
CASE REPORT Open Access

Aripiprazole-induced sleep-related eating
disorder: a case report
Nobuyuki Kobayashi1* and Masahiro Takano2

Abstract

Background: Sleep-related eating disorder is characterized by parasomnia with recurrent episodes of nocturnal
eating or drinking during the main sleep period. Several drugs, including atypical antipsychotics, induce sleep-
related eating disorder. However, aripiprazole has not previously been associated with sleep-related eating disorder.

Case presentation: A 41-year-old Japanese man visited our clinic complaining of depression. The patient was treated
with sertraline, which was titrated up to 100 mg for 4 weeks. A sleep inducer and an anxiolytic were coadministered.
His depressive mood slightly improved, but it continued for an additional 4 months. Subsequently, aripiprazole (3 mg)
was added as an adjunctive therapy. After 3 weeks, the patient’s mother found that the patient woke up and ate food
at night. The next morning, the patient was amnesic for this event, felt full, and wondered why the bags of food were
empty. This episode lasted for 2 days. The patient gained 5 kg during these 3 weeks. After the aripiprazole dose was
reduced to 1.5 mg, the patient’s nocturnal eating episodes rapidly and completely disappeared.

Conclusions: To the best of our knowledge, this is first report of sleep-related eating disorder induced by aripiprazole,
and it indicates that this disorder should be considered a possible side effect of aripiprazole. Although aripiprazole is
used mainly in patients with schizophrenia, its recently documented use as an adjunctive therapy in patients with
depression might induce hitherto unknown side effects.
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Background
Sleep-related eating disorder (SRED) is characterized by
parasomnia with recurrent episodes of night eating or
drinking during the main sleep period. Affected individ-
uals have one or more features, including consumption
of peculiar foods, insomnia related to sleep disruption,
sleep-related injury, dangerous behaviors performed
while in pursuit of food or cooking food, morning an-
orexia, and adverse health consequences. Individuals
with SRED typically have full or almost complete am-
nesia for these events [1]. SRED is thought to be a sleep
disorder and is distinct from night eating syndrome [2].
Patients with night eating syndrome have episodes of
waking from nocturnal sleep and eating at least one-
third of their daily calories. They are aware of their night
arousal and hyperphagia.

SRED diagnostic criteria do not include the induction
of this condition by medication or a physical condition
[1]. However, several medications have been noted to in-
duce SRED-like behavior. Benzodiazepine receptor ago-
nists are the most potent inducers of SRED [3];
zolpidem is often reported to be the cause of
medication-associated SRED [4–6]. Atypical antipsy-
chotics, such as olanzapine [7], risperidone [8], and que-
tiapine [9, 10], are also known to induce SRED.
Aripiprazole is an atypical antipsychotic that is widely

used for the treatment of schizophrenia, bipolar disorder,
and depression [11]. For the treatment of depression,
only adjunctive therapy with aripiprazole is indicated.
Generally, after selective serotonin reuptake inhibitor
(SSRI) or serotonin-noradrenaline reuptake inhibitor
(SNRI) treatment is ineffective, a combination of SSRI/
SNRI and aripiprazole is used [11]. In our clinic, we
noted a patient with depression who exhibited SRED
after aripiprazole was introduced as an adjunctive ther-
apy. To the best of our knowledge, this is the first report
of a patient with SRED associated with aripiprazole.

* Correspondence: n3koba-5zo6pu@nifty.com
1Department of Psychosomatic Medicine, Coloproctology Center Takano
Hospital, 3-2-55 Oe Chuou-ku, Kumamoto 862-0971, Japan
Full list of author information is available at the end of the article

© The Author(s). 2018 Open Access This article is distributed under the terms of the Creative Commons Attribution 4.0
International License (http://creativecommons.org/licenses/by/4.0/), which permits unrestricted use, distribution, and
reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to
the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver
(http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated.

Kobayashi and Takano Journal of Medical Case Reports  (2018) 12:91 
https://doi.org/10.1186/s13256-018-1622-2

http://crossmark.crossref.org/dialog/?doi=10.1186/s13256-018-1622-2&domain=pdf
mailto:n3koba-5zo6pu@nifty.com
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/


Case presentation
A 41-year-old Japanese man with depression complained
of nighttime eating. The patient could not remember these
events the next morning. He has been obese for 20 years.
He had no history of sleep apnea, restless leg syndrome,
somnambulism, or eating disorders and no symptoms simi-
lar to binge eating or night eating. He had no family history
of any sleep-related disorders. He had developed depres-
sion and insomnia because of stress after 5 months on a
new job, and he visited our clinic 2 months later. He was
not receiving any medication and did not take herbal medi-
cine or supplements. He did not have suicidal thoughts or
self-harm behavior. During his first visit, a physical examin-
ation revealed that his height was 167 cm, body weight was
90 kg, and body mass index (BMI) was 32.2 kg/m2. His la-
boratory test results revealed slight liver damage and
hyperlipidemia, with a serum alanine aminotransferase
level of 52 U/L (normal range, 10–42 U/L), aspartate ami-
notransferase level of 35 U/L (normal range, 13–30 U/L),
and triglyceride level of 277 mg/dl (normal range, 40–150
mg/dl). His Self-Rating Depression Scale score was 62
(normal range, 27–47; range of values, 20–80) [12].
The patient was diagnosed with depression and obesity.

Along with supportive psychotherapy, he began sertraline
treatment prior to sleep; his dose was titrated up to 100
mg (Japanese full dose) over 4 weeks. In addition, he re-
ceived the sleep inducers zolpidem and flunitrazepam, and
the anxiolytic clotiazepam. His depressive mood slightly
improved, but it continued for an additional 4 months
despite resolution of insomnia. Subsequently, 3 mg of ari-
piprazole was added as an adjunctive therapy. His depres-
sive mood immediately improved, and his appetite
increased. The patient reported enjoying driving and
cleaning up his room, but felt fatigued the next morning.
Three weeks after the initiation of aripiprazole treatment,
the patient’s mother found that the patient woke up and
ate food from the refrigerator during the night. The pa-
tient did not respond to the mother during this episode.
The patient did not remember this event, felt full, and
wondered why the bags of food were empty the next
morning. He did not consume any improper substances
such as raw, frozen, or spoiled food. This episode lasted
for 2 days. During the 3 weeks after aripiprazole treat-
ment, the patient gained 5 kg. The patient acknowledged
that he remembered urinating at night only once before
starting aripiprazole. Re-examination of laboratory results
revealed that the patient’s serum glucose, cortisol, and thy-
roid hormone levels were normal. He was advised to re-
duce his aripiprazole and zolpidem doses. However, he
continued to use the same zolpidem dose because his in-
somnia returned after a dose reduction.
After aripiprazole was reduced to 1.5 mg, the patient’s

nocturnal eating episodes rapidly and completely disap-
peared. However, amnesia of nocturnal urination occurred

three times during the next 6 months. This amnesia of
nocturnal urination disappeared after zolpidem was re-
placed with triazolam. The patient’s depressive mood con-
tinued to improve, and his body weight remained at 94 kg
(Fig. 1). He did not exhibit any psychotic features during
his entire treatment.

Discussion
In this case study of a patient with depression, the
addition of aripiprazole to SSRI treatment induced an
immediate subjective improvement in mood, weight
gain, and SRED. SRED diminished shortly after reduc-
tion of the aripiprazole dose. No other medication was
changed during this period. This time course strongly
suggests that SRED in our patient was induced by aripi-
prazole. Common side effects of atypical antipsychotics
such as aripiprazole include akathisia, diabetes mellitus,
and weight gain [13]. Among the atypical antipsychotics,
aripiprazole is generally thought to have a reduced likeli-
hood of inducing weight gain [14]; however, aripiprazole
can cause weight gain when coadministered with an
SSRI or SNRI as adjunctive therapy [15]. This effect may
have been more marked in the patient described in this
case report, and drug-induced hyperphagia may have
played a role in the development of SRED.
Several medications have been reported to induce

SRED [3]. Anxiolytics and sedatives, such as the benzo-
diazepine agonist zolpidem, are the most frequently re-
ported [4–6]. Our patient also received zolpidem, which
has no apparent correlation with SRED but may induce
amnesia of nocturnal urination. Thus, zolpidem may
have played a role in aripiprazole-induced SRED.
Table 1 shows the reported SRED cases associated

with atypical antipsychotics. It includes one, one, and
three cases of SRED induced by olanzapine [7], risperi-
done [8], and quetiapine [9, 10], respectively, and also
includes our patient with SRED, in whom we believe
SRED was induced by aripiprazole. It is of interest that

Fig. 1 Clinical course. The addition of aripiprazole induced night
eating, which was diminished by a dose reduction of aripiprazole.
Night eating: + = present, − = absent

Kobayashi and Takano Journal of Medical Case Reports  (2018) 12:91 Page 2 of 4



the target disease for these antipsychotics was mood dis-
order in five of the six cases and did not include schizo-
phrenia, the main indication for atypical antipsychotics.
Relatively low doses of antipsychotics induced SRED in
the reported cases. Racial differences among the cases
were not remarkable: two patients were Asian and two
were African American. Obesity was seen in three of the
four patients whose BMI was provided in the case re-
ports. Therefore, induction of SRED by atypical antipsy-
chotics may be influenced by the patient’s metabolic
background/predisposition (along with environmental
conditions/exposures).
Atypical antipsychotics act as dopaminergic antago-

nists or stabilizers and can possess serotonergic activ-
ities [11, 16]. Some researchers have reported
resolution of SRED cases by the use of dopaminergic
agonists [17, 18]. One possible explanation is that the
SRED seen in our patient was induced by the dopa-
minergic antagonistic action of aripiprazole. Although
aripiprazole was reported to have relatively minor ef-
fects on sleep among atypical antipsychotics [19], au-
thors of one report found that aripiprazole was
effective for treatment of delayed sleep phase syn-
drome [20]. Aripiprazole might thus play some role
in sleep–wake interactions. It is possible that hitherto
unknown side effects of aripiprazole might develop in
adjunctive therapy for depression, because it is uncer-
tain how aripiprazole acts as an adjunctive therapy
[13]. Further research is needed to clarify its
pathogenesis.
To date, there are no reports of aripiprazole-

induced SRED. However, the results of our present
case study indicate that SRED should be considered
as a possible side effect of aripiprazole.

Conclusions
To the best of our knowledge, this is first report of
SRED induced by aripiprazole. SRED should be consid-
ered a possible complication of aripiprazole. This side ef-
fect might be caused by the use of aripiprazole as
adjunctive therapy for depression.

Acknowledgements
Not applicable.

Funding
Not applicable.

Availability of data and materials
Data sharing is not applicable to this article, because no datasets were
generated or analyzed during the current study.

Authors’ contributions
NK participated in the treatment of the patient and drafted the manuscript.
MT provided instruction and advice on the treatment strategy. Both authors
read and approved the final manuscript.

Ethics approval and consent to participate
Not applicable, because the patient was examined as part of regular
consultation.

Consent for publication
Written informed consent was obtained from the patient for publication of
this case report and any accompanying images. A copy of the written
consent is available for review by the Editor-in-Chief of this journal.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Author details
1Department of Psychosomatic Medicine, Coloproctology Center Takano
Hospital, 3-2-55 Oe Chuou-ku, Kumamoto 862-0971, Japan. 2Coloproctology
Center Takano Hospital, 3-2-55 Oe, Chuou-ku, Kumamoto 862-0971, Japan.

Received: 16 March 2017 Accepted: 19 February 2018

References
1. American Academy of Sleep Medicine. The International Classification of

Sleep Disorders: diagnostic and coding manual. 2nd ed. Westchester, IL:
American Academy of Sleep Medicine; 2005.

2. Schenck CH, Hurwitz TD, Bundlie SR, Mahowald MW. Sleep-related eating
disorders: polysomnographic correlates of a heterogeneous syndrome
distinct from daytime eating disorders. Sleep. 1991;14:419–31.

3. Schenck C, Hurwitz T, O’Connor K, Mahowald M. Additional categories of
sleep-related eating disorders and the current status of treatment. Sleep.
1993;16:457–66.

4. Morgenthaler TI, Silber MH. Amnestic sleep-related eating disorder
associated with zolpidem. Sleep Med. 2002;3:323–7.

5. Yun CH, Ji KH. Zolpidem-induced sleep-related eating disorder. J Neurol Sci.
2010;288:200–1.

Table 1 Reported cases of sleep-related eating disorder induced by atypical antipsychotics

Subject no. Age Sex Drug name Dose (mg) Target disease Race BMI (kg/m2) Reference

1 52 M Olanzapine 10 Bipolar I Belgiuma nd [7]

2 68 M Risperidone 2 Psychotic disease due to vascular dementia Taiwana nd [8]

3 51 M Quetiapine 150 Depression African American 34.1 [9]

4 50 F Quetiapine 200 Depression African American 30.5 [9]

5 48 F Quetiapine 100 Bipolar disorder United Statesa 25.6 [10]

6 41 M Aripiprazole 3 Depression Japanese 32.2 Present report

Abbreviations: BMI Body mass index, nd Not described
anot described, but the nation of the report authors’ affiliation is provided

Kobayashi and Takano Journal of Medical Case Reports  (2018) 12:91 Page 3 of 4



6. Hwang TJ, Ni HC, Chen HC, Liao SC. Risk predictors for hypnosedative-
related complex sleep behaviors: a retrospective, cross-sectional pilot study.
J Clin Psychiatry. 2010;71:1331–5.

7. Paquet V, Strul J, Servais L, Pelc I, Fossion P. Sleep-related eating disorder
induced by olanzapine. J Clin Psychiatry. 2002;63:597.

8. Lu M, Shen W. Sleep-related eating disorder induced by risperidone. J Clin
Psychiatry. 2004;65:273–4.

9. Tamanna S, Ullah MI, Pope CR, Holloman G, Koch CA. Quetiapine-induced
sleep-related eating disorder-like behavior: a case series. J Med Case Rep.
2012;6:380.

10. Heathman JC, Neal DW. Sleep related eating disorder associated with
quetiapine. J Clin Psychopharmacol. 2014;34:658–60.

11. Wang P, Si T. Use of antipsychotics in the treatment of depressive disorders.
Shanghai Arch Psychiatry. 2013;25:134–40.

12. Fukuda K, Kobayashi S. Japanese version of Self-Rating Depression Scale [in
Japanese]. Kyoto, Japan: Sankyobo; 1983.

13. Sagut M, Mihaljević-Peleš A, Bagić D, Vuksan-Ćusa B, Kramarić M, Zivković M,
Jakovljević M. Antipsychotics as antidepressants: what is the mechanism?
Psychiatr Danub. 2011;23:302–7.

14. Bak M, Fransen A, Janssen J, van Os J, Drukkr M. Almost all antipsychotics
result in weight gain: a meta-analysis. PLoS One. 2014;9:e94112.

15. Nguyen CT, Rosen JA, Bota RG. Aripiprazole partial agonism at 5-HT2C: a
comparison of weight gain associated with aripiprazole adjunctive to
antidepressants with high versus low serotonergic activities. Prim Care
Companion CNS Disord. 2012;14(5) https://doi.org/10.4088/PCC.12m01386.

16. Dale E, Bang-Andersen B, Sanchez C. Emerging mechanisms and treatments
for depression beyond SSRIs and SNRIs. Biochem Pharmacol. 2015;95:81–97.

17. Provini F, Albani F, Vetrugno R, Vignatelli L, Lombardi C, Plazzi G, Montagna
P. A pilot double-blind placebo-controlled trial of low-dose pramipexole in
sleep-related eating disorder. Eur J Neurol. 2005;6:432–6.

18. Kobayashi N, Yoshimura R, Takano M. Successful treatment with
clonazepam and pramipexole of a patient with sleep-related eating disorder
associated with restless legs syndrome: a case report. Case Rep Med. 2012;
2012:893681.

19. Fnag F, Sun H, Wang Z, Ren M, Calabrese JR, Gao K. Antipsychotic drug-
induced somnolence: incidence, mechanisms, and management. CNS
Drugs. 2016;30:845–6.

20. Tashiro T. Improvement of a patient’s circadian rhythm sleep disorders by
aripiprazole was associated with stabilization of his bipolar illness. J Sleep
Res. 2017;26:247–50.

•  We accept pre-submission inquiries 

•  Our selector tool helps you to find the most relevant journal

•  We provide round the clock customer support 

•  Convenient online submission

•  Thorough peer review

•  Inclusion in PubMed and all major indexing services 

•  Maximum visibility for your research

Submit your manuscript at
www.biomedcentral.com/submit

Submit your next manuscript to BioMed Central 
and we will help you at every step:

Kobayashi and Takano Journal of Medical Case Reports  (2018) 12:91 Page 4 of 4

https://doi.org/10.4088/PCC.12m01386

	Abstract
	Background
	Case presentation
	Conclusions

	Background
	Case presentation
	Discussion
	Conclusions
	Funding
	Availability of data and materials
	Authors’ contributions
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Publisher’s Note
	Author details
	References

