overall energy intake
and overall protein intake both before and after controlling for covariates. However, CD pa-
tients consumed significantly less vegetable proteins and non-significantly more animal pro-
teins. Vegetable protein intake was significantly lower in CD patients compared to controls
(mean 23.7 and 31.5 g/d, respectively; mean difference of 7.8 g/d; 95% CI: 4.7–10.8; p<0.001).
Although the total amino acid intake and the mean intake of all six tested amino acids was
lower in CD patients, none of these differences were statistically significant compared to con-
trols. Correlations between diet intake of individual fatty acids and serum concentrations of
fatty acids were low (e.g. Tyr: ρs = 0.07, p = 0.45; Phen: ρs = 0.11, p = 0.24; Trp: ρs = 0.13,
p = 0.18).

Amino acid ratios
The Trp/LNAA ratio based on dietary intake was significantly lower in CD patients than con-
trols, both before and after controlling for covariates (0.046 vs 0.049; mean diff. –0.0025; 95%
CI: –0.0033; –0.0016; p<0.001). The dietary Trp/BCAA ratio difference was also significantly
lower (0.067 vs 0.071; mean diff. –0.0042; 95% CI: –0.0054; –0.0029; p<0.001), as was the
PhenTyr/LNAA ratio (0.42 vs 0.43; mean diff. –0.010; 95% CI: –0.012; –0.0078; p<0.001).

The Trp/LNAA ratio in serum was not different between CD patients and controls, both be-
fore and after controlling for covariates (0.10 vs 0.11; mean diff. –0.0011; 95% CI: –0.0085;

Table 2. Serum amino acid levels in celiac disease patients andmatched controls.

Controls Patients with celiac disease

(n = 33) Never MDD (n = 35) Lifetime MDD (n = 42) P-value*

Valine (μmol/L)

• Crude 221.4 ± 6.0 202.4 ± 4.9a 201.1 ± 5.6a 0.021

• Adjusted 221.2 ± 4.9 196.7 ± 4.8a 206.0 ± 4.3 0.003

Isoleucine (μmol/L)

• Crude 57.2 ± 2.6 51.3 ± 1.6 49.7 ± 1.7 0.026

• Adjusted 56.9 ± 1.7 49.6 ± 1.7a 51.3 ± 1.5a 0.007

Leucine (μmol/L)

• Crude 117.8 ± 3.8 101.9 ± 2.6a 100.0 ± 3.1a <0.001

• Adjusted 117.0 ± 2.8 99.6 ± 2.8a 102.5 ± 2.5a <0.001

Tyrosine (μmol/L)

• Crude 60.0 ± 1.7 57.7 ± 2.4 50.4 ± 1.9ab 0.002

• Adjusted 60.0 ± 1.8 56.0 ± 1.8 51.9 ± 1.6a 0.006

Phenylalanine (μmol/L)

• Crude 56.3 ± 0.8 53.0 ± 1.3 52.0 ± 1.0a 0.014

• Adjusted 56.5 ± 1.0 51.9 ± 1.0a 52.8 ± 0.9a 0.004

Tryptophan (μmol/L)

• Crude 53.9 ± 1.5 47.8 ± 1.6a 47.4 ± 1.2a 0.003

• Adjusted 53.6 ± 1.4 46.7 ± 1.4a 48.6 ± 1.2a 0.002

Data are (adjusted) means ± standard error (SE). MDD denotes, major depressive disorder.

*: Two sided p-values by AN(CO)VA, adjusted for age, gender, education, BMI, alcohol intake, smoking and total energy intake.
a Statistically significantly different in post-hoc tests from controls.
b Statistically significantly different in post-hoc tests from never MDD.

doi:10.1371/journal.pone.0122619.t002

Celiac Disease, Amino Acids and Depression

PLOS ONE | DOI:10.1371/journal.pone.0122619 April 17, 2015 8 / 14



0.0063; p = 0.77), as was the Trp/BCAA ratio (0.014 vs 0.014; mean diff. –0.0013; 95% CI: –
0.012; 0.0090; p = 0.81), and the PhenTyr/LNAA ratio (0.26 vs 0.26; mean diff. 0.003; 95% CI: –
0.013; 0.019; p = 0.72).

Depression and amino acids
Within CD patients, we also compared the mean amino acid levels and ratios in serum and die-
tary intake between the never- and lifetime major depressive disorder groups using ANCOVA
adjusting for covariates. Overall, amino acid intake and serum values were lower in patients
with a lifetime major depressive disorder diagnosis, but they did not differ significantly from
values in those without a diagnosis of major depressive disorder (Tables 2 and 3). Results for
the three essential amino acids are depicted in Fig 3.

Table 3. Diet intake in celiac disease patients andmatched controls.

Controls Patients with celiac disease

(n = 33) Never MDD (n = 35) Lifetime MDD (n = 42) P-value*

Total energy intake (kcal/d)

• Crude 1966 ± 93 2097 ± 112 1864 ± 96 0.25

• Adjusted 1938 ± 103 2091 ± 101 1890 ± 91 0.34

Total protein intake (g/d)

• Crude 72.6 ± 3.3 69.9 ± 3.4 65.1 ± 3.3 0.27

• Adjusted 71.7 ± 3.4 69.1 ± 3.4 66.4 ± 3.0 0.51

Total vegetable protein intake (g/d)

• Crude 31.5 ± 1.5 25.7 ± 1.4a 22.0 ± 1.0a <0.001

• Adjusted 31.4 ± 1.3 25.4 ± 1.3a 22.3 ± 1.1a <0.001

Total animal protein intake (g/d)

• Crude 41.1 ± 2.4 44.2 ± 2.6 43.2 ± 2.6 0.71

• Adjusted 40.3 ± 2.6 43.8 ± 2.6 44.1 ± 2.3 0.51

Valine (g/d)

• Crude 4.0 ± 0.2 4.0 ± 0.2 3.7 ± 0.2 0.48

• Adjusted 3.9 ± 0.2 3.9 ± 0.2 3.8 ± 0.2 0.77

Isoleucine (g/d)

• Crude 3.3 ± 0.2 3.3 ± 0.2 3.1 ± 0.2 0.53

• Adjusted 3.3 ± 0.2 3.27 ± 0.2 3.1 ± 0.2 0.81

Leucine (g/d)

• Crude 5.8 ± 0.3 5.8 ± 0.3 5.4 ± 0.3 0.47

• Adjusted 5.7 ± 0.3 5.8 ± 0.3 5.5 ± 0.3 0.74

Tyrosine (g/d)

• Crude 2.6 ± 0.1 2.6 ± 0.1 2.4 ± 0.1 0.47

• Adjusted 2.6 ± 0.1 2.6 ± 0.1 2.4 ± 0.1 0.76

Phenylalanine (g/d)

• Crude 3.4 ± 0.2 3.3 ± 0.2 3.1 ± 0.2 0.26

• Adjusted 3.4 ± 0.2 3.3 ± 0.2 3.1 ± 0.2 0.46

Tryptophan (g/d)

• Crude 0.92 ± 0.04 0.87 ± 0.04 0.82 ± 0.04 0.19

• Adjusted 0.91 ± 0.04 0.86 ± 0.04 0.83 ± 0.04 0.40

Data are (adjusted) means ± standard error (SE). MDD denotes, major depressive disorder.

*: Two sided p-values by AN(CO)VA, adjusted for age, gender, education, BMI, alcohol intake and smoking.
a Statistically significantly different in post-hoc tests from controls.

doi:10.1371/journal.pone.0122619.t003
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Sensitivity analyses
To take the influence of possible current inflammation into account we performed a sensitivity
analysis where we additionally adjusted our multivariate models for log-transformed hsCRP
levels. The analysis did not alter the results. We also investigated the relationship between glu-
ten-free diet characteristics and amino acid serum levels and amino acid intake. Both the dura-
tion of the gluten-free diet as well as adherence measured by the Celiac Disease Adherence Test
did not significantly predict amino acid serum levels, with or without controlling for covariates,
nor amino acid intake. Separating the lifetime major depressive disorder group by ‘remitted
MDD’, ‘partially remitted MDD’ and ‘current MDD’, yielded essentially similar results.

Discussion
We investigated the role of amino acid intake and amino acid serum concentrations in depres-
sion in patients with CD in remission. CD patients had a lower intake of vegetable protein
which may explain the lower serum concentrations of these essential amino acids that we
found in CD patients. CD patients also had lower Trp/LNAA ratio and Phen-Tyr/LNAA ratios
in their diets compared to controls, pointing to a dietary intake of amino acids that might lead
to Trp or Tyr depletion. However, none of the amino acid related findings could be linked to a
diagnosis of major depressive disorder in our sample.

Circulating amino acid concentrations are indicative of dietary protein intake and can be
used as an indicator of various clinical conditions i.e. malnutrition [38,39]. Intake of dietary
protein has been proven to be related to the availability of amino acids in the brain and the

Fig 3. Dietary intake and serum levels of tyrosine, phenylalanine and tryptophan in controls and
celiac disease patients with and without depression.

doi:10.1371/journal.pone.0122619.g003
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effects of amino acid imbalance have been studied extensively, furthermore, imbalanced intake
of amino acids such as is used in experimental acute Trp depletion and acute Phen-Tyr deple-
tion studies has been shown to affect mood and cognition [25,40]. Our results show markedly
and significantly lower serum concentrations of individual amino acids in CD patients com-
pared to healthy controls and significant lower Trp/LNAA and Trp/BCAA ratios in dietary in-
take in CD patients compared to controls. In earlier studies lower serum concentrations of
monoamine precursors, decreased Trp/LNAA ratio and decreased cerebrospinal fluid levels of
serotonin, dopamine, and norepinephrine metabolites have been found in untreated CD pa-
tients. These were likely caused by intestinal malabsorption and the situation was assumed to
resolve if patients adhere to a lifelong gluten free diet [7,15]. Inflammatory processes however
may also lead to reduced Trp availability in patients with CD. A study in 24 children with active
CD showed that the serum kynurenine (the first product of tryptophan catabolism) to trypto-
phan ratio was significantly higher than in controls and as high as in paediatric patients with
active Crohn’s disease. Combining this with proof of increased expression of IDO (an anti-
inflammatory enzyme that catalyses tryptophan along the kynurenine pathway) in intestinal
sections of these CD patients, the authors link intestinal inflammation with increased trypto-
phan catabolism in active CD [12]. They conclude however that the presence of enhanced IDO
expression and enhanced tryptophan metabolism in CD patients in remission remains to
be investigated.

In the present study, patients with CD in remission had 11% lower serum Trp concentra-
tions than healthy matched controls. The assumption in earlier studies that improvement of
Trp concentrations shortly after the introduction of the gluten free diet points to complete nor-
malisation after a longer period of time [7,11,17] is not supported by our results. Studies fol-
lowing patients for a longer time have up until now not been performed and the question
remains if concentrations of monoamine metabolites fully return to normal levels in treated
CD. In our study in CD patients on a long term gluten-free diet (mean 16 years) we have found
significantly lower serum concentrations of amino acids compared to controls. This finding
suggests that brain monoamine availability might be indeed reduced in long term treated CD
patients, possibly through low Trp/LNAA or Phen-Tyr ratio or general low Trp or Tyr supply.
Acute Trp depletion leads to lower brain availability of serotonin and acute Phen-Tyr depletion
leads to lower brain availability of dopamine and norepinephrine [21]. Deficiency of the neuro-
transmitters serotonin, dopamine and norepinephrine are involved in conditions such as Par-
kinson’s disease, ADHD, schizophrenia, drug addiction, fibromyalgia and depression [41–43].
In previous studies, a reduction in brain monoamine availability in CD patients was found
[7,15]. This reduction may subsequently have induced depression, explaining the increased
risk of depression in the CD population as a whole [14]. In contrast to these studies neither in-
take nor serum levels of amino acids were associated with lifetime major depressive disorder in
our CD patients. This might be explained by the small size of our sample and a lack of power to
detect an effect.

Several authors have hypothesized that brain function and depression in active CD is linked
to intestinal malabsorption through the reduced uptake of amino acids such as tryptophan and
consequently a lower production of serotonin [2,7,11,14,16]. Our study gives some support for
the idea that in treated CD patients there is malabsorption of these amino acids, since serum
concentrations of amino acids were lower in CD patients than in controls while dietary intake
of amino acids did not differ. Other mechanism might explain the lower essential amino acid
serum concentrations in our sample as well. First, the relative depletion of the essential amino
acids (compared to the LNAA, as reflected in their lower ratios) in the diet. Second, poor treat-
ment compliance. However, it is unlikely that this played a major role in our study, since we
confirmed longstanding good adherence to the gluten free diet and absence of an active
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inflammatory process in our patients. Third, the low amino acid serum levels might be related
to the prolonged period of the untreated and undiagnosed phase in CD. Destruction of the in-
testinal lining or microbiome during this phase might have induced a more permanent increase
in catabolism and metabolism of (essential) amino acids in CD patients. We suggest this issue
needs further study in CD patients [44].

A strength of our study is that it is the first to examine both the amino acid content of the
gluten-free diet and serum in CD patients. There are also some limitations that need to be men-
tioned. Although the differences in our study were statistically significant, they were small and
are not likely to produce an immediate clinical effect. Trp loading studies mostly use higher
doses, varying from 0.5–7 grams of Trp a day, to produce mood altering effects and improve-
ment in quality of sleep [45,46]. The acute Trp depletion procedure in monoamine depletion
experiments however causes a drop in monoamine concentrations of about 70–90% [21]. It is
unknown at this point what effect unfavorable amino acid ratio in intake and in serum concen-
trations will have in the case of a lifelong diet and this low level depletion we found might accu-
mulate its effect over time. We also should consider a possible lack of power in our study, due
to the relatively small sample size. Larger studies are necessary to confirm our findings, includ-
ing prospective studies following patients from the start of the gluten-free diet and over a lon-
ger period of time.

In conclusion, we found that CD patients on a long term gluten free diet consume signifi-
cantly less vegetable protein than controls and have significantly lower serum concentrations
of essential amino acid than controls. The clinical significance of the lower amino acid levels is
unclear since the findings were not related to depression in our sample.

Author Contributions
Conceived and designed the experiments: NH EGWD. Performed the experiments: NH TP
NJ. Analyzed the data: NH EG TP NJ WD ST. Contributed reagents/materials/analysis tools:
ST JG. Wrote the paper: ST JG.

References
1. Tommasini A, Not T, Kiren V, Baldas V, Santon D, Trevisiol C, et al. (2004) Mass screening for coeliac

disease using antihuman transglutaminase antibody assay. Archives of Disease in Childhood 89:
512–515. PMID: 15155392

2. Addolorato G, Leggio L, D'Angelo C, Mirijello A, Ferrulli A, Cardone S, et al. (2008) Affective and psychi-
atric disorders in celiac disease. Dig Dis 26: 140–148. doi: 10.1159/000116772 PMID: 18431064

3. Rostom A, Murray JA, Kagnoff MF (2006) American Gastroenterological Association (AGA) Institute
Technical Review on the Diagnosis and Management of Celiac Disease. Gastroenterology 131:
1981–2002. PMID: 17087937

4. Rubio-Tapia A, RahimMW, See JA, Lahr BD, Wu T- T, Murray JA (2010) Mucosal Recovery and Mor-
tality in Adults With Celiac Disease After Treatment With a Gluten-Free Diet. Am J Gastroenterol 105:
1412–1420. doi: 10.1038/ajg.2010.10 PMID: 20145607

5. Addolorato G, Stefanini GF, Capristo E, Caputo F, Gasbarrini A, Gasbarrini G (1996) Anxiety and de-
pression in adult untreated celiac subjects and in patients affected by inflammatory bowel disease: A
personality ''trait'' or a reactive illness? Hepato-Gastroenterology 43: 1513–1517. PMID: 8975957

6. Carta MG, Hardoy MC, Boi MF, Mariotti S, Carpiniello B, Usai P (2002) Association between panic dis-
order, major depressive disorder and celiac disease: a possible role of thyroid autoimmunity. J Psycho-
som Res 53: 789–793. PMID: 12217453

7. Hernanz A, Polanco I (1991) Plasma precursor amino acids of central nervous systemmonoamines in
children with coeliac disease. Gut 32: 1478–1481. PMID: 1773952

8. Addolorato G, Mirijello A, D'Angelo C, Leggio L, Ferrulli A, Abenavoli L, et al. (2008) State and trait anxi-
ety and depression in patients affected by gastrointestinal diseases: psychometric evaluation of 1641
patients referred to an internal medicine outpatient setting. International journal of clinical practice 62:
1063–1069. doi: 10.1111/j.1742-1241.2008.01763.x PMID: 18422970

Celiac Disease, Amino Acids and Depression

PLOS ONE | DOI:10.1371/journal.pone.0122619 April 17, 2015 12 / 14

http://www.ncbi.nlm.nih.gov/pubmed/15155392
http://dx.doi.org/10.1159/000116772
http://www.ncbi.nlm.nih.gov/pubmed/18431064
http://www.ncbi.nlm.nih.gov/pubmed/17087937
http://dx.doi.org/10.1038/ajg.2010.10
http://www.ncbi.nlm.nih.gov/pubmed/20145607
http://www.ncbi.nlm.nih.gov/pubmed/8975957
http://www.ncbi.nlm.nih.gov/pubmed/12217453
http://www.ncbi.nlm.nih.gov/pubmed/1773952
http://dx.doi.org/10.1111/j.1742-1241.2008.01763.x
http://www.ncbi.nlm.nih.gov/pubmed/18422970


9. van Hees NJM, Van der DoesW, Giltay EJ (2013) Coeliac disease, diet adherence and depressive
symptoms. J Psychosom Res 74: 155–160. doi: 10.1016/j.jpsychores.2012.11.007 PMID: 23332531

10. van Hees N, Erik G, Geleijnse J, Nadine J, van der DoesW (2014) DHA Serum Levels Were Signifi-
cantly Higher in Celiac Disease Patients Compared to Healthy Controls andWere Unrelated to Depres-
sion. PLoS ONE 9: e97778. doi: 10.1371/journal.pone.0097778 PMID: 24841484

11. Hallert C, Sedvall G (1983) Improvement in central monoamine metabolism in adult coeliac patients
starting a gluten-free diet. Psychol Med 13: 267–271. PMID: 6192458

12. Torres MI, Lopez-Casado MA, Lorite P, Rios A (2007) Tryptophan metabolism and indoleamine 2,3-
dioxygenase expression in coeliac disease. Clin Exp Immunol 148: 419–424. PMID: 17362267

13. Nutt DJ (2008) Relationship of neurotransmitters to the symptoms of major depressive disorder. J Clin
Psychiatry 69 Suppl E1: 4–7. PMID: 18494537

14. Hallert C, Mrtensson J, Allgn LG (1982) Brain availability of monoamine precursors in adult coeliac dis-
ease. Scandinavian journal of gastroenterology 17: 87–89. PMID: 7134841

15. Hallert C, Astrom J, Sedvall G (1982) Psychic disturbances in adult coeliac disease. III. Reduced cen-
tral monoamine metabolism and signs of depression. Scand J Gastroenterol 17: 25–28. PMID:
6182605

16. Pynnonen P, Isometsa E, Verkasalo M, Savilahti E, Aalberg V (2002) Untreated celiac disease and de-
velopment of mental disorders in children and adolescents. Psychosomatics 43: 331–334. PMID:
12189260

17. Pynnonen PA, Isometsa ET, Verkasalo MA, Kahkonen SA, Sipila I, Savilahti E, et al. (2005) Gluten-
free diet may alleviate depressive and behavioural symptoms in adolescents with coeliac disease: a
prospective follow-up case-series study. BMC Psychiatry 5: 14. PMID: 15774013

18. Thompson T (2000) Folate, iron, and dietary fiber contents of the gluten-free diet. J Am Diet Assoc
100: 1389–1396. PMID: 11103663

19. Thompson T, Dennis M, Higgins LA, Lee AR, Sharrett MK (2005) Gluten-free diet survey: are Ameri-
cans with coeliac disease consuming recommended amounts of fibre, iron, calcium and grain foods?
Journal of Human Nutrition and Dietetics 18: 163–169. PMID: 15882378

20. Wild D, Robins GG, Burley VJ, Howdle PD (2010) Evidence of high sugar intake, and low fibre and min-
eral intake, in the gluten-free diet. Alimentary Pharmacology & Therapeutics 32: 573–581.

21. Booij L, Van der Does AJ, Riedel WJ (2003) Monoamine depletion in psychiatric and healthy popula-
tions: review. Molecular psychiatry 8: 951–973. PMID: 14647394

22. [FAO] FaAO (1993) Maize in human nutrition. Rome, Italy: Food and Agriculture Organization of the
United Nations.

23. FAO/WHO/UNU (2007) Protein and amino acid requirements in human nutrition. Report of a Joint
FAO/WHO/UNU expert consultation WHO Technical Reports Series 935, World Health Organization,
Geneva, Switserland. PMID: 18330140

24. Young SN, Smith SE, Pihl RO, Ervin FR (1985) Tryptophan depletion causes a rapid lowering of mood
in normal males. Psychopharmacology 87: 173–177. PMID: 3931142

25. Fernstrom JD (2013) Large neutral amino acids: dietary effects on brain neurochemistry and function.
Amino Acids 45: 419–430. doi: 10.1007/s00726-012-1330-y PMID: 22677921

26. Sainio EL, Pulkki K, Young SN (1996) L-Tryptophan: Biochemical, nutritional and pharmacological as-
pects. Amino Acids 10: 27. PMID: 8566543

27. Schulte-van Maaren YW, Carlier IV, Giltay EJ, van Noorden MS, de Waal MW, van der Wee NJ, et al.
(2013) Reference values for mental health assessment instruments: objectives and methods of the Lei-
den Routine OutcomeMonitoring Study. Journal of evaluation in clinical practice 19: 342–350. doi: 10.
1111/j.1365-2753.2012.01830.x PMID: 22332898

28. Sheehan DV (1998) The Mini-International Neuropsychiatric Interview (M.I.N.I.): the development and
validation of a structured diagnostic psychiatric interview for DSM-IV and ICD-10. The Journal of clinical
psychiatry 59 Suppl 20: 22–33;quiz34–57. PMID: 9881538

29. van Vliet IM (2007) The MINI-International Neuropsychiatric Interview. A brief structured diagnostic psy-
chiatric interview for DSM-IV en ICD-10 psychiatric disorders. Tijdschrift voor psychiatrie 49: 393–397.
PMID: 17614093

30. American Psychiatric Association APATFoDSMIV (2000) Diagnostic and statistical manual of mental
disorders: DSM-IV-TR. Washington, DC: American Psychiatric Association.

31. Geleijnse JM, Giltay EJ, Schouten EG, de Goede J, Oude Griep LM, Teitsma-Jansen AM, et al. (2010)
Effect of low doses of n-3 fatty acids on cardiovascular diseases in 4,837 post-myocardial infarction pa-
tients: design and baseline characteristics of the Alpha Omega Trial. Am Heart J 159: 539–546 e532.
doi: 10.1016/j.ahj.2009.12.033 PMID: 20362710

Celiac Disease, Amino Acids and Depression

PLOS ONE | DOI:10.1371/journal.pone.0122619 April 17, 2015 13 / 14

http://dx.doi.org/10.1016/j.jpsychores.2012.11.007
http://www.ncbi.nlm.nih.gov/pubmed/23332531
http://dx.doi.org/10.1371/journal.pone.0097778
http://www.ncbi.nlm.nih.gov/pubmed/24841484
http://www.ncbi.nlm.nih.gov/pubmed/6192458
http://www.ncbi.nlm.nih.gov/pubmed/17362267
http://www.ncbi.nlm.nih.gov/pubmed/18494537
http://www.ncbi.nlm.nih.gov/pubmed/7134841
http://www.ncbi.nlm.nih.gov/pubmed/6182605
http://www.ncbi.nlm.nih.gov/pubmed/12189260
http://www.ncbi.nlm.nih.gov/pubmed/15774013
http://www.ncbi.nlm.nih.gov/pubmed/11103663
http://www.ncbi.nlm.nih.gov/pubmed/15882378
http://www.ncbi.nlm.nih.gov/pubmed/14647394
http://www.ncbi.nlm.nih.gov/pubmed/18330140
http://www.ncbi.nlm.nih.gov/pubmed/3931142
http://dx.doi.org/10.1007/s00726-012-1330-y
http://www.ncbi.nlm.nih.gov/pubmed/22677921
http://www.ncbi.nlm.nih.gov/pubmed/8566543
http://dx.doi.org/10.1111/j.1365-2753.2012.01830.x
http://dx.doi.org/10.1111/j.1365-2753.2012.01830.x
http://www.ncbi.nlm.nih.gov/pubmed/22332898
http://www.ncbi.nlm.nih.gov/pubmed/9881538
http://www.ncbi.nlm.nih.gov/pubmed/17614093
http://dx.doi.org/10.1016/j.ahj.2009.12.033
http://www.ncbi.nlm.nih.gov/pubmed/20362710


32. Ocke MC, Bueno-de-Mesquita HB, Pols MA, Smit HA, van Staveren WA, Kromhout D (1997) The
Dutch EPIC food frequency questionnaire. II. Relative validity and reproducibility for nutrients. Int J Epi-
demiol 26 Suppl 1: S49–58. PMID: 9126533

33. Feunekes GI, Van StaverenWA, De Vries JH, Burema J, Hautvast JG (1993) Relative and biomarker-
based validity of a food-frequency questionnaire estimating intake of fats and cholesterol. Am J Clin
Nutr 58: 489–496. PMID: 8379504

34. Stichting Nederlands Voedingsstoffenbestand (NEVO foundation). Dutch Food Composition
Table 2006. The Netherlands Nutrition Centre, The Hague, The Netherlands.

35. Washburn RA, Smith KW, Jette AM, Janney CA (1993) The Physical Activity Scale for the Elderly
(PASE): development and evaluation. J Clin Epidemiol 46: 153–162. PMID: 8437031

36. Leffler DA, Dennis M, Edwards George JB, Jamma S, Magge S, Cook EF, et al. (2009) A simple validat-
ed gluten-free diet adherence survey for adults with celiac disease. Clinical gastroenterology and hepa-
tology: the official clinical practice journal of the American Gastroenterological Association 7: 530–536,
536 e531–532.

37. MerensW, Booij L, Markus R, Zitman FG, Onkenhout W, Van der Does AJ (2005) The effects of a diet
enriched with alpha-lactalbumin on mood and cortisol response in unmedicated recovered depressed
subjects and controls. The British journal of nutrition 94: 415–422. PMID: 16176613

38. Hutson SM, Harper AE (1981) Blood and tissue branched-chain amino and alpha-keto acid concentra-
tions: effect of diet, starvation, and disease. Am J Clin Nutr 34: 173–183. PMID: 7211722

39. Matthews DE (2005) Observations of branched-chain amino acid administration in humans. J Nutr
135: 1580S–1584S. PMID: 15930473

40. Le Floc'h N, OttenW, Merlot E (2011) Tryptophan metabolism, from nutrition to potential therapeutic ap-
plications. Amino Acids 41: 1195–1205. doi: 10.1007/s00726-010-0752-7 PMID: 20872026

41. Kalia M (2005) Neurobiological basis of depression: an update. Metabolism, clinical and experimental
54: 24–27.

42. Wood PB, Schweinhardt P, Jaeger E, Dagher A, Hakyemez H, Rabiner EA, et al. (2007) Fibromyalgia
patients show an abnormal dopamine response to pain. European Journal of Neuroscience 25:
3576–3582. PMID: 17610577

43. Solanto MV (2002) Dopamine dysfunction in AD/HD: integrating clinical and basic neuroscience re-
search. Behavioural Brain Research 130: 65–71. PMID: 11864719

44. Beirão EM, Padovan ACB, Furtado JJD, Colombo AL, Medeiros EAS Does the change on gastrointesti-
nal tract microbiome affects host? The Brazilian Journal of Infectious Diseases.

45. Fernstrom JD (2012) Effects and Side Effects Associated with the Non-Nutritional Use of Tryptophan
by Humans. The Journal of Nutrition 142: 2236S–2244S. doi: 10.3945/jn.111.157065 PMID:
23077193

46. Young SN, Leyton M (2002) The role of serotonin in human mood and social interaction. Insight from al-
tered tryptophan levels. Pharmacol Biochem Behav 71: 857–865. PMID: 11888576

Celiac Disease, Amino Acids and Depression

PLOS ONE | DOI:10.1371/journal.pone.0122619 April 17, 2015 14 / 14

http://www.ncbi.nlm.nih.gov/pubmed/9126533
http://www.ncbi.nlm.nih.gov/pubmed/8379504
http://www.ncbi.nlm.nih.gov/pubmed/8437031
http://www.ncbi.nlm.nih.gov/pubmed/16176613
http://www.ncbi.nlm.nih.gov/pubmed/7211722
http://www.ncbi.nlm.nih.gov/pubmed/15930473
http://dx.doi.org/10.1007/s00726-010-0752-7
http://www.ncbi.nlm.nih.gov/pubmed/20872026
http://www.ncbi.nlm.nih.gov/pubmed/17610577
http://www.ncbi.nlm.nih.gov/pubmed/11864719
http://dx.doi.org/10.3945/jn.111.157065
http://www.ncbi.nlm.nih.gov/pubmed/23077193
http://www.ncbi.nlm.nih.gov/pubmed/11888576

