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 Abstract 
 
Background: Symptom denial is a multifaceted response, intricately woven 
with individual psychology, societal pressures, and environmental cues. This 
Narrative review delves into this complexity, spotlighting the critical role of a 
patient's mindset in determining their acceptance or denial of a disease. 
 

Objectives: The literature aims to elucidate the denial of symptoms and its 
various underlying factors to make healthcare more inclusive of these variations 
in patient presentations.  
 

Methods: A literature search was conducted across the PubMed database, 
and hand searches were done on Google Scholar to acquire literature based 
on SANRA guidelines with structured inclusion and exclusion criteria. 
 

Results: The culmination of this exploration underscores the intricate nature of 
symptom denial, revealing its multifaceted origins within individual psychology, 
societal norms, and the broader environment. Denial emerges not as a 
monolithic reaction but as a nuanced interplay of coping mechanisms, cultural 
beliefs, socioeconomic factors, and health literacy.  
 

Discussion: Acknowledging these complexities is vital for tailored healthcare 
approaches. By unraveling the layers of denial, we pave the way for informed 
interventions that respect diverse perspectives and foster improved symptom 
acknowledgment, ultimately enhancing overall well-being and patient 
outcomes. 
 

Keywords: Denial, Sociocultural factors, Psychological factors, Mental health 
response 
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Introduction 

 In the complex and intricate healthcare 
landscape, how individuals perceive, 
acknowledge, and respond to symptoms 
forms a fundamental aspect of the patient 
experience. The phenomenon of symptom 
denial, a nuanced interplay of psychological, 
sociocultural, and contextual factors, is a 
complex and multifaceted aspect within this 
broader tapestry. 

At the core of this exploration lies an 
examination of psychological factors that 
influence how individuals navigate the 
acceptance or denial of their health 
conditions. The intricate dance between the 
patient's mindset and the trajectory of 
disease acceptance or denial becomes 
pivotal. Whether observed in the adaptive 
mechanisms developed by individuals living 
with chronic diseases or the profound 
emotional challenges faced during the 
recovery from ailments like hip fractures, 
denial emerges as an integral psychological 
defense mechanism [1,2]. Its role extends 
beyond a mere coping strategy, often easing 
the anxiety tied to the disease, sometimes 
due to a lack of comprehensive information 
or as an unconscious response to rebut 
reality [3]. 

The tapestry of symptom denial extends its 
threads into the rich fabric of sociocultural 
influences. Cultures, beliefs, and societal 
expectations weave together to shape how 
individuals interpret and respond to their 
symptoms. From the "demonization 
concept" influencing perceptions of epileptic 
behavior to linguistic equivalence altering the 
subjective experience of symptoms, 
sociocultural factors play a defining role in 
the diverse expressions of symptom denial 
[4-9]. Cultural nuances dictate not only the 
manifestation of denial but also impact 
healthcare-seeking behaviors, with gender 
roles, ethnic concordance, and societal 
stigmatization influencing the categorization 
of experiences as normal or abnormal [9-11]. 

Embedded within this exploration are the 
contextual factors that contribute to the 
intricate tapestry of symptom denial. 
Socioeconomic status, access to quality 

healthcare, and health literacy unfold as 
crucial determinants shaping the responses 
to symptoms. The limitations of resources, 
financial constraints, and disparities in health 
literacy are hurdles that individuals may face 
when attempting to navigate the complex 
healthcare landscape [12-14]. The very 
ability to obtain, process, and understand 
basic health information becomes a key 
factor influencing the trajectory of symptom 
denial. 

As we embark on this journey to unravel the 
intricacies of symptom denial, our goal is to 
gain a holistic understanding of how these 
psychological, sociocultural, and contextual 
factors intersect and influence the lived 
experiences of individuals facing health 
challenges. By peeling back the layers of this 
intricate tapestry, we seek to shed light on 
the diverse expressions of symptom denial 
and pave the way for targeted interventions 
and informed healthcare strategies. 

Methodology 

This review was conducted according to the 
Scale for Assessment of the Narrative 
Review Articles (SANRA) [15].  

A research question was framed using PICO 
which was the basis of our search strategy 
which included the following terms:  

1. ("denial, psychological"[MeSH Terms] OR 
("denial"[All Fields] AND "psychological"[All 
Fields]) OR "psychological denial"[All Fields] 
OR "denial"[All Fields] OR "denials"[All Fields]) 
AND "disbelief" [All Fields] AND 
("psychologic"[All Fields] OR "psychological" 
[All Fields] OR "psychologically" [All Fields] 
OR "psychologization" [All Fields] OR 
"psychologized" [All Fields] OR 
"psychologizing" [All Fields]) 

2. ("denial, psychological"[MeSH Terms] OR 
("denial"[All Fields] AND "psychological"[All 
Fields]) OR "psychological denial"[All Fields] 
OR "denial"[All Fields] OR "denials"[All Fields]) 
AND ("chronic disease"[MeSH Terms] OR 
("chronic"[All Fields] AND "disease"[All 
Fields]) OR "chronic disease"[All Fields] OR 
("chronic"[All Fields] AND "illness"[All Fields]) 
OR "chronic illness" [All Fields])                 



 

 38 This work is licensed under the Creative Commons Attribution 4.0 International License. To view a copy of 
this license, visit http://creativecommons.org/licenses/by/4.0/ or send a letter to Creative Commons, PO 
Box 1866, Mountain View, CA 94042, USA. 

Sharma et al. Int J Clin Res (2024), Volume 4, Issue 1 
DOI: 10.38179/ijcr.v4i1.316 
 

3. ("denial, psychological"[MeSH Terms] OR 
("denial"[All Fields] AND "psychological"[All 
Fields]) OR "psychological denial"[All Fields] 
OR "denial"[All Fields] OR "denials"[All Fields]) 
AND ("covid 19"[All Fields] OR "covid 
19"[MeSH Terms] OR "covid 19 vaccines"[All 
Fields] OR "covid 19 vaccines"[MeSH Terms] 
OR "covid 19 serotherapy"[All Fields] OR 
"covid 19 nucleic acid testing"[All Fields] OR 
"covid 19 nucleic acid testing"[MeSH Terms] 
OR "covid 19 serological testing"[All Fields] 
OR "covid 19 serological testing"[MeSH 
Terms] OR "covid 19 testing"[All Fields] OR 
"covid 19 testing"[MeSH Terms] OR "sars 
cov 2"[All Fields] OR "sars cov 2"[MeSH 
Terms] OR "severe acute respiratory 
syndrome coronavirus 2"[All Fields] OR 
"ncov"[All Fields] OR "2019 ncov"[All Fields] 
OR ((“coronavirus”[MeSH Terms]  

4. ("denial, psychological"[MeSH Terms] OR 
("denial"[All Fields] AND "psychological"[All 
Fields]) OR "psychological denial"[All Fields] 
OR "denial"[All Fields] OR "denials"[All Fields]) 
AND ("psychologie" [All Fields] OR 
"psychologies" [All Fields] OR "psychology" 
[MeSH Subheading] OR "psychology"[All 
Fields] OR "psychology" [MeSH Terms] OR 
"psychology s"[All Fields]) 

5."socioeconomic factors" [MeSH Terms] 
OR ("socioeconomic" [All Fields] AND 
"factors" [All Fields]) OR "socioeconomic 
factors" [All Fields] OR "socioeconomics" [All 
Fields] OR "socioeconomic" [All Fields] OR 
"socioeconomical" [All Fields] OR 
"socioeconomically" [All Fields]) AND ("class" 
[All Fields] OR "classe" [All Fields] OR 
"classed" [All Fields] OR "classes" [All Fields]) 
AND ("denial, psychological" [MeSH Terms] 
OR ("denial" [All Fields] AND "psychological" 
[All Fields]) OR "psychological denial"[All 
Fields] OR "denial" [All Fields] OR "denials" 
[All Fields]) AND ("delivery of health care" 
[MeSH Terms] OR ("delivery" [All Fields] AND 
"health" [All Fields] AND "care" [All Fields]) 
OR "delivery of health care"[All Fields] OR 
"healthcare" [All Fields] OR "healthcare s" [All 
Fields] OR "healthcares" [All Fields] 

6.("cultural competency" [MeSH Terms] OR 
("cultural" [All Fields] AND "competency" [All 
Fields]) OR "cultural competency" [All Fields] 

OR ("cultural" [All Fields] AND "competence" 
[All Fields]) OR "cultural competence" [All 
Fields]) AND ("microaggression" [MeSH 
Terms] OR "microaggression" [All Fields] OR 
"microaggressions" [All Fields]) AND ("denial, 
psychological" [MeSH Terms] OR ("denial" 
[All Fields] AND "psychological" [All Fields]) 
OR "psychological denial" [All Fields] OR 
"denial" [All Fields] OR "denials" [All Fields]) 
AND ("delivery of health care" [MeSH Terms] 
OR ("delivery" [All Fields] AND "health" [All 
Fields] AND "care" [All Fields]) OR "delivery 
of health care" [All Fields] OR "healthcare" [All 
Fields] OR "healthcare s" [All Fields] OR 
"healthcares" [All Fields]) AND ("sexual and 
gender minorities" [MeSH Terms] OR 
("sexual" [All Fields] AND "gender" [All Fields] 
AND "minorities" [All Fields]) OR "sexual and 
gender minorities" [All Fields] OR "lgbtq"[All 
Fields]) AND ("communal"[All Fields] OR 
"communalism" [All Fields] OR 
"communalities" [All Fields] OR 
"communality" [All Fields] OR "communally" 
[All Fields] OR "commune"[All Fields] OR 
"communes" [All Fields] OR "community s" 
[All Fields] OR "communitys" [All Fields] OR 
"residence characteristics" [MeSH Terms] 
OR ("residence" [All Fields] AND 
"characteristics" [All Fields]) OR "residence 
characteristics" [All Fields] OR 
"communities" [All Fields] OR "community" 
[All Fields]) 

The study selection was conducted based 
on our objectives with the manuscript upon 
employing simple selection criteria.  

Inclusion: 

-Systematic reviews, observational studies 
(with an internal comparison group), 
qualitative studies, and case reports. 

Exclusion: 

-Narrative reviews, conference abstracts, 
and editorials 

-Studies with English as not the primary 
language  

-Studies that did not specify the course of 
denial 

The screening was conducted and extracted 
data shaped the manuscript. Google AI 
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BARD (now Gemini) was used in conducting 
searches on Google Scholar as well.  

Aspects that cause denial of patient’s 
symptoms 

Psychological factors 

The patient's mindset is momentous in 
navigating through acceptance or denial of a 
disease. Adapting to and living with chronic 
disease is intricate, involving ongoing 
adjustments as the condition advances. 
Individuals face emotional challenges and 
develop coping mechanisms over time to 
establish a psychological defense [1].  

Denial, among these mechanisms, 
effectively eases anxiety tied to the disease. 
Sometimes, it is observed simply because of 
a lack of comprehensive information about a 
disease. This was noticed in the case of 
COVID-19 where lack of awareness of 
relevant evidence leads to the extraction of 
various conclusions [3]. Besides, denial can 
be an unconscious coping mechanism used 
to rebut reality. 

Geriatric patients recovering from hip 
fractures experience prolonged healing 
periods and tailored rehab plans, which can 
lead to frustration. This might trigger 
unrealistic self-expectations and denial, 
prompting tasks beyond recovery limits, and 
elevating fall risk and well-being decline [2]. 
The tendency of harm can be elevated due 
to these thought processes. 

A study that compared two groups with 
cancer observed that a positive perspective 
is a distractive strategy that helps to decline 
distress. Patients who were in denial 
experienced fewer physical symptoms in 
contrast to patients who did not deny the 
disease and experienced noxious physical 
symptoms due to increased emotional 
reaction [16].  Contrastingly, in another study 
done by Vos MS et al, the author found 
avoidance of information can be related to 
poorer social functioning. Denial of feelings 
associated with cancer was related to better 
social functioning [16]. 

Chronic diseases not only manifest in 
physical deterioration but also a decline in 

psychological well-being which leads to 
denial. In a study by Shulamith Kreitler, the 
author states that denial is enhanced by the 
anxiety evoked by cancer. Anxiety that rises 
above a certain level triggers denial [17].  

A patient diagnosed with Multiple Sclerosis 
might be forced to confront intense 
emotions like denial, anger, and depression. 
Embracing treatment becomes challenging 
due to harsh disease realities. Denial 
manifests as disbelief in doctors’ accuracy, 
prolonged treatment necessity, or hope for 
spontaneous recovery, often reinforced by 
supportive friends and family [18]. 

In a study by White et al with 105 
participants, adults with Acquired 
Congenital Heart Disease (ACHD) displayed 
significant scores on the adapted Cardiac 
Denial Index. This tendency, attributed to 
lifelong illness experience, leads ACHD 
patients to underestimate their conditions’ 
impact and believe in better endurance 
exemplified in them. Interestingly, in adults 
suffering from congenital heart disease, 
denial of illness predicted poor adherence to 
cardiac care follow-up; and those minimizing 
severity were less likely to attend 
appointments [19]. 

Another study provided some meaningful 
insights into brain tumor patients; 
psychological awareness and its impact on 
the caregiver. The study proposed that 
denial might heighten as the prognosis 
worsens. Brain tumor patients, compared to 
caregivers and control groups, 
underestimated psychological deficits. 
Significantly, patient denial heightened 
caregiver anxiety, affecting their relationship. 
Addressing this dynamic is vital when 
providing psychological support to patients 
and families [20]. 

In patients with pre-existing mental illnesses 
such as depression, denial is used to cope 
with the declaration of another disease. To 
support this, a study named “Cardiac Denial 
and Expectations Associated With 
Depression in Adults With Congenital Heart 
Disease” showed that denial was seen in 
patients with clinical depression who used 
denial to ignore enduring the effects of 
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cardiac disease [21]. Furthermore, it was 
observed that paramount denial was used in 
patients who possess more control over 
their health and contain a sense of 
invulnerability [22]. 

Sociocultural Factors  

The impact of sociocultural factors on the 
denial of symptoms can be demonstrated by 
the fact that certain cultures that contain the 
“demonization concept” may consider 
epileptic behavior as supernatural and 
regard it with condemnation [4].  

Linguistic equivalence of the same 
symptoms can change as the subjective 
experience remains elusive [5].  According to 
Zola IK, reporting of physical and 
psychological symptoms is lower in Mexican 
culture, compared to the American one due 
to the influence of folk beliefs and practices 
[5,6]. 

Traditional Chinese cultures show a 
disaffection to the emotional displays of pain 
hence they tend to display nonverbal 
symptoms of pain, especially when 
compared to Euro Canadians. Child-rearing 
practices of various cultures also have an 
influence. In certain cultures, we can observe 
a “snowballing phenomenon” where multiple 
constellations of symptoms accumulate due 
to the denial of earlier symptoms. Moreover, 
the ethnic concordance of the observer and 
the member affected the results, where the 
Chinese displayed less verbalization of pain 
to Euro-Canadian observers [7-9]. Culture 
influences the categorization of experiences 
as normal or abnormal. Moreover, 
hospitalized patients have a denial of their 
medical illness [9].  

Rastogi P (2014) noted that South Asians 
often perceive depression as a social/moral 
problem or as a negative reaction to an 
adverse situation rather than as a disease 
that requires professional treatment, hence 
physicians are less likely to refer them to 
specialized mental health services [10]. 

There is an association of gender as well 
where biological, individual, and social 
factors of gender roles determine the denial 
of symptoms and help-seeking behavior [9]. 

In a study conducted on depression, it was 
evaluated that 75% of the women seek help 
whereas 75% of the men die by committing 
suicide in the same year. Since the women's 
rights movement, there has been a rapid 
change in society where men don’t have a 
defined role leading to a sense of loss of 
identity, feelings of helplessness, and the 
patriarchal mindset that does not favour the 
expression of such emotions. Whereas 
social stigmatization of TB in the Pakistani 
population has led to underreporting due to 
the fear of diminished marriage prospects 
which is common in females compared to 
males. There is evidence that in some cases 
denial can be protective. Such as Chinese 
culture is protective of depression to a 
certain extent due to a long-standing 
tradition of withstanding hardships While 
Western cultures may excessively 
pathologize certain human experiences [9, 
11].  

This further extends to the denial of mental 
illness and fear of the derogatory adjectives 
for patients with mental illness, moreover, the 
relatives of the patient refrained from labeling 
their relatives as having a mental illness and 
acknowledged that a formal diagnosis would 
result in an official label, associated with 
negative stereotypes. Due to fear of an 
official label, relatives adopted at least four 
coping behaviors: external attribution, 
excusing, secrecy, and denial. First, 
participants felt a distinct sense of 
discomfort acknowledging that their relatives 
suffered from a mental illness and were more 
at ease attributing their behaviors to external 
factors. The findings of this paper suggest 
that due to the coping mechanisms adopted 
by families, there may be a raised threshold 
for treatment initiation which might ultimately 
lead to treatment delay [23].  

In an article about mental health in athletes, 
it was observed that There is a common 
response that the disease represents a 
personal failure, a loss of willpower, and a 
character defect, and is a problem of which 
one is ashamed and hides. Patients reject 
the implications of loss of control, diminished 
vitality, and inadequate coping skills that 
both diagnoses carry.  



 

 41 This work is licensed under the Creative Commons Attribution 4.0 International License. To view a copy of 
this license, visit http://creativecommons.org/licenses/by/4.0/ or send a letter to Creative Commons, PO 
Box 1866, Mountain View, CA 94042, USA. 

Sharma et al. Int J Clin Res (2024), Volume 4, Issue 1 
DOI: 10.38179/ijcr.v4i1.316 
 

The results have shown that South Asians 
with mental illness who often do not report 
depressive symptoms, are less likely to be 
referred by physicians to specialized mental 
health services, and often do not go to the 
emergency room for help. Karasz (2005) 
noted that South Asians often perceive 
depression as a social/moral problem or as 
a negative reaction to an adverse situation 
rather than as a disease that requires 
professional treatment [10]. A firm idea of 
how a diagnosis can have a negative social 
stigma and affect the life of a person can be 
obtained from a focus group study of 
tuberculosis patients in Sialkot, Pakistan. 
The study shows that TB is perceived as a 
very dangerous, infectious, and incurable 
disease. This perception has many social 
consequences: stigmatization and social 
isolation of TB patients and their families; 
diminished marriage prospects for young TB 
patients, and even for their family members; 
TB in one of the partners may lead to divorce. 
Due to fear patients often deny the diagnosis 
and reject the treatment. 

Most participants confirmed that TB can 
harm the chances of getting married. This 
appears to be more often true for females 
than for males. In Pakistan, marriages are 
usually arranged by the families of the couple. 
Expenses for both families are high. Once a 
son or a daughter is known to have TB, it 
becomes difficult to find a suitable partner for 
him or her. Even after being successfully 
cured, the girl's or boy's prospects of 
marriage remain diminished [24]. 

Contextual factors 

Various contextual factors such as 
socioeconomic status, access to quality 
healthcare, and cultural competency of the 
providers may contribute to the denial of 
symptoms. This may lead to the use of home 
remedies for their symptoms, which in turn 
may lead to the worsening of symptoms and 
may necessitate drastic measures such as 
hospitalization to deal with the complications 
arising due to the delay in seeking 
treatment.                  

Limitation of resources may be a hindrance 
to seeking healthcare across the globe. This 

might be more prevalent in people living in 
rural areas where the predominant section of 
the population belongs to a lower 
socioeconomic class. An Indian survey 
found that 17% of people who reported 
illness in some rural areas did not seek care, 
over a quarter of whom cited financial 
reasons [12].  

The total direct and indirect expenses of 
receiving care can be crushing when the 
household economy is already stressed due 
to illness. People could be forced to 
postpone or skip professional medical care, 
opting instead for self-care or unofficial care. 
For instance, the findings of household 
surveys in rural China showed that between 
35% and 40% of people who claimed to 
have a disease had not sought medical 
attention, with the poor citing financial issues 
as the primary excuse [12].  

Health literacy is the degree to which 
individuals can obtain, process, and 
understand basic health information and 
services needed to make appropriate health 
decisions [13].  

Whereas health disparity is a type of 
difference in health that is closely linked with 
social or economic disadvantage. Groups of 
people who have consistently faced 
significant social or economic health barriers 
are negatively impacted by health 
inequalities. These barriers are caused by 
traits historically associated with exclusion or 
discrimination, such as race or ethnicity, 
religion, financial status, gender, mental 
health, sexual orientation, or native status. 
Other traits include a physical, sensory, or 
cognitive handicap [14].  

Low health literacy has both immediate and 
long-term effects. Indications or a lack of 
medication errors are examples of direct 
consequences. Although indirect effects are 
more challenging to quantify, they may 
include insurance problems, healthcare 
access, and unhealthy behaviors. Low 
health literacy can hinder people from 
achieving their goals in life and cause them 
to experience social and economic 
disadvantages [13].  
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The ability to demonstrate taking 
medications as directed, the ability to 
interpret labels and health messages, and, 
among elderly people, worse overall health 
status and higher mortality rates were all 
consistently linked to low health literacy [26]. 
People with LHL are less likely to receive 
screening and preventative treatments and 
are more likely to have health and access 
inequities than those with appropriate HL. 
Patients with LHL are more likely to have 
inadequate abilities and strategies for 
treating their disease, as well as lower 
knowledge of their disease processes, drug 
regimens, and medication adherence. 
Communication between a doctor and a 
patient is harmed by LHL. Patients with LHL 
are more likely to say that their interactions 
with their doctor are not empowering or 
useful, and they are also more likely to utilize 
a passive communication style with them. 
They are also less likely to participate in 
collaborative decision-making [14].  

The effect of financial constraints on 
healthcare is very evident in children from 
families belonging to lower-income groups, 
particularly in conditions such as Type 1 
Diabetes and Diabetic Ketoacidosis. For 
T1D patients under the age of 18, a 
retrospective population-based cohort study 
was carried out utilizing electronic medical 
record (EMR) data from Cincinnati Children's 
Hospital from January 1, 2011, to December 
31, 2017. High-poverty neighborhoods and 
youth with T1D who were covered by public 
insurance had considerably higher 
admission rates for DKA [26].  

 Total pre-hospital delay, decision time, and 
home-to-hospital delay time were observed 
and recorded among patients and it was 
seen that younger patients had a shorter 
home-to-hospital delay; patients who 
contacted the EMS  for help had shorter 
total pre-hospital delays; also patients who 
had a bystander when the symptoms started, 
had a shorter decision time as compared to 
those that were alone at home [26]. 

A lot of patients at the onset of their 
symptoms, would get in touch with 
someone, even if the patient had previously 

experienced a stroke or were aware that 
they were having one, their comprehension 
of the urgency with which a reaction was 
needed was restricted, and they placed 
greater value on getting approval from others, 
which caused an increase in the delay in 
decision making [27].  

Elderly subjects showed a prolonged per-
hospital time delay probably due to more 
difficulties getting up. Females showed more 
association with this type of delay. Patients' 
interpretation of symptoms is an important 
source of delay in reaching the hospital 
following the onset of symptoms [28]. 
Medical trauma refers to a subjective level of 
psychological and physical distress arising 
from the medical setting, including 
diagnostic and procedural experiences, and 
interactions with personnel and the 
environment (Hall & Hall, 2016). Previous 
poor experience in the medical care setup 
could lead to medical trauma. Painful 
vaccine experiences lead to fear and 
noncompliance in older children [29].  

Patients may be reluctant to visit a doctor 
when they have symptoms due to cultural 
ineptitude and a lack of adequate training on 
the provider’s part. The fear of having to see 
behavior that would be humiliating or that 
might be in opposition to their cultural and 
religious beliefs may be the cause of this. A 
cross-sectional study (HealthCaring) was 
conducted to evaluate the level of LGBT 
cultural competency in cancer and primary 
care among healthcare professionals from 
16 counties in East Tennessee.  

This study found that, despite the doctors' 
belief that they should treat all patients 
equally, they were engaging in LGBT 
microaggressions, which may harm LGBT 
patients and make them reluctant to seek 
medical care in the future out of fear of being 
mistreated [30].  

A beneficial step in lowering fear and 
establishing a good rapport between the 
doctor and the patient may include training 
for healthcare providers regarding cultural 
competency. 
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Results 

Psychological factors  

The examination of psychological factors 
reveals denial as a multifaceted coping 
mechanism. Whether observed in the 
context of chronic diseases or during 
recovery from specific conditions like hip 
fractures, denial emerges as a nuanced 
strategy with far-reaching consequences 
[16].  

The delicate balance between psychological 
defense mechanisms and physiological 
responses becomes evident, shedding light 
on the intricate interplay between the mind 
and the body.  

Sociocultural Factors  

Symptom denial, deeply rooted in 
sociocultural contexts, manifests diversely 
across different cultures and gender roles.  

From the "demonization concept" 
influencing perceptions of epilepsy to the 
influence of culture on the categorization of 
experiences as normal or abnormal, 
sociocultural factors paint a nuanced portrait 
of symptom denial [4,7-9].  

These findings underscore the complex 
interplay between cultural beliefs, societal 
expectations, and individual responses to 
illness.  

Contextual Factors 

Within the mosaic of contextual factors, 
socioeconomic status, access to healthcare, 
and health literacy emerge as pivotal 
influencers. The impact of financial 
constraints on healthcare-seeking behaviors 
becomes apparent, underscoring the 
challenges faced by individuals in lower-
income groups [12]. Health literacy, a crucial 
determinant of effective healthcare decision-
making, adds another layer of complexity to 
the understanding of symptom denial 
[13,14].  

Discussion 

Understanding the intricacies of symptom 
denial unveils a tapestry of challenges and 
opportunities for targeted interventions. 

Psychosocial interventions aimed at 
fostering a positive mindset while 
acknowledging illness may mitigate the 
adverse effects associated with denial. 
Culturally competent healthcare approaches 
become imperative to bridge gaps in care, 
fostering a more inclusive and effective 
healthcare system [30].  

Integrating mental health support within 
healthcare systems and enhancing health 
literacy could alleviate the burden associated 
with symptom denial [23]. The implications 
extend beyond individual well-being to the 
broader healthcare landscape. Future 
research endeavors should delve deeper 
into cultural dynamics, exploring strategies 
for promoting mental health awareness and 
dismantling barriers to seeking timely 
healthcare. In essence, the tapestry of 
symptom denial is woven with threads of 
psychology, culture, and context, presenting 
both challenges and opportunities for a more 
nuanced understanding of individual 
responses to illness. 
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