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Introduction

Because the physical symptoms that suggest pregnancy are 
universally understood and accepted, it seems implausible that a woman 
could fail to recognize the fact of her own gestational state. However, in 
1/300 pregnancies through 20 weeks of gestation and 1/2455 through 
labor and birth, that is exactly what occurs. The unperceived pregnancy 
is a misunderstood reproductive anomaly that can have deleterious 
developmental consequences for the fetus and in extreme cases can 
result in the death of the neonate leading to criminal charges. Current 
research recognizes this is a clinical syndrome with a distinctive pattern 
of symptoms and behaviors that can be identified diagnostically and is 
closely related to clinical disorders involving dissociation.

Key Findings from Research

There are clear repetitive markers that occur across studies which 
pertain to the frequent absence of certain expected pregnancy markers:

•	 No morning sickness

•	 Minimal to no weight gain

•	 Spotting throughout gestation which gives the appearance 
that menstruation is continuing

•	 No apparent sensations of fetal movement

•	 No significant changes in abdominal girth

Some research calls attention to lower levels of HCG in this 
population of women which may provide an explanation for the 
absence of nausea and vomiting, markers associated with pregnancy. 
Other studies explore the silhouette effect, characterized by an absence 
of abdominal swelling. Across cases, there is a consistent failure to 
accurately perceive pregnancy-related symptoms; consequently, 
women do not receive pre-natal care. If they do seek medical care 
for a non-pregnancy related concern, the pregnancy is frequently 
not discovered by their healthcare practitioner which only serves to 
confirm for her that she is not pregnant, a phenomenon which has 
been referred to as “iatrogenic participation”.

Women routinely describe the experience of a dissociative 
episode while giving birth and describe similar experiences across 
cases confusing labor contractions with severe menstrual cramps and 
the pushing associated with transition as the need to have a bowel 

movement. As a result, babies are most often born in bathrooms. In 
their dissociative state, sensation and perception are highly distorted 
so that vision is blurry, and hearing is muffled. As a result, women 
often fail to see their babies move or hear their babies cry or feel their 
babies’ breath. When babies do succumb at birth, it is generally due 
to passive neglect and a firm belief, in this dissociative state, that 
the neonate was stillborn. In the aftermath of birth, they often use a 
common language to describe dissociation.

•	 I felt like I was watching myself.

•	 I was panicked like a split between my body and my mind.

•	 Everything was out of focus like in a tunnel.

•	 It was like being in two different places at once.

The onset of dissociative symptoms under extreme stress is closely 
linked to a history of trauma and play a key role during gestation, as well 
as after labor and birth. The trauma may result from early attachment 
disruptions, abandonment and loss, physical or sexual abuse or 
trauma associated with the conception of the unperceived pregnancy. 
Traumatic responses involve emotional and physical numbing as well 
as avoidance. In vulnerable women, additional risk factors include 
younger age, single status, unstable family relationships, family history 
of unperceived pregnancies and psychiatric history.

Conclusion
A woman’s medical care should be informed by a thorough record 

of her psychosocial history, updated with each visit. Current stressors, 
current supports and her knowledge of and access to resources during 
times of crisis should be addressed. A detailing of history should 
include an in-depth inquiry into reproductive events:

•	 Onset of menstruation and regularity of menstrual cycles.

•	 Mood changes around menstruation.

•	 Number of pregnancies and live births and how far into 
gestation were pregnancies diagnosed.

•	 Any pregnancy losses and dates of loss; miscarriage, voluntary 
termination, stillbirth along with emotional reactions to those 
losses.

•	 Any mood changes during pregnancy or in the postpartum 
period.
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Family psychiatric history is also relevant in identifying a woman’s 
vulnerability to psychological changes around childbearing along with 
a personal accounting of any early losses, attachment disruptions, 
physical and sexual abuse and its impact on physical and psychological 
health. Trauma-informed care should include psychoeducation about 
defensive strategies that can emerge under stress like dissociation 
along with a referral to a therapist experienced in dealing with trauma 
[1-9].
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