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Abstract 

Background: Capgras syndrome (CS) is one of the delusional misidentification syndromes (DMS) characterized by the belief by 

the patient that the close person, usually a close relative or family member is replaced by an imposter who looks physically the 

same. Since the first case of Capgras syndrome was described in 1923, the published literature is confined to a small number of 

case reports and a single case series. Capgras syndrome rarely occurs in postpartum period; there are few references in the 

literature to any of the delusions of misidentification occurring in a post partum period. Moreover, some authors described 

Capgras syndrome as frequently involving hostility, violence and risk of neglect towards an object of delusional 

misidentification. Their reports based on single cases report or small case series that may be subject to significant reporting bias. 

This case outlined here on a female patient affected by Capgras syndrome in post partum period with brief review of the 

literature. Case presentation: A 32-year-old woman presented to the psychiatric clinic for a delusional belief that newborn had 

been replaced by another one. Capgras delusion was developed after caesarean section on her 12th postpartum day. The patient 

was healthy individual whose Capgras syndrome was not linked to any psychiatric or neurological states in the past. Anxiety and 

depressive symptoms followed progressively without postpartum psychosis. Though she has a fixed belief, which is that her baby 

was replaced by another one, she did not show any psychotic features or aggression behaviour. Conclusion: In this case report, 

Capgras syndrome is typically a monothematic delusion (delusion about the baby may have an altered identity or replaced by 

another one) and is not accompanied by other delusions. Also, it displays the course of anxiety and depression in the period of 

postpartum period that accompanied with Capgras syndrome. The patient has no postpartum psychosis, only a delusion about the 

baby replaced by another one. Though her ambivalent emotions toward the baby, the patient did not show any hostility, 

aggression behaviour or violence and denied thoughts of harming baby. 
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1. Introduction 

Capgras syndrome is a rare condition of delusional misi-

dentification syndromes (DMS), in which the patient misi-

dentifies a familiar member (loved one), object, and regards 

him instead as double or impostor. Capgras syndrome was 

described in 1923 by Capgras and Reboul-Lachaux. Capgras 

reported a woman with the delusional belief that some family 
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members had been replaced by identical doubles. He called it 

l’illusion des sosies (illusion of doubles) [1] or "the illusion of 

look-alikes." [2] or "the illusion of Doppelgänger" [3]. 

Initially, it was thought that DMS arose due to a combina-

tion of psychotic illness and psychological factors [4]. Some 

researchers have previously argued that Capgras may be 

fundamentally an “organic” syndrome [5]. Several authors 

have argued that all individuals with Capgras should be in-

vestigated for organic pathology [5, 6]. However, it is now 

recognized that there may be a structural basis for DMS in-

volving disruption in the right hemisphere brain regions re-

sponsible for facial processing and recognition [7]. 

Capgras delusion occurs in clear consciousness [2, 8, 9] and 

is associated with various neurological and psychiatric condi-

tions [8, 9]. Capgras syndrome reported to be associated only 

with psychiatric diseases, including paranoid schizophrenia [10, 

5] and schizoaffective disorder [11, 12]. However, more re-

cently Capgras syndrome has also been described in neuro-

logical conditions including cerebrovascular disease [13-15] 

after head trauma [16] pituitary tumor [17] and especially in 

neurodegenerative diseases such as Alzheimer disease [18-21] 

and Lewy body disease [22, 23], as well as posterior to brain 

injuries [16]. A variety of medical cases have been reported 

with Capgras syndrome, as vitamin B12 deficiency, hepatic 

encephalopathy, hypothyroidism, hyperparathyroidism, epi-

lepsy, chronic alcoholism cases and encephalitis [8, 24-27]. 

According to Enoch and Trethowan 1991 [28] Capgras syn-

drome is the most frequently occurring of the delusional misi-

dentification syndromes but is still extremely rare. Few refer-

ences in the literature reported delusions of misidentification 

occurring in a puerperal illness [29-36]. 

Concerning Capgras syndrome in postpartum period, there 

is a sporadic cases reported since the last century. The pub-

lished literature on is confined to a small number of case 

reports [30-36] and a single case series [29]. Recently, two 

systemic reviews conducted in 2019 and 2023 respectively 

[37, 38], revealed that Capgras syndrome is not common in 

the in perinatal period. Published case studies of Capgras has 

been described as “frequently” involving violence towards the 

perceived impostor and has been recommended as a risk 

marker in psychiatric assessments [39-43], although until now, 

conclusions have been based on published case studies that 

may be subject to significant reporting bias [44]. 

In regard to caesarean section, three of the reports that 

Capgras syndrome occurring in the postpartum period [14, 30, 

31] specified the mode of delivery and all of these were by 

caesarean section [38]. This case outlined here of Capgras' 

syndrome that occurred in the postpartum period, post cae-

sarean section in absence of mental or neurological disorders; 

to my knowledge, the presented case may be the forth case of 

Capgras syndrome post caesarean section and the third case of 

Capgras' syndrome occurring in the puerperium in which the 

baby was the sole misidentified person in this period. 

The case outlined here, the patient underwent to caesarean 

section and developed Capgras syndrome 12 days in the per-

inatal period. This case report aims to review previous liter-

ature of Capgras syndrome in which the newborn was misi-

dentified in this postpartum period. 

2. Case Presentation 

A 32 year old, post Cesarean section six months ago was 

brought for psychiatric evaluation by her family with chief 

complaints of belief that her baby had been replaced by iden-

tical impostor, associated with anxiety, hypervilgilance, irri-

tability, low mood with crying and insomnia. This was her 

third pregnancy and she had previously been entirely well 

medically and psychiatrically. 

She was doing well until her 12
th

cesarean section day, the 

patient back for follow up and to remove threads. She put her 

baby on the bed; her husband and her elder son were beside 

the baby in presence the nurse and the physician. Less than 

one minute, she looked at the baby on bed, she rapidly became 

agitated, shouting, screaming and suddenly said that he is not 

my baby, where is my baby? She examined her baby's face 

which made her realize that baby was not really her baby. 

She said to the nurse you have replaced my baby. It was a 

shock to the doctor, nurse, and her husband. From then on, an 

idea came to her mind that her infant has been replaced. In 

spite of the pleas and reassurance by her physician, nurse and 

husband; the patient did not believe that he was really her 

infant. Three days later, the patient returned to the nurse and 

asked her to bring her real baby back. Four days later she 

argued with nurse and claimed that nurse replaced her infant. 

Her husband tried to convince her that baby is hers, but she 

did not convince. Two weeks later post caesarian section, she 

gradually deteriorated, again claiming that baby were not real, 

also expressing severe anxiety and hypervilgilance; scream-

ing “this is not my baby, give me my real baby; she became 

increasingly upset, neither slept nor ate; anxiety persisted six 

weeks followed by depression. She was not convinced to visit 

a psychiatrist; the husband took her to traditional healer who 

prescribed natural herbs to her, while the cleric recited prayers 

to her and rubbed her head. After that the patient had con-

sulted several physicians, and she was diagnosed with obses-

sion and was treated with bromezepam and quetiapine without 

any significant improvement. Two months later (post cesar-

ean section), the patient remained highly distressed through-

out day and night, and she exhibited progressive worsening. 

The husband advised that his wife should travel back to 

Yemen to be close to the family. In the third month (post 

cesarean section), the patient’s husband observed her condi-

tion get worse; he contacted the patient’s family to take her 

home for some positive change. During the stay of the patient 

at her family’s home, her condition remained the same. 

Through this period, she developed depression. She displayed 

low mood, displeasure, crying, sleeping very little at nights, 

and she became withdrawn, disinterested with a significant 

decline in her work and social activity. Under family pressure, 

she came for psychiatric evaluation. 
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Though, the reassurance by husband, parents and other 

close relative family members, the patient did not believe that 

he was really her infant. Through the depression period, she’s 

being unwilling to care for the infant; she refuses to breastfeed 

him; not capable in caring the baby and neglected him; no 

maternal affection towards him no pay attention to him, or 

change diapers, and care was taken over by family members. 

Despite every attempt to convince her that it is her baby, she 

confirmed that he is not her baby and it replaced by another 

one. She developed ambivalent emotions toward the baby; 

about an idea that baby being her baby or not. 

The patient was questioned how was it possible; she was 

unable to explain when and how this occurred. Mental facul-

ties were examined, and found them to be healthy, except for 

one thing that she suffers from a disorder in the content of 

thinking; a fixed belief, which is that her baby was replaced by 

another one. Further, the patient in the presented case had the 

delusion that her baby replaced by another, she did not show 

any paranoid ideas, no hallucinations or hostility or aggres-

sion behaviour and denied thoughts of harming baby. 

At the time of her psychiatric interview, she was found to 

be a well built woman, well dress and groomed. Cognition 

was normal integration of consciousness; alert, aware oriented 

to time, place, and person. Despite she is depressed; she 

maintained eye contact. Her mood was 'depressed and anx-

ious' with congruent and tearful affect. Attention, concentra-

tion and orientation were intact. She is cooperative, attentive, 

and interested. She reported no past psychiatry illness. She 

denied any suicidality or homicidality. No postpartum de-

pression or psychosis in her previous pregnancies. No history 

of abortion. No seizure or episodes of loss of consciousness; 

no episodes of confusion or disorientation; no experiences of 

unreality, detachment, or being an outside observer. No major 

medical, surgical illnesses or major traumas. Neither alcohol 

nor drug used history. Personal, family, social history and 

current circumstances are normal. Speech was spontaneous. 

She denied having any paranoid, persecutory delusion or 

hallucinations. Her thought process was concrete, although 

her thought content contained a delusion about the baby may 

have an altered identity or replaced by another one. The pa-

tient's family reports to me that she did not have any psychi-

atric or neurological disorders prior to the onset of her delu-

sion believe. The detailed general physical, neurological and 

other systemic examinations were within the normal limits. 

Serum electrolytes, endocrinal workup, magnetic resonance 

imaging (MRI) of the brain were within the normal limits. 

After detailed neurocognitive assessment, organic basis for 

the present symptoms was ruled out. The patient was subse-

quently diagnosed Capgras syndrome post cesarean section in 

postpartum period with anxiety and depression. 

3. Discussion 

Although Capgras syndrome was described over a century 

ago, research has been limited. Capgras syndrome is particu-

larly interesting not only because of their rarity but also be-

cause it represents a syndrome between psychiatry and neu-

rology. Capgras syndrome reported in sporadic cases of 

psychiatric, neurological, and medical disorders. Clinical 

experiences would suggest that Enoch and Trethowan [28] 

were correct to consider it rare. 

Relating to postpartum period a few cases in the literature 

reported Capgras syndrome in a puerperal illness. In their 

intensive literature review of 255 published cases of Capgras 

syndrome conducted in 2019, Pandis et al. [37] counted pu-

erperal psychosis which consisted of a total of 11 cases, in-

cluding 8 that had no diagnosis specified in the original report 

and 3 cases identified in the review were patients with puer-

peral psychosis. A more recent review conducted in 2023 by 

Lewis et al. 2023 [38], through searching of references iden-

tified eight of the included papers were single case reports 

describing Capgras syndrome in the perinatal period and the 

ninth was a case series [29] of 4 cases of Fregoli syndrome, 

which met the criteria, giving 9 papers in total [38]. 

Generally, these published literature on Capgras syndrome 

in perinatal period are confined to a small number of case 

reports [14, 30-36]. Some authors now believe that Capgras 

syndrome and other DMS have an organic basis, to the point 

where they have argued that all individuals with Capgras 

should be investigated for organic pathology [5, 6, 14, 35, 36] 

have reported cases of Capgras' syndrome that occurring in 

the puerperium, both with associated organic findings. Nils-

son and Perris's [35] case had enlarged ventricles and tem-

poral lobe atrophy, while the patient reported by Foerstl" had 

suffered a subarachnoid haemorrhage with consequent neu-

rological deficit. Collins et al. [14] case had pre-eclampsia 

and severe postnatal hypertension and nephrotic syndrome. 

On other hand, there have been case reports of Capgras syn-

drome [30-34] with no obvious organic basis occurring in the 

puerperium. Concerning mental illness, in the 12 cases of 

Capgras syndrome identified in Lewis et al. 2023 review [34], 

they found six of the twelve cases had no history of mental 

illness, three cases had history postpartum psychosis, tow 

cases reported history of depression and one case of postnatal 

depression. The spectrum of psychiatric symptoms in the 

literature identified is varied widely; indicate the various 

aetiological origin of Capgras syndrome. Therefore, Capgras 

syndrome is not necessarily psychiatric or organic illness, and 

may occur in a healthy individual as in the case outlined here. 

Neuroimaging studies have shown that lesions in the right 

hemisphere of the brain especially of the frontotemporal re-

gions are common among Capgras syndrome sufferers [1, 36, 

47, 48]. While pathology can be widespread, lesions have 

been found mainly in the frontal, temporal, and or parietal 

lobes [23]. Other studies using CT found global brain atrophy 

in combination with right hemisphere lesions in patients with 

dementia and Capgras syndrome [21]. A more recent study 

identified a further 34 patients with Capgras’ delusion from 

the electronic records of a London Mental Health Trust [44] 

found only 5 of these had neuroimaging reported, no evidence 
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of right-hemisphere damage being predominant in cases of 

Capgras delusion presenting to mental health services. The 

presented case has no past history of neurological or psychi-

atric disorder and her magnetic resonance imaging (MRI) of 

the brain was normal. 

With regard to misidentification, in some cases [30, 33-36], 

there were multiple subjects of misidentification (Husband, 

baby, older son, father, sister, doctor), while in the other cases 

[14, 31, 32] only a single subject (husband or baby) was 

misidentified. The case outlined here, the baby was the only 

misidentified one. 

Regarding to maternal-infant bond in the postpartum period; 

DMS are often accompanied by hostility towards the child 

[45]; mother’s being unwilling to care for the infant, with-

drawn, disinterested, and risk of neglect, violence, or infanti-

cide towards a misidentified child [46]. Certainly, the ma-

ternal-infant bond under risk and emotional relationship be-

tween the patient (mother) and the misidentification (baby) 

will disturb. It is worth noting, the accompanying delusions in 

post partum period with Capgras syndrome that represent in 

the majority of cases such as postpartum psychosis, paranoid 

symptoms, presence of auditory hallucinations or other such 

as affective disorders, schizophreniform illness, and organic 

psychosis; all of these represent the majority of the risk factors 

that affect maternal-infant bond. 

It has been described that DMS is often accompanied by 

hostility towards the object of delusional misidentification 

[45]. However, reports existing on single cases or small case 

series of violent acts in patients with Capgras syndrome in-

cluding homicide, toward family members. Bourget & 

Whitehurst, [39] as long with the previous literature [40-43, 

45] claim that Capgras syndrome is specific risk factor for 

violence, and even murder. For example, Bourget and 

Whitehurst [39] reported "We summarize 4 cases involving CS 

and severely violent acts; these add to a growing number of 

reports indicating that individuals with CS can pose signifi-

cant danger to others [41, 48-51]. The individuals in our case 

series were men who committed severe acts of violence, in-

cluding homicide, toward family members. Following the 

violent act, each man was diagnosed with some form of psy-

chosis, including schizophrenia, paranoid subtype. All 4 held 

delusions of misidentification and directed the violent act(s) 

toward the misidentified person(s). For each individual, there 

was evidence of persistent and long-standing delusional ideas 

of persecution and (or) paranoid ideation. The presence of 

auditory hallucinations of a commanding nature was noted in 

2 of the men. On examination of their mental status, 3 indi-

viduals demonstrated a blunted affect. Two of the men dis-

played sexual preoccupations, with one questioning his sexual 

orientation and both holding beliefs of past sexual abuse. 

While all the men had a history of substance abuse, only one 

had a previous psychiatric disorder". 

Surprising that literature refer to the risk factors mentioned 

above, but attribute violent act, aggression and even homicide 

are frequently associated with Capgras’ delusion. The violent 

act in published report of four cases of misidentification de-

lusions with Capgras syndrome, it is hard to attribute solely to 

the Capgras delusion, other risk factors [persistent and 

long-standing delusional ideas of persecution and (or) par-

anoid ideation, auditory hallucinations of a commanding 

nature, sexual abuse, substance abuse] are likely to influence 

the possibility of violent act. This raises puzzling philosoph-

ical question [37]. Why do the non-violent Capgras sufferers, 

who constitute the majority, seem to live peaceably with their 

imposter? The answer is very simple; those non-violent 

Capgras sufferers are not under the risk factors. Capgras 

syndrome is not present with additional suspiciousness or 

paranoid ideation directed toward the misidentified person; i.e. 

the patients have no long-standing delusions, no history of 

aggressive behavior no diagnosis of schizophrenia, transient 

psychotic episode, schizophreniform psychoses or bipolar 

affective disorder as mania. Also, no persecutory delusions, 

psychotic depression, or others as persistence delusional dis-

order, antisocial personality, alcohol and substance abuse; if 

these factors present, they will play a significant role in in-

creasing the probability of violent act and aggression [52, 53]. 

So, non-violent Capgras sufferers have no violent act or anger 

toward the misidentified person and live peaceably with their 

imposter. 

Based on series of cases [54] of individuals with Capgras 

syndrome who have committed dangerous behaviors (8 cases 

in Silva et al 1989 [54] diagnosed paranoid schizophrenia, 

schizoaffective disorder, bipolar disorder, atypical psychosis). 

For example, the authors in their case 1, patient "Mr. A be-

lieved that his real relatives had died and that they were 

clones whose bodies had been taken over by spirits. Mr. A 

believed the government was controlled by duplicates of 

former President Jimmy Carter, former first lady Rosalyn 

Carter, the United States senators, and President Ronald 

Reagan. He also heard voices informing him that the spirit 

that controlled his father's body had killed his brother and 

substituted a clone in his brother's place. Mr. A believed he 

had been assigned the task of God's work by destroying the 

wicked people who had moved into the bodies of his family 

and others. For this reason, Mr. A shot and killed his father 

and shot and seriously wounded a nephew. He saw a young 

man across the street and shot as punishment for assisting in 

the murder and impersonation of his brother". [Case 1 in 

Silva et al. 1989]. 

The patient in Silva et al [54] had at least 10 prior psychi-

atric hospitalizations; the patient was given a diagnosis of 

schizophrenia (paranoid type, chronic). It is not sense to at-

tribute that violent act and murder to Capgras delusion. In 

their case, regardless of Capgras delusion about the identities 

of his relatives; the patient heard voices and assigned the task 

of God's work, and for this reason he killed his father and shot 

and seriously wounded a nephew. The patient has Capgras 

delusion about the identities of his relatives; he had bizarre 

delusions, auditory hallucinations, psychosocial impairment, 

and chronic course of his symptoms; the patient had another 
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delusion towards a strange man and thought he was an ac-

complice of the evil impersonators and he shot and wounded 

this young stranger. It is worth noting, this strange man is not 

one of his family members or friends. This does not meet the 

definition of Capgras syndrome that frequently contain the 

belief that an individual's family or friends have been replaces 

by another one. Simply, Capgras syndrome has been accom-

panied with paranoid delusion and hallucination, both acts as 

a risk factors [the patient heard voices and assigned the task of 

God's work], and these factors should to be taken into con-

sideration an adequate risk of violent; it is a paranoid schiz-

ophrenia that plays a significant role in increasing the proba-

bility of violent act and aggression, not Capgras syndrome. 

In their intensive literature review of 255 published cases of 

Capgras syndrome, Pandis et al [37] found 21% of case re-

ports were graded as high quality so important clinical in-

formation including results of investigations was missing in 

79% of the cases analysed, which introduces a bias that limits 

the interpretability of the findings. This raises the question to 

what extent Capgras syndrome has been over-associated with 

violence aggression or homicide in the existing literature. 

Capgras patients as then their theories need to account for the 

delusion as it is actually encountered, lest they be accused of 

jumping to conclusions and other reasoning errors [37]. 

In summary, it is hard to make a conclusion on single cases 

report or small case series that reported aggression, violence 

or homicide. These claims are particularly notable given they 

are largely based on a literature formed mainly of single cases 

or small case series that may be subject to significant report-

ing bias [44]. Therefore, findings in literature must be inter-

preted with great caution. 

Interestingly, in contrast to previous reports that have as-

sociated Capgras delusion with dangerousness [40, 41, 47, 54, 

55]; a recent study of 34 cases of Capgras syndrome con-

ducted in 2019 by Emily et al. [44] found no cases had re-

ported physical aggression or violence. In this case report, the 

patient did not show any hostility, aggression behaviour or 

violence and she denied thoughts of harming baby. 

On the topic of the present case, she was doing well until her 

12
th
cesarean section day when she developed Capgras delusion. 

Capgras delusion followed by intense anxiety persisted six 

weeks followed by depression. Through this period the patient 

expressed that the baby would be replaced, she started 

screaming and argument with her family claiming that baby 

was instead an imposter of her baby. Generally, during the 

postpartum period, the most common psychiatric illness is 

postpartum depression, followed by postpartum psychosis and 

postpartum blues [56]. As postpartum psychosis is character-

ized by varied symptoms especially delusions and hallucination 

and affective symptoms; this case outlined here, never show 

any symptoms of postpartum psychosis. In other words, she 

had no psychotic symptoms such as delusion or hallucination, 

but she deluded about the baby may have replaced by another 

one. The patient did not show any hostility, aggression behav-

iour or violence and denied thoughts of harming baby. In the 

third month, the patient to was brought for psychiatric evalua-

tion by her family (post cesarean section), she became in-

creasingly upset, neither slept nor ate, sadness of mood, ideas of 

hopelessness and worthlessness; this associated with psycho-

motor agitation; she developed depression but she never com-

plains any features of postpartum psychosis. 

Previously she was on quetiapine and bromezepam but no 

significant improvement. She treated for depression and anxi-

ety with an antidepressant trazidone 50 mg per day and lo-

razepam 1mg in association with antipsychotic aripiprazol 10 

mg per day for Capgras delusion. Two weeks later, as assessed 

in the clinical setting and by direct interview, an improvement 

was observed in her depression and anxiety and minimal im-

provement in her Capgras delusion. Because of the noticeable 

improvement of the clinical picture, aripiprazol increased to 15 

mg per day in association with trazidone 50 mg per day. After 

two months of combined treatment trazidone and aripiprazol, 

significant improvements was observed and full remission of 

the clinically relevant depression and anxiety symptoms and 

disappear in her Capgras delusion. Interesting in this case, the 

patient's family noticed during this period that there was a 

tangible change in her feelings and behavior. She began to care 

about the newborn and breastfeed him. She hugged and smiled 

in his face. This behavior negates the allegations mentioned in 

the literature that Capgras delusion increases a risk factor of 

aggression, violence or damage mother-infant bond relation. 

4. Conclusion 

This case report displays the course of anxiety and depres-

sion in the period of postpartum period without postpartum 

psychosis. The presented case of Capgras syndrome was not 

accompanied by other delusions, i.e. Capgras syndrome is 

typically a monothematic delusion (delusion about the baby 

may have an altered identity or replaced by another one). 

Though her ambivalent emotions toward the baby, the patient 

did not show any hostility, aggression behaviour or violence 

and denied thoughts of harming baby. Authors claim that 

Capgras delusion may be a specific risk factor for violence, 

and even murder, of the misidentified person; it is hard to 

make a conclusion on single cases report or small case series 

that reported aggression, violence or homicide may be subject 

to significant reporting bias. Other factors are likely to in-

fluence the possibility of aggression or violent action. 

Abbreviations 

CS Capgras Syndrome 

DMS Delusional Misidentification Syndromes 

Author Contributions 

Nabil Ahmed Numan is the sole author. The author read and ap-

proved the final manuscript. 

http://www.sciencepg.com/journal/ajpn


American Journal of Psychiatry and Neuroscience http://www.sciencepg.com/journal/ajpn 

 

44 

Conflicts of Interest 

The author declares no conflicts of interest. 

References 

[1] Edelstyn NMJ and Oyebode F. A review of the phenomenology 

and cognitive neuropsychological origins of the Capgras syn-

drome. International Journal of Geriatric Psychiatry. 1999, 14, 

48–59. 

[2] Berson RJ. Capgras’ syndrome. Am J Psychiatry. 1983; 140(8), 

969–78. 

[3] Gaël Le Vacon 2006; rough translation: "Clinical approach to 

Capgras syndrome or 'illusion of doubles' illustrated by a 

case"-"Approcheclinique du syndrome de Capgrasou «illusion 

des sosies» illustrée par uncas". 

[4] Darby R, Prasad S. Lesion-related delusional misidentification 

syndromes: a comprehensive review of reported cases. J 

Neuropsychiatry ClinNeurosci. 2016 Summer; 28(3), 217–22. 

[5] Christodoulou GN. The syndrome of Capgras. Br J Psychiatry. 

June 1977, 130, 556-564. 

[6] Maharajh, H. D., &Lutchman, R. D. Capgras syndrome and 

organic disease. British Journal of Psychiatry. 1988, 153(5), 715. 

[7] Jocic Z. Delusional misidentification syndromes. Jefferson J 

Psychiatry. 1992, 10(1): 3-11. 

[8] Tamam L, Karatas G, Zeren T, Ozpoyraz N. The prevalence of 

Capgras syndrome in a university hospital setting. ActaNeu-

ropsychiatr. 2003, 15(5), 290–5. 

[9] Salvatore P, Bhuvaneswar C, Tohen M, Khalsa H-MK, Mag-

gini C, Baldessarini RJ. Capgras Syndrome in First-Episode 

Psychotic Disorders. Psychopathology. 2014; 47(4), 261–9. 

[10] Merrin EL, Silberfarb PM. The Capgras phenomenon. Arch 

Gen Psychiatry. 1976, 33(8), 965-968. 

[11] Haslam MT. A case of Capgras syndrome. Am J Psychiatry. 

1973, 130(4), 493-494. 

[12] Silva JA, Tekell JL, Leong GB, Bowden CL. Delusional mis-

identification of the self associated with nondominant cerebral 

pathology. J Clin Psychiatry. 1995, 56(4), 171. 

[13] Frazer SJ, Roberts JM. Three cases of Capgras’ syndrome. Br J 

Psychiatry. 1994, 164(4), 557-559. 

[14] Collins MN, Hawthorne ME, Gribbin N, Jacobson R. Capgras’ 

syndrome with organic disorders. Postgrad Med J. 1990, 

66(782), 1064-1067. 

[15] Kapur N, Turner A, King C. Reduplicative paramnesia: possi-

ble anatomical and neuropsychological mechanisms. J Neu-

rolNeurosurg Psychiatry. 1988, 51(4), 579-581. 

[16] Benson DF, Gardner H, Meadows JC. Reduplicative param-

nesia. Neurology. 1976, 26(2), 47-151. 

[17] Sumners D. Believing your husband has been replaced by an 

impostor because you have a pituitary tumour. Br Med J (Clin 

Res Ed). 1984, 289(6446), 699-700. 

[18] Harciarek M, Kertesz A: The prevalence of misidentification 

syndromes in neurodegenerative diseases. Alzheimer Dis As-

socDisord 2008, 22: 163–169. 

[19] Cummings JL, Miller B, Hill MA, Neshkes R. Neuropsychi-

atric aspects of multiinfarct dementia and dementia of the 

Alzheimer type. Arch Neurol. 1987, 44(4), 389-393. 

[20] Burns A, Philpot M. Capgras’ syndrome in a patient with 

dementia. Br J Psychiatry. June 1987, 150, 876-877. 

[21] Kumar V. Capgras syndrome in a patient with dementia. Br J 

Psychiatry. February 1987, 150, 251. 

[22] Roane DM, Rogers JD, Robinson JH, Feinberg TE. Delusional 

misidentification in association with parkinsonism. J Neuro-

psychiatry ClinNeurosci. 1998, 10 (2), 194-198. 

[23] Diesfeldt HF, Troost D. Delusional misidentification and sub-

sequent dementia: aclinical and neuropathological study. De-

mentia. 1995, 6(2), 94-98. 

[24] Josephs KA. The Capgras delusion and its relationship to 

neurodegenerative disease. Arch Neurol. 2007, 64(12), 

1762-1766. 

[25] Devinsky O. Behavioral neurology. The neurology of the 

Capgras delusion. Rev Neurol Dis. 2008, 5(2), 97-100. 

[26] Solla P, Cannas A, Floris GL, et al. Behavioral, neuropsychi-

atric and cognitive disorders in Parkinson’s disease patients 

with and without motor complications. ProgNeuropsycho-

pharmacolBiol Psychiatry. 2011, 35, 1009-13. 

[27] Sathe H, Karia S, De Sousa A, Shah N. Capgras syndrome: a 

case report. Paripex Indian J Res. 2014, 3(8), 134-135. 

[28] Enoch MD, Trethowan WH. Uncommon Psychiatric Syn-

dromes. 3rd ed. Oxford: Butterworth-Heinemann, 1991. 

[29] O’Sullivan D, Dean C. The Fregoli syndrome and puerperal 

psychosis. Br J Psychiatry. 1991 Aug; 159, 274–7. 

[30] De Leo D, Galligioni S, Magni G. A case of Capgras' delusion 

presenting as a post partum psychosis. J Clin Psychiatry 1985, 

46, 242-3. 

[31] Joshi S, Thapa M, Manandhar A, Shakya R. Capgras delusion 

in postpartum psychosis: a case report. Ann Gen Psychiatry. 

2021 Mar 20, 20(1), 21.  

https://doi.org/10.1186/s12991-021-00342-6 

[32] Ratan DA, Friedman T. Capgras syndrome in postpartum 

depression. Ir J Psychol Med. 1997; 14(3): 117–8. 

[33] Cohn CK, Rosenblatt S, Faillace LA. Capgras' syndrome 

presenting as postpartum psychosis. South Med J 1977, 70(8), 

942. 

[34] Rapinesi C, Kotzalidis GD, Del Casale A, Ferri VR, Di Pietro 

S, Scatena P, et al. Treatmentresistant, five-year long, post-

partum-onset Capgras episode resolving after electroconvul-

sivetherapy. Int J Psychiatry Med. 2015, 49(3), 227–34. 

http://www.sciencepg.com/journal/ajpn


American Journal of Psychiatry and Neuroscience http://www.sciencepg.com/journal/ajpn 

 

45 

[35] Nilsson R, Perris C. The Capgras syndrome: a case report. 

ActaPsychiatrScand 1971; 221(suppl): 53-8. 

[36] Foerstl H. Capgras’ delusion: an example of coalescent psy-

chodynamic and organic factors. Compr Psychiatry. 1990 Sep–

Oct; 31(5), 447–9. 

[37] Pandis C, Agrawal N, Poole N. Capgras’ delusion: a systematic 

review of 255 published cases. Psychopathology. 2019, 52(3), 

161–73. https://doi.org/10.1159/000500474 

[38] Lewis Gabriella, Blake Lucy, Seneviratne Gertrude. Delu-

sional Misidentification Syndromes in Postpartum Psychosis: 

A Systematic Review Psychopathology. 2023; 56: 285–294 

https://doi.org/10.1159/000526129 

[39] Bourget, D., & Whitehurst, L. Capgras syndrome: A review of 

the neurophysiological correlates and presenting clinical fea-

tures in cases involving physical violence. The Canadian 

Journal of Psychiatry. (2004), 49(11), 719–725. 

[40] Carabellese, F., Rocca, G., Candelli, C., &Catanesi, R. Mental 

illness, violence and delusional misidentifications: The role of 

Capgras’ syndrome in matricide. Journal of Forensic and Legal 

Medicine, 2014, 21, 9–13. 

[41] De Pauw, K. W., &Szulecka, T. K. Dangerous delusions: Vio-

lence and the misidentification syndromes. The British Journal 

of Psychiatry. 1988, 152(1), 91-96. 

[42] Horn, M., Pins, D., Vaiva, G., Thomas, P., Fovet, T., &Amad, A. 

Delusional misidentification syndromes: A factor associated 

with violence? Literature review of case reports. L’Encephale. 

2018, 44(4), 372–378. 

[43] Silva, J. A., Harry, B. E., Leong, G. B., and Weinstock, R. 

Dangerous delusional misidentification and homicide. Journal 

of Forensic Science, 1996. 41(4), 641–644. 

[44] Emily A. Currell, Nomi Werbeloff, Joseph. F. Hayes & 

Vaughan Bell (2019): Cognitive neuropsychiatric analysis of 

an additional large Capgras delusion case series, Cognitive 

Neuropsychiatry, 

https://doi.org/10.1080/13546805.2019.1584098 

[45] Silva JA, Leong GB, Weinstock R. The dangerousness of 

persons with misidentification syndromes. Bull Am Acad 

Psychiatry Law. 1992. 20(1): 77–86. 

[46] Silva JA, Sharma KK, Leong GB, Weinstock R. Dangerous-

ness of the delusional misidentification of children. J Forensic 

Sci. 1992 May; 37(3), 830–8. 

[47] Christodoulou, G. N. The delusional misidentification syn-

dromes. British Journal of Psychiatry. 1991. 159(1), 65–69. 

[48] Dietl, T., Herr, A., Brunner, H., &Friess, E. Capgras syndrome: 

Out of sight, out of mind? ActaPsychiatricaScandinavica. 2003, 

108(6), 460–462. 

[49] Christodoulou GN. Syndrome of subjective doubles. Am J 

Psychiatry 1978, 135, 249–51. 

[50] Blount G. Dangerousness of patients with Capgras syndrome. 

Nebr Med J 1986, 71, 207. 

[51] Kimura S, Inamoto Y, Katsurada T. A rare case of Capgras 

syndrome observed in wakeamine induced psychosis. Folia 

PsychiatricaetNeurologica Japonica 1981, 35, 43–54. 

[52] Swanson J, Holzer C, Ganju V, Jono R. Violence and psychi-

atric disorder in the community: evidence from the Epidemi-

ological Catchment Area surveys. Hosp Community Psychia-

try 1990, 41, 761–70. 

[53] Swanson JW. Alcohol abuse, mental disorder, and violent 

behavior. An epidemiologic inquiry. Alcohol Health Res World. 

1993, 17, 123–32. 

[54] Silva JA, Leong GB, Weinstock R., Catherine LB. Capgras 

syndrome and dangerousness. Bull Am Acad Psychiatry Law. 

1989, vol. 17 No 1. 

[55] Weinstock R. Capgras syndrome: a case involving violence 

(letter to editor). Am J Psychiarty. 1976, 133: 855. 

[56] Sit D, Rothschild AJ, Wisner KL. A Review of Postpartum 

Psychosis. J Womens Health. 2002, 15(4), 352–68. 

 

http://www.sciencepg.com/journal/ajpn

