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Abstract
Background: Capgras delusion is one of the delusional misidentification syndromes characterized by the belief by
the patient that the close person is replaced by an imposter who looks physically the same. It rarely occurs in Postpartum Psychosis. An intriguing phenomenon with ongoing debates, particularly about its feature and prevalence, its
course, occurrence, and phenomenon in the postpartum period are poorly understood.
Case presentation: A 26-year-old Nepalese woman presented to the emergency for abnormal behavior on her
9th postpartum day. Capgras delusion was observed for 2 days during her hospital stay. Other psychotic symptoms
appeared progressively and were treated as a case of Postpartum Psychosis.
Conclusion: This case describes the temporal sequence of various psychopathologies during Postpartum Psychosis
including Capgras delusion. We attempt to explain the occurrence of Capgras delusion in Postpartum Psychosis.
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Background
Capgras delusion is a belief by a patient that a double
exists who is physically, yet not psychologically, identical to him/herself and/or to his/her closed ones. It occurs
in clear consciousness [1–3] and is associated with various neurological and psychiatric conditions [2, 3]. It is
considered a nonspecific delusion rather than a distinct
disorder [4]. It is encompassed in the syndrome of delusional misidentification along with other delusional misidentifications like Fregoli syndrome, Subjective doubles,
Inter-metamorphosis [3, 5]. It is a negative misidentification with defensive maneuver and ambivalent emotions
of love-hate and paranoid interpretation [6, 7]. It is the
most common delusion among the misidentification syndromes but a rare syndrome in itself [2, 8].
During the postpartum period, the most common psychiatric illness is postpartum depression, followed by
postpartum psychosis and postpartum blues [9]. Capgras
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delusion is not common in the puerperium period [10,
11]. Postpartum psychosis, a serious psychiatric condition with a prevalence of one to two per 1000 childbirth
in the general population, is 100 times more common
in women with bipolar disorder or a history of postpartum psychosis [12, 13]. The clinical features include odd
affect and mood incongruent unusual psychotic symptoms related to a child’s altered identity, persecution, and
changeling [9]. It is generally considered an episode of
bipolar disorder with accompanying psychotic symptoms
[9, 14, 15]. In this case report, we describe the occurrence
of Capgras delusion in Postpartum Psychosis.

Case presentation
A 26-year-old housewife from a rural mid-western part
of Nepal presented to the emergency on her 9th postpartum day. She had undergone Caesarean Section for
a transverse lie. Her husband complained of her talking
out of context, frequent change of clothes, and pulling off
her clothes as well as fisting her hands for the last 6 days.
She had had similar symptoms 15 months back when she
lost her 6 month pregnancy. With Olanzapine 10 mg, she
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Table 1 Brief Psychiatric Rating Scale (BPRS) scores
Day of admission

2

4

6

11

17

27

BPRS score

48

57

50

42

28

19

Table 2 Clinical Global Impressions-Severity (CGI-S) scores
Day of admission

2

4

8

11

17

27

CGI-S score

6

6

6

5

5

2

had been stable but she discontinued her medication 6
months back after she discovered her pregnancy. She had
no history of substance use or chronic illnesses including diabetes mellitus or hypertension. She had a welladjusted premorbid personality.
She was doing well until her 3rd postpartum day when
she learned that her baby had developed jaundice. She
became restless and started talking out of context saying ‘the witch will take away her baby’. She frequently
changed her clothes, cried, and threw away her own and
the baby’s clothes. She used to pull her ornaments, selfmutter, fist her hands, and stare at the family members.
Such behavior continued till the 9th postpartum day
when the patient was brought to the emergency. On her
mental state examination, she was irritable and uninterested, had increased psychomotor activity, hallucinatory
behavior, and persecutory idea without insight. Baseline investigations (Complete Blood Count, Renal Function Test, Urine Routine, and Microscopic Examination
and Thyroid Function Test) were normal. The Brief Psychiatric Rating Scale (BPRS) score was 48 (Table 1) and
Clinical Global Impressions-Severity(CGI-S) score was 6
(Table 2) then.
From day 3 (12th postpartum day) in the psychiatry
ward, she frequently expressed that her husband and the
baby would be taken away by the ‘witch’. After a few days,
she started quarreling with her husband claiming that he
was, instead, an imposter of her husband. She was firm
on her belief and became irritable when confronted with.
She did not elaborate much except claiming that she
‘knew’ he was not her husband. She would not talk to her
husband and would become angry when approached.
On day 4, she also expressed that ‘evil spirit’ talked in
her ears saying they have come to take her away which
made her fearful and self-muttering. Her mental state
examination showed irritable affect, auditory hallucination, persecutory delusion, and Capgras delusion.
From day 5, she began recognizing her husband but
expressed that his clothes were her enemies. She claimed
that he was trying to harm her, had brought her here to

Table 3 Clinical Global Impressions-Improvement (CGI-I) scores
Day of admission

1

8

17

27

CGI-I score

7

5

2

1

‘sell’ her. She further expressed that he had been cheating
on her. She continued to express persecutory, referential
delusion, and auditory hallucinations until day 19 when
she gradually became shakeable on her belief. After day
19, her persecutory belief involved around the neighbors
and towards the females only claiming the neighbors to
be the evil spirits trying to harm her.
From day 27, she became almost premorbid with partial insight and without signs and symptoms of hallucination and suspiciousness. After maintaining well for 1
week, she was discharged on Sodium Valproate 500 mg
twice a day and Olanzapine 20 mg once a day at bedtime.
Olanzapine was started on the first day of hospitalization
with 5 mg which was gradually optimized to 20 mg with
Clonazepam 0.5 mg as the adjunct. Similarly, Sodium
Valproate was started after day 17 when she had not
improved with 20 mg of Olanzapine. The Clinical Global
Impressions-Improvement(CGI-I) scores show gradual
improvement with time and medications (Table 3).

Conclusion and discussion
In this case report, we describe the case of Capgras delusion in the postpartum period from the evolution of
delusion until its resolution along with other associated
symptoms in temporal sequence, which is the strength
of the case report. To our knowledge, only two cases
of Capgras delusion with psychotic features have been
reported during the postpartum period, highlighting
that delusion in postpartum psychosis is rare [16, 17]. Its
true prevalence remains unknown. A systematic review
of published studies between 1923 and 2016 has found
255 case reports with Capgras delusion [11]. In our case,
the 2 days (in the hospital stay) of Capgras delusion later
transformed into persecutory delusion along with the
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development of auditory hallucination and referential
delusion which remained for a longer duration (24 days).
This case report elaborates on the course of Postpartum
psychosis with a brief duration (2 day in-hospital stay) of
Capgras delusion which might, in part, explain its rarity. It is possible to be missed if it is present only for a
few days as in our case or when the patient has not been
under the regular supervision of an expert.
On one hand, Capgras delusion is believed to be amorphous. On the other hand, postpartum psychosis is considered to be an overt presentation of bipolar disorder
with symptoms including various types from affective,
psychotic to catatonic [9, 11–15]. As postpartum psychosis is characterized by varied symptoms especially
delusions and hallucination and affective symptoms, this
Capgras delusion could be the initial symptom among
many other symptoms of Postpartum Psychosis as in our
case [9, 13, 15, 18, 19]. Hence, the case report attempts
to suggest that Capgras delusion could be the initiating
phenomenon in Postpartum Psychosis.
Thus, we have attempted to explain that Capgras
delusion can be present, though rare, in Postpartum
Psychosis.
Consent

Written informed consent was obtained from the
patient’s caretaker for publication of this case report. A
copy of the written consent is available for review by the
Editor-in-Chief of this journal.
Acknowledgements
Not applicable.
Authors’ contributions
SJ and RS conceived the study and participated in its design. SJ participated in
coordination and drafting the manuscript. MT and AM contributed in drafting
the manuscript.RS contributed in revising the manuscript critically. All authors
read and approved the final manuscript.
Funding
Not applicable.
Availability of data and materials
Not applicable.

Declarations
Ethics approval and consent to participate
Not applicable.
Consent for publication
Written informed consent was obtained from the patient’s caretaker for publication of this case report.

Page 3 of 3

Competing interests
The authors declare that they have no competing interests.
Received: 22 July 2020 Accepted: 7 March 2021

References
1. Berson RJ. Capgras’ syndrome. Am J Psychiatry. 1983;140(8):969–78.
2. Tamam L, Karatas G, Zeren T, Ozpoyraz N. The prevalence of Capgras
syndrome in a university hospital setting. Acta Neuropsychiatr.
2003;15(5):290–5.
3. Salvatore P, Bhuvaneswar C, Tohen M, Khalsa H-MK, Maggini C,
Baldessarini RJ. Capgras Syndrome in First-Episode Psychotic Disorders.
Psychopathology. 2014;47(4):261–9.
4. Koritar E, Steiner W. Capgras’ Syndrome: A Synthesis of Various Viewpoints.
Can J Psychiatry. 1988;33(1):62–6.
5. Arturo Silva J, Leong GB, Miller AL. Delusional Misidentification Syndromes. CNS Drugs. 1996;5(2):89–102.
6. Merrin EL. The Capgras Phenomenon. Arch Gen Psychiatry.
1976;33(8):965.
7. Todd J, Dewhurst K, Wallis G. The Syndrome of Capgras. Br J Psychiatry.
1981;139(4):319–27.
8. Oyebode F, Edelstyn NMJ, Humphreys GW, Booker E. Facial processing
and the delusional misidentification syndromes. Cognit Neuropsychiatry.
1998;3(4):299–314.
9. Sit D, Rothschild AJ, Wisner KL. A Review of Postpartum Psychosis. J Womens Health. 2002;15(4):352–68.
10. Ratan DA, Friedman T. Capgras syndrome in postpartum depression. Ir J
Psychol Med. 1997;14(3):117–8.
11. Pandis C, Agrawal N, Poole N. Capgras’ Delusion: A Systematic Review of
255 Published Cases. Psychopathology. 2019;1:1–13.
12. Spinelli MG. Postpartum psychosis: detection of risk and management.
Am J Psychiatry. 2009;166(4):405–8.
13. Rohde A, Marneros A. Postpartum psychoses: onset and long-term
course. Psychopathology. 1993;26(3–4):203–9.
14. Sharma V. Treatment of postpartum psychosis: challenges and opportunities. Curr Drug Saf. 2008;3(1):76–81.
15. Davies W. Understanding the pathophysiology of postpartum psychosis:
challenges and new approaches. World J Psychiatry. 2017;7(2):77–88.
16. Cohn CK, Rosenblatt S, Faillace LA. Capgras’ syndrome presenting as
postpartum psychosis. South Med J. 1977;70(8):942–942.
17. De Leo D, Galligioni S, Magni G. A case of Capgras delusion presenting as
a postpartum psychosis. J Clin Psychiatry. 1985;46(6):242–3.
18. Jones I, Chandra PS, Dazzan P, Howard LM. Bipolar disorder, affective
psychosis, and schizophrenia in pregnancy and the post-partum period.
Lancet Lond Engl. 2014;384(9956):1789–99.
19. Kamperman AM, Veldman-Hoek MJ, Wesseloo R, Robertson-Blackmore E,
Bergink V. Phenotypical characteristics of postpartum psychosis: a clinical
cohort study. Bipolar Disord. 2017;19(6):450–7.

Publisher’s Note

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

