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Abstract
Denial of pregnancy is a condition in which a pregnant patient does not believe she is pregnant. This case
describes a 23-year-old Caucasian female, with a past psychiatric history of pseudocyesis, stimulant use
disorder, and schizophrenia, who was admitted to the inpatient psychiatric unit for the treatment of
psychosis, suicidal thoughts, and homicidal ideation. During her hospitalization, an intrauterine pregnancy
was confirmed with three serum quantitative human chorionic gonadotropin (hCG) levels and a
transabdominal ultrasound. Despite definitive evidence of pregnancy, the patient reported it was impossible
she was pregnant and stated she had not had intercourse for more than a year. The patient was treated with
IM haloperidol decanoate and PO haloperidol. Care was coordinated with the obstetrics team to ensure the
patient and her fetus received adequate prenatal care. After acute stabilization, the patient was discharged
with close follow-up. This case presentation describes one of the few documented cases of pregnancy denial
in a patient with a history of pseudocyesis. Additionally, this case highlights the ethical issues associated
with the treatment of pregnancy denial patients. Additional studies are necessary to fill in the gaps in the
literature on this unique condition.
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Introduction
Denial of pregnancy is a condition in which a pregnant patient does not believe she is pregnant. Some
literature suggests that denial of pregnancy stems from a response to fears and doubts related to
pregnancy; denial, a primitive defense mechanism, is thought to ameliorate the patient’s emotional conflict
and anxiety through an unconscious rejection of reality [1,2]. The pregnancy denial can become so severe
that the patient develops unawareness of her pregnancy, resulting in a failure to develop an attachment to
the fetus and prepare for delivery [1-3]. Denial of pregnancy is believed to exist along a continuum, spanning
from uncertainty about the pregnancy to genuine unawareness of the pregnancy even in the face of
irrefutable evidence [2,4]. Often the presence and severity of denial vary at different times during the
pregnancy [4].

The literature generally classifies denial of pregnancy as psychotic or non-psychotic [2]. In psychotic denial
of pregnancy, the patient tends to be chronically mentally ill and is often psychotic for the duration of the
pregnancy [1]. Patients with non-psychotic denial of pregnancy typically do not have a history of psychotic
illness and often exhibit intact reality testing outside of their pregnancy denial [1]. Some authors have
further categorized non-psychotic pregnancy denial as pervasive, affective, or persistent [1]. Pervasive
denial is characterized by the patient experiencing unawareness of the pregnancy while affective denial is
characterized by an intellectual awareness of the pregnancy but a lack of physical or emotional preparation
for the birth [1]. Persistent denial involves the patient learning of her pregnancy in the third trimester yet
not seeking antenatal care [1]. In the interest of completeness, it is worth noting that pseudocyesis, a
condition characterized by the belief of being pregnant despite medical evidence to the contrary, exists on
the opposite side of the spectrum of pregnancy-related delusions [5].

Denial of pregnancy is a relatively uncommon condition. A study conducted at obstetric hospitals and
midwives' practices in Berlin found the incidence of pregnancy denial to be 1 in 475, while a study at an
American academic medical center reported the incidence to be 1 in 516 [6,7]. Although research has not
identified a well-defined set of characteristics in pregnancy denial patients, current research indicates the
majority of patients who develop denial of pregnancy are multiparous and do not have a history of
psychiatric illness [7-9].

There currently is not a consensus regarding the treatment of patients with denial of pregnancy [1]. Because
of denial of pregnancy's associated risks, including increased rates of neonaticide, child neglect, and
postpartum emotional disturbance, evaluation by a psychiatrist is prudent [1,10]. Psychotherapy is one of
the primary treatments for denial of pregnancy [11,12]. In terms of pharmacological treatment,
antipsychotics are understood to reduce the severity of the pregnancy denial, but data is limited on
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treatment specifics [12]. Denial of pregnancy should be managed by an interdisciplinary team as treatment
often includes pharmacotherapy, psychotherapy, evaluation of parenting skills and support network, and
obstetric care [1,11].

The ethics of treating a patient with denial of pregnancy are also an important consideration. The question
of whether the patient has the capacity to make her own decisions must be addressed. If the patient is
determined to lack capacity, then the treatment team must consider how to act in the best interest of the
mother and fetus, which may entail evaluating legal options to aid in treating the patient [1].

Case Presentation
This report describes the case of a 23-year-old Caucasian female, with a past psychiatric history of
pseudocyesis, stimulant use disorder, and schizophrenia, who was admitted to the inpatient psychiatric unit
for treatment of auditory hallucinations that commanded her to harm herself and others. Work-up in the
emergency department prior to admission was significant for a positive serum human chorionic
gonadotropin (hCG) and a urine drug screen positive for amphetamine. Although the patient reported she
was prescribed amphetamine salts, a query of the prescription monitoring program did not corroborate the
patient’s claims. During the patient’s psychiatric evaluation, she was uncooperative and minimized her
symptoms, stating she did not need psychiatric treatment. She appeared guarded and paranoid, often
responding to questions by stating “that is personal.”

As per collateral (the patient’s mother), the patient had been living at a local homeless shelter prior to
admission. The patient had a nine-month-old child whom she had been prohibited from contacting by the
Department of Human Services. The patient’s mother reported that the patient had a history of sexual abuse
perpetrated by her brother; the patient’s mother also reported the patient was not married. She voiced
concerns about the patient's history of medication noncompliance and reported that the patient had
assaulted her father a few weeks prior to her admission.

On the first day of her present admission, the treatment team carefully weighed the risks and benefits of
treating the patient's psychosis given her positive serum hCG result. The team reached a consensus that the
patient's psychosis was a significant danger to both the patient and her fetus; the team subsequently
reviewed the patient's medication history and evaluated treatment options. The patient was started on
haloperidol 2 mg p.o. q.a.m. and haloperidol 5 mg p.o. q.h.s. Two additional serum quantitative hCG levels
revealed increasing levels consistent with pregnancy. After five days of treatment, the patient continued to
be verbally aggressive and delusional, voicing a bizarre conspiracy about not being discharged so the
treatment team could inappropriately observe her in the shower. Because of her persistent psychotic
symptoms, her haloperidol dose was increased to 5 mg p.o. q.a.m. and 5 mg p.o. q.h.s. The treatment team
repeatedly attempted to counsel the patient about her pregnancy and the need for prenatal care, but she
continued to be resistant to any additional evaluation of her pregnancy.

On the sixth day of hospitalization, the treatment team reached out to an obstetrician/gynecologist
(OB/GYN) who the patient claimed had cared for her during her last pregnancy; however, the physician did
not have any record of ever having treated the patient. The team consulted the hospital OB/GYN
department; the staff OB/GYN recommended a transabdominal ultrasound to confirm and, if indicated, date
an intrauterine pregnancy. Despite medication adjustment the previous day, the patient continued to be
markedly psychotic, easily agitated, and verbally aggressive.

On hospital day 7, the patient became irate when discussing her pregnancy. She was resolute that she had
not had intercourse in more than a year and that pregnancy was impossible. She reported her hCG levels
were elevated because she had a special blood type that made it appear she was pregnant. Of note, the
patient had claimed her blood type had led to an erroneous pregnancy test result during a prior admission
for pseudocyesis, although at that time she claimed it had led to a false negative.

At this point, the team was presented with an ethical dilemma regarding whether to evaluate legal options
for initiating treatment. Although the patient had demonstrated some degree of compliance on the unit, the
patient had a history of chronic noncompliance in all aspects of outpatient treatment and continued to deny
she was pregnant. For the safety of the patient and her fetus, the team pursued a 45-day court order for
treatment. The treatment team felt this was in the best interest of both the patient and the fetus,
particularly given the severity of the patient’s psychosis when she is noncompliant with her psychiatric
medications.

On hospital day 8, a transabdominal ultrasound (Figure 1) confirmed an intrauterine gestation with an
average age of five weeks and six days. Despite the unequivocal results, the patient continued to deny
having had sexual intercourse in more than a year and maintained it was impossible she was pregnant.
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FIGURE 1: Transabdominal ultrasound showing the gestational sac.

On hospital day 9, the patient appeared in court, and a 45-day court order for treatment was granted. The
treatment team began working on a suitable discharge plan. The patient perseverated on returning to the
homeless shelter she had lived at prior to admission. The treatment team felt discharging to a facility with
more resources was in the best interest of the patient; however, due to limitations resulting from the
COVID-19 pandemic, it was evident the patient’s only option was to return to the homeless shelter. The
treatment team reached out to the director of the homeless shelter who was agreeable to accommodating
the patient’s needs and ensuring she received the necessary treatment. Because of her history of chronic
noncompliance, the patient was administered haloperidol decanoate 100 mg IM the following morning.

On hospital day 16, the patient was discharged. She was discharged on haloperidol decanoate 100 mg
IM monthly and haloperidol 5 mg p.o. b.i.d. At the time of discharge, she was cordial and cooperative. Her
hallucinations, suicidal ideation, and homicidal ideation had all resolved. She was no longer responding to
internal stimuli and was optimistic about her future. She still was intermittently in denial of her pregnancy,
although she was agreeable to obstetric treatment. The patient was discharged with appointments for
therapy, medication management, and obstetric follow-up.

Discussion
This case addresses several gaps in the current literature on denial of pregnancy. One unique aspect of our
case is the patient was diagnosed with denial of pregnancy early in her pregnancy while much of the
literature describes patients who were diagnosed retrospectively, often at the time of delivery [13]. Another
reason this case contributes to the literature on denial of pregnancy is because of the nature of the patient’s
denial. The patient, in this case, exhibited unwavering denial, which is in contrast with the vacillation
between denial and awareness frequently seen in psychotic denial of pregnancy [12]. Additionally, to our
knowledge, this is one of a few documented cases of a patient who has exhibited both pseudocyesis and
denial of pregnancy.

Our case also highlights the need for further understanding of pharmacologic treatments in denial of
pregnancy. Antipsychotics are generally understood to decrease the severity of the denial; however, data are
limited on the specifics of using antipsychotics to treat the condition [12]. The literature often references
psychotropics without disclosing details of the treatment [1,2]. We opted to include the medication, dose,
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and frequency in our case to provide readers with a specific clinical example of pregnancy denial treatment.
When considering antipsychotic treatment in a pregnant patient, providers must weigh the potential
increase in teratogenic risk against the risk of untreated psychosis [14]. The literature on antipsychotic
treatment during pregnancy is not robust enough to draw definitive conclusions; however, the available data
suggest that first-generation antipsychotics are the treatment of choice in drug-naïve patients while patients
currently on an efficacious antipsychotic therapy should be continued on that therapy [14]. Similarly, there
is a lack of information about the use of specific psychotherapy modalities in treating denial of pregnancy,
although some research suggests supportive psychotherapy may be beneficial [12].

Additionally, this patient presentation demonstrates the importance of early intervention in denial of
pregnancy. Although research has not identified well-defined risk factors to inform screening for denial of
pregnancy, some authors have theorized a benefit from having a low threshold for pregnancy testing women
of child-bearing age who present with symptoms suggestive of pregnancy [1]. One study found that 38% of
pregnancy denial patients had been evaluated by a physician during pregnancy and not received a diagnosis
of pregnancy [8]. In our case, the patient was screened for pregnancy while in the emergency department,
and the OB/GYN department was consulted early during the patient's hospitalization. Similarly, this case
emphasizes the importance of an interdisciplinary approach to treatment. Coordination of care between the
psychiatry team, social work, and the obstetrician was necessary to ensure the patient received timely
management of both her mental illness and pregnancy.

This case also underscores the need for careful consideration of the ethical issues associated with the
treatment of patients with denial of pregnancy. In this case, pursuing a court order for treatment was in the
best interest of the patient and her fetus. When making these decisions, clinicians must evaluate the
patient’s capacity and weigh patient autonomy against the potential of the patient not receiving treatment.
When evaluating the long-term care of the patient, clinicians should consider the patient's parenting
capabilities. Unfortunately, the outcomes of children born to pregnancy denial patients are not well-
characterized. A review of available data on children born to pregnancy denial patients found that
approximately half of the cases resulted in the death of the neonate while half of the remaining cases
involved placement of the infant in adoption or foster care [2].

Finally, our case report highlights the need for further research on the diagnosis of denial of pregnancy. It is
generally understood that the diagnosis involves an unawareness of pregnancy in a pregnant patient;
however, specific criteria evaluating other domains of clinical relevance, such as the chronicity of symptoms,
have not been established [2,13]. When the pregnancy is objectively confirmed and the patient exhibits
denial, the primary differential diagnosis is pregnancy concealment, which occurs when the patient is aware
of her pregnancy but attempts to hide it from others [8]. There has also been discussed in the literature as to
whether pregnancy denial should be included in the Diagnostic and Statistical Manual of Mental Disorders
[2,15-17]. Some authors have called for denial of pregnancy to be classified as an adjustment disorder
because the condition involves a maladaptive reaction to an external stressor [2]. Some have taken this a
step further and recommended including the diagnosis in a proposed subtype of adjustment disorder called
maladaptive denial of physical illness [15-17]. Alternatively, Beier et al. opine that denial of pregnancy could
be classified as a sexual and gender identity disorder because the symptoms are related to reproductive
experience and behavior [8]. As the subtypes of pregnancy denial are associated with different outcomes,
further research should explore the clinical value of further categorizing denial of pregnancy [1].

Conclusions
Denial of pregnancy is an uncommon condition that complicates both the patient’s psychiatric and obstetric
treatment. An interdisciplinary approach to treatment is necessary to ensure the patient receives
comprehensive care. Psychotherapy and antipsychotics are mainstays of treatment. Because of the nature of
the delusion, ethical considerations will often arise during the course of treatment. In severe cases, the
provider may need to pursue a court order for treatment. Current literature presents a basic framework for
the disorder, but there is much to be learned about the diagnosis, treatment, and prognosis of the condition.

Additional Information
Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. Conflicts of interest: In
compliance with the ICMJE uniform disclosure form, all authors declare the following: Payment/services
info: All authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no financial
relationships at present or within the previous three years with any organizations that might have an
interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

Acknowledgements
Austin Goebel, D.O.

2021 Narlesky et al. Cureus 13(4): e14773. DOI 10.7759/cureus.14773 4 of 5



References
1. Jenkins A, Millar S, Robins J: Denial of pregnancy: a literature review and discussion of ethical and legal

issues. J R Soc Med. 2011, 104:286-91. 10.1258/jrsm.2011.100376
2. Neifert PL, Bourgeois JA: Denial of pregnancy: a case study and literature review . Mil Med. 2000, 165:566-8.
3. Uddenberg N, Nilsson L: The longitudinal course of para-natal emotional disturbance . Acta Psychiatr Scand.

1975, 52:160-9. 10.1111/j.1600-0447.1975.tb00033.x
4. Infanticide. Psychosocial and Legal Perspectives on Mothers Who Kill . Arch Womens Ment Health . 2003,

79:10.1007/s00737-002-0165-z
5. Pseudocyesis. (2020). Accessed: February 2021: https://www.uptodate.com/contents/pseudocyesis.
6. Wessel J, Buscher U: Denial of pregnancy: population based study . BMJ. 2002, 324:458.

10.1136/bmj.324.7335.458
7. Friedman SH, Heneghan A, Rosenthal M: Characteristics of women who deny or conceal pregnancy .

Psychosomatics. 2007, 48:117-22. 10.1176/appi.psy.48.2.117
8. Beier KM, Wille R, Wessel J: Denial of pregnancy as a reproductive dysfunction: a proposal for international

classification systems. J Psychosom Res. 2006, 61:723-30. 10.1016/j.jpsychores.2005.11.002
9. Wessel J, Gauruder-Burmester A, Gerlinger C: Denial of pregnancy--characteristics of women at risk . Acta

Obstet Gynecol Scand. 2007, 86:542-6. 10.1080/00016340601159199
10. Moyer P: Pregnant women in denial rarely receive psychiatric evaluation . Medscape Medical News. 2006,
11. Spielvogel AM, Hohener HC: Denial of pregnancy: a review and case reports . Birth. 1995, 22:220-6.

10.1111/j.1523-536x.1995.tb00262.x
12. Miller LJ: Psychotic denial of pregnancy: phenomenology and clinical management . Hosp Community

Psychiatry. 1990, 41:1233-7. 10.1176/ps.41.11.1233
13. Wessel J, Endrikat J, Buscher U: Frequency of denial of pregnancy: results and epidemiological significance

of a 1-year prospective study in Berlin. Acta Obstet Gynecol Scand. 2002, 81:1021-7. 10.1034/j.1600-
0412.2002.811105.x

14. Gentile S: Antipsychotic therapy during early and late pregnancy. A systematic review . Schizophr Bull. 2010,
36:518-44. 10.1093/schbul/sbn107

15. Kinzl J, Biebl W: Disavowal of pregnancy: an adjustment disorder . Am J Psychiatry. 1991, 148:1620-1.
10.1176/ajp.148.11.aj148111620

16. Miller LJ: Maladaptive denial of pregnancy. Am J Psychiatry. 1991, 148:1108. 10.1176/ajp.148.8.1108a
17. Strauss DH, Spitzer RL, Muskin PR: Maladaptive denial of physical illness: a proposal for DSM-IV . Am J

Psychiatry. 1990, 147:1168-72. 10.1176/ajp.147.9.1168

2021 Narlesky et al. Cureus 13(4): e14773. DOI 10.7759/cureus.14773 5 of 5

https://dx.doi.org/10.1258/jrsm.2011.100376
https://dx.doi.org/10.1258/jrsm.2011.100376
https://pubmed.ncbi.nlm.nih.gov/10920660/
https://dx.doi.org/10.1111/j.1600-0447.1975.tb00033.x
https://dx.doi.org/10.1111/j.1600-0447.1975.tb00033.x
https://dx.doi.org/10.1007/s00737-002-0165-z
https://dx.doi.org/10.1007/s00737-002-0165-z
https://www.uptodate.com/contents/pseudocyesis
https://www.uptodate.com/contents/pseudocyesis
https://dx.doi.org/10.1136/bmj.324.7335.458
https://dx.doi.org/10.1136/bmj.324.7335.458
https://dx.doi.org/10.1176/appi.psy.48.2.117
https://dx.doi.org/10.1176/appi.psy.48.2.117
https://dx.doi.org/10.1016/j.jpsychores.2005.11.002
https://dx.doi.org/10.1016/j.jpsychores.2005.11.002
https://dx.doi.org/10.1080/00016340601159199
https://dx.doi.org/10.1080/00016340601159199
https://www.medscape.com/viewarticle/533814
https://dx.doi.org/10.1111/j.1523-536x.1995.tb00262.x
https://dx.doi.org/10.1111/j.1523-536x.1995.tb00262.x
https://dx.doi.org/10.1176/ps.41.11.1233
https://dx.doi.org/10.1176/ps.41.11.1233
https://dx.doi.org/10.1034/j.1600-0412.2002.811105.x
https://dx.doi.org/10.1034/j.1600-0412.2002.811105.x
https://dx.doi.org/10.1093/schbul/sbn107
https://dx.doi.org/10.1093/schbul/sbn107
https://dx.doi.org/10.1176/ajp.148.11.aj148111620
https://dx.doi.org/10.1176/ajp.148.11.aj148111620
https://dx.doi.org/10.1176/ajp.148.8.1108a
https://dx.doi.org/10.1176/ajp.148.8.1108a
https://dx.doi.org/10.1176/ajp.147.9.1168
https://dx.doi.org/10.1176/ajp.147.9.1168

	Denial of Pregnancy in a Patient With a History of Pseudocyesis
	Abstract
	Introduction
	Case Presentation
	FIGURE 1: Transabdominal ultrasound showing the gestational sac.

	Discussion
	Conclusions
	Additional Information
	Disclosures
	Acknowledgements

	References


