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Background: Despite its considerable per-
sonal toll and itsimpact on the economy and the
legal system, kleptomaniais an understudied psy-
chiatric disorder.

Method: We review what is known about the
epidemiology, course, and treatment of kleptoma-
nia and describe 40 patients meeting DSM-IV
criteriafor the disorder.

Results: Our data suggest a female preponder-
ance, with an early age at onset and most often a
continuous course. No other gender-based differ-
ences were seen. The majority of our subjects had
not received treatment for kleptomania despite
often having sought help for comorbid psychiatric
conditions, most commonly major depressive
disorder. Our data confirm kleptomania's devas-
tating effects on personal and professional lives
and serious legal consequences, reflected in high
arrest and incarceration rates. Because patients
with kleptomaniararely seek psychiatric help
for the disorder, we indicate how other health
care providers can screen for it, possibly as part
of taking patients’ legal and social histories, and
suggest treatments.

Conclusion: Awareness of kleptomania,
empathy toward those afflicted, and rigorous re-
search into treatment options are needed to miti-
gate kleptomania's personal and societal costs.
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Si nce its introduction into the psychiatric lexicon as
a diagnostic term in 1838,* kleptomania has been
the subject of intense controversy and debate. In question
is whether it represents a medical disorder or a form
of illegal and deviant behavior more akin to sociopathy.
The Diagnostic and Statistical Manual of Mental Dis-
orders, Fourth Edition, (DSM-1V)? includes kleptomania
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with the impulse control disorders not elsewhere classi-
fied, aongside trichotillomania (compulsive hair pull-
ing), pyromania (compulsive fire setting), and intermit-
tent explosive disorder. DSM-IV defines kleptomania as
arecurrent failure to resist impulses to steal objects that
are not needed for persona use or for their monetary
value. Like other impulse control disorders, kleptomania
is characterized by an anxiety-driven urge to perform an
act that is pleasurable in the moment but causes signifi-
cant distress and dysfunction. Careful attention should be
given to distinguishing kleptomania from antisocial per-
sonality disorder. Unlike the latter disorder, kleptomania
is characterized by the presence of guilt and remorse and
the lack of theft motives such as monetary gain, personal
use, stealing to impress someone, or stealing to support a
drug habit.

The prevalence of kleptomania in the U.S. general
population is unknown but has been estimated at 6 per
1000 people, which translates into about 1.2 million
of the 200 million American adults.® Kleptomania is
thought to account for 5% of shoplifting.* Based on total
shoplifting costs of $10 billion in 2002,° this 5% trans-
lates into a $500 million annual loss to the economy
attributable to kleptomania. This loss does not include
the costs associated with stealing from friends and
acquaintances or costs incurred by the legal system. Be-
sides its grave toll on individuals and families, klep-
tomanic behavior carries serious legal consequences:
approximately 2 million Americans are charged with
shoplifting annually.® If kleptomania accounts for 5%
of these, this translates into 100,000 arrests.

Here, we describe the demographic and clinical char-
acteristics of 40 subjects meeting DSM-IV criteria for
kleptomania. We conclude with suggestions for treatment
options derived from the scant literature available.

METHOD

We recruited subjects using local radio and newspaper
advertisements. Subjects called our research telephone
line, and adiagnostic interview was scheduled. At the be-
ginning of the interview, we obtained verbal informed
consent as approved by our institutional review board.
Subjects were assured of the confidentiality of al infor-
mation, and al identifying information was removed
from their interview responses. Careful attention was
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given to ruling out antisocial personality disorder. Sub-
jects meeting the DSM-IV criteria for kleptomania were
then further interviewed.

The interviewer (E.A., L.M.K.) dlicited any lifetime
history of psychiatric comorbidities, substance abuse or
dependence, and medical conditions as well as current
and past psychotherapeutic and psychopharmacologic in-
terventions. Based on the findings by Grant and Kim’ that
correlate kleptomanic behavior with specific stimuli and
mood states, subjects were asked about possible triggers
for stealing, such as sights, objects, depression, anxiety,
anger, and boredom as well as any spontaneous urges
to steal occurring on or shortly after awakening. The
course of the disorder was assessed by inquiring about the
age at onset, the continuous versus episodic nature of the
stealing, and the longest kleptomania-free interval. Sub-
jectswere asked for their theft frequency in the 2 weeks, 1
month, and 6 months prior to the interview. The number
of arrests and incarcerations and the nature of the punish-
ment were recorded. Marital status, employment status,
and annual household income also were obtained.

Given the relatively small sample size in some of the
statistical categories studied, the Fisher exact test was
used to analyze the data.

RESULTS

Of 72 callers we interviewed, 40 subjects meeting the
DSM-1V criteria for kleptomania were identified. Of the
32 callerswho did not have kleptomania, 11 had remorse-
less stealing more consistent with antisocial personality
disorder, 3 had bipolar disorder and stole only whilein a
manic or hypomanic phase, 3 stoleto support adrug habit,
and the remaining 15 called to learn more about the disor-
der but did not suffer fromiit.

Table 1 displays the subjects’ demographic and clinical
characteristics. The mgjority of the 40 callers with klep-
tomania were female. The subjects’ mean age was 45.6 +
11.1 years (median = 47.5; range, 20 to 68 years). About
half were married or partnered, one quarter were di-
vorced, and one quarter were single. The mean and me-
dian ages at onset were in the teenage years, and one third
had onset before adolescence. Most subjects had a con-
tinuous course after onset. Stealing episodes were fre-
guent in the 2 weeks prior to presentation, with a median
of 4 episodes. Periods between stealing episodes were
generaly short, with a median of dlightly less than 3
months. No statistically significant difference was seen
between the genders with regard to age at onset, nature of
course, number of stealing episodes, and longest stealing-
freeinterval (Fisher exact test).

Of the 40 study participants, only 2 subjects (5.0%)
had received medication treatment for kleptomania
They had been prescribed sertraline and fluoxetine, at un-
known doses, with only mild benefit. Thirteen partici-
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Table 1. Demographic Characteristics in 40 Subjects With
DSM-IV-Defined Kleptomania

Characteristic Value
Gender, N (%)

Male 15(37.5)

Female 25 (62.5)
Age y

Mean (SD) 45.6 (11.1)

Range 20-68
Marital status, N (%)

Single 11 (27.5)

Married or partnered 19 (47.5)

Divorced 10 (25.0)
Age at onset, y

Mean (SD) 17.1(11.9)

Range 5-55
Onset before age 11, N (%) 14 (35.0)
Course, N (%)

Continuous 29 (72.5)

Episodic 11 (27.5)
No. of stealing episodes in the prior 2 weeks

Mean (SD) 7.2 (10.3)

Range 0-30
Longest period without stealing, mo

Mean (SD) 15.0 (42.1)

Range 0.1-240.0
Household income, $

Mean (SD) 57,321 (52,405)

Range 0-250,000
Employment status, N (%)

Full-time 16 (40)

Part-time 6 (15)

Unemployed 18 (45)

pants (32.5%) had received counseling specificaly tar-
geting kleptomania: 11 (27.5%) had been treated in in-
dividua psychotherapy and 2 (5.0%) in group psycho-
therapy. Two subjects (5.0%) undertook therapy to comply
with a court order that followed an arrest. None of the sub-
jects who received psychotherapy experienced any sus-
tained improvement in their symptoms.

Triggers for stealing varied (Table 2). The most com-
mon were particular objects and depression and anxiety
states.

Thirty-four subjects (85.0%) had a lifetime comorbid
psychiatric diagnosis, with major depressive disorder be-
ing by far the most common comorbid condition (Table 3).
These disorders are thought to be independent from klep-
tomania since, although some patients described depres-
sion and anxiety states as possible triggers for kleptomanic
behavior (Table 2), no patients reported stealing exclu-
sively when feeling depressed or anxious.

Thirty-one subjects (77.5%) had been arrested for
shoplifting. The mean number of arrests for the group was
2.4 (median = 2; range, 0 to 10), and 7 subjects (17.5%)
had served jail time.

Almost every subject (N = 39, 97.5%) had actively lied
about their kleptomanic behavior to spouses and close
family members. Nineteen subjects (47.5%) felt that hid-
ing this consuming problem from loved ones led directly
to deterioration of those relationships. For 17 subjects
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Table 2. Kleptomania Triggers in 40 Subjects With DSM-IV-Defined Kleptomania

Response Objects Sights Depression Boredom Anger Anxiety AM Urges*
Yes, N (%) 27 (67.5) 7(17.5) 19 (47.5) 15(37.5) 13(32.5) 19 (47.5) 5(12.5)
No, N (%) 13(32.5) 33(82.5) 21 (52.5) 25 (62.5) 27 (67.5) 21(52.5) 35(87.5)

*Patients with urges to steal upon awakening in the morning.

Table 3. Lifetime Psychiatric Comorbidities in 40 Subjects
With DSM-IV-Defined Kleptomania

Comorbidity N (%)
Major depressive disorder 14 (35.0)
Attention-deficit/hyperactivity disorder 3(7.5)
Generalized anxiety disorder 2(5.0)
Obsessive-compulsive disorder 2(5.0)
Compulsive shopping disorder 1(2.5)
Anorexia nervosa 1(2.5)
Bulimia nervosa 1(2.5)
Dissociative disorder not otherwise specified 1(2.5)
Cannabis abuse 2(5.0)
M ethamphetamine abuse 1(2.5)
Cocaine abuse 3(7.5)
Alcohol abuse 3(7.5)
No psychiatric comorbidity 6 (15.0)

(42.5%), kleptomanic behavior seriously impaired work
productivity through work time wasted dealing with the
urges, the guilt that follows the theft, and the personal and
legal consequences of the behavior.

DISCUSSION

These data indicate an early onset for DSM-IV—
defined kleptomania: 35.0% of subjects manifested their
first symptoms before age 11. For the entire sample, the
mean age at onset was about 17, similar to that reported
in other series.” This finding underlines the importance
of early diagnosis and intervention, which might help
prevent a commonly lifelong condition (unrelenting for
72.5% of study subjects, although the recruitment method
may have underrepresented patients for whom the prob-
lemistransient in nature, asthey may belesslikely to en-
roll in such atrial).

Other epidemiologic reviews have suggested a female
preponderance for kleptomania, ranging from 77% to
81% of the total sample*®; our data indicate a slightly
lower female to male ratio of 5:3 (62.5%). One possible
explanation for the higher rates among females is that
they may be more likely to be given a diagnosis of klep-
tomania and males a diagnosis of antisocial personality
disorder.

Lifetime psychiatric comorbidities appeared to be
common, affecting 85% of subjects. Some series have re-
ported bipolar disorder to be the most common comor-
bidity,*® whereas another,” like ours, found major depres-
sive disorder to be more common. We identified no cases
of comorbid bipolar disorder, although 3 callers with bi-
polar disorder who did not have kleptomania reported
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stealing only during hypomanic or manic periods. Despite
attempted treatment of comorbid conditionsin nearly half
of our subjects, less than 5% received psychopharmaco-
logic interventions specifically targeting kleptomania.
This finding may be due to patients not feeling safe dis-
closing to their treating clinicians a problem that is both
illegal and highly stigmatized. This low rate of pharma-
cologic intervention may also reflect hesitation on the
part of cliniciansto prescribe medications for kleptomania
in the absence of strong evidence from double-blind,
placebo-controlled trials. Alternately, this finding may
point to a potential bias against a biological explanation
for the disorder and toward a more psychological formula-
tion that suggests that psychotherapy is the treatment of
choice.

Our results also underline the high emotional and pro-
fessional costs this disorder levies on the individual:
arrests, jail time, disrupted relationships, and blighted
careers.

Like subjects in another series,* our interviewees who
received individual or group psychotherapy aimed at klep-
tomania experienced no sustained benefits. Various psy-
chodynamic and behavior therapy approaches have been
utilized to treat kleptomania but with inconsistent suc-
cess.® Covert sensitization, where the patient is instructed
to imagine himself or herself stealing and then to imagine
a negative outcome such as being caught or feeling nau-
seous or short of breath, has been reported to be helpful in
at least 3 cases.'®™*? Imaginal desensitization was used
successfully in 2 other patients.*® This technique involves
helping the patient achieve a relaxed state through pro-
gressive muscle relaxation and asking the patient to imag-
ine the different steps of the stealing episode, meanwhile
suggesting that he or she could better control the urge to
steal by controlling the anxiety. In the absence of con-
trolled trials, we favor using cognitive-behavioral therapy
techniques that encourage resisting the impulse, teach
methods for reducing the accompanying anxiety, and
highlight the conseguences of the kleptomanic behavior.

Case reports and open-label trials using medicationsin-
cluding naltrexone, fluoxetine, fluvoxamine, topiramate,
valproic acid, lithium, tricyclic antidepressants, trazo-
done, and buspirone have yielded mixed results.®***
Given the success in double-blind placebo-controlled
trials of selective serotonin reuptake inhibitors (SSRIs)
in the treatment of other impulse control disorders,**%
it is plausible that kleptomania may be similarly respon-
sive. We are currently conducting the first double-blind
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placebo-controlled trial to test this hypothesis, using the
SSRI escitalopram.

One reasonable pharmacologic approach would be to
start an SSRI and gradually increase the dose to the maxi-
mum comfortably tolerated dose consistent with U.S.
Food and Drug Administration—approved use. If no re-
sponse is seen after 8 weeks of treatment at this dose, the
literature suggests that switching to or augmenting with
the narcotic antagonist naltrexone may be beneficia. In
a 12-week open-label study testing naltrexone,'® 25 to
200 mg/day, in 10 subjects with kleptomania, 9 partici-
pants responded, as reflected in a “much improved” or
“very much improved” rating on the Clinical Global Im-
pressions scale. However, given its potential for hepatic
toxicity, it is advisable to avoid naltrexone in patients
with significant liver pathology and to monitor liver
function tests at baseline and during treatment.*

CONCLUSION

Kleptomania has many victims: the patient, the family,
the person or institution stolen from, and society at large,
which incurs a burdened legal system and an inflated
price of goods. Given the secrecy and embarrassment
that surround it, kleptomania often goes undiagnosed.
General medical practitioners have a unique opportunity
to screen for this illness, thus helping to prevent what
is frequently a lifetime of symptoms. While collecting
the socia history, inserting a neutral question about any
present or past legal troubles may be sufficient to offer
clues to the diagnosis and prompt a psychiatric referral.
Additional questions could inquire into “recurrent, dis-
turbing urges to take things that don’t belong to you.”

Empathy, careful diagnosis, and early intervention are
crucial if we areto mitigate the considerable personal, le-
gal, and economic costs of kleptomania. Research com-
paring various psychotherapy and medication approaches
to treating this disorder is clearly needed. Double-blind,
placebo-controlled trials should be conducted to test the
relative effectiveness of various medications, particularly
serotonergically active drugs that have been shown to be
effective in other disorders of impulse control .**%°
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Drug names: buspirone (BuSpar and others), escitalopram (Lexapro),
fluoxetine (Prozac and others), lithium (Lithobid, Eskalith, and
others), naltrexone (Revia and others), sertraline (Zoloft),

topiramate (Topamax), trazodone (Desyrel and others),

valproic acid (Depakene and others).
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