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A 32-year-old female with a history of treatment-resistant
schizoaffective disorder, bipolar type; intellectual disability, and
frequent episodes of agitation and violence on multiple
antipsychotics presents with vague menstrual discomfort and a
prolactin level of 148.0 ng/mL; denies galactorrhea.

Medications:
Haloperidol decanoate 150 mg IM q4wk
Haloperidol PO 10mg BID
Benztropine 1mg PO BID
Duloxetine 30mg PO daily
Oxcarbazepine 600mg PO BID

PRNs:
Chlorpromazine 100mg q8hr PRN
Haloperidol 5mg, lorazepam 2mg, diphenhydramine 50mg q8hr 
PRN oral or IM on PO refusal
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Reordered prolactin level 2 months later:
Prolactin = 223.0 ng/mL

Assessment: Hyperprolactinemia (2/2 antipsychotics vs. 
neuroendocrine)

Plan:
• Oral haloperidol was tapered and d/c over 2 weeks
• Reduced haloperidol decanoate 150mg q4wks IM from 150mg 

to 100mg. 
• Started aripiprazole 10mg daily
• Endocrine and Gyn consult was ordered. 

MRI BRAIN WITHOUT AND WITH CONTRAST:
• No pituitary mass, abnormal signal, or abnormal enhancement 

is demonstrated. No recent infarct, hydrocephalus, or 
intracranial mass.

ULTRASOUND PELVIS:
• Single large myoma which may be submucosal, as it 

foreshortens the endometrium. The study is otherwise 
unremarkable.

Prolactin level trended down and was 22.9 ng/mL 1 month later, 
and 14.3 ng/mL 2 months later.

BACKGROUND
§ Hyperprolactinemia is a common adverse effect associated with

antipsychotics among both men and women1.
§ Antipsychotics inhibit D2 dopamine receptors in the

tuberoinfundibular pathway, resulting in loss of inhibitory control
of dopamine on prolactin secretion causing hyperprolactinemia 1.

§ Hyperprolactinemia is associated with hirsutism, acne, menstrual
irregularities, poor libido, and galactorrhea in women. In men, it
leads to erectile dysfunction and gynecomastia. Long-term
complications also include a decrease in bone mineral density.

§ Drug-induced hyperprolactinemia, prolactin levels typically range
between 25 and 100 ng/mL 1.

OBJECTIVE
§ The primary objective of this case report is to demonstrate how

adjunctive aripiprazole can be utilized to manage antipsychotic-
induced hyperprolactinemia.
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Managing antipsychotic-induced hyperprolactinemia 3: 
§ Watch and Wait 
§ Discontinue antipsychotic 
§ Reduce antipsychotic dose (time to improvement is variable)
§ Switch to prolactin-sparing antipsychotics such as aripiprazole, 

brexpiprazole, cariprazine, or clozapine
§ Add aripiprazole (lower doses 5 mg/day may be sufficient)
§ Add a dopamine agonist such as bromocriptine or cabergoline

Research shows that switching to aripiprazole or the addition of 
aripiprazole has been reported to be effective in resolving 
antipsychotic-induced hyperprolactinemia and hyperprolactinemia-
related adverse events 4. 

Key points:
1. Be cautious when prescribing high-dose antipsychotics due to 

the side effect profiles. 
2. Prolactin level decreased from 223 ng/mL to 14.3 ng/mL despite 

being on a therapeutic dose of haloperidol
- This can be attributed to: 

- tapering and d/c oral haloperidol and reducing 
haloperidol decanoate dose

- starting aripiprazole 10 mg daily

• Screening for hyperprolactinemia is very important as adverse 
effects can lead to nonadherence and clinical decompensation 2.

• The Endocrine Society Clinical Practice Guideline suggests that 
clinicians should not treat patients with asymptomatic 
medication-induced hyperprolactinemia 2.

• If a patient reports symptoms, review prescribed medications, 
and medical history 3.

• If prolactin level >100 ng/mL, consult endocrinology to rule out 
prolactinoma 3.
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