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Brief Report

A Systematic Investigation of 16 Cases of Neonaticide

Margaret G. Spinelli, M.D.

Objective: Neonaticide, or infant murder on the day of birth,
is often preceded by denial of pregnancy. The preponderance
of case reports of neonaticide describes a pattern of pregnancy
denial, dissociation, and ego disorganization. The author sys-
tematically investigated the clinical characteristics of 16 women
charged with homicide in the United States after alleged neo-
naticides.

Method: The women received a psychiatric evaluation and
were administered the Dissociative Experiences Scale.

Results: Nearly all of the women reported similar precipitants
and symptoms, including depersonalization, dissociative hallu-
cinations, and intermittent amnesia at delivery.

Conclusions: The characteristics of the women in the study
were similar to those reported in the literature on neonaticide.
The existence of this common pattern suggests that treatment
strategies can be designed for women at risk for neonaticide.

(Am J Psychiatry 2001; 158:811–813)

Infanticide, or child murder in the first year of life, is fre-
quently associated with mental illness. Neonaticide is in-
fanticide in the infant’s first 24 hours. Infanticide and neo-
naticide have been neglected as a field of study since
Resnick’s classic work 30 years ago (1, 2). Case reports de-
scribe psychoses, dissociative disorders, and antisocial
personality disorder in women who commit neonaticide,
but I could find no phenomenological studies.

Well-documented clinical case reports of neonaticide
(1, 2) describe a presentation of pregnancy denial, disso-
ciative symptoms, or psychosis (3–5). However, I could
find no reports of a systematic investigation that classified
this phenomenology using contemporary diagnostic cri-
teria and the biopsychosocial model of psychiatry. The
case series presented here is, to my knowledge, the first to
suggest a paradigm for understanding denial of pregnancy
and neonaticide and for developing treatment strategies
to prevent infant mortality from neonaticide.

Recognizing that childbirth is a time of unique biologi-
cal change and peak prevalence for mental illness (6),
most Western countries have developed infanticide legis-
lation that provides probation and mandated psychiatric
treatment. In contrast, the United States considers infanti-
cide under general homicide laws (7). Sentencing is arbi-
trary, and penalties range from probation to life in prison.
And yet, the United States has the fourth highest rate of in-
fanticide of 21 developed countries (8).

Three epidemiological factors suggest further investiga-
tion:

1. Infanticide represents an escalating 50% of all U.S.
homicides due to injury. Because many infant victims of
homicide are never found, Overpeck et al. (9) have cau-
tioned that the rate of neonaticide is underestimated at
5% of infant homicides.

2. Maternal infanticide correlates with the findings of
Kendell et al. (6) that women are more likely to experience
psychiatric illness after childbirth than at any other time
in life.

3. Almost half of filicidal parents are seen by medical
professionals shortly before their tragedies (1).

Method

Sixteen women charged with homicide in the United States af-
ter an alleged neonaticide were evaluated. Ten were Caucasian,
five were African American, and one was Asian. Their ages ranged
from 15 to 40 years (mean=23.63 years, SD=8.00). Eleven were
from middle-income families, and five received public assistance.
All 16 women had experienced denial of pregnancy and had se-
cret, unassisted deliveries.

Psychiatric interviews were requested by defense attorneys or
presiding judges to determine the mental status of the accused at
the time of the alleged offense. All of the women gave informed
consent and were cognizant of the purpose of the interviews.

The Dissociative Experiences Scale (10), a valid, reliable screen-
ing instrument for dissociative disorders, was administered.

Results

Each woman presented with a childlike demeanor and
la belle indifference (11). Other features included denial,
depersonalization, dissociative hallucinations, and his-
tory of abuse.

The subjects’ spectrum of denial was similar to that de-
scribed in earlier reports (12, 13). Five disavowed their
gravid state until the delivery itself. Eleven described in-
termittent awareness that was subsequently recompart-
mentalized. The women and significant others denied
awareness of the physical changes of pregnancy.

All of the women described “watching” themselves dur-
ing the birth. Eleven denied pain, and five described the
pain as “not bad.” Twelve women experienced dissociative
hallucinations as an internal commentary of critical and
argumentative voices. Fourteen women experienced brief
amnesia, and nine of those women described associated
psychotic symptoms at the sight of the infant (4, 5). Upon
reintegration, the women could not account for the dead
infant.
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Nine women reported a history of childhood sexual
trauma, and seven of those reports were corroborated by
independent sources. Six women reported a history of
physical abuse.

The women’s scores on the Dissociative Experiences
Scale (mean=28.89, SD=16.99, median=25.45) suggested a
high level of dissociative pathology (10). Ten women had
Dissociative Experiences Scale scores greater than 15. Two
women with antisocial personality disorder had high
scores that suggested malingering. The scores of the re-
maining women were under 15.

Bizarre actions included returning to bed with the in-
fant’s corpse and keeping it under clothes or in a knap-
sack. The putrified corpse of one infant was found 2 weeks
after delivery in a file cabinet in the office the subject
shared with others.

Thirteen women were “good girls” without sociopathy
from families where emotional neglect, denial, secrecy,
and boundary violations were prevalent.

Discussion

A preponderance of the literature on neonaticide is de-
rived from judicial statistics or retrospective chart reviews
that have used varied and outdated diagnostic criteria (1).
However, case reports of individual interviews within and
outside of the judicial system have described psychopath-
ology similar to that reported here.

Laws such as the British Infanticide Act (7) acknowledge
the biological vulnerability of parturition, including the
potential for mental status changes related to plummeting
hormone levels (14), the hypothalamic-pituitary-ovarian
axis cascade, and altered neurotransmitter function in the
central nervous system. This hypothalamic-pituitary-ova-
rian mechanism has also been implicated in pregnancy
denial and pseudocycesis (hysterical pregnancy) (15).
That psychic stimuli may produce physical change is sug-
gested by continued menstruation in pregnancy denial (4)
and lactation in pseudocyesis (15).

To deny a fact, prior knowledge of the reality must exist.
Denial is an attempt to avoid intolerable reality (11). De-
nial of pregnancy has been described in incest victims (4)
and in patients with psychosis (12) and dissociative disor-
ders (13). The clinical profiles of the women in this series
match those described in Janet’s writings on hysteria and
dissociative hallucinosis (11).

Brezinka et al. (13) observed 27 women with pregnancy
denial without neonaticide, and Bonnet (4) described 22
women such women. Bonnet described a failed dissocia-
tive response followed by ego disintegration or hysterical
psychosis when the sight of the newborn erupts into con-
sciousness. Family dynamics were consistent with those of
the women in the present study. The prevalence of sexual
abuse was 20% of Bonnet’s subjects, compared to 56% of
the women in this study.

The findings in this series are also similar to case reports
of pregnancy denial in a subset of the neonaticidal women
described in earlier reports (4, 5, 13, 16–18). However,
these earlier case reports were published separately and
were based on a variety of interview techniques, preclud-
ing reliable and replicable data collection. Accurate identi-
fication of pregnancy denial and dissociative symptoms
requires systematic investigation.

The limitations of this report include the selection of
cases by court referral and the absence of a comparison
group. Therefore, the possibility of author or selection bias
or malingering by subjects must be considered. Future
evaluations should include structured diagnostic inter-
views and tests of personality and malingering.

However, these preliminary data suggest a method of
systematic evaluation that uses contemporary diagnostic
criteria. Classification of symptoms with a common pre-
sentation and course suggests the need for phenomeno-
logical studies. Once psychopathology is identified, moni-
toring strategies that allow recognition of patients at risk
can be developed and strategies for treatment and preven-
tion can be devised. Such programs could mobilize sup-
port systems and facilitate family interventions, including
prenatal care, family planning, adoption alternatives, and
parenting classes (12). Prevention could be fostered
through educational programs for parents, teachers, and
health professionals.

To increase the potential for prevention of infant mor-
tality, further investigation of pathogenesis is needed. In
the absence of treatment, childbearing women are re-
leased from incarceration for neonaticide with the same
psychopathology that brought them into the prison sys-
tem. The findings of this systematic investigation provide
a preliminary framework for developing clinical trials to
test treatment strategies for these women.
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Sweet Taste Preference as a Risk Factor for Alcohol Dependence

Henry R. Kranzler, M.D.

Kristen A. Sandstrom, B.A.

Jeffrey Van Kirk, M.S., J.D.

Objective: Previous research has found that alcoholics have a
greater preference for sweet solutions than comparison sub-
jects. This study tested the hypothesis that preference for sweet
solutions is a marker for alcoholism risk.

Method: A total of 122 nonalcoholic subjects (59 men) partici-
pated. Fifty-eight subjects had a paternal history of alcoholism,

and 64 did not. Each subject rated a series of sucrose solutions
for intensity of sweetness and degree of preference.

Results: Subjects were able to rate accurately the relative in-
tensity of sweetness in the sucrose solutions. Both subjects with
and those without a paternal history of alcoholism preferred a
0.42-M sucrose solution, irrespective of gender.

Conclusions: This study failed to support the hypothesis that
sweet preference is a marker of alcoholism risk. The sweet pref-
erence observed previously among alcoholics may be a conse-
quence of chronic alcohol consumption or other factors associ-
ated with heavy drinking.

(Am J Psychiatry 2001; 158:813–815)

Alcohol dependence has a substantial genetic com-
ponent, as evidenced by family, twin, and adoption stud-
ies (1). Efforts to identify markers of alcoholism risk have
included studies of taste sensitivity (2), with recent re-
search focusing on the hedonic value of sucrose solutions
as a marker of risk. Studies in rodents have shown an asso-
ciation between intake of sweet and ethanol solutions (3–
6). Some animal studies (7, 8) (compare with reference 9)
have shown that the reinforcing effects of both saccharin
and ethanol may be genetically related. However, a study
of 311 human twin pairs provided no evidence for a herita-
ble effect on sucrose preference (10).

Kampov-Polevoy et al. (11) reported an association in
humans between preference for sweet solutions and alco-

holism. They found that a significantly greater proportion
of alcoholics presented with a series of sucrose solutions
showed a preference for the sweetest (0.83-M) solution.
These investigators also reported that family history of al-
coholism was associated with a preference for a 0.83-M
sucrose solution in a mixed group of alcoholic and nonal-
coholic comparison subjects; they interpreted this finding
as support for a genetic link between alcoholism and
sweet preference (8).

The study reported here examined whether nonalco-
holics differentiated by paternal history of alcoholism dif-
fered in their preference for sweet-tasting solutions. Since
children of an alcoholic father are at a greater risk of de-
veloping alcoholism (1), this study tested the hypothesis


