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Djinnati is a culture-bound syndrome in Baluchestan, 
Iran. Experts believe that dissociation theory is more suit-
able for providing a psychopathological description of 
this syndrome in this region. In addition, they highlight 
the need for investigating its pathology, particularly the 
role of factors such as traumatic and abuse experiences 
during childhood.

According to the 4th edition of the diagnostic and sta-
tistical manual of mental disorders (DSM-IV-TR) (1), "the 
essential feature of dissociative disorders is a disruption 
in the usually integrated functions of consciousness, 
memory, identity, or perception of the environment. 
The disturbance may be sudden or gradual, transient or 
chronic". According to DSM-IV-TR, dissociative disorders 
include: dissociative identity disorder, depersonalization 
disorder, dissociative amnesia, dissociative fugue and 
unspecified dissociative disorder. A dissociate disorder 
not otherwise specified (NOS) is a disorder that includes 
a dissociative symptom (i.e. disturbance in the usually in-
tegrated functions of consciousness, memory, identity or 
perception of the environment), that does not meet the 
criteria for any specific dissociative disorder.

In addition, according to DSM a dissociative state may 
be defined as a dissociative trance disorder that includes 
a possession or trance state. Dissociative trance disorder 
is a single or episodic disturbance in the state of con-
sciousness, identity, or memory that are indigenous to 
particular locations and cultures. Dissociative trance in-
volves narrowing of awareness of immediate surround-
ings or stereotyped behaviors or movements that are 
experienced as being beyond one’s control. Possession 
trance involves replacement of the customary sense of 
personal identity or a new identity, attributed to the in-
fluence of a spirit, power, deity, or other person, and is 
associated with stereotyped “involuntary” movements 
or amnesia. It is probably the most prevalent dissociative 

disorder in Asia. The dissociative or trance disorder is not 
a normal part of a broadly accepted collective cultural or 
religious practice.

Many culture-related syndromes, such as amok, be-
bainan, latah, pibloktoq, ataque de nervios and posses-
sion, shin-byung, enchantment, lack of spirit, Zar and 
djinnati (2, 3), are considered as dissociative disorders. 
Culture-bound syndromes include a set of psychological 
phenomena that are of interest to psychologists and psy-
chiatrists. The eclectic nature of this syndrome has made 
it difficult to have a precise definition. Thus, deciding on 
a specific definition has been controversial. According to 
DSM, the term culture-bound syndrome denotes a locali-
ty-specific pattern and repetition of an aberrant behavior 
and troubling experience that may or may not be linked 
to a particular DSM-IV diagnostic category. Many of these 
patterns are indigenously considered to be "illnesses", or 
at least afflictions that mostly have local names. Culture-
bound syndromes do not one-by-one match routine di-
agnostic system diseases. Most of these syndromes were 
initially reported as an issue specific to a certain culture 
or a relevant set, or geographically-related to the original 
culture (4).

The term "Djinnati" is a culture-bound syndrome, 
widely known by that name in Iranian and Pakistani 
Baluchestan (3, 5). Based on clinical observations, this 
syndrome was introduced by Bakhshani and Kianpoor 
in Baluchestan, Iran (6). A new study by Bakhshani et al. 
(3) on a rural population in Baluchestan showed total 
prevalence of 0.5% and 1.03% among the rural population 
and women of that population, respectively. Common 
symptoms of this disorder include disruption in con-
sciousness, memory and stereotyped behaviors such as 
laughing, crying, speaking incomprehensibly, which are 
attributed to a new identity known as "Djinn". Attacks 
usually begin with pain, irritation and sometimes limb 
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paralysis. In some groups, loss of speech and in some oth-
er cases, speaking in different languages and change in 
speaking rhythm and tone of voice have been reported. 
In addition, there was a partial and rarely complete am-
nesia during the attack. Some patients were far beyond 
their physical strength. In addition, lack of control and 
harming themselves and others, during the attack, have 
been reported; although, the injuries were not serious. 
Sometimes during the attack, The patients express some 
demands and the possessor (Djinn) requests for satisfy-
ing these demands. Attacks usually last from 30 minutes 
to two hours (3). 

It seems that traumatic and abuse experiences have an 
essential role in the initiation and maintenance of disso-
ciative disorders (7, 8). Results from Bakhshani et al. (3) 
study showed that 43% of the patients experienced their 
first attack after a traumatic accident (5). After the civil 
war of Mozambique, based on results of a study reported 
by Igreja et al. (9) on 941 subjects (255 males and 686 fe-
males), trauma and civil war resulted damages, which 
explain the high prevalence of this disorder.

Castillo (10), believes that biological and psychoanalytic 
perspectives are not capable of explaining spirit posses-
sion. Etiologically, he suggested that spirit possession, 
similar to multiple personality disorder (MPD), is a spon-
taneous trance reaction to severe and negative events 
in environment (particularly child abuse). On the other 
hand, Naring and Nijenhuis observed a significant corre-
lation between traumatic events and possession experi-
ences (11). In addition, Naring and Nijenhuis (11) consid-
ered dissociative identity disorder to be a consequence of 
childhood abuse or other traumatic events, thus support 
the post-trauma model. In this regard, a study by Pas-
quini et al. (12), showed a relationship between traumatic 
experience in childhood and development of dissociative 
disorders. Kaplan et al. (13) found that those with high-
er score in dissociative experience scale had been more 
sexually abused during their childhood. They have been 
reported to commit further suicide and aggressive be-
haviors (13).

In general, it can be concluded that traumatic experi-
ences, specifically childhood maltreatment and abuse, 

are related to possession and dissociative experiences. 
Therefore, in future studies, it is required to investigate 
the type of cultural beliefs abuse and other environmen-
tal factors with the onset of clinical signs of Djinatti, and 
then develop and practice preventive and therapeutic ap-
proaches, based on the findings.
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