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■ Abstract Kleptomania, an often
secret inability to resist the impulse
to steal objects not needed for per-
sonal use or their monetary value,
is an underrecognized disorder
that is unknown to many clini-
cians. Kleptomania has gone virtu-
ally unmentioned in the adolescent
literature, despite the fact that klep-
tomania often has its onset during
adolescence. This report presents a

case of an adolescent with klepto-
mania who responded to naltrex-
one. The clinical features of klepto-
mania are reviewed, as are available
data on the treatment of this dis-
tressing and often disabling disor-
der.
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Introduction

Kleptomania is an often secret psychiatric disorder that
has been described worldwide for almost two centuries
[16]. Yet this distressing and often debilitating disorder
is still underrecognized and unknown to many clini-
cians. Of note, kleptomania has received virtually no
mention in the adolescent psychiatric literature, despite
preliminary evidence that its onset usually occurs dur-
ing adolescence [6, 18].

Kleptomania is currently classified by DSM-IV as an
impulse-control disorder. Kleptomania is defined by
three essential features: 1) failure to resist an impulse to
steal unneeded objects; 2) an increasing sense of tension
or arousal before committing the theft; and 3) an expe-
rience of pleasure, gratification or release at the time of
committing the theft [1]. In addition, the symptoms
must not be better accounted for by another mental dis-
order (e. g., conduct disorder, eating disorder, attention
deficit hyperactivity disorder).

Although long presumed to be a rare disorder, it has
been argued that kleptomania may be more common
than realized because it is a secret disorder [16]. Prelim-
inary data suggest that it may frequently occur among
patients with mood disorders, obsessive compulsive dis-

order, eating disorders, and social phobia [17]. However,
kleptomania often goes undiagnosed and untreated.
Reasons for this appear to include shame about the
symptoms and reluctance to reveal themselves and clin-
icians’ lack of familiarity with kleptomania.

Although a number of therapeutic strategies have
been proposed for the treatment of kleptomania, no for-
mal drug studies for kleptomania are found in the lite-
rature. A small number of case reports of adult patients
cite improvement using tricyclic antidepressants [16],
selective serotonin reuptake inhibitors (SSRIs) [4, 13,
15], electroconvulsive therapy [16], lithium [2] or val-
proate [10]. In this report, we describe a case of adoles-
cent kleptomania, without comorbidity, who was suc-
cessfully treated with the opioid antagonist naltrexone.

Case report

Susan is a 13-year-old Caucasian female who was
brought to an impulse control specialty clinic by her
mother for her repeated acts of stealing. Susan had
started stealing approximately five years earlier. Ini-
tially, she would take candy from her two older sisters or
money from her parents, usually to buy candy or toys.
During the five years, however, Susan began stealing
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from neighbors’ homes, often taking peculiar items that
even she could not explain (e. g., empty bottles, a ham-
mer, sprinkler, dog leash). Susan also started stealing
from school.At one time she had seven basketballs in her
room, all of which she had taken from school although
she had never used them. Susan’s repeated thefts from
classmates (e. g., notebooks, socks, pens) had left her so-
cially isolated and without friends. Other than the steal-
ing behavior,Susan exhibited no other behavioral symp-
toms.

Susan described her problem as “horrible – I can’t
control it and no one believes me. They all think I’m bad.
Maybe I am. I try to stop myself. I don’t even want the
stuff.” Susan reported having urges to steal almost every
day.When an urge occurred,she also reported having no
ability to resist it.Susan did not know what triggered her
urges. In fact, she reported often waking up in the morn-
ing and wanting to steal something. As a result of the
stealing, Susan avoided almost all social interactions
and, despite having been an excellent student through-
out school, she began failing courses at school.

Prior to being seen in our clinic, Susan had been tried
on several antidepressants over the last five years (a 
two-month trial of fluoxetine 60 mg/day, a four-month
trial of citalopram 40 mg/day, a four-month trial of flu-
voxamine 250 mg/day) all without a change in her klep-
tomania symptoms. Susan’s previous psychiatrists had
not mentioned the diagnosis of kleptomania to either
Susan or her parents. Instead, they had diagnosed her as
being depressed and angry.Also prior to our initial eval-
uation, Susan had undergone weekly cognitive-behav-
ioral therapy for 10 weeks, again without any change in
her kleptomania symptoms.

The patient’s developmental history was unremar-
kable. Her medical history included a tonsillectomy at
age five years. No other significant illnesses were re-
ported. Susan’s family history was devoid of any known
psychiatric illnesses. Physical examination was also un-
remarkable. An evaluation for sexual or physical abuse
or neglect was negative.

Susan was evaluated by the first author, and klepto-
mania was diagnosed in a clinical assessment using
DSM-IV criteria. Based on a two-hour diagnostic inter-
view, the patient did not meet criteria for major depres-
sive disorder, bipolar disorder, conduct disorder, oppo-
sitional defiant disorder, or an eating disorder.As part of
the initial visit, the diagnosis of kleptomania was dis-
cussed with Susan and her parents. No other symptoms
that were consistent with other impulse control disor-
ders were reported.

After Susan and her parents were informed about
possible side effects, she consented to the off-label use of
the medication. Susan was informed that the goal of the
medication was to decrease her stealing behavior. Base-
line liver function tests (LFTs) were performed, and Su-
san was started on naltrexone 12.5 mg/day. Susan’s

weight was 44.5 kg.After five days and without apparent
change in symptoms, the dose was increased to
25 mg/day. Susan reported feeling a reduction in her
urges to steal and a decrease in the anticipatory anxiety
she felt before stealing. Susan felt she could finally resist
her urges to steal more easily. After two weeks on
25 mg/day and still reporting symptoms, the naltrexone
was increased to 50 mg/day. After two weeks on
50 mg/day, Susan reported that she was able to go with-
out stealing for the entire two-week period, something
she had been unable to do for approximately five years.
Susan denied side effects from the medication, except
for mild nausea the first three days after starting the
medication.

The first author met with Susan once each week for
forty-five minutes per visit to discuss changes in symp-
toms. Susan was compliant with medication. Although
quite embarrassed about her behavior,Susan was always
forthcoming with information regarding her stealing
behavior. In fact, she kept a daily journal of frequency of
urges, intensity of urges, and items stolen. Supportive
therapy was provided to Susan during these medication
follow-up visits. Susan’s parents were also seen each
week separately from Susan to provide details concern-
ing stealing behavior. No other significant events in the
family were reported during the time of medication
adjustment. No other psycho-social interventions were
offered.

After four weeks on 50 mg/day, Susan’s parents dis-
continued treatment because they were on vacation and
ran out of medication. Within two days of stopping the
medication, Susan reported that her urges to steal re-
turned with the same intensity they had prior to treat-
ment. Susan was restarted on her medication immedi-
ately after returning from the vacation. After three days
of restarting the medication, Susan’s symptoms again
went into remission. Prior to this medication, Susan had
never had a remission of her symptoms for approxi-
mately the last five years. Susan has been on naltrexone
50 mg/day for 22 weeks since reinstatement of her med-
ication. She has not experienced a return of her klepto-
mania symptoms and the dose has not been adjusted.

Discussion

Two points make this case of interest to clinicians. First,
adolescents who steal may be suffering from kleptoma-
nia, not simply a behavioral disturbance. This diagnos-
tic distinction is important because patients with klep-
tomania suffer intense shame and distress secondary to
their illegal activity.Adolescents with kleptomania need
to know that, although their actions are not acceptable,
they are not “bad”people; instead, they have a mental ill-
ness. The distinction between an extremely maladaptive
pattern of behavior and a true compulsion, however, is
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often difficult to make.Given the social,personal,and le-
gal repercussions of disorders such as kleptomania [6],
a diagnosis of kleptomania must always be made cau-
tiously.

Although no series of adolescents with kleptomania
have been published, this case suggests that the clinical
features of kleptomania in adolescence may be similar
to those in adults. Although adolescents may exhibit
their first signs of kleptomania by stealing items they
want (as Susan did with the candy), patients with klep-
tomania will also steal items they do not want or need
(Susan progressed to stealing unnecessary items) [6,16].
It is the lack of control over the behavior, not the items
stolen, that characterizes kleptomania. In this respect,
again Susan’s presentation is consistent with that seen in
adults: feeling a loss of control over behavior, frequent
urges to steal, and shame and guilt after the act of steal-
ing [6, 16].

The second important point for clinicians is that, at
least in this case, the symptoms of kleptomania were
treatable. Susan had failed three separate trials of anti-
depressant treatment and one course of cognitive-be-
havioral therapy. Although various antidepressants and
mood stabilizers have been effective in reducing the
symptoms of kleptomania in adults [10, 15, 16], there
have been no systematic studies of pharmacotherapy in
either adults or adolescents with kleptomania. Thus, the
failure of these previous trials may be due to the insuffi-
cient evidence we have concerning dosage and length of
medication trial when treating kleptomania.

Naltrexone, an opioid antagonist, is approved by the
United States Food and Drug Administration for the
treatment of alcoholism. Naltrexone has been effective
in reducing the frequency and amount of drinking when
50 mg/day of naltrexone is combined with supportive
therapy [3, 19]. Naltrexone is only available in 50 mg
tablets and so dosing is once daily.Naltrexone has a half-
life of approximately eight to ten hours.

Naltrexone may be effective in treating kleptomania
behavior because of its ability to reduce urges. The es-
sential feature of kleptomania is the failure to resist an
impulse that is harmful to the self or others. Naltrexone
has been effective in treating urge-driven disorders such
as pathological gambling [8, 9], alcoholism [3, 19, 21],

borderline personality disorder with self-injurious be-
havior [20], and cocaine abuse [5]. Preclinical and clini-
cal studies demonstrate that the underlying biological
mechanism of urge-based disorders may involve the
processing of incoming reward inputs by the ventral
tegmental area-nucleus accumbens-orbital frontal cor-
tex (VTA-NA-OFC) circuit [7, 11, 12]. This circuit then
influences behavior by modulating animal and human
motivation (e. g., urges, cravings). Dopamine may also
play a major role in the regulation of this region’s func-
tioning [7, 11, 12].

Urges linked to the experiencing of reward and plea-
sure represent clinical targets in impulse-control disor-
ders. Studies of naltrexone in the treatment of patholog-
ical gambling have also demonstrated efficacy in
reducing urges [8, 9]. The primary pharmacological ac-
tion of naltrexone within the central nervous system is
the antagonism of the mu-opioid receptor, the site at
which beta-endorphins, morphine and heroin act as en-
dogenous and exogenous agonists. The mu-opioid sys-
tem is involved in the processing of reward,pleasure and
pain. The effects of naltrexone across these diagnostic
categories may be due to the drug’s modulation of
dopamine function within the VTA-NA-OFC via the an-
tagonism of opioid receptors in the VTA [7, 14]. Because
of naltrexone’s relatively short half-life, it is not surpris-
ing, therefore, that Susan’s urges returned within only
two days of discontinuing the medication.

The present case report suggests that naltrexone may
be effective in treating kleptomania. Although stealing
may be common in adolescents, kleptomania should be
diagnosed when a patient describes urges to steal that
seem uncontrollable. Susan’s description of her urges to
steal and the unwanted items she stole are consistent
with that seen in adult kleptomaniacs at our clinic [6].To
make the diagnosis, it is often necessary to inquire about
kleptomania symptoms; adolescents may be reluctant to
divulge details because of self-consciousness and
shame. Although much remains to be learned about
kleptomania, it is important that it be recognized and
treated in adolescents, who may be particularly vulne-
rable to the development of this often secret and under-
recognized disorder.
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