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ABSTRACT 
Background: Bupropion is a norepinephrine-dopamine reuptake inhibitor (NDRI) indicated in 
treatment of depression, attention deficit hyperactivity disorder (ADHD) and for smoking 
cessation. Although hypertension is a known side effect, hypertensive crises in previously 
normotensive individuals is rarely reported.  
Case Report: A 26-year-old male took bupropion for depressive symptoms during his exams, 
but his condition worsened after he started consuming excessive amounts of caffeine and 
energy drinks. The combination of bupropion and excessive caffeine intake led to 
hypertension and tachycardia. During his first visit to the emergency department, he 
presented with a blood pressure of 160/90 mmHg and a heart rate of 110 bpm. On a 
subsequent visit, these values had increased to 180/110 mmHg and 132 bpm, respectively. 
Workup ruled out other secondary causes. The symptoms resolved after discontinuation of 
bupropion.  
Conclusion: Clinicians should monitor blood pressure in all patients, including those without 
known cardiovascular risk. 
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Introduction 

Bupropion is a second-generation 
antidepressant of the aminoketone class that 
acts as a norepinephrine-dopamine reuptake 
inhibitor (NDRI). It is structurally unrelated 
to tricyclic antidepressants and is generally  

 
considered to have a favorable 
cardiovascular profile in healthy individuals 
(1, 2). 
 Bupropion is widely prescribed for major 
depressive disorder (MDD), smoking 
cessation, and off-label for attention-
deficit/hyperactivity disorder (ADHD) (3). 
Known for its stimulating properties, 
bupropion is generally well tolerated but has 
been associated with adverse cardiovascular 
effects, including elevated blood pressure 
and tachycardia, particularly in susceptible 
individuals or when combined with other 
stimulants such as caffeine. Although the 
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incidence of significant cardiovascular events 
remains low in young, healthy adults, 
bupropion can lead to excessive sympathetic 
stimulation, resulting in vasoconstriction and 
hypertensive episodes (4, 5).  
Most literature focuses on hypertensive 
responses in patients with preexisting 
cardiovascular risk factors, and reports of 
hypertensive crises in normotensive 
individuals are rare. It is important to be 
aware of hypertension as it can lead to 
significant cardiovascular burden, especially 
in resource limited countries such as Pakistan 
(6). Herein, we present the case of a 26-year-
old healthy male who developed 
hypertensive urgency and tachycardia 
shortly after initiating bupropion in 
conjunction with caffeine use. This case 
highlights the potential for severe 
cardiovascular reactions even in low-risk 
populations and underscores the importance 
of routine blood pressure monitoring in 
patients prescribed bupropion, regardless of 
baseline cardiovascular status. 

Case Presentation 
A 26-year-old male presented to the 
emergency department with complaints of 
palpitations and a persistent headache. He 
reported increased stress due to ongoing 
examinations but denied any history of 
cardiovascular, renal, or neurological 
conditions. To manage exam-related stress, 
he had been self-medicating with bupropion 
at a dose of 150 mg once daily for the past 
nine days. During the same period, his 
caffeine consumption had increased 
significantly and included approximately 4-5 
cups of coffee and 500-1000 mL of energy 
drinks daily. His baseline blood pressure 
prior to initiating bupropion was 120/70 
mmHg, with no known abnormalities. His 
past medical history was notable only for 
gastroesophageal reflux disease (GERD), for 

which he occasionally took antacids. There 
was no personal history of hypertension. 
Family history included a paternal uncle who 
died of myocardial infarction at age 35, 
maternal hypertension diagnosed at age 45, 
and a maternal grandfather with diabetes 
and asthma. On initial examination, his blood 
pressure was 160/90 mmHg, heart rate was 
110 beats per minute, respiratory rate was 18 
breaths per minute, oxygen saturation was 
98%, and temperature was 36.8°C. Rest of the 
examination was normal. Bupropion was 
discontinued, and he was advised to reduce 
caffeine intake. Home blood pressure 
monitoring was initiated, with average 
readings around 140/90 mmHg. A follow-up 
visit was scheduled for one week later.  
However, four days later, the patient 
returned to the emergency department with 
worsening palpitations. Despite prior 
medical advice, he had resumed bupropion 
and continued consuming caffeine, including 
coffee and energy drinks daily. On re-
examination, his blood pressure had risen to 
180/110 mmHg and his heart rate to 132 
beats per minute. He was treated with oral 
metoprolol 25 mg which lowered his blood 
pressure to 150/100 mmHg. Laboratory 
investigations including complete blood 
count, liver and renal function tests, serum 
electrolytes, urinalysis, and thyroid profile 
were within normal limits. An 
electrocardiogram revealed sinus tachycardia 
without ischemic or hypertrophic changes. 
Abdominal ultrasound and KUB scan were 
unremarkable, and transthoracic 
echocardiography showed no structural 
abnormalities. A comprehensive evaluation 
for secondary causes of hypertension was 
negative. He was again counseled to 
discontinue both bupropion and caffeine, and 
a follow-up was scheduled within one week. 
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At outpatient follow-up one week later, his 
blood pressure was 130/80 mmHg and heart 
rate was 86 beats per minute. Given the 
temporal association between bupropion 
initiation and the onset of hypertensive 
symptoms in a previously normotensive 
individual, and the absence of other 
identifiable causes, a diagnosis of bupropion-
induced hypertension was made. The patient 
was advised to abstain from caffeine and to 
avoid any future use of bupropion. Ongoing 
lifestyle counseling and routine monitoring 
were recommended, with the next follow-up 
planned in one month. 

Discussion 
Bupropion is a norepinephrine-dopamine 
reuptake inhibitor (NDRI) that enhances 
synaptic norepinephrine and dopamine 
levels, leading to increased sympathetic 
activity (1). While this underlies its 
antidepressant effects, it may also cause 
cardiovascular side effects such as 
vasoconstriction, tachycardia, and 
hypertension. Though these effects are more 
common in individuals with preexisting risk 
factors, cases like this demonstrate that 
hypertensive crises can also occur in 
normotensive individuals (2, 3). Bupropion-
induced hypertension is thought to result 
from elevated norepinephrine levels, 
increased vascular tone, and cardiac output 
(3). These effects can be exacerbated by 
concurrent use of sympathomimetic such as 
caffeine, pseudoephedrine, or amphetamines 
(7, 8). Additionally, bupropion may impair 
baroreceptor sensitivity and autonomic 
regulation, leading to heightened vascular 
reactivity (9, 10). Dopaminergic modulation 
may further contribute to sympathetic 
stimulation. Though rare, similar cases have 
been documented. Ahmed et al. described 
atypical chest pain in previously healthy 
individuals taking bupropion, with 

symptoms reversing upon discontinuation of 
drug, supporting a direct drug effect (11). 
Our case similarly highlights the potential for 
dangerous cardiovascular responses with 
bupropion, particularly when combined with 
high caffeine intake. 
These findings underscore the importance of 
blood pressure monitoring in all patients 
starting bupropion, regardless of baseline 
risk. Patients should be counseled to avoid 
other stimulants, and the drug should be 
discontinued in cases of significant 
hypertension. Even in healthy individuals, 
stress, genetic predisposition, or autonomic 
factors may increase susceptibility. While 
bupropion remains an effective treatment for 
depression and smoking cessation, caution is 
warranted, especially when used off-label or 
in high-stress settings. Clinicians should 
remain alert to early signs of cardiovascular 
side effects and consider alternative 
treatments where appropriate. Further 
studies are needed to clarify risk factors for 
bupropion-induced hypertensive reactions. 

Conclusion 
This case illustrates that young, otherwise 
healthy individuals can develop serious 
cardiovascular side effects from the 
combination of bupropion and caffeine. 
Given its widespread use, clinicians should 
monitor blood pressure in all patients, 
including those without known 
cardiovascular risk. 
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