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Pathological gambling and 
hypersexuality in cabergoline
treated prolactinoma 
Henrik Falhammar and 
Jennifer Y Yarker 

TO THE EDITOR: A 50-year-old man pre
sented with gynaecomastia and galactor
rhoea, reporting diminished libido and 
energy over 12 months. Previous medical 
and psychiatric histories were unremark
able. 

The patient had a tender increase of the 
right breast tissue. His testes appeared nor
mal. He had markedly elevated prolactin 
levels (410 μg/L; reference range [RR], 
< 15  μg/L) and decreased testosterone levels 
(5.6 nmol/L; RR, 10–33 nmol/L); results of 
other biochemical tests were unremarkable. 
Pituitary magnetic resonance imaging (MRI) 
showed a microadenoma. Cabergoline 
0.5 mg twice weekly was commenced. 

One year later, the patient had normal 
prolac tin (8  μg/L) and testosterone 
(14 nmol/L) levels. His libido and sexual 
function had improved — he claimed his 
“mates are envious”. MRI demonstrated no 
changes to the tumour. He was lost to 
follow-up. 

Five years after his last review, the patient 
re-presented with his estranged wife, who 
was concerned about changes to his behav
iour after starting cabergoline. He had 
engaged in excessive casino and horse-rac
ing gambling, resulting in financial losses 
(> $100 000), and excessive libido had led 
to hypersexual activities and divorce pro
ceedings. His prolactin levels were normal 
(10 μg/L), but testosterone levels were low 
(8 nmol/L). Cabergoline was ceased. 

On review 3 months later, the patient’s 
change in behaviour was dramatic. All gam
bling and hypersexuality issues had ceased, 
and divorce proceedings were on hold. His 
prolactin levels had increased (78 μg/L); tes
tosterone levels were unchanged (8 nmol/L). 
No changes were seen on MRI. 

Pathological gambling has been reported 
in patients with Parkinson’s disease who 
take dopamine agonists — particularly 
pramipexole but also cabergoline (4.5% of 
published cases).1 Most were also pre
scribed levodopa.1 A minority had concomi
tant hypersexuality.1 The prevalence of 
pathological gambling in patients with Par
kinson’s disease has been estimated at 6.1%, 
compared with 0.25% in age- and sex-
matched controls.2 There has been one pub
lished case report of pathological gambling 
(but not hypersexuality) following use of a 

dopamine agonist (cabergoline 0.25 mg 
weekly) for prolactinoma.3 However, the 
dose of cabergoline normally used in Par
kinson’s disease is higher (0.5–6 mg/day).4 

Normalising prolactin levels usually leads 
to increased libido and vitality, but not 
pathological gambling and hypersexuality. 
Our patient had not engaged in these activi
ties before commencing cabergoline, and 
there was no personal or family history of 
psychiatric illness. Moreover, his testosterone 
concentrations during treatment ranged 
from low to low–normal, never high. His 
Naranjo score was 6, indicating a “probable” 
adverse drug reaction.5 No reduction in 
tumour size was seen, raising the question of 
a partial non-functioning pituitary adenoma. 

Cabergoline-induced pathological gam
bling and hypersexuality are probably 
under-reported, and physicians should con
sider screening for these in patients treated 
with dopamine agonists. 
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