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Abstract 

Culture-bound syndromes are a group of abnormal behavior patterns occurring only in definite 
cultural groups. As a form of culture-bound syndromes, possession trance is known as the 
“replacement of personal identity customary sense by a new identity.” Djinnati syndrome is a 
possession state restricted to specific areas of Iranian and Pakistani Baluchestan. Preceding 
studies suggested that complex behavioral manifestations of temporal lobe epilepsy (TLE) were 
likely to contain dissociative states symptoms. Nonetheless, people in numerous developing 
countries hold a belief that Jinn possession causes epilepsy even in quite well-educated people. 
The aims of the present report are to describe a patient who presented Djinnati syndrome as the 
very first manifestation of TLE and address the feasible detrimental impacts of cultural 
misconceptions on diagnosing and treating epileptic seizures. 
Key Words: Culture-bound syndromes; Djinnati syndrome; possession trance; seizure; temporal 
lobe epilepsy. 
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 Culture-bound syndromes are defined by psychiatric and 
somatic symptoms assumed as illness behavior in a 
specific socio-cultural context. In the anthropological 
and psychiatric literature, culture-bound syndromes have 
been categorized as two forms of dissociative 
phenomena, including possession trance and dissociative 
trance. Possession trance involves the “replacement of 
customary sense of personal identity by a new identity.” 
However, within dissociative trance, the loss of 
customary identity does not relate to the appearance of 
alternate identities.1 Djinnati (as a culture-bound 
syndrome firstly introduced by Bakhshani and Kianpoor) 
is a possession state known in certain regions of Iranian 
and Pakistani Baluchestan. During attacks of Djinnati 
syndrome, the patient develops impaired consciousness, 
amnesia, agitation, incoherent speech, hallucination, 
aimless behavior, and adopts the identity of the Djinn—
an invisible creature of God believed by Muslims to live 
in our world and be able to impact our lives in various 
ways.2 Previous studies stated that complex behavioral 
manifestations of temporal lobe epilepsy (TLE) might 
include symptoms of dissociative states.3 However, in 
many developing countries, people believe that Jinn 
possession triggers epilepsy even among relatively well-
educated people.4 The present report aims at describing a 
patient who showed Djinnati syndrome as the first 
manifestation of TLE, as well as highlighting the possible 
detrimental effect of cultural misconceptions on the 
proper diagnosis and treatment of epileptic seizures. 

Materials and Methods 
Case Report 
A young female from the Baluch ethnic group referred to 
Baharan psychiatric hospital, Zahedan, Iran, complaining 
of Djinnati syndrome attacks for the last three years. 
After establishing trust and rapport, the patient was 
assessed using basic principles of evaluation, including 
interviewing and mental status examination. For further 
information, a supplementary interview was conducted 
with the family members, friends, and previous physician 
of the patient. In addition, a physical examination was 
examined to determine if these symptoms were due to a 
neurological disorder. Psychological tests (e.g., Beck’s 
Depression Inventory-II and Dissociative Experiences 
Scale), clinical and paraclinical tests (including 
electroencephalography, thyroid-stimulating hormone, 
and Vitamin B12), and imaging assessment (i.e., 
Magnetic Resonance Imaging of brain) were also 
performed. Clinical data were collected following ethical 
principles reported in the Declaration of Helsinki.5 

Results 
The patient was a 26-year old married Iranian female 
referred to Baharan psychiatric hospital, Zahedan, Iran, 
with a chief complaint of Djinnati syndrome attacks for 
the last three years. During these attacks, she began to 
speak in masculine texture/tone about harassing the 
patient and killing her husband following unusual head 
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twisting and repetitive blinking. Such attacks occurred 2 
to 3 times a day (almost every day) and lasted for 3 to 5 
minutes. In the intervals between the attacks, the patient 
claimed to be unaware of her utterances and movements 
and identified the cause as a demon. However, there were 
no findings in favor of somatoform, substance use, and 
stress-related disorders. Furthermore, no significant 
points were observed in the personal history (trauma in 
any form and abuse in particular), family history, and 
physical examination of the patient. The mental status 
examination and physical assessments were 
unremarkable except for preoccupation with exorcism, 
poor attention and concentration, anxious affect, and 
immediate memory impairment. On Beck’s Depression 
Inventory-II, her score was 51, indicating severe 
depression. The Dissociative Experiences Scale also 
showed a score of 65, i.e., a severe level of dissociation. 
Electroencephalography was performed, which revealed 
bilaterally interictal abnormalities consisting of 
spike/sharp and slow complexes in the anterior temporal 
region (F7/F8 and T7/T8 electrodes; see Figure 1). 
Coronal slice on brain Magnetic Resonance Imaging 
showed bilateral hippocampal atrophy. Besides, the 
markedly increased T2-weighted signal intensity in the 
hippocampus was observed on fluid-attenuated inversion 
recovery (Figure 2). Patient laboratory tests including 
thyroid-stimulating hormone and Vitamin B12 were 
included in the normal range. Although she had been 
treated by local healers (mullah) several times during 
these three years, no clinical response was received. She 
was eventually diagnosed with TLE and major 
depressive disorder by psychiatrist and treated with 
Sertraline 50mg/day and Levetiracetam 500mg three 
times a day. On these doses, she responded well with the 
reduction in the number and intensity of possession 
attacks and improvement in mood and socio-
occupational functions within one-half months of 
treatment. Finally, sertraline was gradually tapered after 
one year of treatment and currently she is only on 

Levetiracetam 500mg three times a day and free of 
symptoms.. 

Discussion 
This report has two practical implications. At first, 
although the Diagnostic and Statistical Manual of Mental 
Disorders, Fifth Edition (DSM-5) has identified 
possession trance as one of the dissociative disorders, this 
case proves that epileptic seizures can have a presentation 
similar to the so-called culture-bound syndrome.6-10 
Therefore, clinicians should consider neurological 
abnormalities (e.g. TLE) for every case involving 
possession trance. Second, when treating patients with 
epilepsy in developing countries, clinicians must 
consider application of religious and cultural beliefs to 
unexplainable incidences.8,11,12 In all, the patient’s system 
of beliefs and cultural background can permit simple 
religious concepts to explain a range of life 
circumstances, including medical conditions, and hamper 
clinical management of TLE by delaying or avoiding 
proper diagnosis and treatment.4 The present finding 
underscores the need to improve public epilepsy 
education at all levels and communication with faith 
healers. 
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Fig 1.  Bilaterally interictal abnormalities 

consisting of spike/sharp and slow 
complexes in the anterior temporal region. 

 
Fig 2. Bilateral hippocampal atrophy and signal 

hyper-intensity 
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