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ABSTRACT

The psychological impact of the diagnosis of congenital anomalies is an area with limited
research; and more limited still when such congenital anomalies are not very obvious. Mayer-
Rokitansky-Kuster-Hauser (MRKH) syndrome can be one of those less apparent congenital
anomalies. Owing to their inability to bear children, women confronted with the diagnosis of
MRKH can be left stressed, or worse, traumatized by the fact that they can no longer function
in their traditional gender roles. This may leave any individual wanting to deny the diagnosis or
even withhold such information. And the experience is a fertile ground for the development of
any mental illness. MRKH occurs in every 1 out of 4000-5000 females. Although the
psychological impact of stress is a well –established fact, there are fewer literature on the
possible genetic link of MRKH and mental illness, the psychodynamic underpinnings and the
similarities to trauma of the diagnosis of MRKH, in particular. 

We present here a case of MRKH syndrome with an initial presentation of major depression
and psychosis; with the diagnosis of MRKH initially withheld from the resident psychiatrist. We
would also want to highlight a trauma perspective of the case presented as well as to
emphasize the need for more research congenital anomalies are accompanied by co-morbid
psychiatric illnesses.
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CASE PRESENTATION

Psychiatric History
A 23-year-old single female, presented at the
outpatient unit with depressed mood, insomnia,
occupational impairment, hallucinatory gestures,
paranoia, and suicidal ideations. The patient
already had persistent amenorrhea and being
from a low- socioeconomic strata, she had not
prioritized consultation with an obstetrician. The
social pressure of being in a relationship, getting
married and having children also made her
worry of her amenorrhea. When she was finally
gainfully employed, she decided to consult an
obstetrician about 3 ½ months ago. 

At the time, she was found to have a congenital
absence of the uterus and an ovary. The findings
devastated her, enough to cause difficulty
sleeping, depressed mood most of the day and
impairment in occupational functioning. She hid
the obstetric findings from anyone but she felt
like people from work were talking about her
and her obstetric findings. 

Due to persistence of depressed mood, insomnia
and suspiciousness of others, the patient was
eventually convinced by her friends to consult a
psychiatrist 2 ½ months ago, who initially gave
her Escitalopram 10mg once at night, Quetiapine
300mg twice a day and additionally,
Chlorpromazine 50mg at night due to persistent
insomnia. However, she eventually discontinued
the medications due to somnolence. 

She consulted a different psychiatrist who gave
her Fluoxetine 20mg once a day, Risperidone
1mg at night and Biperiden 2mg once a day –
which she also discontinued due to slowing of
her movements. The patient withheld the
obstetric findings from the two psychiatrists she
consulted. The patient originally rented an
apartment near her place of work. But the
nationwide lockdown due to the COVID-19
pandemic forced the patient to work remotely
from her provincial home with her parents. She
still felt depressed, with low energy and was
socially withdrawn during this time. She became
more and more suspicious of others talking
about her and her obstetric findings. 

Her symptoms worsened about a month ago,
when she started neglecting her hygiene and her
paranoia extended to people at church. 

. The patient’s mother eventually found out
about her initial obstetric finding and
accompanied her to a different obstetrician, who
had the same finding – of uterine agenesis or
Mayer-Rokitansky-Küster-Hauser (MRKH)
syndrome. This event worsened her depression
and she became further withdrawn. The
patient’s mother restarted her last medications
(Fluoxetine and Risperidone) but her depressive
symptoms persisted, now with intermittent
auditory hallucinations.

Despite this, the patient went back to her
apartment with intentions of going back to work
1 week ago. However, she had an altercation with
her landlady due to unsettled rental fees,
resulting in incessant crying, hopelessness and
worthlessness. To her friends, she verbalized her
plan of overdosing with her medications. This
eventually prompted consultation at the
outpatient unit of our psychiatric hospital.

Past psychiatric history showed 2 episodes of
major depression, both caused by academic
stressors. Both also manifested similarly to the
current episode: primarily with depressed
mood, insomnia, low energy, suspiciousness and
auditory hallucinations. Both episodes were also
treated with the same medications: Escitalopram
and Quetiapine, with the more current episode
with an increased dose of Quetiapine. The
patient, however, was poorly adherent to
treatment and discontinued the medications
when she started feeling better – around 3-4
months from medication initiation.
Family history showed mental illness from her
paternal grandaunts and granduncle,
manifesting mainly with psychotic symptoms.

Psychosocial history showed a complicated
family dynamic fraught with financial problems,
and strained relationship between the family
and her relatives. The patient’s paternal
relatives were particularly enmeshed in familial
concerns, financial and otherwise; so much so
that academic pressure from them was enough
to cause the patient’s past 2 episodes of major
depression. The paternal relatives provided the
main financial support to the family. Her family
is often labeled by her paternal relatives as a
‘burden’ to them – always reminding them of
various expenses such as educational or medical
expenses.

61 · PJP 2022 · Volume 3 (1-2) · ISSN 2980-4884



Objective Findings

The patient was seen at the outpatient clinic with
a slim body and average height. She had
secondary female sexual characteristics. She was
behaved and had fair eye contact. She kept her
arms crossed. During the interview she was
noted with frequent glances towards her
parents. She was responsive with hypo-
productive speech, evasive and answered mostly
with close-ended. She had depressed mood with
congruent affect and expressed feelings of
worthlessness and fear that this sadness will not
go away. Noted with thoughts of suicide and a
plan to overdose herself. She admitted having
paranoid thoughts of other people talking about
her. She mentioned feeling offended that she
was brought to a psychiatric hospital upon the
insistence of her mother. She had fair impulse
control and intellectual insight with poor
judgment. During the initial consultation, she
withheld the information regarding her obstetric
condition.

Physical examination was unremarkable with
secondary sexual characteristics consistent with
the female gender. No facial hair noted with
developed mammary glands, wide hips and a
small waist line. 

Neurologic examination was also unremarkable.
Diagnostic tests done such as complete blood
count, urinalysis, blood chemistries, chest x-ray
and ECG were all unremarkable. The patient
withheld the information regarding her obstetric
condition on the initial encounter but on
subsequent follow-up, ultrasound findings
showed “uterine agenesis with the presence of an
ovary, right with left ovary not seen and fecal
residue”. 

Beck’s Depression Inventory (BDI) and Beck’s
Anxiety Inventory (BAI) showed the following
results: 36 (Severe Depression) and 31
(Moderate Anxiety), respectively.

Diagnosis 
Although the psychiatric diagnosis of the patient
is rather direct and usual, the diagnostic
challenge here is due in part to the withholding-
information behavior of the patient. As the
primary precipitant was withheld for a
considerable amount of time, this posed an
obstacle to achieving psychotherapeutic
objectives.

A diagnosis of Major Depressive Disorder
(MDD) with Psychotic Features (based on the
DSM-5) was given; with an additional diagnosis
of Mayer-Rokitansky-Küster-Hauser (MRKH)
syndrome, Type 1.  

Therapeutic Intervention 

The immediate goal of treatment for the patient
was stabilization and safety because of her
symptoms, mainly having suicidal ideations. The
patient was advised admission but was rejected
by the parents despite the risk. 

Instead, pharmacologic intervention was
employed together with psychoeducation and
strict suicide precautions. Initially, the patient
was started on Escitalopram 10mg at night,
Clozapine 50mg at night and Biperiden 2mg as
needed for extrapyramidal symptoms. Close
follow-up was advised, but the patient returned
for consultation after a month. 

On her first follow-up, the patient eventually
disclosed her obstetric condition, citing this as a
the main stressor precipitating her depression.
Pharmacologic intervention with psychological
support and extensive psychoeducation was
done. 

The succeeding 6 months were fraught by
difficulties due to the pandemic. Follow up
consultations were shifted to virtual consultation
due to rising cases of COVID-19. The patient was
initially poorly adherent to the medications,
often missing doses or not returning for
scheduled follow-up. Depressive symptoms
persisted and the patient eventually quit her
work. Anxious distress became more apparent,
with suicidal thoughts and depression with
mixed features. 

Medications were eventually adjusted to
Escitalopram 20mg/day, Lithium Carbonate
450mg/day and Diphenhydramine 50mg for
insomnia. Succeeding follow-ups showed
fluctuations in mood. For a time, the patient
became temporarily employed again. 
Psychological support and counseling were also
given during follow-up visits, especially because
of her MRKH. On her most recent follow-up, she
was on Escitalopram 20mg/day, Lithium
Carbonate 450mg/day and Quetiapine 12.5mg as
needed for insomnia.
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CASE DISCUSSION:  The Trauma of MRKH

Relation between stress and mental illness is a
well- established fact. Of course, mental health
issues are common given a congenital, chronic
or untreatable illness – especially one that is
uncommon and not very apparent. Case reports
(which most papers on MRKH are) of mental
disorders precipitated by the diagnosis of MRKH
were found reporting depression (1), acute
psychosis (2), and even dissociative disorders
(3). The diagnosis of MRKH is viewed here as a
traumatic event – one that threatened deeply
held expectations of life. Therefore, keeping in
mind this unconventional view of trauma, the
case above is being presented.

Uterovaginal/uterine agenesis, Mullerian
agenesis or Mayer-Rokitansky-Küster-Hauser
(MRKH) syndrome is a congenital malformation
characterized by the absence of uterus and the
upper two-thirds of the vagina, with an
incidence of 1 in 4000–5000 females (4). 

In typical cases (MRKH type 1), ovaries are
unaffected but rarer atypical cases are also
possible where there is unilateral or bilateral
ovarian agenesis (5). Primary amenorrhea
seems to be the most common presenting
symptom and MRKH is an incidental finding.
There are few studies on MRKH and fewer still
explore its psychological impact. 

But definitely, adjusting to the diagnosis of
MRKH is a difficult and traumatic process for all
women, leading them to question their identity as
women and to experience a sense of confusion
regarding their gender, their bodies, as well as
their social and sexual roles.

It is clear in this case that the precipitating
stressor for the development of depression with
psychotic features was the diagnosis of MRKH.
Withholding such information from her family,
while not clearly understanding the diagnosis or
maybe forgetting details about it, is reminiscent
to how most patients react when confronted with
a new diagnosis of cancer. 

The initial diagnosis of MRKH was indeed a
traumatic experience. Oftentimes, memory for
“bad news consultations” is fragmented and not
organized in a coherent narrative, with 

misconceptions about what was said and what
was wrong (6) 

This is on a continuum with what happens in the
development of PTSD, where trauma memory is
poorly elaborated and not incorporated fully
into the autobiographical memory base (7). 

Being given a diagnosis of the “absence of a
vagina and uterus” is difficult to comprehend.
The uterus – thus, the ability to bear children is
typically a fundamental assumption of not only a
function, but also one’s identity. 

From a Kohutian perspective, a continuous,
stable sense of self or identity – one crucial
aspect of narcissistic organization (8), is often
threatened upon diagnosis (9). Thus, furthering
the development of depression.

A cognitive behavioral model can also be used to
try and understand the patient’s reactions to
different situations. For many young women with
MRKH, their body schema, i.e. a woman’s
internal mental representation of her body on
which – according to Piaget and Cook (10) – all
other schemata are built, is shattered.
Precipitating her desire to get checked because
of amenorrhea was the social pressure of her
friends getting married and having children.
After the diagnosis of MRKH, the patient might
have negatively appraised herself as being left
out, inferior, or defective as a woman (11).
Seeing how the patient’s paternal relatives are
enmeshed with personal matters and negatively
seeing herself as a burden or even an
embarrassment to the family might have caused
her to withhold the information from her family
(and everyone else) or even disregard further
diagnostic tests as a maladaptive attempt to
control (or even deny) the sense of threat to her
body and her womanhood. However, this can
result to feelings of isolation, further helplessness
and even delay possible management strategies.
Hence, these psychodynamic underpinnings not
only makes the diagnosis of MRKH a threat to
her self -esteem and a traumatic blow to her
sense of self but also makes her reactions
reminiscent of those with PTSD. However, there
is a key difference between the psychological
reactions to MRKH and PTSD. In PTSD, the sense
of current severe threat is, above all, maintained
psychologically through the nature of the 
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trauma memory, the resulting negative
appraisals, and the strategies intended to control
threat or symptoms (12). In contrast, in MRKH, in
addition to these processes it is the unalterable
presence of the actual physical impairment that
underpins and feeds into the sense of current
threat (7).

Genetic Link between MRKH and Mental Illness
With the emotional burden accompanying the
diagnosis of MRKH alone, it is expected that
many individuals would encounter some form of
psychological stress. 

In 2020, Chen, et al. did an analysis of 141 cases
of MRKH and found that a total of 75.2% of
MRKH patients suffered from depressive
symptoms, and 34.0% reached a moderate to
severe level (1). There are less studies on the
genetic link of MRKH with mental illness in
general but one study showed that microdeletion
of 17q12 can be a cause for MRKH. This
microdeletion also carries a significant risk for
cognitive impairment, autism and even
schizophrenia (13). 

Although this is not present for certain in this
case presented, this warrants further research in
the genetic link of MRKH or other congenital
mental illnesses.

The patient initially withheld information from
her family and also from the psychiatrist
evaluating her. Withholding information
behavior (WIB) is fairly common when stigma
and embarrassment is associated with an illness.

Medical literature recognizes that quality
communicative interactions between patients
and their doctors are important to the certainty
of diagnosis and success of treatment. Limited
disclosure of critical health information serves
as a barrier to this. Despite this intuitive
knowledge, there is evidence that suggests
patients purposefully withhold relevant
information from clinicians (14). 

Psychiatrists should stay flexible in
communicative interaction with patients, from
asking close- to open-ended questions, keeping
the interview conversational or staying objective
when need be. However, despite this, withholding
information behavior (WIB) can 
 

still happen. Studies would show that more
depressive symptoms are associated with
increased WIB and of course the stigma and the
perceived embarrassment associated with MRKH
affects this as well (15). 

Fortunately, studies also show that status of
patient-physician relationship (PPR) is
significantly associated whether patients
withhold information from their doctors. This
reinforces the support for interventions
bolstering the PPR (15).

Psychotherapy

Employing self-psychology can be an approach
to psychotherapy. Empathy can be utilized as a
therapeutic end in itself. A synthesis &
articulation of the patient's inner world, thoughts
and feelings, will enable the patient to be deeply
understood and accepted. Cumulative trauma
destabilizing prior narcissistic balance may be
alleviated through validating and affirming
mirroring of the patient's experience. Integrating
self-psychology with attachment theory may also
be utilized. Empathic understanding promotes a
secure base, allowing self-regulation, more
robust self-esteem and more secure attachments
(9).

Through a cognitive behavioral model, the
following steps can be utilized for
psychotherapy: revisit the experience of being
diagnosed and help them to fully process what
has happened and integrate it; examine self-
appraisals and beliefs and help them to
challenge and modify these; develop a more
accepting view of their MRKH as something that
is no longer a shameful secret; and, address any
maladaptive coping strategies that may serve to
maintain unhelpful self-beliefs (7).

CONCLUSION
The above case is a stark representation of how
a rare, non-apparent congenital anomaly can
affect one’s sense of being. The diagnosis of
MRKH was a severe traumatic blow to the
patient’s sense of womanhood, effectively
causing depression. Common symptoms of
depression, manifesting in this patient, may
result in utilizing the usual therapeutic approach
to depression – effectively putting this patient in
a box. Let us not forget that much advancement  

64 · PJP 2022 · Volume 3 (1-2) · ISSN 2980-4884



is occurring in the realm of psychotherapy and
psychiatry as a specialty; and we should not be
limited to what we already know. The case
presented in this paper is viewed through a
different lens – that of a trauma perspective. 
Much research is needed in terms of MRKH and
its psychological impacts. Screening for medical
illnesses during the psychiatric interview would
minimize the possibility of missing out on such
information; and thus allow the psychiatrist to
manage such patients more holistically. 
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For the final interview round of Miss Universe 1994, then Miss India Sushmita Sen was asked: What for you is the essence of being a
woman?, to which she replied: “Just being a woman is a gift of God that all of us must appreciate. The origin of a child is a mother, who is a
woman. She shows a man what caring, sharing and loving is all about. That’s the essence of being a woman.” She went on to win the Miss
Universe title that night along with the hearts of millions of viewers.

Most of us have heard this question: “What is the essence of being a woman?”; and I’m sure most of us would, automatically or perhaps
inadvertently, relate it to motherhood. For centuries, millennia even, girls across different cultures were brought up and primed to
eventually embrace and even yearn for motherhood, which remains true until now.

This society that we live in, enumerates what makes a person valuable. For a woman in this society, what makes her worthy are not
enumerated but numbered and limited. Female limitations have been ingrained since one’s childhood that as adults are internalized. And
just like half of the artwork here – the woman is boxed in by certain societal expectations as indicated by the long flowing hair, ample
breasts and most importantly – her fertile womb.

But what if, a woman wanted to shave her head, just like the other half of this artwork, because she believes it suits her. Or had one of her
breasts removed because this could be life saving, or she was born without a uterus, without a womb.; without the very organ for which
she is valued. This is the struggle that many women face in their daily lives as they interact with various people in their lives, but the most
difficult battle actually stems from within.

Imagine then what it would be like if you were deemed a woman all your life then one day you no longer fulfill the criteria for being a
woman. How traumatic it could be when your own expectations in life are forever shattered. This then leads you to question your own
identity.

The artwork is not just a mere contrast of 2 different perspectives of womanhood but more so an abrupt transition from one to the other,
accompanied by a sudden and different kind of trauma. This artwork is a staunch representation of our case. 


