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Why this thesis?
This thesis originates from an interest to understand more about pathological
dissociative presentations in Uganda, as a way of addressing traumatic stress and
other adverse events within a cultural and social-political context.
The introduction describes the context and motivation of this thesis. It starts with
a general reflection on the current attention to global mental health and the mental
health gap and on the question of whether these strategies were or are applicable
in Uganda before and during the research period. Next, is a description of my daily
work as a psychiatrist and the programs that were developed to scale up mental
health services in south-west Uganda. I present how the questions that inspired this
research arose and were elaborated in this thesis. Finally, I outline the contents of the
thesis.

The mental health gap and global mental health
Mental disorders are highly prevalent and cause considerable suffering and disease
burden (Kohn et al. 2004). Mental, neurological and substance-use disorders constitute
13% of the global burden of disease, surpassing both cardiovascular disease and
cancer (Mathers et al. 2008). Approximately 33% of all years lived with disability are
imputed to neuropsychiatric conditions. At the same time, the gap between what
is urgently needed and what is available to reduce this burden is still quite wide. In
low- and middle-income countries (LMIC) this gap is even more dramatic. The WHO
Mental Health Gap Action Program (mhGAP) provides a strategy, especially for LMIC,
for scaling up services for mental, neurological, and substance use disorders (Mathers
et al. 2008). The essence of mhGAP is partnerships to reinforce and accelerate efforts
and increase investments towards providing services to those without. In 2002, the
55th World Health Assembly endorsed the program.
The field of global mental health (GMH) is an emerging formation of knowledge and
practice seeking to address mental illness on a global scale in major fora. The Lancet
Series on Global Mental Health 2007 (Collins et al. 2011) highlighted the gaps in
mental-health services worldwide, and formulated a clear call to action. The Grand
Challenges in Global Mental Health initiative, published in Nature in 2011, identified
mental health priorities, challenges and research questions for research in the next

4 | Chapter 1

10 years (Collins et al. 2011). This call for action has developed into WHO’s latest
Mental health action plan 2013 – 2020 (WHO, 2013), which encompasses four major
objectives: 1) to strengthen effective leadership and governance for mental health; 2)
to provide comprehensive, integrated and responsive mental health and social care
services in community-based settings; 3) to implement strategies for promotion and
prevention in mental health; and 4) to strengthen information systems, evidence and
research for mental health. The plan sets important new directions for mental health
including a central role for the provision of community-based care and a greater
emphasis on human rights. It introduces the notion of recovery, moving away from a
purely medical model, and addresses income generation and education opportunities,
housing and social services and other social determinants of mental health in order to
ensure a comprehensive response to mental health.
The GMH agenda has led to discussions between representatives of a public health
approach and a culturally-based approach (Bemme and D’souza, 2012; De Jong,
in press). The public mental health approach is grounded in current evidencebased practices that are largely produced by high-income countries (HIC) and then
exported and adapted to local situations (Dua et al. 2011). This has been criticized
as a top-down, imperial project exporting Western illness categories and treatments
that may ultimately replace diverse cultural approaches for interpreting mental
health (Summerfield, 2008; 2012). A culturally based approach emphasizes local
knowledge and priorities and community-based resources and solutions. However,
a comprehensive public mental health approach should include both approaches:
(qualitative) assessment of community concerns and (quantitative) epidemiological
data to provide complementary information for designing and evaluating public
mental health interventions (De Jong, 2011; 2014).
The author worked in Uganda and was involved in developing mental health services
in the country from 1995-2000. At that time, the country was recovering from civil
wars and it was one of the poorest countries in the world. It was common to use the
concept of mental health into primary care (De Jong, 1996; Sartorius and Harding,
1983), rather than the more comprehensive concept of “mental health gap”. During
the afore-mentioned time period, the burden of mental disease in Uganda was
aggravated by earlier wars, a high prevalence of infectious diseases, poverty and
social instability. There was also a lack of resources to address the population’s
mental health problems (Boardman and Ovuga, 1997; WHO, 2001).
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Uganda
Uganda is a landlocked country in eastern Africa bordering Lake Victoria, Kenya,
Sudan, the Democratic Republic of the Congo, Rwanda and Tanzania. It is a generally
fertile country of 241,038 sq. km and over 40.000 sq. km are lakes and rivers.

FIGURE 1: Map of Uganda.

The colonial boundaries created by Britain to delimit Uganda grouped together a
wide range of ethnic groups with conflicting political systems and cultures. These
differences hindered political collaboration after independence in 1962. Since that
time, the population has suffered from wars under several dictators, followed by
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insecurity caused by rebel groups. For example, the notoriously dictatorial regime
of Idi Amin (1971-79) was responsible for the deaths of some 300,000 opponents;
guerrilla war and human rights abuses under Milton Obote (1980-85) claimed at least
another 100,000 lives. The Yoweri Museveni’s rule since 1986 has brought relative
stability and economic growth to most of Uganda (CIA, 2014), with the exception of
the northern areas.
In northern areas such as Acholiland, there has been ongoing armed resistance
against the government since 1986. Rebel groups have included the Uganda People’s
Democratic Army and the Holy Spirit Movement (Baines, 2007). The last remaining
rebel group is the Lord’s Resistance Army headed by Joseph Kony, which until
recently has carried out widespread abduction of children to serve as soldiers or
sex slaves (Branch, 2011). At the height of the conflict, nearly two million people in
northern Uganda were displaced (BBC, 2013). In 2005, Kony was indicted for war
crimes and crimes against humanity by the International Criminal Court in The Hague.
He and his army are still on the run despite a regional search by several thousand
African troops, backed by US special forces (BBC, 2013b). Claims are that the Lord’s
Resistance Army is roaming and causing havoc across the Democratic Republic of
Congo, Central African Republic and South Sudan (BBC, 2013).
The population of Uganda counted 21 million people in 2000 (the date this research
started), and has now expanded to 34.6 million. The fertility rate of 6.7 is one of the
highest in the world resulting in a population growth of 3.3%. The major religions are
Christianity (84%) and Islam (12%) (CIA, 2014). Despite a steadily growing economy,
35% of the population still lives under the poverty line. Based on World Bank criteria,
the country is in the low-income group (Barton and Mutiti, 1998; WHO, 2001). The
majority, 82% of the workforce, works in the agricultural field. Life expectancy rose
from 41.9 years for males and 42.4 years for females in 2000 (WHO, 2001) to 53 years
for men and 55 years for women today (CIA, 2014). The AIDS crisis has resulted in over
1.5 million people suffering from HIV/AIDS, despite a dramatic reduction in Ugandan
national prevalence rates due to prevention programs and activities implemented
during critical early years of the HIV epidemic (Slutkin et al. 2006). In addition to HIV/
AIDS, other infectious diseases such as malaria and tuberculosis have added to high
mortality rates. The burden of disease and high mortality rates has negatively affected
agricultural production and economic development (Barton and Wamai, 1994). In
2000, the total expenditure on health as a percentage of gross domestic product
(GDP) was 4.1 % (WHO, 2001); in 2010 this rose to 10.5% of the GDP and the per
capita government expenditure on health was US$18 (WHO, 2011).
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Mental health in Uganda
Academic psychiatry in Uganda was initiated in the late 1960s when the Makerere
University Department of Psychiatry was founded in Kampala. In one of the first
prevalence studies, conducted by Orley and Wing in 1979, a prevalence of 20% for
significant mental distress and 5% for major psychiatric disorders was found in two
villages in central Uganda (Orley and Wing, 1979; Orley, 1970).
Psychiatric academics and mental health services suffered greatly during Amin’s
regime in the 1970s. Consequently, HIV/AIDS and trauma-related disorders due to
conflicts in the northern part of the country placed an additional burden on Ugandan
psychiatry (Boardman and Ovuga, 1997). Over the past 20 years, improvements
have gradually been made on the level of national policies, legislation, and budget
allocations for mental health. A Mental Health Unit was established in the Ugandan
Ministry of Health in 1996, and a mental health policy initially formulated in 1999. This
was preceded by a process of developing national policies, standards and guidelines
in which the author participated. The components of the policy are advocacy,
promotion, prevention, treatment and rehabilitation (WHO, 2001). The first Uganda
Health Policy 1999-2009 noted that: “to address the heavy and increasing burden
of mental illness in the country, the Government will promote and support a basic
Primary Mental Health Program supported by appropriate referral services at the
regional and national levels”. Consequently, mental health was included in Uganda’s
National Minimum Health Care Package (UNMHCP) in Health Sector Strategic Plans
(Baingana, 2010; Ministry of Health, 2000). The national mental health program
included a national therapeutic drug policy with an essential list of psychiatric drugs.
The latest mental health legislation, enacted in 1964, is in the process of being
reviewed. Of the total health budget of the country, 0,7% is allocated to mental health
(Baingana, 2010; WHO, 2011) . This is low compared to the worldwide average of 2%
of national health budgets spent on mental health while the average global disease
burden is 13% (WHO, 2013) . This example illustrates the wide gap between the
burden of neuropsychiatric disorders and the Ugandan mental health budget.
In 2000, Uganda had only 10 psychiatrists, 5 psychologists, 400 psychiatric nurses
and 450 psychiatric hospital beds (Ssanyu, 2007). The majority of the services and
beds were in Kampala, the capital city. Officially, there were 10 regional referral
hospitals with services run by a psychiatric clinical officer (PCO) who was supervised
by a visiting psychiatrist (Ndyanabangi et al. 2004). In the country, there were specific
mental health and psychosocial programs for refugees, disaster-affected populations
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and children (WHO, 2001). Most non-governmental organizations (NGOs) offering
psychosocial support and basic counselling services are based in Kampala and waraffected areas in northern Uganda. They addressed the needs of specific groups
such as Sudanese refugees in Arua and Adjumani (TPO, Transcultural Psychosocial
Organization), resettling abducted children in Kitgum and Gulu (AVSI, Association
of Volunteers in International Service, AVSI), internally displaced people, (Save the
Children), victims of rape in Kampala (Hope after Rape) and people suffering from HIV/
AIDS (TASO, The AIDS Support Organization) (Barton and Mutiti, 1998). Despite the
increased attention to the psychosocial impact of traumatic experiences (Barton and
Mutiti, 1998; De Jong et al. 2001; Derluyn et al. 2004; Vinck et al. 2007), most people,
especially in rural areas depend on traditional healers and churches for psychological
relief (Van Duijl et al. 2005).

Mental health in 2014
Over the past 15 years, Uganda has systematically integrated mental health into
primary health care (Baingana, 2010). The Support to the Health Sector Strategic Plan
Project (SHSSPP) provided funding for restructuring the Butabika National Referral
Hospital, constructing 12 regional referral mental health units, providing mental
health drugs, training various cadres of mental health workers, support supervision
from Butabika Hospital to the regional referral hospitals, and increasing community
empowerment and sensitization. Overall, SHSSPP has supported the training of 15
psychiatrists, 51 (PCOs), 12 diploma psychiatric tutors, 10 clinical psychologists, and
6 psychiatric social workers (Baingana, 2010). Annual health sector performance
reports indicate that the availability of mental health drugs has increased, ranging
from 35% at health centres to 70% for hospitals (Baingana, 2010). However, there
are still frequent drug shortages. Despite the positive reforms of the mental health
policy and services there are still shortcomings in mental health resources and service
delivery (Kigozi et al 2010).

Developing mental health services
in the Mbarara District
While serving as the Head of the Department of Psychiatry at Mbarara University for
five and a half years (1995-2000), I was involved in developing mental health services
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in a public health framework (De Jong, 2011; Van Duijl, 2003) in south-west Uganda.
My Ugandan colleagues and I trained health workers and provided supervision in
their work settings, visited refugee-camps on a regular basis to train and support Red
Cross staff assisting refugees, taught medical students, and developed a culturally
sensitive diploma course in counselling. We met with traditional healers (300 healers)
on a regular basis, gradually gained some trust, and during these encounters shared
knowledge on a mutual basis. On the national level, we participated in developing
national mental health policies and guidelines for the Ministry of Health, and provided
training and supervision for counsellors from several major NGOs with psychosocial
programs in various parts of the country.
Mbarara University is the second university in Uganda, with a medical faculty
established in 1991. The university hospital served as a referral hospital for the Mbarara
district (1 million people) as well as neighbouring districts. The psychiatry department
originally consisted of a three-cell ward with only nursing staff. It later developed into
a 20-bed ward and several busy outpatient-clinics with a doctor, PCO, psychiatrist,
social worker and counselling services and occupational therapy. This small Ugandan
team was responsible for the ward, out-patient clinics in the hospital and rural areas,
and training medical students in psychiatry. In addition, we developed and conducted
a number of programs and activities to integrate mental health services into rural
health services, which will be described below.
Currently, over 10 years later, the Mbarara University Department of Psychiatry counts
three Ugandan psychiatrists - former medical students - and three PCOs and a new
building has been constructed.
With the Mbarara Mental Health Program, we aimed to integrate mental health
services into all existing levels of health care through various activities. Lobbying and
advocacy for mental health services was carried out on district, regional and national
levels. At the district level, for example, this involved visiting District Medical Officers
in various districts to lobby for the training and supervision of health-workers and
the availability of essential drugs for mental health problems. On a national level we
participated in the process of drafting national policies, standards and practices for
mental health and epilepsy. The second National Mental Health Day, with the theme
“Mental Health and Human Rights”, was organized in Mbarara University, which
received a significant amount of national publicity. Patient support organizations for
schizophrenia, epilepsy, and “hope after rape”, traditional healers, and psychosocial
intervention programs all participated with stalls, performances and demonstrations.
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To integrate mental health services in the primary health system, 40 health centres
in Mbarara and neighbouring districts were visited on a three-month rotation with
supervision of patient treatment for mental health problems. Using a “training on
the job” approach for local health-workers, the patients who had been identified
with mental problems were seen together with the visiting team and management
options were discussed. The local mental health professionals were encouraged
and supervised to maintain records on the numbers of patients seen with psychosis,
depression, epilepsy and alcohol and substance abuse. Essential drugs were
supplemented by the Mbarara Mental health Program as the local availability was
irregular and insufficient. Essential mental health drugs included chlorpromazine,
haloperidol for psychotic disorders, amitriptyline and imipramine for depression (and
anxiety) and phenobarbital, phenytoin and carbamazepine for epilepsy.

FIGURE 2: Department of Psychiatry in 2000

Every three months, we conducted a basic training for the recognition and management
of common mental disorders for health workers (medical assistants, nurses and
nursing aides) in rural health centres. The initial and refresher trainings lasted a week
and covered the identification and management of psychotic disorders, depression/
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anxiety, alcohol and substance abuse and epilepsy. Later, medically unexplained
symptoms and trauma-related problems were also covered. We used role play to
practice basic history taking skills and counselling skills.
In communities in the district where community-based health care (CBHC) programs
were active, we participated in the training. Displaced and traumatized people in the
Kanyanyeru resettlement area were assisted through various interventions including
clinics, women’s support groups, and initiating agricultural training and microfinancing of income-generating projects. By request of the UNHCR, we collaborated
with the Red Cross to provide mental health and psychosocial services for refugees
from neighbouring countries in the Nakivale and Orukinga refugee camps.
During these years, a valuable collaboration with approximately 300 traditional healers
was initiated. In our catchment area, six groups of approximately 50 traditional healers,
were formed, and we met on a regular basis over many years. Ideas, knowledge and
experiences were exchanged. The healers also discussed their position in society and
the problems they faced while practicing. Although they were frequently consulted for
help by patients from all socio-economic levels of the population, they felt side-lined
by official authorities and demonized by the church. Through our visits, the traditional
healers were encouraged to organize and began shared clinics and herbal gardens
(often on the health-centre’s premises) and eventually developed (ethical) guidelines
for their practices and fees. The traditional healers registered as associations on
both the district and sub-county levels and as such began collaborating with other
health organizations. Eventually, they were also accessible for training in other health
interventions, e.g. in the fields of HIV/AIDS, traditional birth attendants and eye
diseases.
On our side, we learned much about the local explanations and interventions for mental
problems, which helped us have a better understanding of our clients. Traditional
healers have contributed to the education of medical students and counsellors. Over
the years, we realized how this approach could restore some of the lost cultural
identity in academically trained, but Ugandan, health care personnel.
Epilepsy accounted for one third of the outpatient caseload our team saw in Uganda.
As in many other African countries, medical treatment of epilepsy, if at all available,
was managed by mental health services. (There was no neurologist in Uganda at that
time). Epilepsy is still associated with stigma and cultural taboos deeply affecting
the patient and burdening their family. Special clinics for patients with epilepsy were
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started in various places with support-group meetings on the same day. With patients’
participation, pamphlets and posters were developed and health-education was given
in schools and churches. With the assistance of Danish funds for capacity building
and mobilization, this active group of patients with support of professionals has grown
into a national organization for people with epilepsy and their family members, which
[still] exists today (Epilepsy Support Association Uganda, 2014).

FIGURE 3: Rural mental health clinic

From 1997-1998, our team participated in the Taskforce Groups for Mental Health
and Epilepsy initiated by the Ugandan Ministry of Health. Based on our experience
in developing mental health services within primary health care structures, we
contributed to drafting the national policies, standards and guidelines for mental health
in Uganda on community, health centre, district and national levels (Ndyanabangi et
al. 2004). This served as the foundation for mental health services in the Uganda’s
National Minimum Health Care Package (UNMHCP) in the Health Sector Strategic
Plans mentioned above.
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Later, after the author left in 2000 , the national framework of the SHSSPP enabled the
local staff to continue with the part of the above-mentioned mental health programs
and activities (Byaruhanga et al. 2008).

A diploma course on cultural
sensitive counselling in Uganda
To meet the increasing demands from other organizations providing psychosocial
services, a counselling training program was initiated. One of the greatest challenges
was to develop a training program in the art of counselling that took local structures
and context (resources and methods of problem solving) into account. Earlier, we had
used the WHO Manual for Refugees (De Jong and Clarke, 1996) during interventions
in the refugee camps and the author was inspired by the TPO approach (De Jong
and Clarke, 1996; Ommeren et al. 2002; Somasundaram, 1997). The TPO program
trained lay people in refugee camps and emergency areas around the world, in areas
disrupted by war or disasters, as counsellors who delivered counselling services
and initiated support groups in addition to training key members of the community
to recognize and manage stress and trauma-related problems. TPO and other
organizations’ training programs in northern Uganda were usually short and consisted
of one or several weeks of training and supervision.
Together with other professionals from Mbarara University, a local NGO and visiting
facilitators from Kampala, our team developed a more extensive training program to
support professionals such as nurses, teachers, and social workers, already active in
the field in various governmental and non-governmental organizations. The course
received recognition from Mbarara University as a diploma course in counselling
organized by the Department of Psychiatry. The training lasted 18 months with one
week’s training each month and supervised assignments in between (Van Duijl,
2003). Since 1997, 25 trainees have participated every year in the 18-month part-time
training program. The training curriculum consists of a combination of counselling
skills, mental illness and its management, cultural aspects of communication and
participatory rural appraisal skills. During the course, the participants implemented
their newly acquired skills in their places of work, refugee camps, with displaced
people, hospitals, communities, schools, and AIDS and orphans programs, etc. The
quality and impact of the counsellor-trainees’ work was assessed through client intakeforms, examinations, and continuous supervision and appraised assignments in their

14 | Chapter 1

places of work. We trained counsellors for various NGOs such as TPO, UNICEF, Save
the Children, as well as counsellors for schools, hospitals, churches and individuals
who paid for training. Nearly 20 years later, the diploma course is still offered as
an undergraduate course at Mbarara University (Mbarara University of Science and
Technology, 2014) and the curriculum has been duplicated by other organizations
and universities in the area (Bishop Magambo Counsellor Training Institute, 2014; St
Francis Program, 2014). The major outline of the content and structure of the course
remains the same, although over time, some additional approaches and skills have
been included.

Mental health versus culture and
community-based approaches
During the development of national objectives, policies and guidelines and local
mental health services, a public health approach was clearly visible. Mental health
professionals in various levels of the health care system were trained and supervised.
The framework used for training in classifying and treating mental illness was based
on Western categories (psychosis, depression, epilepsy, and substance abuse).
Also, most textbooks used at medical schools in Uganda are produced in HIC and
based on Western models and resources for management and treatment of mental
disorders. However, through various activities we endeavoured to bridge the gap
between Western psychiatry and community-based needs, local idioms of distress
and local resources to manage mental health and psychosocial problems. For
example, this was visible in the continuous collaboration with traditional healers and
was incorporated as part of the counselling diploma course curriculum and medical
students’ education.
This thesis on dissociation in Uganda hopes to strengthen the “evidence-based”
contribution on cultural idioms of distress and resources when designing mental
health services in LMIC such as Uganda. This input is necessary to bridge the gap
between the (sometimes) antagonistic poles of mental health versus culture and
community-based approaches.
Patients with dissociative complaints provide an interesting entrance to learn more
about locally occurring idioms of distress and solutions. In their presentation,
explanatory models and treatment seeking they demonstrate conflicting experiences,
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incompatible belief systems, and treatment seeking in a variety of places (De Jong
and Reis, 2010; Reis, 2013). These patients inspired the author to start and continue
with this research.

Patients with dissociative symptoms
Throughout the author’s years in Uganda, the Mbarara University psychiatric team
came across various patients with dissociative features. These features included
shaking movements of part of the body, going into a trance-like state, or talking in a
voice different from a patient’s normal voice. Sometimes, the relatives would describe
attacks of aggressive behaviour and request an x-ray of the head (“Doctor, could
this be cerebral malaria?”). Superficially, these patients could easily be classified as
suffering from a psychotic disorder, bipolar disorder, epilepsy, psychogenic seizures
or other Western diagnoses. The local mental health workers had been trained using
these Western categories and tools to diagnose and manage a large proportion of
the presenting patients with mental problems. However, these diagnostic categories
did not seem to be appropriate for the formerly described dissociative patients and a
pharmacological approach often appeared insufficient.
As part of our diagnosis and treatment method, our team explored the local medical,
cultural, traditional and psychological explanations and interventions for these
dissociative problems (Odenwald et al. 2007). Medical students conducted extensive
psychiatric interviews. This was part of their training assignments for their medical
training in psychiatry. We discussed the knowledge and ideas of the relatives who
accompanied the patients when attending outpatient clinics and inpatient care.
Traditional healers were consulted to hear their views on patients’ complaints and
behaviour that did not fit Western medical or psychiatric categories. If the patients
thought it was helpful to attend religious and traditional healing sessions, we asked
if we could join and participate in these sessions to have a better understanding
of the intervention. In discussions with patients, students, relatives and traditional
healers, we searched to find the appropriate diagnosis and route to assist patients
with dissociative presentations.
The patients’ impressive stories and struggles to survive inspired the author’s
work and subsequent research. Dutifully, these patients tried to fulfil their roles
and responsibilities, while having to put aside their own needs and ambitions or
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devastating experiences, losses and worries. Sometimes, their resilience endured,
supported by religious and cultural beliefs and rituals. Apart from the disturbing impact
of pathological dissociative symptoms, “dissociation” also seemed to serve as a
survival or coping mechanism. Sometimes, the burden of the patients’ responsibilities
was too heavy, for example, when they had conflicting roles that were impossible to
fulfil or traumatic experiences that were too adverse. This burden often appeared to
play a role when a person presented with medically unexplained somatic complaints
which eventually developed into uncontrolled pathological symptoms such as hearing
voices, pseudo-epileptic seizures, fits of aggressive behaviour followed by amnesia,
or talking in a voice other than their own, which they attributed to a spirit.
These clinical experiences led to the following research questions for this thesis:
1. What is the applicability of dissociative disorders categories in Uganda and how
do these relate to local manifestations, explanations, occurrence, and solutions?
2. What is the relationships between spirit possession, dissociative symptoms, and
reported potentially traumatizing events in south-west Uganda?
3. How do symptoms of patients suffering from spirit possession compare to
experimental criteria for possessive trance disorder in the DSM-IV and the
[proposed] criteria for possession and dissociative identity disorder (DID) in the
DSM5?
4. What pathways did spirit possessed patients in south-west Uganda follow in their
quest to find relief? Which help-seeking steps did the patients undertake? What
methods were used by healers at the final healing place? Which explanations
endorsed the healing process, and what was the perceived subjective effectiveness
of the healing process?
This thesis is an effort to understand dissociation as a way of managing trauma
and distress within the cultural and social-political context of Uganda. It contains a
collection of articles and chapters covering these research questions. An outline of
the thesis is given next.
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Outline of this thesis
This chapter, Chapter 1, describes the background of this study.
Chapter 2, Possession and Trance Phenomena, describes the domain of possession
and trance phenomena in various socio-cultural contexts around the world. What
are the criteria for possession trance and how do we distinguish pathological from
non-pathological trance? Several explanatory frameworks for possession trance
disorder will also be discussed, ranging from biological and psychological to cultural
and socio-political theories. One of the conclusions is that systematic research on the
cross-cultural validity of dissociative disorders is needed, especially in non-Western
countries (Cardeña et al. 2009).
Chapter 3 describes the first research step to explore dissociation in Uganda. This
qualitative study explored the fit of DSM-IV classification and concepts of categories
of dissociative disorders (American Psychiatric Association, 2000) to local concepts,
experiences and local presentations in south-west Uganda (Van Duijl et al. 2005).
This study was based on focus group discussions (FGD) and key informant interviews
with representatives of a variety of healing systems. The results indicated the DSM
IV categories that fit local conceptualization and were useful in Uganda and which
categories were only partially applicable. Possessive trance disorder (PTD) and
dissociative trance disorder (DTD) were recognized as locally frequently occurring
states attributed to cultural issues such as ritual neglect. Local manifestations of
dissociation derived from this study were included in a checklist for local dissociative
symptoms that was used in further research steps.
Neither the traditional healers in the FGDs nor the spirit possessed patients attributed
dissociative symptoms to traumatic experiences and stressors in a psychological
sense. This was in contrast with our team’s clinical experience since we often
encountered internal conflicts, social distress, and severe traumatic events in
the history of our patients. In Western countries, there is strong empirical support
for the hypothesis that dissociation is related to a history of trauma (Dalenberg et
al. 2012; Macfie et al. 2001; Nijenhuis et al. 2004; Sar, 2006). So far as we could
discern at the time of our systematic, quantitative research, evidence of a relationship
between spirit possession and potentially traumatizing events was scarce. This was
despite the extensive anthropological literature documenting the social function of
spirit possession in managing stressful social situations in multiple cultures (Lewis,
2003; Middleton, 1989). In Chapter 4, Dissociative Symptoms and Reported Trauma
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among Patients with Spirit Possession and Matched Healthy Controls in Uganda,
the relationships between spirit possession, dissociative symptoms, and reported
potentially traumatizing events in Uganda is explored. In a case control study, 119
persons with spirit possession diagnosed by traditional healers were compared to
a control group of 71 non-possessed persons. Assessments for this study included
demographic items, a locally designed Checklist of Dissociative Symptoms for
Uganda (CDS-Ug), Dissociative Experiences Symptoms (DES) and Somatoform
Dissociation Questionnaire (SDQ), the Harvard Trauma Questionnaire (HTQ) and the
Traumatic Experience Checklist (TEC).
The DSM IV included experimental research criteria for Dissociative and Possessive
Trance Disorder (DTD and PTD), which at the time were under review for the DSM-5.
In the proposed categories of the DSM-5, designed in 2012, PTD was subsumed under
Dissociative Identity Disorder (DID) and DTD under Dissociative Disorders Not Elsewhere
Classified. Evaluation of these proposed criteria were urgently required before the final
version of the DSM-5 was completed. In Chapter 5 the match between local symptoms
of spirit possession in Uganda and criteria for PTD in DSM IV and DSM-5 is explored
(Van Duijl et al. 2013). A mixed-method approach was used combining qualitative
and quantitative research methods. Local symptoms of the afore-mentioned case
group of 119 spirit possessed patients were explored using illness narratives and the
CDS-Ug. Possible meaningful clusters of symptoms were inventoried through Multiple
Correspondence Analysis. Finally, local symptoms were compared with experimental
criteria for PTD in the DSM-IV and proposed criteria for DID in the DSM-5.
Chapter 6 covers the last study of this thesis. This study explored how the development
of complaints, concomitant help-seeking steps, and explanatory models (EM)
eventually contributed to healing of spirit possessed patients in south-west Uganda.
Illness narratives of 119 spirit possessed patients referred by traditional healers were
analysed using a mixed-method approach.
The study results lead to additional perspectives on treatment of trauma-related
dissociation in Western countries and developing effective mental health services in
LMIC.
Chapter 7, the Epilogue, discusses the contributions of this research from three
angles: the research methodology used, classification of dissociation in a transcultural
context, and perspectives on treatment of trauma versus spirit possession in various
contexts.
The thesis ends with a summary and words of thanks.
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I felt an almost electrical interaction between myself and
the spectators. Their mounting excitement had the effect of
heightening my physical strength until I was dancing with a
sustained force that seemed far beyond my reach at other times.
For one moment it seemed as if some other person within me
was performing the dance.
Leonid Massine, in his memoirs for the performance of
The Three-Cornered Hat.

Preamble
As this recollection from the brilliant Russian dancer Massine illustrates, experiences
in which “something” or “someone” else takes control over one’s actions are not
necessarily bizarre or pathological. Even those of us who are not star performers or
athletes may find at times that a rhythm or an action apparently “takes over” our self
for a moment, whether in the midst of dancing or while “being inspired.” Depending
on the time and the place, this “otherness” has been called or attributed to the Id, the
muses, Platonic manias, unconscious forces, Apollo or enthusiasm (literally “being
filled with the gods”), Jungian complexes, right hemisphere processes, or various
types of spiritual forces. From this angle, it should not be surprising that in a review
of 488 societies Erika Bourguignon found that 74% believed that spiritual forces can
affect the personality and well-being of individuals, and 52% maintained that the
individual’s personality can be replaced by that of another being (Bourguignon, 1973,
p. 31).
In contrast with Massine’s account, the experience of an alternate identity is
sometimes associated with distress and serious conflict. Consider a case seen by
MvD in Uganda. For many years, a 33-year-old woman had experienced regular
attacks during which she exhibited aggressive, unusual behaviours and spoke with
other voices. These attacks occurred when the family prepared to go to church or
pray. During the intake interview, the client held her hands like claws, made animallike noises, and spoke in a strange language and voice. Her sister explained that
this was the voice of an uncle who had died many years ago. Because the attacks
often occurred when religious activities were about to be performed, the clinicians
suspected that they expressed her suppressed anger against her rigid Christian father
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who had ruined her life because of his unyielding principles. The client agreed to
attend counselling to learn to control her attacks and understand and deal with the
underlying traumatic experience; she now uses medication to control her anxiety
when she feels that an attack is coming. In short, it is crucial to differentiate between
instances of possession that may benefit from clinical intervention and possession
experiences that are neutral or may even be beneficial to the individual and his/her
community, especially considering the proposal for a Trance Dissociative Disorder
(APA, 2000; Cardeña, 1992).
The experience of being taken over by some entity from within (e.g., DID) or from
without (e.g., spirit possession) challenges basic Western premises about the self.
A central tenet, also questioned by Buddhism and other philosophies, is that we
have a single, discrete identity or self that cannot be replaced by external influences,
spiritual or otherwise. A related premise is that our conscious self owns and controls
our bodies and mental life. A myriad of perspectives can be brought to bear on
this issue--from philosophical analyses of selfhood and identity to neurocognitive
explanations of agency. Here, we will limit our analysis to the domain of possession /
trance phenomena (PTP) and to whether they can be characterized as dissociative. In
doing so, we will propose features that distinguish pathological from non-pathological
PTP and we will review the various theories of PTP.

Possession/trance phenomena
and dissociation
In psychology and related fields, the term dissociation originated as the opposite of
the “association” of psychological processes. Cardeña (1994) proposed two main
descriptive senses for the term “dissociation” (see also Holmes et al. 2005). First,
experiential detachment describes dissociation as an alteration in consciousness
wherein disconnection/disengagement from the self or the environment is experienced
(e.g., “out-of-body” experiences, depersonalization, derealization, etc.; Alvarado,
2000).
Second, psychological compartmentalization refers to dissociated, non-integrated,
psychological processes or systems that should ordinarily be integrated. Such
psychological compartmentalization is most germane to the present chapter. This
sense of “dissociation” can be further divided into three categories of phenomena:
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(1) lack of awareness of current or previous information that should ordinarily be
integrated; (2) the coexistence of separate mental systems that should ordinarily
be integrated in consciousness, memory, or identity; and (3) ongoing behaviour or
perception that contradicts a sincere introspective verbal report. PTP mostly involves
the first two categories: absence of reflective awareness of stimuli and behaviour
(trance), and lack of integration of different identities and memories (spirit possession).
Like all types of dissociative phenomena, PTP has non-pathological and pathological
expressions (Cardeña, 1994).
It is important to distinguish spirit possession from Eliade’s (1964) paradigmatic
shamanic experience of “magical flight.” This distinction is similar to (a) Rouget’s
(1985) classification of “ecstasy” (immobility, silence, recollection, imaginal events,
etc.) and “trance” (movements, noise, crisis, amnesia, etc.), and (b) proposed
typologies of hypnotic virtuosos (Barrett, 1990; Barber, 1999; Cardeña, 1996). The
shamanic magical flight is a mostly imaginal experience in which the soul of the healer
is purported to fly to other worlds or realities to seek spirit assistance, retrieve the sick
person’s soul, and so on. In contrast with this “disembodied” imaginal journey, spirit
possession is characterized by a “radical alteration of embodied identity” (Cardeña,
1989, p. 2), in which the identity of the individual is replaced—typically by a spirit or an
ancestor, but sometimes by an animal (Van Duijl, Cardeña, & De Jong, 2005). When
the person recovers his/her original identity, s/he usually claims amnesia for what
transpired during the possession.
Although we focus in this chapter on PTP, it should be borne in mind that “spirit
possession” and “magical flight” experiences sometimes coexist in the same person
or culture. For instance, the Chukchees engage in both types of religious practices
(Lewis, 1989).

The domain of possession/trance phenomena
Academic discourse about possession has moved, from singling it out as an exotic
event, to immersing it within personal and cultural notions of identity, relationships,
and reality (Boddy, 1994; Swartz, 1998). In this chapter, we will focus on psychological
and psychiatric perspectives.
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Before that, there is an important distinction to be made between two senses of spirit
possession: (1) possession as an attribution or explanation of events (e.g., illness),
and (2) possession as an experience of one’s identity being replaced by that of an
ancestor, spirit, or other entity (Bourguignon, 1976). Spirit possession as attribution
connotes the belief that the conditions that ail the person are caused by a spiritual
influence. Note, however, that attributions of this type of influence often occur when
the patient evidences no alteration of consciousness. In both Western and nonWestern societies, individuals may explain their psychiatric or medical condition
as being caused by some type of spiritual interference (Kua, 1993; Pfeifer, 1999),
but without any accompanying alterations of consciousness (e.g., narrowing of
awareness, stereotyped movements, substitution of identities, amnesia for the event,
etc.). From a psychiatric point of view, depending on the observed symptoms, these
patients may be diagnosed as suffering from a psychotic, mood, somatoform, anxiety,
or neurological disorder. In some cases, the illness attributed to spirit possession may
be a communal one that is medically unexplained, such as epidemics of psychogenic
fainting among a group of Bhutanese refugees (Van Ommeren et al. 2001). Such
attributions have parallels in the common practice of assigning causal agency for
ambiguous or inexplicable events to discarnate entities (Lange & Houran, 2001). This
chapter does not address spirit possession as attribution; instead, it concentrates on
spirit possession as the substitution of one’s identity by another.
Bourguignon (1976) also drew a distinction between trance and possession trance.
According to her, possession trance is an altered state of consciousness during
which the individual’s identity is replaced by another; trance, on the other hand, is
an alteration of consciousness that is not accompanied by the belief that the change
is caused by a spirit or entity. We find Bourgignon’s distinction to be problematic
because the term “trance” is polysemantic and vague. Moreover, there is no hard
evidence that conditions called “trance” are homogeneous or that they vary from
“possession trance” only in their causal attribution (Cardeña, 1990). An alternative
to Bourguignon’s classification is to delineate the specific features of trance and
possession trance. Cardeña (1992) defined “trance” as a temporary alteration of
consciousness, identity, and/or behaviour evidenced by at least two of the following:
(a) Marked alteration of consciousness or loss of the usual sense of identity without
replacement by an alternate identity.
(b) Narrowing of awareness of immediate surroundings, or unusually narrow and
selective focusing on environmental stimuli.
(c) Stereotyped behaviours or movements experienced as being beyond one’s
control.
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He described “possession trance” as a temporary alteration of consciousness, identity
and/or behaviour, attributed to possession by a spiritual force or another person, and
evidenced by at least two of the following:
(a) Single or episodic replacement of the usual sense of identity by that attributed to
the possessing force.
(b) Stereotyped and culturally-determined behaviours or movements attributed to the
possessing identity.
(c) Full or partial amnesia for the event.
This classification has two arguable merits: First, it seeks to define what “trance” is,
rather than just using the term as a synonym for (any) alteration of consciousness.
For instance, there are mystical experiences in which awareness is expanded rather
than narrowed. Second, it provides a distinction between “trance” and “possession
trance” besides the causal attribution to spiritual forces. For instance, possession
trance requires replacement by a new identity, whereas trance does not. This
distinction would seem to be useful in classifying such culture-bound syndromes as
“amok” and “latah,” which include narrowing of attention and hyper suggestibility but
without the adoption of a new identity (e.g., Rhoades, 2005a). If empirically valid, this
distinction may help guide research on the aetiology and, if necessary, treatment of
both conditions.
There is some empirical support for the construct validity of PTP. Gaw, Ding,
Levine, and Gaw (1998) studied a Chinese sample of possession inpatients; they
observed loss of control of actions, of awareness of surroundings, and of personal
identity, perceived insensitivity to pain, changes in tone of voice, and problems with
distinguishing reality from fantasy. In a sample of Singaporean inpatients, Ng (2000)
encountered similar manifestations: unusual vocalizations and movements including
shaking, apparent immunity from pain, unfocused or fixed gaze, and assumption of
another identity. Kianpoor and Rhoades (2005) described a possession state in Iran,
Djinnati, which involves unresponsiveness to external stimuli, glossolalia, identity
alteration, and subsequent amnesia. Case descriptions from India and other places
are very similar (Cardeña, Lewis-Fernández, Beahr, Pakianathan, & Spiegel, 1996).
Among 119 spirit possessed patients who had visited traditional healers in Uganda,
MvD observed involuntary shaking of the head or parts of the body attributed to
spirits, talking in a different voice (which others recognized as the voice of a specific
spirit), and feeling influenced by unidentified forces that caused unusual behaviour.
Nearly half of the possessed patients mentioned something holding the body such
that they were unable to move or speak.
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Finer distinctions can be made. Cardeña (1989) has proposed three major types of
PTP: (1) transitional states (e.g., saoulé or inebriation in Haitian Vodou, irradiación
in Afro-Brazilian religions; Frigerio, 1989) where individuals are in a cognitively
disorganized state as they move from their usual state of consciousness to an
alternate state or identity (a phenomenon observed in other transitions between states
of consciousness; Tart, 1975); (2) in the prototypical type of PTP, the person adopts
an alternative identity (e.g., a culturally recognized spirit or an ancestor; and (3) spirit
possession involving a transcendent, non-ego state in which the person experiences a
union with everything or a Godhead rather than a different, discrete identity (Cardeña,
1989; see also Wulff, 2000). Most authors use the term “spirit possession” to refer to
the second, prototypical type of PTP; we will follow that practice in the rest of this
chapter.
Possession practitioners differentiate between levels of being possessed (Frigerio,
1989), and the extent of the accompanying amnesia varies from time to time and
according to the context (Friedson, 1994). There are also PTP variations as to whether
the usual identity of the individual is completely absent while possessed, or whether
some co-consciousness between identities occur.
Even if we restrict our focus to the “alternate identity” type of possession, we find
that its domain is quite large; it also includes related phenomena such as mediumship
and channelling, glossolalia (“speaking in tongues,” typically in the midst of certain
religious ceremonies), and dissociative identity disorder (Cardeña, in press). In this
regard, it should be noted that surveys report that practitioners of channelling/
mediumship and speaking in tongues are typically normal, psychologically healthy
individuals (Hastings, 1991, p. 25; Samarin, 1972).

What distinguishes non-pathological
from pathological PTP?
When PTP causes dysfunction and/or distress, and is not part of a culturally accepted
practice, it can be considered a disorder. The Fourth edition of the Diagnostic and
Statistical Manual of Mental Disorders-IV-TR (APA, 2000, pp. 785-786; Cardeña et al.
1996) lists Dissociative Trance Disorder, following the criteria for trance and possession
described earlier, as a disorder that merits further study. DSM-IV presently classifies
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Dissociative Trance Disorder as a Dissociative Disorder Not Otherwise Specified. The
ICD-10 (WHO, 1992) includes Trance and Possession Disorders as a separate entity.
If the DSM-taxonomy is not to be considered ethnocentric, there is a need to consider
seriously the criteria for Dissociative Trance Disorder; research in non-Western
cultures suggests that the most common dissociative disorders involve trance and/
or possession. For instance, when asked to provide examples of previously defined
dissociative identity disorder, Ugandan informants described local examples of spirit
possession (Van Duijl, Cardeña, & De Jong, 2005), a similar presentation to that in
India (Saxena & Prasad, 1989). In an era of increased multiculturalism, it is important
to recognize the interaction of different cultural narratives in both the expression and
resolution of individual possession cases (Gingrich, 2005; Rhoades, 2005b). Some
criticisms of the diagnostic validity of PTP (e.g., Onchev, 1998) can be reduced if we
clearly differentiate Dissociative Trance Disorder from pathological states where spirit
possession is just a belief or one among various symptoms.
Most Westerners view spirit possession as malignant or demoniacal (from a religious
perspective) or psychopathological (from a secular perspective). Most cross-cultural
data, however, show a very different picture. For many non-Christian religious
traditions (e.g., African, Afro-American, Asian), spirit possession is a central liturgical
event. In Haiti the faithful interact with the Vodou lwas (spirits, universal forces) by
inviting them to take over their identity and ride them (Desmangles & Cardeña, 1996).
In the Philippines, the widespread occurrence of spirit possession renders it a bona
fide social institution (Gingrich, 2005), whereas in Tibet, the religious figure of the
oracle becomes possessed only when requested and for religious purposes (Crook,
1997). Within the Christian tradition, there is a long history among many groups (e.g.,
Pentecostalists, shakers, and members of the Charismatic Church) of being taken
over by the Holy Ghost, receiving the “gifts,” and so on (Garrett, 1987).
The fact that spiritual possession is culturally widespread does not mean, however,
that it is never psychopathological. Before confronting this problem directly,
we will need to make some clarifications. First, we must distinguish between (a)
“spirit possession” as an altered state with the replacement of identity, from (b)
psychopathological conditions that include the person’s belief that the disorder is
caused by a spirit, or in which thoughts about spirits may be just part of a larger
condition. A certain percentage of psychotic and less severely disturbed individuals
attribute their condition to the devil (Goff et al. 1991; Pfeifer, 1999). In these cases,
spirit belief or possession is merely incidental to the pathology (as opposed to being
a cardinal symptom).
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Second, Lewis (1989) distinguished between central and peripheral possession.
Central possession is culturally sanctioned and typically occurs only during a religious
ritual that follows cultural prescriptions for when possessions occur (perhaps following
a certain rhythmic pattern), what is acceptable from the possessing entity, and so on.
This type of possession is episodic, sought-after, time-limited, generally organized,
and its practice follows culturally-established parameters. The general criteria for
psychopathology (i.e., distress and/or dysfunction) provide no reason to classify
central possession as pathological.
Not all followers of ecstatic religions become possessed, so what distinguishes those
who become possessed from those who do not? There have been a few studies on
this issue, some of them using sampling or assessment techniques of questionable
validity and reliability. An early study (Ward & Beaubrun, 1981) examined possession
in a religion that considered possession to be a disorder (i.e., Pentecostalists from
Trinidad). Those who experienced possession obtained higher scores on the Eysenck
Personality Inventory and MMPI measures of neuroticism and hysteria than did a
control group. These findings agreed with case studies that showed a higher degree
of somatization among the possessed. The authors cautioned, however, against
arguing “that possession per se is pathological (p. 296).” Seligman (2005) proposed,
in a study with a sample of Brazilian Candomblé practitioners, that the tendency to
somatise predicts who will become possessed, although it bears mentioning that her
statistical analyses are unclear and difficult to interpret.
Several recent studies provide a clearer picture. In a Philippino sample, Gingrich (2005)
found no relationship between a DID diagnosis and reports of being spirit possessed.
Similarly, there is evidence that spiritist mediums in Brazil, as compared with patients
with DID, show significantly better health and psychological adjustment, as indexed
by a structured interview (Moreira de Almeida, Lotufo Neto, & Cardeña, under review).
Also in Brazil, Negro (2002) studied 110 Spiritists and found that controlled dissociation
was positively related to training in mediumship, and that mediums reported good
socialization and adaptation. In contrast, pathological forms of dissociation were
associated with younger age, less control of mediumship activity, poorer social
support and previous psychiatric history. Newberg, Wintering, Morgan, and Waldman
(2006) found that a sample of Christian women who regularly experienced glossolalia
did not have neurological, medical, or psychiatric conditions. Laria (1998) compared
three groups of Cubans: spirit mediums, mental health patients, and a control
group of non-mediums/non-patients. He concluded that mediums reported higher
levels of “normal” dissociative experiences, lower levels of psychopathology, fewer
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traumatic experiences (including sexual abuse), and exhibited less subjective distress
than mental health patients, despite having endured more stressful events than the
controls. Reinsel (2003) reported that a sample of North American mediums exhibited
more depersonalization and absorption than controls, but that the two groups did not
differ in self-reported well-being or psychological distress.
Some of the studies mentioned earlier suggest that overall participants in central
possession groups are psychologically healthy, and that training/socialization into
mediumship may provide an organizing-therapeutic function. Similarly, Boddy (1988)
studied the Zar cult in Sudan and concluded that possession, which was exhibited by
almost 50% of women over 15 years-of-age, provides a form of communal bonding
and insight therapy.
Lewis’s (1989) second type of possession, peripheral possession, occurs outside
of a ritual setting, seems uncontrollable, is often chronic, and involves conflict
between the individual and his/her surrounding social or work milieu. In this type
of possession, a traditional healer may conduct an exorcism and/or introduce the
person to a possession group where the afflicted may learn how to better control and
organize their experience (a good strategy, it would seem, judging by Negro’s results).
Rhoades (2005b) noted that Hawaiian possession cases are often interpreted as being
instances of “spiritual help” for a troubled person, and that lack of beneficence on the
part of the possessing agent was often interpreted as indicating its falsity. Individuals
with chronic conditions may become hospitalized (Gaw et al. 1998).
Peripheral possessions may best be considered as a culturally-shaped “idiom of
distress” (Nichter, 1981) for a gamut of interpersonal conflicts, stressors, and chronic
personal maladjustment (Gaw et al. 1998; Ward & Beabrun, 1981). In a sophisticated
study using logistic regression analyses, Ng and Chan (2004) report that conflicts over
religious and cultural issues, prior exposure to trance states, and being a spiritual
healer or his/her assistant were significant predictors of a diagnosis of dissociative
trance disorder in Singapore. Unfortunately the authors did not distinguish between
being an actual healer or only an assistant.
In summary, the primary distinguishing characteristics of pathological possession
seem to be: (1) the possession is not related to a culturally accepted practice, and
(2) the possession is associated with individual, idiosyncratic events, distress and
maladjustment, a psychiatric history, and, perhaps, less training in ritual practices.
Process variables, such as (a) the ability to induce the onset of the possession where
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it is contextually appropriate, suggesting control over it, and (b) the capacity to
organize the experience in a personal and socially meaningful way, may distinguish
non-pathological from pathological expressions, and they have been discussed under
the general concept of “regression in the service of the ego” (Walker, 1972).

Explanatory frameworks of PTP
Because the domain of spirit possession is vast and complex, we can expect a variety
of explanations, from different disciplines and at different levels of analysis. The reader
should be aware, however, that comparing our Western diagnostic categories with
local concepts risks making a category fallacy. That is, we may impose a Western
construct on a local construct without knowing whether our Western construct is valid
in that culture (Kleinman, 1988). Anthropology makes a similar distinction between
emic (i.e., indigenous) and etic (universalizing, typically Western-based) explanations.
Bearing this in mind, we now turn to different explanatory theories of PTP, but mention
should be made that both field studies of spirit possession (e.g., Stoller, 1989) and
of “reincarnation” experiences (Mills & Lynn, 2000) suggest that the indigenous
explanation of some type of unexplained influence on someone’s personality cannot
be dismissed offhand.

Biological theories of PTP
Biological explanations have been offered for specific findings such as the observation
that, throughout the world, possession tends to occur more often among women and
those of low socioeconomic status (SES). Kehoe and Giletti (1981) proposed that the
effect on the CNS of deficiencies of thiamine, tryptophan-niacin, calcium, and vitamin
D may be culturally interpreted and shaped as a manifestation of spirit possession.
Although nutritional deficiencies may play a part in such cases, this theory obviously
cannot account for possession among well-fed, middle class individuals.
A recent study sheds light on some unusual physical feats of possessed individuals.
Kawai and collaborators (2001) compared Balinese dancers who exhibited “trance”
behaviours (e.g., unfocused gaze, tremors, lack of facial expression) with those who
did not. Trance-dancers had significantly higher concentrations of noradrenaline,
dopamine, and beta-endorphin (a neuropeptide associated with analgesia). This study
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did not determine whether these neurochemical phenomena preceded or followed
the “trance” behaviour. It is relevant to note, however, that lack of reaction to painful
or burning stimuli is sometimes used to “test” whether an individual is possessed
(Broch, 1985). The literature on hypnotic analgesia may be apposite in this regard
(Cardeña, 2004).
The putative genetic basis of dissociation as a trait is currently in some dispute. Two
studies have found evidence for genetic and non-shared environmental contributions
(Becker-Blease et al. 2004; Jang, Paris, Zweig-Frank, & Livesley, 1998), whereas an
earlier one did not (Waller & Ross; 1997). Absorption, the ability to fully deploy one’s
attention on internal or external stimuli, is a construct that is related to dissociation and
hypnotisability, and it shows substantial heritability (Tellegen et al. 1988). Individuals
with high levels of absorption, dissociation, and/or hypnotisability tend to report
unusual experiences, including reputed psychic phenomena and an openness to
experiencing altered states (Cardeña, Lynn, & Krippner, 2000). This is consistent with
Laria’s (1998) finding that mediums had “thinner mental boundaries” (e.g., greater
fluidity between states of consciousness).
There has also been some brain research on spirit possession and related phenomena.
A clear neuropsychological profile of PTP has yet to emerge, but some evidence points
to frontal cortical structures. A SPECT study of Christian glossolalists (Newberg et al.
2006) found decreased cerebral blood flow in the dorsolateral prefrontal cortices after
glossolalia, in contrast with regular singing, consistent with participants’ reported
experience of involuntariness while singing “in tongues”. The frontal lobes may also
be implicated in the performance of stereotyped, culturally-appropriate behaviours
outside of awareness, as is evident from case studies of frontal lobe lesion patients
(Lhermitte, 1986). This does not suggest that spirit possession is associated with frontal
lobe dysfunction, but that these experiences may be related to enhanced connections
between frontal structures implicated in the experience of involuntariness, as has
been found with highly hypnotizable individuals (Gruzelier, 2006; Horton, Crawford,
Harrington, & Hunter Downs, 2004).

Cultural and socio-political theories of PTP
Probably the most influential theory in anthropology proposes that spirit possession
provides women and other underprivileged groups with a vehicle for expressing their
complaints in a context where they may be heard (Lewis, 1989). Silverman’s (2005)
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data clearly show that distress and perhaps pathology is related to a low SES status
in Brazil, but do not clearly indicate that these factors affect who gets possessed
by the spirits. On the other hand, in some cultures, it is the elite rather than the
underprivileged who become possessed (Behrend & Luig, 1999).
Anthropologists have also described the emergence of new types of spirit possession
and the shaping of their specific features by changing socio-political circumstances,
either to support or oppose them (Behrend & Luig, 1999). For instance, Masquelier
(1999) notes that new emerging Dodo spirits in Southern Niger remind people
of traditional moral and social values, in contrast with the pollution and decline of
values of modernity. Igreya (2003) describes how the Gamba spirits and healers who
emerged after the war in Mozambique seemed to support the recovery process of
war survivors from their psychosocial hurts. Boddy (1994) has especially emphasized
the bonding and therapeutic aspects of group support for those who are possessed
by the spirits.
There is also, to be sure, a dramaturgical component to ritual spirit possession
(Métraux, 1955). Not only are the characteristics of the possessing agent enacted,
but full representations of historical and political dynamics take place. Witness, for
instance, Jean Rouch’s film Les Maitres Fous, in which the African colonial order
was simultaneously represented and mocked by the possessed Hauka group. For a
sophisticated analysis of perhaps the most famous case of possession in the West
that included aspects of performance, suggestibility and sociocultural tensions see
De Certeau (1996).

Psychological theories of PTP
Any analysis of possession phenomena must address the unusual relationship of the
conscious self towards its body. Even if we disagree with Cartesian dualism, we still
experience ourselves as a core of consciousness, somewhere inside the centre of
the head, which controls its “vehicle,” the body—in Ryle’s terms “the ghost in the
machine.” Our ownership of our bodily and mental events is, however, frequently
compromised. Unbidden and sometimes surprising images, memories, and impulses
are everyday occurrences (Klinger, 1978); our bodies “obey us” only so far. A limb
may become “restless;” pains and other sensations may also show up surprisingly.
And, of course, there are our nightly dreams in which we may act atypically and seem
to be characters in a play created by someone else.
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Psychology has documented how we are greatly affected by a myriad of biological,
cognitive, social, and environmental variables. Indeed, our judgments of the probable
causes of our behaviour tend to be quite inaccurate (Nisbett & Wilson, 1977; Wegner,
2002). So, perhaps the question should not be why some people experience being
taken over by a foreign identity, but why we do not have that experience more often.
One answer proposes that different aspects of the self cohere in a unified sense of
self only after a number of developmental stages (Stern, 1985). During development,
children in Western technological societies are led to cover experiential gaps and
incomprehensible actions through a narrative of a single, impermeable subjective self
(Kirmayer, 1994). Other cultures, however, provide different “theories of the mind,”
including the influence of unseen, spiritual forces which may become fully manifested
as “spirit possession” (Cardeña, 1991). Swartz (1999) describes how some social
scientists in our current post-modern times have moved from the idea of a single
“unitary” subject to the idea that identity is fragmented and that reality is negotiable
and questionable. This latter point of view has fostered an increasing interest in
dissociation and an acknowledgement of voices and expressions of dissociated
realities, including experiences of spiritual forces.
Spirit possession has been analysed according to the functionality it may have to
express individual (e.g., Mischel & Mischel, 1958), cultural (e.g., Lewis, 1989) and
socio-political conflicts (e.g., Behrend & Luig, 1999; Laguerre, 1980). There is little
explanation, however, of why some believers become possessed easily and others
become possessed only with difficulty (or not at all). The earlier assumption of individual
psychopathology (typically “neurosis” or “hysteria”) clashes with more recent data on
the psychological health of many if not most ritual practitioners (Laria, 1998; Negro,
2002). Seligman (2005) proposes that Candomblé mediums tend to somatise, but
the statistical analyses presented are suspect and only clearly show lower reports
of emotionality, somatization, and dissociation among persons of a high-SES status
as compared with individuals of a lower SES status, whether mediums or not.
Psychological variables may yet bridge some of this explanatory gap. Still, possession
has so many cultural variations that it is improbable that any single theory or set of
variables will explain them all. Nonetheless, following a model on the development of
dissociation in general, we can propose two paths to possession.
Central possession might be explained by a predisposition, probably biological, to
dissociate/be suggestible/have unusual experiences. These predispositions, in turn,
are interpreted and shaped by sociocultural factors into the experience of controlled
ritual possession and mediumship. Through these practices, individuals may “let
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themselves go” to their impulses and intuitions, and acquire a more authoritative
voice in their community than they would have otherwise. Once the experience is
over, they can go back to their usual sense of an identity. The process of socialization
into these practices starts very early. For example, EC witnessed little children in Haiti
dance and imitate the possessed adults during Vodou ceremonies.
Peripheral, dysfunctional possession might be explained by a second path. Here,
a predisposition to dissociate is accompanied by a very distressing, idiosyncratic
development that would make alterations of identity difficult to control or organize.
The literature on pathological dissociation posits two similar risk factors: (1) early,
severe trauma/neglect that may interact with a disturbed form of attachment with
the main caretaker (“disorganized attachment”) (for a review see Cardeña & Gleaves,
2007. ) and (2) an inherited diathesis to dissociate and be highly suggestible (Butler,
Duran, Jasiukaitis, Koopman, & Spiegel, 1996).
It is still an open question whether a history of chronic, severe trauma helps to
distinguish central from peripheral possession. An American study did find a
relationship between childhood trauma, dissociation, and delusions of possession
among chronically psychotic patients (Goff et al. 1991). There is also evidence that
Bhutanese refugees who exhibited mass psychogenic illness (explained as spirit
possession) had more recent and more early trauma than a comparison group (Van
Ommeren et al. 2001). Spirit possessed patients of traditional healers in Uganda
reported more potentially traumatic events than did the non-possessed control
group; they also obtained higher scores on measures of somatoform and psychoform
dissociation (van Duijl, Nijenhuis, Komproe, Gernaat, & De Jong, in press). The extent
to which this finding can be generalized to other individuals exhibiting peripheral
possession remains unknown. Regrettably, no study has yet compared the history
and possession phenomenology of individuals with “healthy” and “dysfunctional”
possession. We expect, however, that any given group will contain both well- and
poorly-adjusted possessed individuals.

Conclusions and further research
despite the PTP criteria that were “provided for further study” in DSM-IV (Cardeña,
1992; APA, 1994), we are unaware of a single research project that has systematically
applied them. We believe that this reflects the paucity of psychological research in
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this area, rather than the criteria’s usefulness. Considering that pathological PTP may
be the most common dissociative presentation in non-Western cultures, diagnostic
criteria for PTP would seem to be a nosological “must” for DSM-V. Well-defined PTP
can (a) facilitate recognition of these disorders by mental health care personnel, (b)
encourage programmatic research on them, and (c) help devise suitable, culturallysensitive ways to assist the afflicted (e.g., through referral to healers, churches or, if
available, well trained therapists). It is also not trivial that inclusion of PTP would bring
DSM-V into greater agreement with the ICD.
Above all else, this review underscores the need for systematic research on PTP
and its relationship to other psychological variables. Several lines of study are
worth pursuing. Foremost, the validity and reliability of the proposed criteria must
be evaluated. If needed, the criteria should be revised, while avoiding the category
fallacy mentioned earlier. Second, investigation should determine whether there are
indigenous classifications that resemble the two-path developmental model described
here. Third, research should evaluate if persons with dysfunctional possession have
experienced more trauma and attachment dysfunction than persons with controlled,
organized possession. A number of the studies reviewed suggest that greater control
over one’s possession abilities, perhaps gained in part by a more extensive or rigorous
training regimen, may characterize non-pathological possession. Research is needed
to show whether this is indeed the case. Fourth, since people with dysfunctional
possessions often go to ritual centres to be treated, it would be useful to have an
estimate of the efficacy of such treatment, as compared with the Western psychiatric
one.
The paucity of systematic psychological and psychiatric study of possession—a
phenomenon that has been described though the ages in all cultures—shows how far
we are from having a basic understanding of human experience.

References
Alvarado, C. (2000). Out-of-body experiences. In Varieties of anomalous experience (ed. E.
Cardeña, S. J. Lynn, & S. Krippner), pp. 183-218. American Psychological Association:
Washington, DC.
American Psychiatric Association (2000). DSM-IV-TR. Washington, D.C.: Author.

40 | Chapter 2

Barrett, D. (1990). Deep trance subjects: A schema of two distinct subgroups. In R. G. Kunzendorf
(Ed.), Mental imagery (pp. 101-112). New York: Plenum Press.
Barber, T. X. (1999). A comprehensive three-dimensional theory of hypnosis. In I. Kirsch, A.
Capafons, E. Cardeña, & S. Amigó (Eds.). Clinical hypnosis and self-regulation (pp. 21-48).
Washington, D.C.: American Psychological Association.
Barrett, D. (1990). Deep trance subjects: A schema of two distinct subgroups. In R. G. Kunzendorf
(Ed.), Mental imagery (pp. 101-112). New York: Plenum Press.
Becker-Blease K. A., Deater-Deckard, K., Eley, T., Freyd, J. J., Stevenson, J., & Plomin, R.
(2004). A genetic analysis of individual differences in dissociative behaviors in childhood and
adolescence. Journal of Child Psychology and Psychiatry, 45, 522–532.
Behrend, H. & Luig, U. (Eds.) (1999) Spirit possession, modernity and power in Africa. Oxford:
James Currey.
Boddy, J. (1988). Spirits and selves in Northern Sudan: The cultural therapeutics of possession
and trance. Medical Anthropology, 15, 4-27.
Boddy, J. (1994). Spirit possession revisited: Beyond instrumentality. Annual Reviews of
Anthropology, 23, 407-34.
Bourguignon, E. (1973). Religion, altered states of consciousness and social change. Columbus:
Ohio State University.
Bourguignon, E. (1976). Possession. San Francisco: Chandler & Sharp.
Broch, H. B. (1985). Crazy women are performing in Sombali. Ethos, 13, 262-281.
Butler, L. D., Duran, E. E., Jasiukaitis, P., Koopman, C., & Spiegel, D. (1996). Hypnotizability and
traumatic experience: A diathesis-stress model of dissociative symptomatology. American
Journal of Psychiatry, 153, 42–63.
Cardeña, E. (1989). The varieties of possession experience. Association for the Anthropological
Study of Consciousness Quarterly, 5 (2-3), 1-17.
Cardeña, E. (Spring, 1990). The concept(s) of trance. Annual Conference of the Society for the
Anthropology of Consciousness, Pacific Palisades, CA.
Cardeña, E. (1991) Max Beauvoir. An island in an ocean of spirits. In R. I. Heinze (Ed.), Shamans
of the XXth Century. New York: Irvington , 27-32.
Cardeña, E. (1992). Trance and possession as dissociative disorders. Transcultural Psychiatric
Research Review, 29, 287–300.
Cardeña, E. (1994). The domain of dissociation. In S. J. Lynn & J. Rhue (Eds.), Dissociation:
Clinical and theoretical perspectives (pp. 15–31). New York: Guilford Press.
Cardeña, E. (1996). “Just floating on the sky.” A comparison of shamanic and hypnotic
phenomenology. In R. Quekelbherge & D. Eigner (Eds.) 6th Jahrbuch für Transkulturelle
Medizin und Psychotherapie (6th Yearbook of cross-cultural medicine and psychotherapy)
(pp. 367-380). Berlin: Verlag für Wissenschaft und Bildung.

Possession / trance phenomena

| 41

Cardeña, E. (2004). Hypnosis for the relief and control of pain. Contribution to Psychology
matters: www.psychologymatters.org/hypnosis_pain.html
Cardeña, E. (in press). Anomalous identity experiences: Mediumship, spirit possession, and
dissociative identity disorder (DID, MPD). In The study of mediumship: Interdisciplinary
perspectives. New York: Parapsychology Foundation.
Cardeña, E., & Gleaves, D. (2007) Dissociative disorders. In: M. Hersen, S. M. Turner, & D. Beidel
(Eds.). Adult psychopathology & diagnosis. Fifth edition. New York: Wiley (pp.473-503).
Cardeña, E., Lewis-Fernández, R., Beahr, D., Pakianathan, I., Spiegel, D. (1996). Dissociative
disorders. In T. A. Widiger, A. J. Frances, H. J. Pincus, R. Ross, M. B. First, & W. W. Davis
(Eds.) Sourcebook for the DSM-IV. Vol. II. Washington, D.C.: American Psychiatric Press
(pp. 973-1005).
Cardeña, E., Lynn, S. J., & Krippner, S. (Eds.). (2000). Varieties of anomalous experience:
Examining the scientific evidence. Washington, DC: American Psychological Association.
Crook, J. H. (1997). The indigenous psychiatry of Ladakh, part I: Practice theory approaches to
trance possession in the Himalayas. Anthropology & Medicine, 4, 289-307.
De Certeau, M. (1996). The possession at Loudun. Chicago: University of Chicago Press.
Desmangles, L., & Cardeña, E. (1996). Trance possession and Vodou ritual in Haiti. In R.
Quekelbherge & D. Eigner (Eds.) 6th Jahrbuch für Transkulturelle Medizin und Psychotherapie
(6th Yearbook of cross-cultural medicine and psychotherapy) (pp. 297-309). Berlin: Verlag
für Wissenschaft und Bildung.
Eliade, M. (1964). Shamanism: Archaic techniques of ecstasy. Princeton: Princeton University
Press.
Friedson, S. (1994). Consciousness-doubling: Trance technology in Tumbuka healing. Presented
at the 102nd Annual Meeting of the American Psychological Association, Los Angeles.
Frigerio, A. (1989). Levels of possession awareness in Afro-Brazilian religions. AASC Quarterly,
5, 5-11.
Garrett, C. (1987). Spirit possession and popular religion. Baltimore, MD: Johns Hopkins
University Press.
Gaw, A.C., Ding, Q. Levine, R.E., & Gaw, H. (1998). The clinical characteristics of possession
disorder among 20 Chinese patients in the Hebei Province of China. Psychiatric Services,
49, 360-365.
Goff, D.C., Grotman, A.W., Kindlon, D, Waites, M., & Amico, E. (1991). The delusion of possession
in chronically psychotic patients. Journal of Nervous and Mental Disease, 179, 567-571.
Gruzelier, J.H. (2006). Frontal functions, connectivity and neural efficiency underpinning hypnosis
and hypnotic susceptibility. Contemporary Hypnosis, 23, 15-32.
Hastings, A. (1991). With the tongues of men and angels. A study of channeling. Fort Worth, TX:
Holt, Rinehart and Winston.

Holmes, E. A., Brown, R. J., Mansell, W., Fearon, R. P., Hunter, E. C., Frasquilho, F., & Oakley, D.
A. (2005). Are there two qualitatively distinct forms of dissociation? A review and some clinical
implications. Clinical Psychological Review, 25, 1–23.
Horton, J.E., Crawford, H.J., Harrington, G., Downs, J.H. III (2004). Increased anterior corpus
callosum size associated positively with hypnotizability and the ability to control pain. Brain, 127,
1741-1747.
Igreja, V. (2003). “Why are there so many drums playing until dawn?’ Exploring the role of Gamba
spirits and healers in the post-war recovery period in Gorongosa, Central Mozambique.
Transcultural Psychiatry, 40, 459-87.
Jang, K. L., Paris, J., Zweig-Frank, H., & Livesley, W. J. (1998). Twin study of dissociative experience.
Journal of Nervous and Mental Diseases, 186, 345–351.
Kawai, N., Honda, M., Nakamura, S., Samatra, P., Sukardika, K., Nakatani, Y., Shimojo, N., & Oohashi,
T. (2001). Catecholamines and opioid peptides increase in plasma in humans during possession
trances. Cognitive Neurosciences and Neuropsychology, 12, 3419-3423.
Kehoe, A. B., & Giletti, D. H. (1981). Women’s preponderance in possession cults: The calciumdeficiency hypothesis extended. American Anthropologist, 83, 549-561.
Kianpoor, M., & Rhoades, G.F., Jr. (2005). “Djinnati,” a possession state in Baloochistan, Iran. Journal
of Trauma Practice, 4, 147-155.
Kirmayer, L. J. (1994). Pacing the void: Social and cultural dimensions of dissociation. In D. Spiegel
(Ed.), Dissociation: Culture, mind, and body (pp. 91–122). Washington, DC: American Psychiatric
Press.
Kleinman, A. (1988). Rethinking psychiatry: From cultural category to personal experience. New York:
Free Press.
Klinger, E. (1978). Modes of normal conscious flow. In K. S. pope & J. L. Singer (Eds.), The stream of
consciousness (pp. 226-258). New York: Plenum.
Kua, E.H., Chew, P.H., & Ko, S.M. (1993). Spirit possession and healing among Chinese psychiatric
patients. Acta Psychiatrica Scandinavica, 88, 447-450.
Laguerre, M. (1980). Voodoo heritage. California: Sage.
Lange, R. & Houran, J. (2001). Ambiguous stimuli brought to life: The psychological dynamics
of hauntings and poltergeists. In J. Houran & R. Lange (Eds.), Hauntings and Poltergeists:
Multidisciplinary Perspectives (pp. 280–306). Jefferson, NC: McFarland.
Laria, A. J. (1998). Dissociative experiences among Cuban mental health patients and spiritist
mediums. Typescript. University of Massachusetts, Boston: Harvard Medical school.
Lewis, I. M. (1989). Ecstatic religion. Second edition. London: Routledge.
Lhermitte, F. (1986). Human autonomy and the frontal lobes. Part II: Patient behavior in complex and
social situations: The “environmental dependency syndrome”. Annals of Neurology, 19, 335-343.
Masquelier A. (1999). The invention of anti -tradition, Dodo spirits in Southern Niger. In H. Behrend &
U. Luig (Eds.). Spirit Possession, Modernity and Power in Africa. Oxford:James Currey Ltd.

Possession / trance phenomena

| 43

Métraux, A. (1955). Dramatic elements in ritual possession. Diogenes, 11, 18-36.
Mills, A., & Lynn, S. J. (2000). Past-life experiences. In E. Cardeña, S. J. Lynn, & S. Krippner (Eds.)
Variety of Anomalous Experience (pp. 283-313). Washington, D. C.: American Psychological
Association.
Mischel, W., & Mischel, F. (1958). Psychological aspects of spirit possession. American
Anthropologist, 60, 249-60.
Moreira de Almeida, A., Lotufo Neto, F., Cardeña, E. (under review). Differences between spirit
mediumship and dissociative identity disorder on structured interview.
Negro, P.J. (2002). Do religious mediumship dissociative experiences conform to the
sociocognitive theory of dissociation? Journal of Trauma and Dissociation, 3, 51-73.
Nichter, M. (1981). Idioms of distress: Alternatives in the expression of psychosocial distress.
Culture, Medicine and Psychiatry, 5, 379-408.
Nisbett, R. E., & Wilson, T. D. (1977). Telling more than we can know. : Verbal reports on mental
processes. Psychological Review, 84, 231-259.
Ng, B. Y. (2000). Phenomenology of trance states seen at a psychiatric hospital in Singapore: A
cross-cultural perspective. Transcultural Psychiatry, 37, 560-579.
Ng, B. Y., & Chan, Y. H. (2004). Psychosocial stressors that precipitate dissociative trance
disorder in Singapore. Australian and New Zealand Journal of Psychiatry, 38, 426-432.
Onchev, G. (1998). Heterogeneity of the “possession states”: A case study from Pemba.
European Psychiatry, 13, Supplement 4, 254s.
Pfeifer, S. (1999). Demonic attributions in nondelusional disorders. Psychopathology, 32,
252-259.
Reinsel, R. (2003). Dissociation and mental health in mediums and sensitives: A pilot survey.
Parapsychological Association 46th Annual Convention Proceedings of Presented Papers
(pp. 200-221).
Rhoades, G.F., Jr. (2005a). Cross-cultural aspects of trauma and dissociation. Journal of Trauma
Practice, 4, 21-33.
Rhoades, G.F., Jr. (2005b). Trauma and dissociation in paradise (Hawaii). Journal of Trauma
Practice, 4, 133-145.
Rouget, G. (1985). Music and trance: A theory of the relations between music and possession.
Chicago, IL: University of Chicago Press.
Saxena, S., & Prasad, K. V. (1989). DSM-III subclassification of dissociative disorders applied to
psychiatric outpatients in India. American Journal of Psychiatry, 146, 261–262.
Samarin, W. J. (1972). Tongues of men and angels. New York: Macmillan.
Seligman, R. (2005). Distress, dissociation, and embodied experience: Reconsidering the
pathways to mediumship and mental health. Ethos, 33, 71-99.
Stern, D. N. (1985). The interpersonal world of the infant. New York: Basic Books.

44 | Chapter 2

Stoller, P. (1989). Fusion of the worlds. An ethnography of possession among the Songhay of
Nigeria. Chicago: University of Chicago Press.
Swartz, L. (1998). Culture and mental health: A Southern African view. Oxford: Oxford University
Press.
Tart, C. T. (1975). States of consciousness. New York: E. P. Dutton.
Tellegen, A., Lykken, D. T., Bouchard, T. J., Wilcox, K. J., Segal, N. L., & Rich, S. (1988).
Personality similarity in twins reared apart and together. Journal of Personality and Social
Psychology, 54, 1031-1039.
Van Duijl, M., Cardeña, E., & De Jong, J. (2005). The validity of DSM-IV dissociative disorders
categories in SW Uganda. Transcultural Psychiatry, 42, 219-241.
Van Duijl, M.., Nijenhuis, E., Komproe, I., Gernaat, H., & De Jong, J. Dissociative symptoms
and reported trauma among patients with spirit possession and matched healthy controls
in Uganda. In the First World Congress of Cultural Psychiatry of the World Association of
Cultural Psychiatry. (S-IV-38)
Van Ommeren, M. V., Sharma, B., Komproe, I., Sharma, G. K., Cardeña, E., De Jong, J. T.,
Poudyal, B., & Makaju, R. (2001) Trauma and loss as determinants of medically unexplained
epidemic illness in a Bhutanese refugee camp. Psychological Medicine, 31, 1259-1267.
Waller, N. G., & Ross, C. A. (1997). The prevalence and biometric structure of pathological
dissociation in the general population: Taxometric and behavior genetic findings. Journal of
Abnormal Psychology, 106, 499–510.
Walker, S. S. (1972). Ceremonial spirit possession in Africa and Afro-America. Leiden,
Netherlands: E. J. Brill.
Ward, C.A. & Beaubrun, M.H. (1981). Spirit possession and neuroticism in a West Indian
Pentecostal community. British Journal of Clinical Psychology, 20, 295-296.
World Health Organization (WHO) (1992). International statistical classification of diseases and
related health problems. Geneva: Switzerland: Author.
Wegner, D.M. (2002). The illusion of conscious will. Cambridge, MA: MIT Press.
Wulff, D. M. (2000). Mystical experiences. In E. Cardeña, S. J. Lynn, & S. Krippner (Eds.),
Varieties of anomalous experience (pp. 397-440). Washington, DC: American Psychological
Association.

CHAPTER 3

The validity of DSM-IV
dissociative disorders categories
in south-west Uganda
Marjolein van Duijl, Etzel Cardeña & Joop de Jong
Published as:
Van Duijl, Marjolein, Etzel Cardeña, and Joop TVM De Jong (2005).
The validity of DSM-IV dissociative disorders categories in south-west Uganda.
Transcultural psychiatry 42.2, 219-241.

Abstract
There is little systematic research on the cross-cultural validity of the dissociative
disorders, especially in non-western countries. This study evaluates the fit of
the DSM-IV classification and concepts of these disorders with local concepts,
experiences and local presentations in south-west Uganda. We conducted focus
group discussions with medical students, traditional healers, religious leaders,
counsellors, community members and other health workers (n = 48). They were
supplemented by key informant interviews with religious people, traditional
healers and leaders (n = 11). The responses were subjected to thematic analysis.
Dissociative amnesia and depersonalization were generally recognized and seen
as the result of traumatic experiences and were useful categories in Uganda.
However, dissociative fugue did not match local concepts and was confused with
spirit possession and other conditions such as alcoholic fugues and dementia. The
description of dissociative identity disorder was always interpreted as a possession
trance disorder by the local healers. We found only partial support for the validity of
the DSM-IV classification of dissociative disorders in Uganda.
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Introduction
After decades of neglect, the dissociative disorders have received renewed interest in
recent years, although some aspects remain controversial. For example, dissociative
fugue may not be a distinct entity but just a rare and extreme variation of amnesia
(Cardeña & Gleaves, 2003). Some authors challenge the validity of dissociative identity
disorder, and the diagnostic reliabilities of amnesia and depersonalization have been
questioned (Ross, Duffy, & Ellason, 2002). Mental health professionals link the revival
of attention to the dissociative disorders to various factors including its relationship
to early abuse and other traumas (Lynn & Rhue, 1994), the development of parallelprocessing models of the mind, and the development of valid and reliable evaluation
instruments (Cardeña & Weiner, 2004; Spiegel & Cardeña, 1991). Cultural analyses on
the ontology of the dissociative disorders have related them to the fragmentation and
loss of boundaries in modern society (Glass, 1993).
The term “dissociation” has been used in various ways; as a descriptive term it
can be thought of as either some form of experiential detachment (from the self
or the environment), or as the lack of integration, or compartmentalization, of
personal memory or identity (Cardeña, 1994). The fourth edition of the Diagnostic
and Statistical Manual (DSM-IV) defines dissociative disorders as a “disruption in
the usually integrated functions of consciousness, memory, identity or perception of
the environment” (American Psychiatric Association [APA], 1994, p. 489), and relates
them to traumatic experience. Patients who receive a diagnosis of dissociative
disorders typically report previous trauma. Dissociative phenomena are common at
the time of or shortly after a traumatic event; there is a dose relationship between
exposure to trauma and dissociation, and individuals with post-traumatic stress
disorder (PTSD) typically report various dissociative symptoms (Spiegel, Koopman,
Cardeña, & Classen, 1996). With very few exceptions (e.g. Van Ommeren et al. 2001),
studies of dissociative disorders and PTSD have focused on western samples, thus
leaving uncertain the extent to which these findings generalize to other cultures. De
Girolamo and McFarlane (1996) remarked on the urgent need for PTSD research
among populations in developing countries, especially as very few studies have
actually been carried out in these countries despite the higher rate of natural disasters,
wars, crimes, and other disasters than in industrialized countries.
Despite a few cross-cultural studies (e.g. Coons, Bowman, Kluft, & Milstein, 1991),
there is scant information on the validity and reliability of the DSM-IV dissociative
disorders categories in non-western cultures. For instance, various dissociative
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phenomena are considered normal or desirable in ecstatic religions (Castillo 1998;
Lewis-Fernández, 1998), and dissociation cannot be decontextualized from its
cultural background. Whether some DSM-IV categories are valid in non-industrialized
countries remains an open question, with diagnosis being the result of the
communication and relationship between the patient and the doctor/healer within a
particular cultural environment (Kleinman, 1988). For example, a study suggests that
DSM dissociative disorders categories may not be very applicable to India where
most patients had to be given a dissociative disorder “not otherwise specified”
diagnosis (Saxena & Prasad, 1989). To augment the cultural relevance of the DSM
taxonomy, the DSM-IV task force on dissociative disorders recommended inclusion
of the category of Trance and Possession Dissociative Disorder (Bourguignon, 1992;
Cardeña, 1992; Lewis-Fernández, 1992). This proposal was ultimately placed in the
appendix as a category deserving further study (Spiegel & Cardeña, 1996). Currently,
Dissociative Trance Disorder is listed as an example of Dissociative Disorder
Not Otherwise Specified (DDNOS), characterized by disturbances in the state of
consciousness, identity, or memory, indigenous to particular locations and cultures,
and not part of a broadly accepted collective cultural or religious practice (APA,
1994). This diagnosis encompasses trance, defined as narrowing of the awareness
of immediate surroundings or uncontrollable stereotyped behaviours or movements,
and possession, described as a replacement of the usual sense of personal identity
by a new identity, attributed to the influence of a spirit, deity, or other person, and
associated with involuntary movements and amnesia.
Dissociative manifestations, sometimes expressed in mass movements, can have an
important social role, such as expressing simmering discontent with ruling powers (De
Jong, 1987). For instance, Zar possession in north-eastern Africa is common among
Muslim women who live isolated, oppressed lives. They can become possessed
by a male spirit who argues with the husband about the wife’s material needs. For
treatment she is taken to a Zar specialist (often a female) where she is shown how
to manage her spirit while in a group of women (Boddy, 1992). The spirits seem to
help this woman survive by expressing her needs and relieving her from her isolated,
exploited position (Grisaru, Budowski, & Witztum, 1997). Also healers often make
use of dissociative processes (“trance”) they have learned to control to communicate
with the spirits – or to enable the spirits to speak through them – in order to identify
psychosocial problems and their solutions (Tseng, 1999).
Uganda is a landlocked nation enclosed by Kenya, Sudan, Congo, Rwanda, and
Tanzania covering 241,000 square kilometres with a population of approximately
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24.6 million people. It has more than 40 ethnic groups of which the Bantu tribes living
in the central, south and western parts of the country, make up more than half of the
population. In the Mbarara, Ntungamo and Bushenyi districts where this research
was carried out, the Banyankore ethnic group predominates, with Runyankore as the
local language. Agriculture is the main source of income and despite fertile soil and
two rainy seasons the percentage of stunting in early childhood is over 50% (Barton
& Wamai, 1994). Uganda has just outgrown being one of the 10 poorest countries
of the world with a gross national income (GNI) for 2002 of $240, it rates 189 of 206
countries listed (World Bank, 2002).
Many people associate Uganda with years of oppression and killing during the Idi
Amin regime, the AIDS epidemic, and terrorist rebel groups. The massacre in March
2000 of more than 500 people in Kanungu, in a neighbouring district to Mbarara,
which initially was presented as a mass suicide, caught the headlines of newspapers
worldwide. Recent years of relative peace, and the recovery of social structures and
economic growth under President Museveni, have allowed a growing recognition of
the psychological and social disruption caused by war, torture, displacement, violence,
rape and defilement, AIDS, and infectious diseases (Barton & Mutiti, 1998). Musisi,
Kinyanda, Liebling, Kiziri-Mayengo, and Matovu (1999) described the occurrence
of PTSD symptoms in the Luweero district. Müller (unpublished data) carried out a
survey in 1992 among displaced people in the Lake Mburo Resettlement Scheme,
showing that 60% of the sample were still having serious symptoms of post-traumatic
stress because of their recent experiences (loss of relatives or property, torture, or
rape), 69% were suffering from depression, and the sample had three times as many
somatoform complaints as a control group of non-traumatized people. Müller also
reported that 60% of the women in the resettlement centre suffered from PTSD related
to war experiences. Both the studies by Musisi and Müller also found a relationship
between somatoform complaints and traumatic experiences (for similar findings in
western and Asian samples see: De Jong, Komproe, & Van Ommeren, 2003; Hyams,
Wignall, & Roswell, 1996; Van Ommeren et al. 2002). Because dissociative disorders
have been related to severe stress and trauma (Nijenhuis, Spinhoven, Van Dyck, Van
der Hart, & Vanderlinden, 1998; Ogawa, Sroufe, Weinfield, Carlson, & Egeland, 1997;
Spiegel & Cardeña, 1991), a high prevalence of dissociative manifestations could
be expected in Uganda. Dissociative disorders, however, have not been included
in former epidemiological research in Uganda, or in the African continent, perhaps
because of limited local attention to these disorders, and the lack of culturally
validated evaluation instruments.
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The first author, who was Head of the Department of Psychiatry at Mbarara University,
Uganda, from 1995 to 2000, when the study was carried out, noticed that her Ugandan
colleague psychiatrists did not provide dissociative diagnoses (probably due to lack of
knowledge about the category). In Uganda, dissociative phenomena could be expected
to occur as “normal behaviour” connected to cultural and religious rituals but also as
pathological signs and consequence of the recent traumatic history the country has
gone through.
From a cultural perspective, Behrend and Luig (1999) described the role of spirit
mediums in the war in northern Uganda. Modern spirit mediums such as Alice Lakwena
have played a powerful role through their messages to mobilize and channel people’s
feelings of dissatisfaction with the political situation, mixing traditional, cultural and
religious elements. This example also demonstrates that the phenomenon of spirit
possession is not static but can adapt to social changes. For instance, the second
author observed in the mid-1980s that Rambo, the movie character, was a possessing
lwa, or spirit, in Haiti.
Based on the literature and on our working experience in Uganda, we hypothesized
that dissociative disorders would be common, but attributed locally to suppressed
feelings of grief and anger related to psychosocial problems such as family and
ancestral relations, dowries, and so on, instead of to traumatic events. Although
the number of persons presenting with dissociative disorders to the official mental
healthcare services may be relatively low or undetected, we expected the number to
be higher in religious and traditional healing settings because they offer explanations
and treatment more compatible with the cultural and religious belief system of the
clients. Counselling services are rare in Uganda and most rural people will seek
help from traditional healers or in religious settings to find relief for their “emotional”
problems, often attributed to “witchcraft.” Abafumu, a general term for traditional
healers, covers both the healers using herbs and those contacting (ancestral) spirits.
Abufumu can work with amahembe or emandwa (spirits), with emibaazi yekiraguju
(herbal medicine), or both. These days there is a movement to use a more positive
term, Abatambi, that emphasizes that healers aim to improve people’s well-being.
The general term for a psychiatric disorder is oburwaire bwokutabuka omutwe (eiraro),
and for dissociation (or possession) it is okutembwa.
Because little information is available on the local and cultural presentation of
dissociative disorders signs and symptoms in Uganda, exploratory research is
necessary to describe their presentation and background. In this study we explored
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how the DSM-IV classification of dissociative disorders relates to the local experiences
and presentations in south-west Uganda.

Method
Participants
We organized focus groups composed of medical students, traditional healers, religious
leaders, counsellors, community members and nurses, because of their interest or
role in dealing with patients with possible dissociative disorders. Participants were
identified from lists of medical students of Mbarara University, counsellors trained at
Mbarara University and working in different districts, and nurses from health centres
of the Mbarara and two neighbouring districts. Based on local information, leaders
of different churches and mosques in Mbarara, which often have a regional function,
were identified. Traditional healers are difficult to approach and locate, and their scope
of practice and knowledge can vary widely (e.g. herbal doctors, birth attendants),
hence, we made a list of influential healers as determined by local recognized roles,
such as chairing a local group or owning a popular healing place. With the aim of
having approximately eight participants join each focus group, about 12 persons from
throughout the region were randomly selected from these various lists to be invited.
We also invited community members. To select them, the map of Mbarara was divided
into six areas, from which the research assistants approached two lay people. The
research assistants were locals and used their networks to get participants from each
area and from a representative selection of age, sex, and education. All participants
were formally invited by the assistants through a visit to their home or place of
work. They were told that the department of Psychiatry of Mbarara University was
conducting research on specific mental problems related to “forgetting” personal
information or one’s personal identity, and that we wanted to better understand the
local incidence, presentations and explanations about causes and treatment.
The focus groups consisted of: (i) medical students from Mbarara University, years
1 to 5 (10 members, 2 from each academic year); (ii) nurses from Mbarara and other
villages in the district (7 members); (iii) counsellors trained at the counsellors’ training
program in Mbarara, working in Masaka, Mbarara, Isingiro, Ntugamo, Kabale, and
Kasese (10 participants); (iv) traditional healers from Mbarara, Rubindi, Kabwohe, and
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Rubaya (8 members); (v) religious leaders from the Charismatic Renewal, Anglican or
Pentecostal churches, or Islamic leaders (6 members); and (vi) members of various
communities (7 members).
In addition, to obtain local idioms and more detailed information concerning causes
and management, key informant interviews were carried out with leaders of various
churches, the former bishop of the district, a lecturer in religion, traditional healers, and
civil leaders (N = 11). As expected, the research assistants were confronted with some
suspicion and resistance. Some people did not openly refuse but did not show up to
the sessions; others, initially reluctant, gradually got more involved when encouraged
by the contributions of colleagues or fellow group members. Overall, about two thirds
of those invited participated.

Procedure
Most of the discussions were held in the meeting room of the Department of Psychiatry
and lasted about 2 hours on average. Refreshments were served and participants
were given travel reimbursement. In general, the conversations were lively and most
participants contributed actively. Most of them expressed their appreciation about
the exercise and said they had learned a great deal through sharing their experiences
and ideas with their colleagues.
In the semi-structured focus group discussions, the questions started from an “etic”
perspective: vignettes based on the DSM-IV concepts were presented to explore
whether dissociative disorders categories are applicable in south-west Uganda
(Table 1). A list of eight general questions served as a guideline for discussions. The
questions described dissociative amnesia, dissociative fugue, depersonalization,
dissociative identity disorder, possession trance disorder, and dissociative trance
disorder. A question on people behaving like animals was added, as it had been
mentioned in the local newspaper.
On each topic, the participants were asked to verify that the question was clear and
the condition was recognized, and to give examples about the local presentations of
these disorders. By asking about causes and management, we evaluated whether
the explanatory models used were similar to or different from the western one; to get
a rough estimate of their incidence, we also asked if these conditions are common.
We further inquired whether the condition was seen as normal behaviour within the
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culture, possibly related to culturally accepted behaviour or rituals, or as an abnormal
condition, a problem, illness or disorder that requires treatment.
The focus group discussions with medical students, health workers, counsellors,
and religious leaders were carried out in English; those with traditional healers and
members of the community in Runyankore. The first author, with the help of two
research assistants, conducted the discussions, which were tape-recorded. One
research assistant translated, while the first author and the second assistant made
detailed notes during the discussion on both the content and the process. The final
analysis was based on a compilation of these three sources.
Key informants were visited in their homes or places of work. During these individual
interviews we noticed that some of them were reluctant to give precise information

TABLE 1: DSM-IV and related dissociative categories
Relationship
with trauma
Need for
counselling

Caused by
spirits

DSM-IV category relevant
in Uganda

DSM categories
Dissociative amnesia

+++

+

Depersonalization

++

+

+

Dissociative fugue

+

++

?

Dissociative identity disorder

+++

-

Possession trance disorder

+++

+

Dissociative trance disorder

+++

+

Non-DSM categories
Hysteria
Possessed by animals
+, present in south-west Uganda.
-, absent in south-west Uganda.
?, questionable presence.

+ Unanswered
sexual need
+ Guilty of
stealing
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or opinions, whereas in the focus groups self-disclosure of one participant would
stimulate the mutual sharing of others in the group. In the focus groups it was also
often easier for the participants to grasp the descriptions of the dissociative disorders
using the examples given by the members.

Analysis
Participants’ responses were transcribed onto tabulation matrices, with a matrix for
each group’s answers for each dissociative category (Hardon et al. 1995). From this
material, “units of meaning” were extracted and used in the matrix. The categorization
was made by the first author with assistance of a Ugandan research assistant to verify
the construct and content validity of the translations used. The analysis of the results
is based on these data. This thematic coding allows identification and analysis of
group specific correspondences and differences (Flick, 1998). In the results discussed
later, each dissociative phenomenon is presented separately and described under the
etic heading. For each disorder we provide the vignette presented, one or two local
examples given by the respondents, local descriptions and “syndromes,” and the
occupational groups that recognized the phenomenon. Information provided by the
focus groups and key informants is combined (Table 2).

Results
Dissociative amnesia
The description of dissociative amnesia given to participants was:
Someone who has had a bad experience but can’t remember it afterwards. By
a bad experience we mean experiences like rape, torture, witnessing killing of
dear ones, etc.
Participants gave examples involving situations where others are aware of the
traumatic experience (rape, witnessing killing of a dear one, abduction, torture, war,
etc.) but the victim cannot remember or report (part of) these experiences. A nurse
reported: ‘A girl was sent to collect milk from the dairy. Some boys called her and
attacked her. Some hours later she (was) found; she had been “asleep.” She did not
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remember what had happened. Her genitals hurt.’ A counsellor from Kasese said: ‘A
14-year-old girl was abducted and tortured by rebels. She had to carry heavy loads.
She could not remember part of what she had gone through.’ (Many abducted girls
are raped and used as “wives” by the rebel leaders.)
All groups mentioned extreme fear as the cause for forgetting traumatic experiences.
‘Something happened that instilled fear, then this is avoided’ (medical students). ‘They
are overwhelmed, cannot contain the situation ... Memory loss is a reaction by the
mind, as a defence mechanism, to protect the mind. Otherwise if the person keeps
remembering, it is so damaging to a personality’ (counsellors). ‘The mind disappears
during fear’ (traditional healers). ‘Some people go in a state of coma because of
extreme fear’ (community members). ‘We shock-absorb these problems. This is how

TABLE 2: Examples of locally described dissociative phenomena
Amnesia

Having been shocked by a situation in such a way that later on
the person cannot remember the situation (Okukangarana).

Dissociative fugue

Traveling or moving outside the person’s home or place of
work without remembering it (fugues, night dancers). They are
being possessed or directed by spirits (Okukyekyera).

Depersonalization

Being influenced by unidentified forces that cause unusual
behaviour (Eibugane).
Feeling as if there is no blood in specific parts of the body
(Okusharara).

Depersonalization

Feeling as if something from outside holds their body or mind
so that they cannot move think or speak (depersonalization:
attributed to an outer force)
(Okusharara).

Dissociative
trance/ Possession trance

Shaking with their heads or part of their body without being in
control of the movement. It is seen as an expression of spirits.
(Okugwa)
Talking with a voice that others recognize as being the voice of
an ancestral spirit. (Okurogwa)

Speaking in
tongues

Going into another state of mind and talking in languages
people had not learned before. Later, they don’t remember
talking in those languages. (Okugamba endimi)

Possessed by
animal

Starting to make sounds and movement as if the person has
become an animal such as a cock, monkey or goat. The person does not remember it afterwards. (Okwehindura)
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someone protects himself ... The individual is sacrificed to the community because
people do not want to be affected by it’ (counsellor).
The relevant local idioms are: Okukangarana = being shocked by a terrible situation,
not being able to respond positively, in this state they do not remember. Okuhuga =
Forgetting. Okwebwa = Forgetting for a short time. Okushara = Madness. Okuhinduka
ahabwongo = Change of mind. Akahugye = forgetting. Okukyesasira = Forcing yourself
to forget something.
All focus groups gave examples that coincide with the etic concept of dissociative
amnesia and gave other causes of amnesia besides psychological trauma, such as
dementia, alcohol and epilepsy.
Participants who by the nature of their work are expected to know more about
the history of individual people agreed that amnesia for traumatic experiences is a
common feature. In contrast, the community members did not opine that amnesia for
trauma was common. During the discussions, it was realized that amnesia is not easy
to recognize in another person, because the person suffering it may not be able to
share what he or she has forgotten. Also, if these experiences are of a psychologically
traumatic nature, the victim might want to avoid thinking about or sharing them.

Dissociative fugue
The vignette of dissociative fugue presented was:
Someone who left home or work in “another state of consciousness” where he
(Runyankore does not differentiate genders grammatically) didn’t remember
who he normally is, as if he is someone else, and went to travel a long distance.
On discovery he didn’t remember his name and didn’t recognize others who
usually stay with him.
Various examples were given such as: ‘A married man took himself to prison and said
he had killed someone. He did not know who he was and where he came from. Later
he denied killing someone and remembered his background’ (counsellor). ‘A man in
Entebbe left his family for 4 years and was not aware he had a family. After praying for
about an hour, he started asking what was going on. He packed his things and went
back to his family’ (religious leader).
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Although many examples were given, they seemed to cover a broad scope of behaviours
with different causal factors (e.g. alcohol, mental illness, malaria, and dementia). With
other dissociative disorders, examples referring to differential diagnosis were also
given but it was easier to focus on the targeted concept, whereas examples and
clarifications for fugues were more vague. Most examples, however, were related to
stresses at home, such as not being able to meet one’s financial responsibilities, or to
spirits as a causal factor, and explained in terms of spirits calling people, or someone
being possessed and walking away. The healers mentioned various examples of
‘spirits (Emuzimu) causing someone to travel, leaving his home, going anywhere, even
in the bush and spending there some days or even up to Kampala (the capital city). He
has to be caught by his relatives who bring him to the healers, where they beat drums,
give him some medicine, and perform some rituals and he normalizes.’
There were no parallel idioms for fugue, and it was mentioned that ‘A fugue is not in
our language.’ Two terms were mentioned that could possibly cause the described
phenomena. Eibugane means being influenced by an unidentified force that causes
inappropriate behaviour: forgetfulness, death, and making barking sounds. Emuzimu
(spirits) was also given as a cause of fugues.
The medical students and the traditional healers made a link with a phenomenon
locally referred to as night dancers. Further exploration of this topic through key
informants revealed that this is seen as a state caused by spirit possession (emandwa)
that runs in certain families. The afflicted person is forced to move out of the house
at night, unrecognizable and partially or fully naked, in order to avoid misfortune (e.g.
poor agricultural yields or illness) and help solve the problems of that particular family.
All sorts of fears and witchcraft practices are attached to the night dancers. They can
run fast, jump high, and dance traditional dances, known as the Runyeje, dressed in
banana leaves with fruits containing rattling seeds wrapped around the ankles, but
their footsteps cannot be found the next day. They can eat parts of dead bodies or
wake up the dead with their medicine. Although the practice is feared (it is believed
that witnessing or touching a night dancer can cause misfortune) and condemned (it
is not seen as helpful to the community as a whole), it is seen as commonly occurring
in hidden villages and bushy places. Towns are not liked by night dancers as there
is too much light. Students, counsellors and healers stated that fugue states are
common. Community members did not think so. The traditional healers said that these
states are increasing due to angry ancestral spirits and neglected cultural rituals. This
condition was generally considered a sign of illness and unusual behaviour, which
requires treatment.
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Depersonalization
Depersonalization was described as follows:
Do you recognize the feeling as if you are not connected to your body, as if
you don’t have sensations, or as if you are dreaming, or floating outside of your
body? This feeling can occur, for instance, after a close person dies or when
you have a very bad experience. With some people this state occurs again
and again.
Various participants in the groups of medical students, traditional healers and
community members described experiences where they felt as if an external force
was getting a hold of them: ‘Something stopped my wife from talking and was holding
her body and mind’ (traditional healer). ‘Sometimes your mind is away and you don’t
hear what is going on. Something that steals your mind’ (community member). They
attributed this to the spirits (Omuzingu) or to ‘being astray in the mind because of
thinking’ (okuhuga). Patients and clients attending the mental health clinic reported
similar experiences. “Something” is running down the back, pushing on the head, the
blood is being pulled out of the body, “something” keeps the mouth closed so that
one cannot talk, etc.
The local descriptions include Okusharara = one may feel as if there is no blood in
specific parts of the body and Okushasha = psychological pain, as when after losing
a close person, one cannot eat, feels unhappy, and “thoughts are reduced” (loss of
concentration). Participants of most focus groups recognized personal experiences
of depersonalization, especially after getting a message of a dear one who had died.
Feelings of coldness, heat, and paralysis were described. These experiences were
generally recognized as related to shock, fear, loss of a dear one or property, or not
being able to bear a responsibility (e.g. for orphans left behind by a relative). All the
groups that discussed this issue agreed that a sense of feeling detached from your
body is normal if it is brief and occurs after a loss is experienced. When it lasts a long
time and is associated with paralysis, the traditional healers saw it as a sign of illness.
In addition to the causes mentioned earlier, community members also mentioned
others such as: bangi (marijuana), tiresome work, being hungry, and praying for a long
time and entering an altered state of consciousness.
Emotional support and counselling were mentioned as appropriate interventions.
The concepts, experiences and ideas about causes and management coincide with
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the etic concept of depersonalization. Related cultural or emic concepts included
external forces affecting the body causing paralysis or stupor, attributed to spirits.
These experiences do not fit the criteria for dissociative trance disorder, because no
involuntary movements were mentioned.

Dissociative identity disorders / possession trance disorder
The questions on dissociative identity disorders and possession trance were:
Do you know someone, or have you ever seen someone, suddenly changing
his or her voice as if there is another person within him? (dissociative identity
disorder) Do you know someone, or have you ever seen someone shaking and
then talking with another voice, sometimes even in a language they didn’t know
before? Sometimes the voice or the behaviour is recognized as belonging to
someone who died, or who is a relative (possession trance disorder).
Although these questions were phrased so as to distinguish possible dissociative
identity disorder from possession trance disorder, the responses to both overlapped,
so in our overview of the results based on thematic coding we combined these
questions. All groups gave many examples, and this condition was witnessed or heard
of by everyone: ‘There was a 10-year-old child of refugees. They did not know where
the father was. While she was playing she fell down and something talked through
her, ‘I am your father, called so and so, I died, come and bury me’ (traditional healer).
‘The daughter of a father who was killed, started to talk with his voice “bring my
cigarettes and calabash of beer, etc.”’ (health worker). ‘There was a lady, two times
a week she would talk with a small voice, it was another person: “I am so and so,
I’m your mother, bring my grandchildren.” This voice would come when there was a
problem’ (medical students). Generally these voices and changes in the person were
attributed to spirits: ‘These can be spirits of the dead who speak through the living’
(all groups). ‘They want to punish, for instance, through a child’ (medical students)
or ‘because rituals have not been performed’ (traditional healers). ‘Often rituals are
not continued by the Christian generation’ (health worker), or ‘it can be a result of
unresolved conflicts which the spirits try to settle’ (counsellors).
The ancestral spirits are called Emuzimu, the small gods Bachwezi. Some participants
think this presentation is the result of a strong belief in witchcraft (various health
workers, counsellors), others attribute it to imagination or mental illness (health
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workers), or faking in order to get something (counsellors). Only the counsellors
mentioned the possibility of underlying psychosocial stresses such as emotional
needs, bad experiences, polygamous situations or physical problems.
The local idioms given were: Okutembwa = possession, being attacked by (evil)
spirits, includes talking with another voice. Okutembwa Ekikooto or Ekikooto = (evil)
spirits (omuzimu in Runyankole; these spirits talk in their language of origin when they
present). Okugwa = shaking and falling down. Okugwa ensimbo = shaking and falling
down because of epilepsy (after giving specific “medicine” some healers claim to
be able to differentiate between epilepsy and spirits). Okurogwa = being bewitched,
includes speaking in another voice. Okugambisibwa = someone doesn’t know what
he is talking about, perhaps because of mental illness. Okuniga = something that
stops you from talking. A possession trance state is often referred to by specific types
of spirits and powers such as Emuzimu, Ndahura, Nyabingi, Kahumpuri, Nyabirezi,
Munonga and Abachwezi. In the past these spirits were not considered evil, as
everyone believed in and worshipped them, but with the coming of Christianity they
were referred to as being evil spirits: Ekyakgo/Ebyako.
All focus groups mentioned examples of people who spontaneously and suddenly
started to talk in another voice, and changed as if they had become another person,
without the transformation being induced by a traditional healer or a religious healing
session. Traditional healers mentioned their own ability to talk in different languages
and voices, ‘of which some you don’t remember, and some you do afterwards.’ Others
said they know they do it but afterwards they can’t remember exactly what happened.
Religious leaders gave examples of how this can also happen during praying sessions.
‘Many people when attacked by demons do speak in different languages and voices,
some even bleed through the nose, some behave like lions or leopards and, whenever
we pray, before the demons go, they say you have managed us.’
In the examples given during the focus group discussions, it was not possible to
distinguish dissociative identity disorder from possession trance disorder. The
presence of two or more distinct identities or personalities was always attributed
to manifestations of spirits. Changes of voice and behaviour were always seen as
external spirits entering the person. Most groups attributed the “voices” to (ancestral)
spirits, and think that traditional healing plays a role in addressing these problems.
Health workers and counsellors believe that these reactions could express underlying
stresses or traumas, but traditional healers denied a connection with psychological
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stress. Religious people interpret these spirits as evil, and a sign of the devil. They
are against traditional healing, and stress the importance of praying and reading the
Bible to chase the devil away. Most groups regard these states as abnormal, a sign
of illness, a trauma or a problem that needs to be addressed. Healers differentiated
between their own possession states, of which they are in control and consider
normal, and those of their clients, which need to be helped to organize their spirits. In
conclusion, the vignette for dissociative identity disorder was not recognized as such.
The examples mentioned were seen as caused by spirit possession and thought to
be very common.

Dissociative trance disorder
The questions on dissociative trance disorder were:
Do you know or have you seen someone get an attack in which he is unaware
or less aware of the surrounding and at the same time parts of the body
make involuntary movements, for instance, the head is shaking and limbs are
shaking? Which other movements could be involved?
It was difficult to get examples of people who make involuntary movements in a
trance state without speaking in another voice or “in tongues” (glossolalia). Trance
(involuntary movements) and possession trance were seen as similar conditions.
Examples and descriptions often overlapped. As traditional healers explained: ‘if a
person only shakes, it means the spirit is very angry and is not ready to talk ... They
will have to try to get the spirits to talk to find out what the problem is.’ The medical
students and community members described the shaking of the body and heads
during prayer and church sessions. They did not see this as a sign of illness, but as
part of a religious ritual. Sometimes this was seen as a desired state, a sign of the
Holy Ghost. Some participants (e.g. medical students, traditional healers) opined that
this is intentionally done; others disagreed (two religious sisters from the Charismatic
church).

Possession trance disorder: animal possession
Separate attention was given to this topic, as it was mentioned both by traditional
healers and charismatic church representatives in discussions prior to the research.
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Local media also reported on a man in Masaka who started to crow like a cock. Later
it appeared that he had stolen one.
The question asked was: ‘Have you seen people getting an attack where they make
animal movements or noises?’ Medical students and health workers believe that
one can “talk” like a cat or dog if one is bitten by a cat or dog. All groups except
for the medical students gave examples of someone who had stolen an animal and
subsequently made noises like that animal. It is thought to be caused by witchcraft,
as the victim of the theft will visit a witchdoctor or traditional healer to help identify
the thief. ‘One had stolen a goat and the goat’s sound came from his stomach. The
thief will have to return the stolen goods otherwise he will die’ (community members).
‘Someone who steals a radio might even start broadcasting the BBC news.’ Another
possibility mentioned is that, after stealing, the food the thief wanted to eat smells
like cow dung. Other examples were given of people who behave exactly like a lion,
elephant, monkey and so on. Both a religious leader and a community member
mentioned people who actually changed into a lion, leopard, or a cat, and scared
people. ‘When one wanted to spear a lion, he (the lion) shouted don’t kill me.’ Also,
being bewitched by an animal could be a sign of guilt, showing that someone had
visited traditional healers and was told to sacrifice an animal, but could not afford to
do it (key informants of the Charismatic church).
Religious leaders, traditional healers and community members believe this condition is
a common occurrence. The counsellors say they have only heard of it, and the medical
students and health workers did not discuss the prevalence of this condition. It is not
seen as a normal condition, but as a sign of being guilty of having stolen something, and
possibly a sign of mental illness. The meaning given to being “possessed by animals”
refers to the original role of traditional healers of identifying problems and intervening in
the community. The healer had a role in providing justice in order to maintain a “socially
healthy” community. These days, punishment through witchcraft by healers is seen as
bad because the official legal system is responsible for dealing with theft and criminal
behaviour.

Hysteria
Some focus groups discussed the term “hysteria” in relation to possession states. It
appears to be a concept that educated people (health workers, religious leaders, and
counsellors) use, whereas the traditional healers and community members were not
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acquainted with it. “Hysteria” is seen as a different condition than spirit possession.
According to the users, hysteria is connected to frustrations and disappointments,
especially in love relationships. It is considered to be common among schoolgirls
because their constitutions are “weaker in tolerating problems.” It is also seen as
being related to the weaker position girls have in society: ‘Socially, a girl is not in
the position to look for another partner after she has been seen with a certain boy
once, and was disappointed by him.’ The local idioms are: Obwenzi or Obukaaba =
someone who is sick because of urge for sex. One loves another but doesn’t have
access to him/her. Obushambani = obsessed with sex.

Discussion
This study describes the applicability of DSM-IV dissociative disorders diagnoses
in Uganda. A qualitative exploratory research design was employed by presenting
etic descriptions of, and questions about various dissociative presentations, their
prevalence, local examples and expressions, explanations and ideas about treatment,
and whether the condition is considered as normal or a sign of illness within the
culture. Whereas dissociation and dissociative disorders were unknown terms to most
medically trained people, possibly because of the lack of modern training materials,
“hysteria” was a term they commonly used.
Dissociative amnesia and depersonalization were generally recognized and seen
as a result of traumatic experiences and thus are useful categories in Uganda.
Translated descriptions in Runyankore, the local language, were comprehensible and
respondents concluded that these disorders were common. A possible methodological
limitation is that by narrowing the range of dissociative experiences mainly to the etic
categories (and explanatory models), a certain circularity of validation is obtained,
which could account for the recognisability of amnesia and depersonalization.
Initially, broader questions exploring amnesia were used, but this resulted in many
examples that overlapped with the western concepts of alcoholic fugue, delirium,
dementia, drugs, struck by lightning, accidents and epilepsy. We chose, however,
not to focus on potentially neurological causes, but to concentrate on dissociative
amnesia connected to traumatic experiences, as we were specifically using the DSM
categories as a starting point and wanted to know if they were recognizable and
applicable in Uganda.

64 | Chapter 3

The concept of dissociative fugue was difficult to translate appropriately, as it caused
confusion with spirit possession and other differential diagnoses such as alcoholic
fugue and dementia. Fugue was also associated with an involuntary cultural practice
or ritual in certain families referred to as night dancers. Despite this, some examples
given were consistent with DSM-IV descriptions and were associated with severe
psychological and social stresses, in concurrence with the etic concept.
The description for dissociative identity disorder was always interpreted as a
possession trance disorder. Someone described as presenting with two or more
distinct identities or personality states is regarded as being possessed by spirits. The
strictly applied DSM-IV description of dissociative identity disorder does not seem
to be recognized locally. The examples and ideas about causes and management,
given as a response to the description of dissociative identity disorder, were similar
to those of possession disorder. Possession and trance disorders were seen as
very common phenomena. Local traditional healers did not distinguish between
dissociative trance syndrome and possession trance syndrome. These conditions
were experienced as being prevalent and a sign of illness that requires treatment.
Its manifestations depend on the characteristics of the possessing agent. The local
categories are based upon the different types of spirits (Emuzimu), gods (Bachwezi)
and messengers (emandwa). There also seems to be a culture-bound syndrome,
that of people with a dissociative trance disorder ‘behaving like animals,’ although
there are examples of this in the western dissociative identity disorder literature. In
When the Rabbit Howls, a rabbit identity expresses a dissociative state related to
severe sadistic sexual abuse experiences (Chase, 1987). Spirits representing animals
in Africa are also described in the Masabe possession in Zambia (Behrend & Luig,
1999) and among the Bara spirits in the interior of Tanzania where possession by a
lion, cow, donkey or snake represents uncultured behaviour (Giles, 1999). Describing
spirit possession and symbolic construction of Swahili society Giles writes (p. 154)
that in contrast to the Kiarabu spirits which represent Arabic civilized coastal urban
spiritual powers, the Bara world is the epitome of the “other” world– wild, uncivilized,
pagan, not only dangerous but also dirty and foul smelling. They represent the nonSwahili world of the African interior (in Tanzania). The animal spirits are part of these
Bara spirits (often Masai and Nyamwezi) and as such consistent with uncivilized and
uncultured behaviour (in the eyes of the coastal Swahili culture which has a strong
Arab influence).
Even when certain vignettes were recognized, ideas about causes and management
sometimes differed and were based on various local explanatory models. Comparing

The validity of DSM-IV dissociative disorders categories in south-west Uganda

| 65

western diagnostic categories with local categories risks committing a category fallacy,
where a diagnosis developed in one culture is applied to another culture without first
establishing its validity (Kleinman, 1988). Amnesia, depersonalization and, to an extent,
dissociative fugue were explained locally from an individual psychological context,
and related to individualized psychological trauma, corresponding to the psychiatric
conceptualization. In other dissociative disorders where the cultural explanation
played a stronger role, the locally used categories were not so much based on signs
and symptoms, as in the DSM-IV, but on the underlying “spirits.” When asked for
translation of the phenomena, names of spirits were mentioned. Although different
types of spirits can express themselves with different signs and symptoms such
as “blood clotting” or “bleeding from the nose” (a sign of the “emandwa”), the type
of possessing agent and the type of message it brings is more important than the
bleeding. The impact on the healing process of viewing possessing spirits as the
illness itself means that they have to be addressed directly (by having the healers call
on them, or adorcism) or suppressed (by chasing them out of the occupant through
prayers or “catching the spirit” in a herb and burying it away in the ground or wall, or
exorcism). These practices were witnessed by the first author during different types
of healing sessions. In Uganda, a patterned division of labour between the (mental)
health and traditional healing systems seems to be present. Cases interpreted as
caused by spirit possession are treated by or referred to traditional or religious healers.
When interacting with the official (mental) health services, usually only superficial
medical complaints (e.g. “headache”) will be mentioned, and consequently treated
medically. The context usually has a strong influence on the symptoms presented
(van Duijl, Nijenhuis, Komproe, & De Jong, 2005). It does seem justified however, to
be able to classify pathological states of spirit possession, in the Ugandan context, in
terms of the proposed diagnostic category of dissociative trance disorder (APA, 1994;
Cardeña, Lewis-Fernández, Beahr, Pakianathan, & Spiegel, 1996). More awareness
of this diagnostic category by local (mental) health personnel could facilitate a more
comprehensive understanding of the clients’ complaints, needs and ideas, and
encourage a more encompassing exploration of means to assist the client. Different
classification systems are based on different worldviews, and these worldviews partly
shape the “idioms of distress” used (Nichter, 1981), which complicates comparing
categories of mental disorders used in different cultures. In this study, we found only
partial validity in Uganda for the DSM-IV classification of dissociative disorders, and
varying conceptualizations of aetiology and treatment. It cannot be assumed that the
DSM-IV nosology is translatable wholesale to other cultures unless previous research
shows its validity and reliability in that particular context.
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Abstract
Spirit possession is a common, worldwide phenomenon with dissociative features.
Studies in Europe and the United States have revealed associations among
psychoform and somatoform dissociation and (reported) potential traumatic events.
The aim of this study was to explore the relationships among spirit possession,
dissociative symptoms and reported potentially traumatizing events in Uganda.
One hundred nineteen persons with spirit possession, diagnosed by traditional
healers, were compared to a matched control group of 71 non-possessed
persons. Assessments included demographic items and measures of dissociation
and potentially traumatizing events. Compared to the non-possessed group, the
possessed group reported more severe psychoform dissociation and somatoform
dissociation and more potentially traumatizing events. The associations between
these events and both types of dissociation were significant. Yet, consistent with
the cultural perception of dissociative symptoms, the participants subjectively
did not associate dissociative symptoms with potentially traumatizing events. In
conclusion, spirit possession deserves more interest as a possible idiom of distress
and a culture-specific expression of dissociation related to potential traumatizing
events.
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Introduction
Spirit possession is a common dissociative phenomenon, manifesting not only
in African, Asian and Caribbean countries but also in Europe and North America
(Bourguignon, 1973, 1976; Behrend and Luig, 1999). It receives little attention from
mental health care systems, possibly due to the cultural complexity of defining
pathological trance syndromes and its diagnosis and treatment (Cardeña et al. 2008;
Castillo, 1992, 1998). Distinction between normal dissociative trance and possession
states, for example, as part of cultural or religious rituals, and pathological trance
and possession states bringing distress and impairment in functioning has been an
important debate preceding inclusion of experimental criteria for possessive trance
disorder and dissociative trance disorder (DTD) in the DSM-IV.
Studies in Europe and the United States revealed associations among dissociation
and reported events that are potentially traumatizing. Although trauma-related
disorders among refugees and people in post-conflict areas receive increasing
interest (e.g., De Jong, 2002; De Jong et al. 2001, 2003), there is still little research on
the relationship between potentially traumatizing events and idioms of distress such
as spirit possession. In Uganda, dissociative behaviour is culturally sanctioned and
often elicited during certain rituals (Van Duijl et al. 2005; Welbourn, 1964). Because
the country has been haunted by collective violence (Krug et al. 2002), one might
also expect an increase in dissociative presentations (Van Ommeren et al. 2001)
related to traumatic experiences. In the present study, the relationships among spirit
possession, dissociative symptoms and reported potentially traumatizing events in
Uganda were explored.
This paper includes the following steps: the “Background” section describes spirit
possession as a dissociative manifestation in Uganda, the relationship between
dissociation and trauma in other, mainly Western, countries and the need for
quantitative research on the relationship between spirit possession and traumatic
experiences. Uganda presents an interesting venue in which to investigate this
relationship, because spirit possession is deeply imbedded in the traditional mythology
and cultural practices and interacts with the multiple stressors of a prolonged civil
war.
The “Methods” section describes the context, participants and procedure, instruments
and statistical methods used for this study. In “Results” and “Discussion” sections
our hypotheses on attributions of spirit possession, the relationships between spirit
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possession and dissociative symptoms, spirit possession and potentially traumatizing
events and dissociation and reported potentially traumatizing events in Uganda are
presented and discussed. Finally, implications for clinical practice, classification and
research are discussed.

Background
Spirit possession in Uganda
Dissociation in Uganda is common and often understood in spiritual terms as spirit
possession (Van Duijl et al. 2005). Although spirit possession is also used as an
explanation for various physical and psychological symptoms, in this paper we refer
to local presentations of dissociative and possessive trance in Uganda (cf. Van Duijl et
al. 2005). In Runyankore, the local language spoken by the Banyankore of south-west
Uganda where the research was carried out, various terms are used to describe spirit
possession. These are Okutembwa, meaning possession by (evil) spirits, including
talking with another voice; Okutembwa Ekikooto or Ekikooto, meaning (evil) spirits
Emuzimu in Runyankole; these spirits talk in their language of origin when they
present); and Okugwa, meaning shaking and falling down. A possession trance state
is often named by specific types of spirits and powers such as Emuzimu, Ndahura,
Nyabingi, Kahumpuri, Nyabirezi, Munonga and Bachwezi. The manifestations depend
on the characteristics of the possessing agent. The local categories are based on the
different types of spirits (Emuzimu), gods (Bachwezi) and messengers (emandwa).
With the coming of Christianity, some were referred to as evil spirits: Ekyakgo/Ebyako
(Van Duijl et al. 2005). Welbourn (1964) describes similarly how in the past these spirits
were an accepted part of the normal social context grounded in the mythology on the
origins of the former Ankole kingdom and its tribes. Until it was driven underground
by both government and mission, the emandwa cult was part of daily life, with rituals
and offerings to assure the support of the emandwa for wellbeing, safety and a high
agricultural yield. Emuzimu, often representing fathers, uncles and other elders and
ancestors of the family, could punish bad actions and bring misfortune. Healers
(Omuraguzi) will make the diagnosis of underlying trouble, using material means such
as a grasshopper, seeds, cowry shells or the guts of a chicken for their divination.
Others use dissociation and possession into a particular type of emandwa to identify
problems and negotiate on offerings and rituals to appease the spirits next to the use
of (herbal) medicines.
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Dissociation and trauma
In many cultural settings, dissociative phenomena are experienced as part of
the normal cultural construction of self, local cosmology and society. However, in
Western psychology and psychiatry, dissociation is mostly treated as pathological
and associated with traumatic experiences (Seligman and Kirmayer, 2008). Although
some have disputed the relationship between dissociative symptoms and traumatic
experiences, others have confirmed the association between traumatic exposure
and dissociative symptoms and disorders in various settings (Lewis-Fernandez et al.
2007). Retrospective studies in Western countries suggested a relationship between
psychoform and somatoform manifestations of dissociation and recalled potentially
traumatizing events (Boon and Draijer, 1995; Chu et al. 1999; Nijenhuis et al. 1998b,
2004; Putnam, 1992; Van der Kolk et al. 1996). Retrospective studies in other countries
such as Turkey (Sar et al. 2000; Sar, 2006) and among Bhutanese refugees in Nepal
(Van Ommeren et al. 2001, 2003) also found that individuals reporting overwhelming
events had more dissociative symptoms than controls. Several authors concluded
that potentially traumatizing events can be predictors of dissociative symptomatology,
particularly when the events are severe and recurrent, when they involve threats to
the body from a person or betrayal and when they involve an individual who is young
or who was previously traumatized (Chu et al. 1999; Freyd, 1996; Nijenhuis et al.
1998c; Van der Kolk et al. 1996). Other authors doubt the veracity of the reported
traumas (Brown 1995; Loftus 1993). However, prospective and longitudinal studies of
the relationship have found causal associations between documented traumatization
and dissociative symptoms (Diseth, 2006; Lyons-Ruth and Jacobovitz 1999; Macfie
et al. 2001; Ogawa et al. 1997).

Spirit possession and trauma
In anthropological studies, spirit possession has been described as occurring more
frequently among marginal, subordinate and underprivileged people (O’Connel,
1982) and has been regarded as a response to intra-psychic tension, difficulties with
relatives and situations associated with low expectations for aid and support (Ward
1980) or socioeconomic change (De Jong, 1987). Castillo (1994a, b) suggested that
trauma was a risk factor for spirit possession in South Asia. Ng and Chan (2004)
found that common stressors for DTD in Singapore include problems with military
life, conflicts over religious and cultural issues, and domestic disharmony and marital
woes. Van Ommeren et al. (2001) identified trauma, early loss and recent loss as
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predictors of attacks of medically unexplained illness in a Bhutanese refugee camp.
This involved alterations of consciousness, which were attributed to possession by
spirits, rather than to traumatic experiences. However, we should be careful as to
our cultural bias, in terms of defining events as potentially traumatizing. Experiences
attributed to angry ancestral spirits could pose a stronger threat to one’s physical
integrity of self or others than the items in the HTQ and TEC (De Jong, 2004). Despite
the large anthropological literature documenting the social function of spirit possession
in different cultures, there is hardly any systematic, quantitative research investigating
the relationship between spirit possession and potentially traumatizing events.

Aims of this study
The purpose of this study was to explore the associations among spirit possession,
dissociative symptoms and reported potentially traumatizing events in Uganda. The
study tested the following hypotheses: (1) participants do not attribute their
possessed states to traumatic experiences; (2) compared to controls, respondents with
spirit possession report more psychoform and somatoform dissociative symptoms;
(3) compared to controls, respondents with spirit possession report more potentially
traumatizing events; and (4) psychoform and somatoform dissociation are associated
with reporting potentially traumatizing events.

Methods
Context of the study
This study was conducted in Uganda, where the population has suffered from war
under past dictators and current rebel groups, the AIDS crisis, other infectious
diseases and poverty. In this sense, Uganda is a particularly interesting context in
which to study the impact of traumatic experiences, given the history of civil war
and other major stressors. The psychosocial impact of traumatic experiences in
Uganda has been well documented (Derluyn et al. 2004; Musisi, 1998; Van Duijl, 2003;
Vinck, et al. 2007). Despite the slowly increasing attention to this impact from the
government and nongovernmental organizations, accessibility of mental health and
psychosocial services in most of the country remains extremely limited. Most people
therefore depend on traditional healers and churches for psychological relief. This can
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explain the role of spirit possession as an idiom of distress in a context where there
has been a lot of potential trauma, and maybe there still are not a lot of sanctioned
avenues for expression of these traumatic experiences other than through cultural
and religious channels.
The particular area of study comprises the districts Mbarara, Bushenyi and Ntungamo,
in south-west Uganda. These districts were part of the former kingdom of Ankole,
which was abolished by the former dictator Milton Obote in 1967 (Wikipedia). Dictator
Idi Amin divided the area into the current districts. Most people live in rural areas
and the economy depends mainly on agriculture (crops and livestock), mostly on the
subsistence level.
The first author of this paper was involved in developing public mental health services
in this area while serving as Head of the Department of Psychiatry at Mbarara
University for five and a half years (Van Duijl, 2003). With her Ugandan colleagues
in the department, she met with traditional healers on a regular basis and gradually
gained their trust. During the qualitative research preceding this study, focus-group
discussions with traditional healers, religious leaders, health workers and medical
students revealed that possessive trance disorders were not generally seen as
being induced by psychologically traumatizing events but were attributed to beliefs
about disappointed (ancestral) spirits and magical-religious manipulations such as
witchcraft and sorcery (Van Duijl et al. 2005). However, clinical experience at the
mental health clinic suggested that severe psychological stressors also played a role
in this condition. A common issue in the history of female patients presenting with
spirit possession, which we classified as DTDs, was forced separation from a child or
loved one. The following case serves as an example.
A 33-year-old woman came to our mental health clinic accompanied by
her sister. For many years she had regularly suffered from attacks in which,
according to her sister, she displayed aggressive and strange behaviour, after
which she started talking in different voices, which were not recognized as her
own.
These attacks occurred when the family prepared to go to Christian church or
to say prayers. During our session, the client shifted into a trancelike state, and
started to move her hands like claws and made animal-like noises, after which
she began to speak in a strange language and voice. Her sister explained that
this was the voice of an uncle who had died many years ago. This uncle still
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valued traditional cultural beliefs, while their father had turned to Christianity.
There had been an unsolved conflict between their father and this uncle as
their father refused to perform rituals for the ancestors.
Later during our conversation one leg of the client made involuntary shaking
movements. This was distracting the client’s attention. I asked her what her
leg was trying to tell us. By bits and pieces the history became clear: The client
had been in love for many years with a Muslim man, with whom she had a
child. Her father despised the man because of his religion, and her child was
forcefully separated from her by her father.
The church attributed her attacks of possession trance states to activities of
‘‘the devil.’’ She had participated in prayer sessions to get rid of these attacks
but it had only helped for a short period. We suspected that her attacks, which
often occurred when religious activities were performed, were an expression of
suppressed anger against her Christian father who had ruined her life because
of his rigid principles. Different options for treatment were discussed including
traditional healers, counselling and prayer sessions. Although we regularly
discussed and referred our patients to traditional healers, in this case the
patient preferred to attend counselling sessions to learn to control her attacks
and to focus attention on the underlying experience of traumatic loss.

Participants and procedure
By using key informants, inventory lists were made of traditional healers (approximately
80) in the area of the research. Those reported to offer treatment to patients suffering
from spirit possession (19 healing places) were approached and asked to refer
patients they had assessed as suffering from possession by a spirit or power or as
the result of witchcraft or sorcery by another person. Referred patients (n = 119) were
interviewed at the healer’s place on a next visit.
The control group, consisting of non-possessed mentally healthy persons (n = 71),
was derived from the same villages. By cluster sampling, the first adult person found
in every third dwelling was approached. Individuals with a history of mental illness or
spirit possession were excluded. All participants gave verbal consent and procedures
were in accordance with the Helsinki Declaration (World Medical Assembly 1997).
Study and procedures were approved by the International Research Review Board
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of Mbarara University and the District Authorities. A Ugandan research assistant
interviewed all individuals in the local language (Runyankore) under supervision of the
first author.
A case–control study was carried out to explore the hypotheses on the relationships
among spirit possession, dissociative symptoms and reported potentially traumatizing
events in Uganda with the instruments described below.

Instruments
The Spirit Possession Questionnaire-Uganda (SPQ-Ug) was locally designed to cover
the main demographics of the respondents and included open-ended questions
inquiring about psychosocial stressors, characteristics of the possession and
participants’ history and subjective explanation of their possession. An adjusted
version was used for controls. To exclude people who had suffered from possession
trance or from a mental illness, the questionnaire started with three questions inquiring
whether respondents had suffered from states of spirit possession with shaking of
the body and speaking in a different voice, had experienced a mental illness or had
received treatment for mental illness. Furthermore, items inquiring about symptoms
of the possession trance state were replaced with items covering general health
complaints in the preceding year.
The Checklist Dissociative Symptoms for Uganda (CDS-Ug) is a locally designed,
seven-item checklist based on information obtained in focus-group discussions with
traditional healers, religious leaders, various health professionals and community
members (Van Duijl et al. 2005) It covers locally described symptoms of dissociation
and spirit possession that were reported to be common and typical, such as amnesia,
shaking of the body, talking in a different voice, fugues, feeling that something is
holding the body, exhibiting a sudden change in behaviour and speaking in tongues.
The internal consistency of the CDS-Ug was excellent, with a Cronbach’s α = 0.98.
This instrument was also used to confirm the healers’ diagnoses of spirit possession
in the case group.
The Dissociative Experiences Scale (DES; Bernstein and Putnam, 1986) is
a 28-item self-report questionnaire that evaluates psychoform dissociation such as
having no memory of certain events, not knowing how one reached a certain place
and experiencing the surrounding as unreal. The scores range from 0 (never) to 100
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(always). The DES showed adequate test–retest reliability, good internal consistency
and good clinical validity (Carlson et al. 1993; Frischholz et al. 1992). Cronbach’s α of
the DES in the current sample in Uganda was 0.94.
The Somatoform Dissociation Questionnaire (SDQ-20; Nijenhuis et al. 1996, 1998a,
1999) is a 20-item self-report questionnaire measuring somatoform manifestations
of dissociation such as analgesia (‘‘insensitive to pain’’), motor inhibitions (‘‘feeling
paralyzed,’’ ‘‘unable to speak,’’ ‘‘cannot hear’’) and pain sensations (‘‘pain while
urinating’’). The high inter-correlation with measures of psychoform dissociation
supports the convergent validity of the SDQ-20 (Nijenhuis et al. 1996, 1998a; Sar et
al. 2000). Validity and reliability are high in the western European context. Cronbach’s
α of the SDQ in the present sample in Uganda was 0.80.
The Harvard Trauma Questionnaire (HTQ; Mollica et al. 1992), part 1, covers potentially
traumatizing events such as lack of food and water, lack of shelter and medical access,
being close to death, forced separation, war experiences, torture, serious injury, being
lost or kidnapped, being imprisoned and rape. The HTQ is widely used and has face
validity with respect to refugee trauma and post-conflict areas in developing countries
(Crescenzi et al. 2002; De Jong et al. 2001, 2003; Sabin et al. 2003).
The Traumatic Experiences Checklist (TEC; Nijenhuis et al. 2002) is a self-report
questionnaire inquiring about potentially traumatizing events such as loss of significant
others, life threat by disease or assault and war experience. The internal consistency,
test–retest reliability, convergent validity and criterion-related validity of the TEC were
quite satisfactory in a Dutch sample of psychiatric patients (Nijenhuis et al. 2002).
We included the TEC, next to the HTQ, as a second measure of potentially traumatic
events, in order to compare our results with past research on the relationship of
dissociation and trauma.

Translation process
The questionnaires were translated from English to Runyankore by three independent
bilingual mental health professionals and back-translated to English by three other
bilingual mental health professionals. Final versions were agreed on in focusgroup discussions. Because of the high illiteracy rate among the participants, all
questionnaires were administered verbally by the research assistant.
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Statistical analysis
Demographics of the case and control groups were compared with χ2 and t-tests.
Responses of the case group to open-ended questions about the perceived cause
of the spirit possession and the outcome of the healing process were categorized
and percentages were calculated. Mean scores of both groups on the CDS-Ug were
compared as a validity check on the locally used inclusion and exclusion criteria
on “spirit possession”. The relationship between spirit possession and dissociative
symptoms was initially explored by comparing the mean scores of case and control
group on the DES and the SDQ-20 and correlations between the CDS-Ug and the
DES/SDQ-20.
The relationship between spirit possession and reported potentially traumatizing
events measured by the HTQ and TEC was evaluated by comparing the total number
of reported potentially traumatizing events of both groups with a t-test. In addition,
frequencies of events were compared with χ2 tests.
The relationships among psychoform dissociation, somatoform dissociation and
reported potentially traumatizing events were analysed by calculation of Pearson
correlations. Multivariate analysis of variance (MANOVA) was applied to test whether
the general profile of dissociative symptoms (scores on SDQ and DES) differed
between the possessed and the non-possessed groups. Reported potentially
traumatizing events on the TEC were defined as a covariate to correct for spurious
effects (e.g., difference between groups with respect to experienced events and
relationship between events and dissociative symptoms). Wilks’ λ was the criterion
for the multivariate evaluation. F-tests were used to evaluate the different subscales.
The results of the multivariate tests were checked for violations of assumptions to use
MANOVA. Because the distributions of the DES, SDQ-20 and trauma questionnaire
scores were skewed (skewness [1), logarithmic transformations to base e of these
measurements were performed. Outlying cases (n = 6) were removed based on
scatter plot analyses per group for the interactions between DES/ TEC and SDQ-20/
TEC. The statistical analyses were performed with SPSS-PC 11 (Norusis, 2002), and
p-values <0.05 were considered statistically significant.
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Results
Demographics
Table 1 shows that the case and control group were similar in terms of main
demographic characteristics.

Attributions of spirit possession
Analysis of verbatim explanations of their complaints (open question SPQ-Ug)
showed that 83% of the case group attributed their symptoms to cultural explanations
(e.g., neglected cultural obligations and rituals, ancestral spirits, bewitchment) or
sociocultural conflicts (e.g., disputes over unpaid dowries and land ownership). None
of the case group spontaneously mentioned medical or psychological traumatic
explanations and 13% did not mention any explanation.

Spirit possession and dissociative symptoms
The possessed group reported a mean score of 2.78 (SD =1.27) on the CDS-Ug,
whereas the control group did not recognize any symptoms and scored zero. In the
case group the most common features according to the CDS-Ug were involuntary
shaking of the head or parts of the body attributed to spirits (67.2%), talking in a
different voice that others recognized as the voice of a spirit (62%), feeling influenced
by unidentified forces that caused unusual behaviour (referred to as Eibugane in
Runyankore; 58%) or feeling something holding the body so that one could not move
or speak (46.6%).
Compared to controls, patients with spirit possession reported more psychoform
dissociative symptoms [DES; patients, M = 35.26, SD = 11.54; controls, M = 4.94,
SD = 3.01; t(183) = 21.22; p < 0.0001], as well as more somatoform dissociative
symptoms [SDQ-20; patients, M = 39.36, SD = 7.38; controls, M = 29.94, SD = 4.49;
t(183) = 14.087; p < 0.0001).

Dissociative symptoms and reported trauma

TABLE 1: Main demographics of patients with spirit possession (n = 119) and
controls (n = 71)

Spirit possession
Variable

Controls

Subcategory
n

%

n

%

Male

53

44.5

35

49.7

Female

66

55.5

36

50.3

Married

80

67.8

46

64.8

Unmarried

16

13.6

10

14.1

Separated

9

7.5

8

11.3

Divorced

2

1.7

2

2.8

Widowed

11

9.3

5

7.0

Protestant

52

43.7

30

42.9

Catholic

51

42.5

25

35.7

Muslim

16

13.3

15

21.4

None

25

21.0

14

19.7

Primary
school
1-7 years

65

54.6

38

53.5

Secondary
school /
1-6 years &
higher

29

34.4

19

26.8

χ2

df

p

0.561

1

0.454

1.258

4

0.868

2.279

2

0.320

0.149

2

0.929

Gender

Marital
status

Religion

Education

Age
Education, number of
years

Mean (SD)

Mean (SD)

t-test

df

p

38.4 (12.16)

36.4 (13.42)

1.027

188

0.306

4.8 ( 3.65)

5.2 ( 3.77)

–0.720

188

0.472
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Spirit possession and potentially traumatizing events
Individuals suffering from spirit possession reported more potentially traumatizing
events than participants who were not possessed, on both the HTQ [t(179) = 15.05;
p < 0.0001] and the TEC [t(176) = 10.26, p < 0.0001]. Tables 2 and 3 show the
differences in reported potentially traumatizing events between the possessed and
the non-possessed groups for all HTQ and TEC items. Particularly large differences
between cases and controls were reported for items related to ill health, injury and
life threats.

Psychoform and somatoform dissociation and reported
potentially traumatizing events
Correlations between the total scores of the questionnaires for the full sample (n =
190) are listed in Table 4. Strong correlations were found among culturally defined
features of spirit possession, measures of psychoform and somatoform dissociation
and reporting of potentially traumatizing events. Psychoform and somatoform
dissociation were strongly correlated (r = 0.75, p < 0.0001).
The CDS-Ug also was strongly correlated with the DES and SDQ (r = 0.76 and 0.68,
respectively). Studying DES and SDQ-20 as the dependent variables, there were
main effects for the comparison between individuals with spirit possession and
controls (MANOVA; Wilks’ λ F = 177. 51, df 2, p < 0.0001) and for reported potentially
traumatizing events as reported on the TEC (F = 4.50, df 20, p < 0.0001). An interaction
between groups and reported potentially traumatizing events was not observed.
Individuals with spirit possession had more psychoform and somatoform dissociation
than non-possessed individuals (DES, F = 315.40, df 1, p < 0.0001; SDQ, F = 57.10,
df 1, p < 0.0001). Psychoform and somatoform dissociation in these groups were also
associated with TEC scores (DES, F = 3.20, df 10, p = 0.001; SDQ-20, F = 6.97, df
10, p < 0.0001). When the HTQ was used as a covariate, a main effect for group was
also found (F = 118.74, df 2, p < 0.0001). However, there was a trend toward trauma
reporting only on the HTQ (F = 1.63, df 14, p = 0.069), which seemed to be due to the
DES (F = 0.91, df 7, not significant) rather than the SDQ-20 (F = 2.82, df 7, p = 0.008).
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TABLE 2: Reported potentially traumatizing events on the HTQ by patients with
spirit possession (n = 119) and controls (n = 71)

χ2 comparison

Spirit possession

Controls

%

%

χ2 (df = 1)

pa

Lack of food or water

25.2

5.6

11.60

0.001

Ill health, no access
medical care

33.6

7.0

17.37

<0.0001

Lack of shelter

4.2

2.8

n.s.

Imprisonment

5.0

12.7

n.s.

Serious injury

52.9

7.0

40.77

Combat situation

1.7

0.0

n.s.

Brain washing

3.4

0.0

n.s.

Rape or sexual abuse

2.5

0.0

n.s.

Forced isolation

12.6

0.0

9.71

0.002

Being close to death

35.3

1.4

29.16

<0.0001

Forced separation from
family

9.2

1.4

F.E.

0.008a

Murder of family member/friend

14.3

1.4

8.60

0.003

Unnatural death of family member

31.9

1.4

25.40

<0.0001

Murder of stranger

19.3

0.0

15.61

<0.0001

Lost or kidnapped

8.5

0.0

F.E.

0.014 (df = 1)

Torture

9.2

0.0

F.E.

0.028a

Frightening life situation

7.6

0.0

F.E.

0.028a

Reported event(s)

<0.0001

F.E. Fisher’s Exact, two sided; this test was performed when at least one cell had an expected
count <5
a
α = 0.05/17 = 0.003
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TABLE 3: Potentially traumatizing events reported on the TEC by patients with
spirit possession (n = 119) and controls (n = 71)

χ2 comparison

Spirit possession

Controls

%

%

χ2 (df = 1)

pa

Parentification

23.5

5.6

10.17

0.001

Family burdens

35.3

33.8

n.s.

Death of family member in
childhood

84.9

46.5

31.54

Death of own child/partner

75.6

69.0

n.s.

Severe physical injury

45.4

4.2

35.86

<0.0001

Through illness, accident

47.1

15.5

19.41

<0.0001

Through person

35.3

14.1

10.06

0.002

Intense pain

22.7

7.0

7.77

0.005

War experiences

36.1

8.5

17.81

<0.0001

Observed trauma

27.7

78.9

46.71

<0.0001

Family of origin

22.7

2.8

13.58

<0.0001

Other family

18.5

1.4

12.91

<0.0001

Other

19.3

2.8

10.61

0.001

21.0

1.4

14.46

<0.0001

9.2

0.0

F.E.

0.008

10.1

0.0

F.E.

0.004

Family of origin

9.2

4.2

n.s.

Other family

1.7

0.0

n.s.

Other

4.2

0.0

n.s.

Reported event(s)

<0.0001

Life threat

Emotional neglect

Emotional abuse
Family of origin
Other family
Other
Physical abuse

F.E. Fisher’s Exact, two sided; this test was performed when at least one cell had an expected
count <5
Family of origin: by one or more members of the family of origin. Other family: by one or more
other relatives. Other: by another person(s)
a

α = 0.05/17 = 0.003
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Discussion
To our knowledge, this is the first quantitative study in an African context on the
relationship among spirit possession, dissociative symptoms and reported potentially
traumatizing events.
We hope this study will contribute to a broader understanding of dissociation related
to potentially traumatic experiences in different cultural contexts and how this can be
manifested and understood as spirit possession, as an idiom of distress.

Attributions of spirit possession
In our study, spirit possessed clients and their healers referred to sociocultural factors
and not to potentially traumatizing events as explanations for their symptoms,
which supported our first hypothesis. This corresponds with the explanations provided
in focus groups for dissociative trance and possessive trance states during our
qualitative research (Van Duijl et al. 2005). The focus groups explained the possessing
agents as ‘spirits of the dead who speak though the living,’ usually manifesting
themselves ‘because cultural rituals have not been performed,’ sometimes because
obstruction by ‘the Christian generation,’ or ‘It can be a result of unresolved conflicts
which the spirits try to settle.’ The fact that potentially traumatic experiences, such as
mentioned in the HTQ, do not fit within these local explanations for spirit possession

TABLE 4: Pearson product–moment correlations among measures of dissociation
and reported traumatizing events (n = 190)

DES

SDQ-20

CDS-Ug

SDQ-20

0.75

CDS-Ug

0.76

0.68

TEC

0.64

0.66

0.51

HTQ

0.69

0.64

0.64

All correlations significant at p < 0.0001 (two tailed)

TEC

0.66
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possibly underlies the fact that these traumatic experiences, although prevalent, are
not spontaneously associated with spirit possession.
This is also illustrated by the case history in this chapter in which the patient suffers
from a possessing agent experienced as the spirit of her deceased uncle. This uncle
had had a conflict with her Christian father, who refused to acknowledge and perform
traditional rituals.
It was only after further probing that we understood that our patient, like her uncle,
had a longstanding, unspoken, conflict with her father. She blamed him for her forced
separation from her beloved child and husband. The Christian beliefs of her father and
traditional role conceptions obstructed her happiness.

Spirit possession and dissociative symptoms
The traditional healers’ diagnosis of spirit possession was verified with a checklist of
locally described dissociative symptoms, the CDS-Ug. It confirmed the distinction
between the group suffering from spirit possession and the non-possessed group.
Frequently reported local symptoms of spirit possession included involuntary shaking
of the head or parts of the body attributed to spirits, talking in a different voice, which
others recognized as the voice of a spirit, and feeling influenced by unidentified forces,
which caused behaviour different from the usual behaviour. These symptoms overlap
with the DSM-IV research criteria for DTD (APA 1994). Nearly half of the possessed
patients additionally mentioned something holding the body so that one could not
move or speak. This symptom warrants further investigation for possible inclusion in
the DSM-V criteria for DTD.
Our findings support the second hypothesis: that, compared to controls, patients
with spirit possession report more psychoform and somatoform dissociative
symptoms. Thus, next to the local presentation and clarification of this disorder, it
is also associated with severe dissociation as defined and documented in Western
countries. This is confirmed by the high correlations between the CDS-Ug and the
DES as well as the SDQ (Table 4).
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Spirit possession and reported potential traumatic events
In support of the third hypothesis, patients with spirit possession reported more
potentially traumatizing events than controls. They reported more cumulative
potentially traumatizing events, on both the HTQ and TEC, as well as more events
related to ill health, injury and near-death experiences (Tables 2, 3). A relationship
between potentially traumatizing events and states attributed to spirit possession was
also found by Van Ommeren et al. (2001), who, also using the HTQ, identified trauma,
early loss and recent loss as predictors of attacks of medically unexplained illness
in a Bhutanese refugee camp. This illness involved alterations of consciousness,
which were culturally attributed to possession by spirits, rather than to traumatic
experiences. As in our study, the Bhutanese patients scored higher on the SDQ20 than the controls. Castillo (1994a, b) also suggested that trauma is a risk factor
for spirit possession in South Asia. Therefore, there is evidence that the occurrence
of spirit possession is related to traumatizing events and that patients of traditional
healers may have experienced multiple traumatizing events.

Dissociative symptoms and reported traumatic events
The finding that psychoform and somatoform dissociation is associated with
reported potentially traumatizing events (Table 4) confirms our fourth hypothesis and
is in agreement with studies mentioned in the Background section in this paper on
dissociation and trauma. Findings of this study suggest that bodily threat and threat to
life related to other causes, such as severe illness and injury, may also contribute to the
evocation of dissociative symptoms. Because correlational data cannot reveal causal
relationships, the current findings do not demonstrate that potentially traumatizing
events cause dissociation. However, they are in full consonance with prospective and
longitudinal studies showing that events ranging from traffic accidents (Murray et al.
2002) to childhood abuse (Ogawa et al. 1997; Macfie et al. 2001) and traumatizing
medical procedures (Diseth, 2006) can induce short-term and long-term dissociative
psychopathology.

Some methodological constraints
A limitation of this study is that the spirit possessed respondents form a selected
sample, as they first visited a traditional healer and subsequently were selected
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and referred for the study by these healers. Comparing local categories to Western
classification systems is complicated because both systems are based on seemingly
incompatible conceptualizations about causes and symptoms of distress. This also
applies to our categorization of traumatic events, because it is possible that fear of
ancestors, especially fear of witchcraft and sorcery, is locally perceived as a traumatic
stressor. Despite these complications, an attempt to look for associations between
common local presentations of distress and international classification systems
seems necessary in countries where both systems are highly prevalent. Guarnaccia
and Rogler (1999) mention two reasons for focusing research on cultural syndromes:
the cultural diversity of persons seeking mental health care, also in Western countries,
and the development of the DSM’s becoming an internationally used document.
The problem of the ‘‘category fallacy’’ (Kleinman 1988) is dealt with in this study by
using local questionnaires (SPQ-Ug) and checklists (CDS-Ug) to explore the local
features and explanations and to verify the local classification of spirit possession
(Van Duijl et al. 2005). An additional constraint is that the SDQ-20, DES and TEC have
not been validated in the East African context. However, high correlations between
these questionnaires and the CDS-Ug and HTQ, respectively, support the convergent
validity of these questionnaires.
Our findings on the relationship between dissociative symptoms and reported
potentially traumatizing events gain perspective because there is no local cultural
bias regarding an association between dissociative symptoms and trauma. Both
traditional healers and their clients shared the local explanation that the possession
was caused by ‘‘cultural’’ causes such as bewitchment, neglected rituals or angry
ancestors and did not identify potentially traumatizing psychosocial events as related
to spirit possession. It was only after explicit questioning that these experiences were
confirmed. We therefore conclude that suggestion from the interviewer or from
cultural sources does not explain trauma reporting of individuals with dissociative
symptoms in Uganda. These findings cast doubt on the hypothesis that trauma
reporting of individuals with dissociative symptoms would emerge from suggestion,
as stated by Loftus (1993), Brown (1995) and Mair (1999). Neither secondary benefits
nor knowledge about traumatic stress or DSM-related symptoms play a role when
reporting traumatic events as it might in Western countries (De Jong, 2005).

Dissociative symptoms and reported trauma

| 89

Implications for clinical practice
It appears that spirit possession serves as an idiom of distress for the persons in this
study who have experienced multiple psychological traumatizing events. This may
provide them with a discourse that enables them to give meaning to their distress and
find help within the locally available explanatory models and resources. These patients
deserve attention with regard to the possible severity of dissociative symptoms and
the relationship with having experienced potentially traumatizing events. Awareness
of possibilities to classify pathological states of spirit possession as DTD can help
to acknowledge the patient’s perception of his or her illness and explore referral
possibilities for treatment.
One should bear in mind, however, that spirit possession, both as part of an
explanation or as a dissociative presentation, in itself is not pathological. Only when
this, as an attribution or as a dissociative presentation, is causing clinically significant
distress and impairment in social and occupational functioning can it be classified as a
disorder. In our research we interviewed patients referred by healers, who had treated
them, because of longstanding distressing and disabling symptoms. Even with the
spirit possessed patients in this research, one could argue whether the possessive
state itself should be seen as pathological. For example, most of the patients
before the healing ritual had been suffering from various somatic and dissociative
complaints and had visited various health centres without finding relief. The actual
possessed state occurred sometimes before, but also during, the healing ritual. The
actual “appearance” of the possessing agents and possibilities for clarification and
negotiation by the healer are part of the healing ritual (e.g., anger or grief can be
part of exposure therapy). The spirits, called the emandwa (messengers) in the local
context, give language and meaning to the experienced distress. The healers’ ability
to become possessed is part of the healing ritual (Seligman, 2005).
This also does not imply that all spirit possessed patients will need their
traumatic experiences to be addressed in order to feel better. Remarkably, the vast
majority of patients in our study group felt that the treatment by the traditional healer
had helped them well (45% felt better and 54% completely healed after treatment).
Igreja (2003) describes how in Mozambique the recovery process of psychosocial
hurts of war survivors seemed to be supported through the interaction of the Gamba
spirits and healers that emerged after the war. De Jong (2002) also states that
traditional healers and healing churches are often effective in dealing with the highly
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prevalent dissociative states in war-affected and low-income countries. In the first
author’s experience in south-west Uganda, collaboration with traditional healers and
mutual referral involving culturally sensitive counsellors (Van Duijl, 2003; Odenwald et
al. 2007) effectively complemented government mental health services.

Implications for classification of spirit possession
Pathological forms of spirit possession can be classified as a subtype of DTD,
included in the DSM-IV Appendix on Criteria Sets for Further Study; the official
body of the diagnostic manual includes pathological possession trance as an
example of Dissociative Disorders Not Otherwise Specified. The ICD-10 (WHO, 1992)
similarly includes trance and possession disorders. DTD is defined by an involuntary
state of trance that is not accepted as a normal part of a collective or cultural ritual.
This state is accompanied by narrowing of awareness of immediate surroundings
and stereotyped behaviour or movement that one experiences as beyond one’s
control. In the subtype possession trance disorder, a single or episodic alteration
in the state of consciousness is accompanied by the replacement of the customary
sense of personal identity by a new identity that is attributed to the influence of a
spirit, a power, a deity or another person (APA, 1994). The stereotyped and culturally
determined behaviours are experienced as being controlled by the possessing agent
and there is full or partial amnesia for the event. The DSM IV concludes that when the
trance or possession state is not accepted as a normal part of a collective cultural or
religious practice and causes significant distress or impairment in functioning, it can
be considered pathological.
The overlap of symptoms of spirit possession in Uganda with DSM-IV criteria
demonstrates the clinical relevance of these phenomena. However, the inclusion
of DTD in DSM IV has also been controversial because idioms of distress involving
attribution to spirit possession can overlap several DSM diagnoses, for example,
dissociative disorders, anxiety disorders and depression (APA, 1995; Kirmayer, 1996).
Moreover, the local concepts regarding explanatory models and management can
differ from the Western conceptualization of diagnostic categories in the DSM-IV
(Bourguignon, 1992; Kirmayer, 1998; Lewis-Fernandez, 1992). Another debate
involves the question of what should be considered culturally sanctioned ceremonies
and thus ‘‘normal’’ forms of spirit possession and what should be considered
pathological dissociation (Antze, 1992; Boddy, 1992; Cardeña, 1992; Cardeña et al.
2008; Koss-Chioino, 1992; Leavitt, 1993; Odenwald et al. 2007). As stated before,
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from a cultural perspective, possession trance is a common way of experiencing and
describing dissociative phenomena (Cardeña, 1996; Hollan, 2000; Kirmayer, 1998;
Lewis-Fernandez, 1998; Somer, 2006).

Implications for further research
The impact of potentially traumatizing events related to war, poverty and societal
disruption on the occurrence of dissociative and possessive trance disorders in
developing countries deserves further research (Bracken et al. 1995). This also should
include further research to evaluate the experimental criteria for DTD in different
cultures and the question when the word pathological is appropriate in local contexts.
Possible adaptations of presentations and symptoms of DTD associated with
urbanization, societal change and migration will have to be taken into consideration.
Finally, further development and evaluation of culturally sensitive treatment
approaches that acknowledge the different cultural, religious and psychotherapeutic
narratives and interventions are necessary.
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Abstract
Introduction and aims
As in many cultures, spirit possession is a common idiom of distress in Uganda. The
DSM-IV contains experimental research criteria for Dissociative and Possession
Trance Disorder (DTD and PTD) which are under review for the DSM-5. In the
current proposed categories of the DSM-5, PTD is subsumed under Dissociative
Identity Disorder (DID) and DTD under Dissociative Disorders Not Elsewhere
Classified. Evaluation of these criteria is currently urgently required.
This study explores the match between local symptoms of spirit possession in
Uganda and experimental research criteria for PTD in the DSM-IV and proposed
criteria for DID in the DSM-5.

Methods
A mixed-method approach was used combining qualitative and quantitative
research methods.
Local symptoms were explored of 119 spirit possessed patients, using illness
narratives and a cultural dissociative symptoms’ checklist. Possible meaningful
clusters of symptoms were inventoried through Multiple Correspondence Analysis.
Finally, local symptoms were compared with experimental criteria for PTD in the
DSM-IV and proposed criteria for DID in the DSM-5.

Results and conclusion
Illness narratives revealed different phases of spirit possession, with passiveinfluence experiences preceding the actual possession states. Multiple
correspondence analysis of symptoms revealed two dimensions: “passive” and
“active” symptoms.
Local symptoms, such as changes in consciousness, shaking movements, and
talking in a voice attributed to spirits, match with DSM-IV-PTD and DSM-5-DID
criteria. Passive-influence experiences, such as feeling influenced or held by
powers from outside, strange dreams, and hearing voices, deserve to be more
explicitly described in the proposed criteria for DID in the DSM-5. The suggested
incorporation of PTD in DID in the DSM-5 and the envisioned separation of DTD
and PTD in two distinctive categories have disputable aspects.
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Introduction
In many cultures, also in Uganda, spirit possession is a common presentation expressing
distress (Neuner et al. 2012; Odenwald et al. 2007; Van Duijl et al. 2010). The DSM-IV
included experimental criteria for Dissociative and Possession Trance Disorders, which
are under review for the DSM-5. However, there is scant research validating these
experimental criteria. During et al. (2011) conducted a review of the medical literature
on case reports and found 28 articles describing 402 patients with DTD worldwide, the
majority in Asia and two studies in Africa with only a few cases. In this study we will first
explore the characteristic symptoms of 119 patients with spirit possession in Uganda.
Subsequently, we will compare these characteristic symptoms with the experimental
research criteria for dissociative and possession trance disorders in the DSM-IV and with
the currently proposed classification of Dissociative Identity Disorder in the DSM-5, in
order to contribute to the evaluation of these criteria.

Trance and possession states
Trance and possession phenomena exist in a majority of cultures (Cardeña et al.
2009; Sar, 2006). Bourguignon demonstrated that from 488 societies reviewed, 74%
believe that spiritual forces can influence the individual and 52% that an individual’s
personality can be replaced by that of another being (Bourguignon and Evascu, 1977).
Trance and possession states can manifest themselves in healing practices such as
shamanism and Christian exorcism, psychopathology (such as the culture-specific/
related syndromes Amok, Latah and Dissociative Identity Disorder), and as cultural
idioms of distress to deal with political change such as Kiyang-Yang in Guinee-Bissau
(De Jong and Reis, 2010), the Gamba spirits in Mozambique (Igreja, 2003), and other
forms of spirit possession that seem to arise in political conflicts (Behrend, 1999;
Halliburton, 2005; Igreja, 2003). Recent epidemiological studies (Igreja et al. 2010;
Neuner et al. 2012) in Africa confirm the occurrence of spirit possession experiences as
related to war experiences. However, descriptions of the accompanying dissociative
symptoms in these studies are limited and lacking in detail.

Classification in the DSM-IV
DSM-IV classifies pathological forms of spirit possession as a subtype of DTD,
included in the DSM-IV Appendix on Criteria Sets for Further Study; the diagnostic
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manual categorizes pathological possession trance as a dissociative disorder not
otherwise specified (American Psychiatric Association, 2000). The ICD-10 (World
Health Organization, 2010) similarly includes trance and possession disorders.
Dissociative Trance Disorder (DTD) is defined in DSM-IV as an involuntary state of
trance that is not accepted as a normal part of a collective or cultural ritual. This
state is accompanied by narrowing of awareness of immediate surroundings and
stereotyped behaviour or movement which one experiences as beyond one’s control.
In Possession Trance Disorder (PTD), a single or episodic alteration in the state of
consciousness is accompanied by the replacement of the customary sense of personal
identity by a new identity that is attributed to the influence of a spirit, power, deity, or
other person. The stereotyped and culturally determined behaviours are experienced
as being controlled by the possessing agent, and there is full or partial amnesia for
the event. The DSM-IV concludes that when the trance or possession state is not
accepted as a normal part of a collective cultural or religious practice and causes
significant distress or impairment in functioning, it can be considered pathological.

Proposed classification of PTD in the DSM-5
As part of the development process of the DSM-5, the proposed revisions to the
current diagnostic criteria are now available for public review and evaluation in field
trials. The work group preparing DSM-5 is currently proposing that one part of the DTD,
the pathological possession trance component, is to be moved from the Appendix
and subsumed into an existing disorder: Dissociative Identity Disorder (criteria are
summarized in Table 3). This view is supported and clarified by Spiegel et al. (2011)
based on phenomenological similarities. In addition, Ross has demonstrated that
possession experiences are common among patients with DID (Ross, 2011) and thus
provides evidence for the overlap of symptoms. The pathological trance component
would remain in the Dissociative Disorder Not Otherwise Specified (American
Psychiatric Association, 2012). To develop the DSM-5 as more globally applicable, a
review and evaluation based on different cultural perspectives, other than from the US
and Western countries, is regarded as essential (Alarcon et al. 2009).

Transcultural research
In transcultural research, local experiences and views on manifestations such as
spirit possession are referred to as emic, whereas DSM-IV and -5 refer to etic and
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rather “universal” disease categories (Kleinman, 1988). When comparing emic to etic
categories, a mixed-method research approach is recommended, in which qualitative
and quantitative methods are combined (De Jong and van Ommeren, 2002; Corbin
and Strauss, 2008; De Jong et al. 2010). De Jong and Van Ommeren (2002) describe
different stages in transcultural research, where an epidemiological survey is preceded
by qualitative research stages to elicit information on illness experience, local
nosological categories, and the context of symptoms. These methods provide the
background information required to shape research questions, to modify instruments
for local situations, and to interpret collected epidemiological data. The procedure of
alternating qualitative with quantitative methods was also applied in a sequence of
studies on dissociation in Uganda briefly described below.

Spirit possession in Uganda
Our first study explored the applicability of DSM categories to dissociative disorders in
Uganda, in a qualitative study by Van Duijl, Cardeña and De Jong (2005). Vignettes of
etic DSM-IV categories of dissociative disorders were used as a starting point to explore
the applicability of these concepts and were compared with local (emic) categories
and symptoms. Information obtained in focus group discussions and key informant
interviews was triangulated between traditional healers, religious leaders, various types
of health professionals, and people in the community. One result of this study was that all
respondents confirmed the common occurrence of dissociative trance and possession
trance states. The possessing agents were seen as manifestations of ancestral spirits,
usually manifesting themselves to address neglected cultural rituals and unresolved
conflicts. The study also revealed local terms and descriptions for common dissociative
presentations including possession states. Subsequently, these local categories were
incorporated in a checklist for local dissociative categories, which is used in the current
study and is described in the Methods section.
The objective of the second study of this research project by Van Duijl et al.
a quantitative case control study, was to explore the relation between “spirit
possession”, dissociative symptoms, and reported traumatic experiences (Van Duijl
et al. 2010). In this study the traditional healers’ emic diagnosis of “spirit possession”
of the case group was confirmed by the checklist for local dissociative categories. The
case group of patients with “spirit possession” appeared to report significantly higher
levels of local dissociative symptoms, as well as severe psychoform dissociation and
somatoform dissociation, and more potentially traumatizing events than the control
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group. The associations between these events and different types of dissociation
were significant.

Aim of the current study
The DSM-IV includes experimental research criteria for dissociative and possession
trance disorders, but despite numerous anthropological studies describing these features
(Bourguignon and Evascu, 1977; Cardeña et al. 2009), there are hardly any quantitative
studies evaluating the symptoms of spirit possession in culturally diverse settings in
relation to these experimental criteria. With the DSM-5 currently being developed, it
seems timely to contribute to the justification of these experimental criteria and reflect
on the current proposed classification for these disorders in DSM-5.
The current study aimed at an in-depth analysis of local dissociative symptoms of
119 spirit possessed patients from the aforementioned second study in Uganda and a
comparison of these with the experimental criteria for DTD in DSM-IV and the proposed
criteria in DSM-5. Our procedure was as follows: 1) Previous emic qualitative data (i.e.
illness narratives derived through open-ended questions) were used to explore local
dissociative symptoms of spirit possession in Uganda. We explored which dissociative
symptoms occurred before and during the possession state of the case group. We
also explored whether categorical factor analyses of these inventoried dissociative
and possession symptoms revealed meaningful patterns (clusters of symptoms). 2)
Subsequently, we elicited the occurrence of locally known dissociative categories
with a checklist. 3) We compared these spontaneously mentioned symptoms in the
narratives of the spirit possessed group with the results on the checklist of local
dissociative presentations/categories. 4) Finally, we compared the locally retrieved
symptoms with the experimental criteria for dissociative and possession trance in the
DSM-IV, and the current available proposed criteria for DID in the DSM-5.

Methods
Context of the study
This study was conducted in Uganda, where in past and current history the population
has suffered from war, terror and rebel groups, the AIDS crisis and other infectious
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diseases, and poverty. Despite recent economic growth, access to mental health and
psychosocial services in most of the country remains extremely limited (WHO, 2012)
. Most people therefore depend on traditional healers and churches for psychological
relief. This can explain the role of spirit possession as an idiom of distress in a context
of massive traumatic stress. In view of the scarcity of mental health resources in
large parts of the country, and with spirit possession being an common expression
of distress, people often resort to cultural and religious channels to express their
traumatic experiences (Tankink, 2007; Van Duijl et al. 2010). The study area comprises
three districts in south-western Uganda: Mbarara, Bushenyi, and Ntungamo. These
districts have a total population of approximately 1.5 million inhabitants and were part
of the kingdom of Ankole, which was abolished by the former ruler Milton Obote in
1967. Idi Amin divided the area into the current districts. The majority of people live
in rural areas, and the economy depends mainly on agriculture (crops and livestock),
mostly at a subsistence level.
The first author of this paper was involved in developing public mental health services
in this area while serving as Head of the Department of Psychiatry at Mbarara
University for five and a half years (Van Duijl, 2003). With her Ugandan colleagues
in the department, she met with traditional healers on a regular basis and gradually
gained their trust to collaborate in this research.

Participants and procedure
The participants in this study consisted of the case group of 119 spirit possessed
patients of the aforementioned case-control study, which was conducted in different
villages of the Mbarara, Bushenyi, and Ntungamo districts. By interviewing key
informants, inventory lists were made of the approximately 300 traditional healers
in the area. Those who reported offering treatment to patients suffering from spirit
possession (80 healers in 19 healing locations) were approached and asked to refer
patients who according to them were suffering from possession by a spirit or power,
or as the result of witchcraft or sorcery by another person. Referred patients (n=120)
were interviewed at the healer’s place on a subsequent visit. One was excluded
because of incomplete information.
All participants gave verbal informed consent prior to inclusion in the study, and
procedures were in accordance with the Helsinki Declaration (World Medical
Association, 1997). Study and procedures were approved by the International
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Research Review Board of Mbarara University and the District Authorities. A Ugandan
research assistant, a student in Development Studies, conducted the interviews in the
local language (Runyankore) under supervision and mostly in attendance with the first
author, using the set of questionnaires described below.

Instruments
To explore local (emic) dissociative features of spirit possession in Uganda, two
instruments were used: 1) the Spirit Possession Questionnaire for Uganda (SPQ-Ug),
to elicit dissociative symptoms spontaneously described by spirit possessed patients;
and 2) the Checklist Dissociative Symptoms for Uganda (CDS-Ug), to measure the
presence of locally known dissociative presentations/categories.
1) The SPQ-Ug was locally designed. It explored demographic features and used
open-ended questions about psychosocial stressors, characteristics of the
possession, and the participants’ histories and subjective explanations of their
possession. The open-ended questions resulted in mini illness narratives on the
subjective experiences of the spirit possessed patients. These mini-narratives
provided the emic descriptions of the dissociative symptoms preceding and
during the possession state, which were further analysed for this study.
2) The CDS-Ug is a locally designed checklist based on information obtained in focus
group discussions with traditional healers, religious leaders, health professionals,
and people of the community (Van Duijl et al. 2005). It covers common and typical
symptoms of dissociation and spirit possession, including:
1. Okukangarana: described as being shocked by a situation in such a way
that later on one cannot remember the situation (amnesia);
2. Okurogwa: described as talking in a different voice, which others recognize
as the voice of an (ancestral) spirit (possession trance);
3. Eibugane: feeling influenced by unidentified forces causing behaviour
different from one’s usual behaviour;
4. Okukyekyera: traveling outside one’s home without remembering (fugues
or “night dances”);
5. Okusharara: feeling as if something from outside holds one’s body or mind
so that one cannot move, think or speak, which is attributed to an outer
force (feeling paralyzed);
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6. Okugwa: shaking of the head or body, seen as an expression of spirits
(involuntary repetitive movements);
7. Okugamba endimi: speaking in tongues (glossolalia);
8. Okwehindura: making sounds and movements as if one has become an
animal, e.g. a cock, monkey or goat, without remembering this behaviour
afterwards (possession by animal).
Spirit possessed patients were asked whether and how these eight features applied
to themselves.
Both questionnaires were translated into Runyankore and administered verbally by the
interviewer because of the high illiteracy rates among the participants in the study. More
details on the translation process and internal consistency of the CDS-Ug are described
in the aforementioned study by van Duijl et al. (2010). Answers were recorded in English
with local terms, e.g. the names of possessing agents in the local language.

Data analysis strategy
1. To explore the local subjective symptoms of spirit possession, the mini-narratives
(given as answers by the case group to the open-ended questions of the SPQ-Ug
questionnaire) were recorded in writing. A process of conceptual ordering (Corbin and
Strauss, 2008) was used to categorize the descriptions of the dissociative symptoms
(resulting in different categories, which also distinguished symptoms preceding and
symptoms during the actual possessed state). These categorized descriptions were
labelled according to their themes and entered into a data file for computation. For
example: the description `hearing the Bachwezi (gods)’ was categorized under the
symptom label of `hearing voices’ (Table 3 shows all of the resulting groupings).
To examine the occurrence of these dissociation symptoms, firstly frequencies
were calculated and then ranked according to their reported prevalence. Because
different symptoms could be more or less strongly associated to each other, Multiple
Correspondence Analysis (a technique similar to factor analysis on categorical data)
was used to look for possible meaningful clusters of corresponding experiences.
Departing from the correlation matrix of the symptoms, this analysis calculates a
latent multi-dimensional structure. If restricted to the two main dimensions, the
correlations of the symptoms with these dimensions (the component loadings) are
easily translated into a two-dimensional figure for a visual inspection (Figure 1).
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2. In the same way, the frequencies of the previously reported eight local dissociative
categories (as measured by the CDS-Ug checklist) were calculated and ranked. Again,
to investigate possible patterns of corresponding symptoms, component loadings
were calculated by Multiple Correspondence Analysis.
3. In a final Multiple Correspondence Analysis, both sets of data (the symptoms
based on SPQ-Ug mini-narratives, and the CDS-Ug checklist measuring occurrence
of local dissociative categories) were analysed together to explore visually the figure
of the component loadings. All calculations were done by using SPSS-19 (2011).
4. Finally, a table was created, organizing short descriptions of all the various
criteria, symptoms, categories, and labels, with the aim of enabling a comparison of
the experimental etic DSM-IV DTD criteria and the proposed etic DSM-5 DID criteria,
with the empirically derived emic dissociation symptoms (from the patients’ SPQ-Ug
mini-narratives) and the emic dissociative CDS-Ug categories (as reported by the
local health professionals).

Results
Demographics
The case group of 119 spirit possessed patients consisted of 45% male and
55% female patients. The mean age in the case group was 38.4 years (SD=12.2).
Approximately 23% had no education, and around 60% had stopped schooling
during or after primary school.

Emic local dissociative symptoms reported in mini-narratives
(SPQ-Ug)
Table 1 shows ranked frequencies of local dissociative symptoms (before and during
the possession state) as reported by the case group in the SPQ-Ug mini-narratives.
Noteworthy is that, of the spirit possessed patients, 24% reported having specific
possession symptoms before the healing session, whereas 49 % experienced the
“typical” possession complaints only during the healing session. The most common
spontaneously reported dissociative symptoms preceding the actual possession
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TABLE 1: Ranked dissociative SPQ-Ug1 symptoms, before and during the state
of possession, as reported by the case group (N = 119), and component loadings.

Preceding
Possession
State

During
Possession
State

Component loadings2

Symptoms of Possession

N

%

N

%

Dimension 1

Dimension 2

Shaking (stereotype movements)

0

0

89

75

.02

.37

Speaking in different voice (of
the spirit)

n.a.

n.a.

78

67

.03

.09

Hearing voices

39

33

47

40

.10

.35

Amnesia / changed consciousness

n.a.

n.a.

35

29

.53

.00

Strange dreams

27

23

n.a.

n.a.

--

--

Restless

16

14

n.a.

n.a.

--

--

Unable to speak

16

14

n.a.

n.a.

--

--

Paralyzed (by outer force)

n.a.

n.a.

17

14

.26

.28

Forgetful

14

12

n.a.

n.a.

--

--

Seeing things differently

14

12

n.a.

n.a.

--

--

Moving (around / into bush)

n.a.

n.a.

13

11

.36

.18

Shouting

12

10

n.a.

n.a.

--

--

Isolating (alone / hating people)

5

4

7

6

.42

.07

SPQ-Ug: Spirit Possession Questionnaire Uganda (categorized mini-narratives by patients);
owing to missing values, N-range: 114-119. Symptoms ranked by reported prevalence. Nonapplicable categories (n.a.) are symptoms not reported as an experience preceding/during the
possession state.

1 

Component loadings derived by Multiple Correspondence Analysis, with SPQ-Ug symptoms
reported only during the state of possession entered as active variables. Loadings >.30 marked
by bold numbers

2 
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state were: ‘hearing voices’ (33%) and ‘strange dreams’ (23%). Other symptoms that
occurred before the possession state were, ‘being restless’, ‘being unable to speak’,
‘being forgetful’, ‘seeing things differently’ (as through a fog), and ‘shouting’. The
most reported symptoms occurring during the possessed state were: ‘shaking of the
body’ (75%), ‘speaking in a different voice’ (67 %), ‘hearing of voices’ (41%) and
‘amnesia/change of consciousness’ (29%).
To explore possibly associated clusters of possession symptoms (a possible latent
structure), the symptoms reported as occurring mainly during the possessed state
were all entered in a Multiple Correspondence Analysis. The results of the analysis
showed two main clusters of items (see the component loadings in Table 1): the
first dimension was marked by relatively high loadings of the symptoms ‘amnesia/
changed consciousness’, ‘isolating’, and ‘moving, fugue-like behaviour’; and the
second dimension was marked by relatively high loadings of the symptoms ‘shaking
of the body’ and ‘hearing voices’.

Emic dissociative categories reported through checklist
(CDS-Ug)
The occurrences of locally known dissociative categories among spirit possessed
patients were measured with the items of the CDS-Ug checklist and are presented
in Table 2. The most reported items measured by this questionnaire were: Okugwa:
shaking, involuntary repetitive movements (69%); Okurogwa: speaking in the voice of
the spirit (64%); Eibugane: behaviour influenced by supernatural forces (51%); and
Okusharara: feeling paralyzed; unable to speak or move (48%).
Again, a Multiple Correspondence Analysis was performed to explore possible
clusters of symptoms. All the CDS-Ug items that were reported to happen to more
than 5% of the participants were entered in the analysis.
Owing to low frequency, symptoms such as speaking in tongues and making
animal-like noises were excluded. The results of this analysis (see the component
loadings in Table 2) showed two distinctive clusters of symptoms, which together
explained approximately 46% of the variance. In one dimension, shaking, stereotyped
movements (Okugwa), and speaking in voices of spirits (Okurogwa) were most strongly
represented. In the second dimension, feeling paralyzed (Okusharara), amnesia
(Okukangarana), and fugues (Okukyekyera) appear strongly connected.
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Patterns of overlapping symptoms of both sets of data (SPQUg and CDS-Ug)
Results obtained by Multiple Correspondence Analysis (such as dimensions and
component loadings) can be presented in a tabular form (as shown in Tables 1 and
2), but they can also be visualized by plotting the component loadings into a twodimensional space. Figure 1 shows an illustration of the results of this procedure
for visual inspection. This time the MCA calculation is performed on the combined
data of the responses on the SPQ-Ug (during possession) together with the results
on the CDS-Ug. The labels of the SPQ-Ug items, presented in lower-case letters,
and CDS-Ug items, presented in upper-case letters, are described in Table 3. Figure
1 illustrates that patterns related to the two dimensions of the subjective local

TABLE 2: Ranked categories of CDS-Ug1 possession symptoms experienced by
patients in the case group, as reported by their health professionals

CDS-Ug symptom category
Symptoms of Possession

Component loadings2
N

%

Dimension 1

Dimension 2

c6 SHAKING (stereotype movements)

78

69

.46

.05

c2 VOICE (of the spirit)

72

64

.36

.09

c3 INFLUENCED (by supernatural forces)

58

51

.22

.12

c5 PARALYZED (unable to move or
speak)

54

48

.20

.36

c1 AMNESIA (not remembering traumatic
events)

23

20

.22

.32

c4 FUGUES (moving outside regular
places)

23

20

.10

.29

c7 LANGUAGES (speaking in tongues)

6

5

n.a.

n.a.

c8 SOUNDS (making strange noises,
animal-like)

3

3

n.a

n.a.

CDS-Ug: Checklist Dissociative Symptoms for Uganda (owing to missing values: N = 113).

1 

Component loadings derived by Multiple Correspondence Analysis; all possession symptoms
with prevalence >5% entered as active variables. Loadings >.30 marked by bold numbers.

2 

110 | Chapter 5

dissociative symptoms as reported by the patients roughly overlap with those of
the local dissociative categories from the health professionals. Symptoms of both
measures, such as shaking and speaking in voices, are strongly represented on the
vertical axis, and symptoms such as amnesia, feeling paralyzed, and feeling influenced
by outer forces are more strongly present in the horizontal axis or lower part of the
figure. The vertical axis represents the more active symptoms and the horizontal axis
the passive symptoms.

FIGURE 1: Visual representation of Multiple Correspondence Analysis component loadings
of SPQ-Ug patient responses (lower-case) and CDS-Ug categories by careproviders (upper-case) items
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Comparison of local symptoms of patients with DSM-IV and
DSM-5 criteria
Table 3 compares the local dissociative symptoms derived from the patients’ mininarratives (SPQ-Ug), and the local dissociative categories of the professional careproviders (CDS-Ug), with the experimental DSM criteria for the DSM-IV and the
proposed criteria for DSM-5. The sequence of criteria of the current DSM-IV (see
fourth column) is used as the main reference for comparing the symptoms by the
different methods.
The first column contains the local dissociative symptoms as mentioned spontaneously
by spirit possessed patients (emic provided by patients).
The second column indicates the proportion of patients perceiving a shift in this
particular symptom (comparing preceding symptoms with symptoms during the
possessed state).
The third column describes the items of the CDS-Ug representing the local dissociative
categories as used by the care-providers.
In the fourth column the research criteria for DTD (PTD) are placed in the sequence
as mentioned in the DSM-IV (ETIC DSM-IV). In the fifth column the proposed criteria
for DID in the DSM-5 (ETIC DSM-5) are placed where they appear to overlap with the
symptoms in preceding columns.
DSM criteria not describing symptoms, but used for in- or exclusion, and differential
diagnoses are mentioned in the notes below the table. The empty spaces indicate
which local symptoms are difficult to match with the etic DSM-IV or -5 criteria. Local
symptoms, such as `hearing voices` and ‘feeling influenced by outer forces’, are not
matched by descriptions in the DSM-IV or -5.
The first row shows overlapping symptoms and descriptions for amnesia as
described from emic perspective and DSM-IV and -5 criteria. Descriptions by patients
of experiencing ‘unconsciousness’ during the possession states and experiences of
being forgetful relate to ‘alterations in the state of consciousness with full or partial
amnesia’ (DSM-IV, DTD), and seeing things differently and looking through fog are
covered by ‘narrowing of awareness of immediate surroundings’ in the DSM-IV. The

Okukangarana / AMNESIA
Shocked by a situation in
such a way that later on one
cannot remember the situation.

n.a. → 29%

Hearing voices
– of the Bachwezi (gods)
– of late mother
– of spirits/ancestors
Shouting/talking to themselves
10% → n.a.

33% → 40%

Okwehindura / ANIMAL SOUNDS
Making animal sounds and
movement e.g. a cock, monkey or goat.
Okugamba endimi / LANGUAGES
Going into another state of
mind and talking in languages
one has never learned before.

Okurogwa / VOICE OF SPIRIT
Talking with a voice recognized by others as the voice
of a spirit.

n.a. → 67%

Talking in voice of a spirit
Speaking out as a witch,
a late (grand)parent or with
voice of Bachwezi
Animal sounds
- barking like a dog,
- roar like a lion
Languages
Speaking in a different
language: Lutoro, Swahili or
unknown
rare

Okugwa / SHAKING
Shaking with their heads or
part of body without being in
control, seen as an expression of spirits.

0% → 75%

12% → n.a.
12% → n.a.

Local term/ CDS-Ug items and
descriptions

Preceding →
During possessiona

EMIC descriptions by Careproviders

Shaking
Uncontrolled body movements
Shaking of the head,
Involuntary body movements

Amnesia
Changed consciousness
“unconscious”
Forgetful
Looking through a fog
Seeing things differently

SPQ-Ug items and
descriptions

EMIC descriptions by Patients

A(2) Alteration of consciousness, characterized by
replacement of the customary identity by a new identity
attributed to a spirit power or
other person

A(1)b: Stereotyped behaviours
that are experienced beyond
one’s control

A(2)b: full or partial amnesia
A(1)a: narrowing of awareness
of immediate surrounding

A(1)Marked alteration in the
state of consciousness

DTDb

ETIC DSM-IV research criteria

A. Disruption of identity
characterized by two or more
distinct personality states
or an experience of possession. This involves marked
discontinuity in sense of
self and sense of agency,
accompanied by related
alterations in affect, behaviour, consciousness, memory,
perception, cognition, and/
or sensory-motor functioning.
These signs and symptoms
may be observed by others or
reported by the individual.

Specify if: With prominent
non-epileptic seizures and/
or other sensory-motor (functional neurologic) symptoms

B. Recurrent gaps in the recall
of everyday events, important
personal information, and/
or traumatic events that are
inconsistent with ordinary
forgetting.

DIDc

ETIC DSM-5

TABLE 3: Symptoms of spirit possession assessed by SPQ-Ug, compared with CDS-Ug items, DSM-IV experimental criteria, and DSM-5 proposed criteria for DID.
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4% → 6%

Isolating
Not wanting to talk to anyone

Okukyekyera / FUGUE
Travelling /moving outside
one’s home or place of work
without knowing.

Okusharara / PARALYZED
Feeling as if something from
outside holds one’s body
or mind so that one cannot
move, think or speak.

Eibugane/ INFLUENCED
Influenced by unidentified
forces causing behaviour
which is different from one’s
usual behaviour.

b

a

Percentages of recalled symptoms preceding versus during state of possession
 DSM-IV: Dissociative Trance Disorder (DTD)
Criteria B: not part of a collective cultural practice
Criteria C: causing significant distress: reason to visit traditional healers
Criteria D: Not exclusively part of Psychotic Disorder, Dissociative Identity Disorder or consequence of substance abuse.
C 
DSM-5: Dissociative Identity Disorder (DID)
Criteria C: The symptoms cause clinically significant distress or impairment in social, occupational, or other important areas of functioning.
Criteria D: The disturbance is not a normal part of a broadly accepted cultural or religious practice. (Note: In children, the symptoms are not attributable to imaginary playmates or other fantasy play.)
Criteria E: The symptoms are not attributable to the direct physiological effects of a substance (e.g. blackouts or chaotic behaviour during Alcohol Intoxication) or
another medical condition (e.g. complex partial seizures).

23% → n.a.%

14% → n.a.

Restless

Strange dreams
- of white men
- of grazing cows
- of people dying
- spirit of dead person

0% → 11%

14% → n.a.

n.a. → 14%

Moving around
Moving out of the house
during the night. Moving into
the bush.

Paralyzed
Cannot walk/move legs arms
Not able to speak
Failure to smell

Influenced
Feeling as if:
– someone holds me tight
– influenced by strange
powers
– something is holding my
throat
– body does not belong to
one self
Passing out air, smelling
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emic term Okukangarana overlaps with dissociative amnesia as a diagnostic category
in the DSM-IV and criteria B for DID in DSM-5.
In addition, shaking and uncontrolled body movements are local manifestations
overlapping with DSM-IV research criteria for stereotyped behaviours experienced
beyond one’s control. In the proposed DSM-5 criteria for DID, these are characterized
as ‘prominent non-epileptic seizures and/or other sensory-motor (functional
neurologic) symptoms.’
In the third row, spontaneous descriptions in the mini-narratives, such as talking in
the voice of a spirit, making animal sounds, and speaking in languages, are covered
by local categories in the next column. This represents the replacement of the normal
identity by a new identity (attributed to spirits, a power, or other person) in the DSM-IV
criteria and criteria A for DID in the DSM-5.
The lower part of the table shows empty spaces on the side of the DSM criteria. As
mentioned, experiences such as hearing voices (e.g. of sprits or deceased), strange
dreams, feeling influenced or held by powers from outside , feeling paralyzed, or
moving around in fugue-like states are not explicitly covered by the experimental
DSM-IV research criteria nor by proposed criteria for DID in DSM -5. Some of these
experiences could be seen as implicitly covered by the second sentence of criterion
A for DID.

Discussion
This study explored the characteristic symptoms of patients with “spirit possession” in
Uganda and the overlap with the experimental criteria for classification in the DSM-IV
and the proposed classification for possession trance in the DSM-5.

Local symptoms of spirit possession
“Passive” experiences and “active” manifestations of spirit possession
Typically, spirit possessed patients spontaneously described a phase of “passive”
dissociative symptoms, during which they felt influenced by forces/spirits from
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outside before the actual possession state, such as through ‘hearing of voices’ and
‘strange dreams’. Other symptoms mentioned during this phase are ‘being unable to
speak’, ‘feeling restless’, ‘seeing things differently, as through fog’, ‘being forgetful’,
and ‘moving around or into the bush’. These symptoms characterized a phase when
patients felt influenced by spirits from the outside, without or before their original
identity being completely replaced. During the next phase, the actual possessed
state, when the original identity was taken over by another identity, attributed to a
spirit or supernatural power, most patients described ‘shaking of the body’ (repetitive
involuntary movements), ‘speaking in a different voice’ (glossolalia), ‘amnesia/change
of consciousness’, and ‘hearing of voices’ (hallucinating) as the most prevalent
symptoms. Apart from hearing voices, these symptoms coincide with the experimental
criteria in the DSM-IV described earlier in this paper.

“Subjective” and “objective” signs and symptoms
Both the SPQ-Ug and CDS-Ug tapped into local dissociative symptoms. The SPQ-Ug
explored spontaneously mentioned descriptions of internal subjective dissociative
experiences by patients in their illness narratives, and the CDS-Ug measured local
dissociative categories in a checklist based on a key informant/focus group procedure
in former research, categories which by nature represent more externally witnessed
objective symptoms. The descriptions obtained via focus group discussions with
care-providers did not reveal the mentioned stages of a preceding phase and active
phase as clearly as did the interviews with the patients themselves.
Dell (2009) pleads for a diagnosis of dissociative disorders heavily dependent on the
patients’ report of dissociative symptoms, other than the clinician’s observation of
dissociative signs. In the DSM-IV the criteria for dissociative amnesia, depersonalization,
and fugue are based on the patients’ description; but the classification of DID is
strongly based on observable signs such as switching from one identity to another.
Dell states that the phenomenology of DID is overwhelmingly internal and subjective,
not external and objective. Schneiderian passive-influence experiences, usually seen
as characteristic for schizophrenia, such as voices arguing or commenting, forced
feelings, impulses, and actions, and influences playing on the body are also typical for
DID. These occur when there is partial pathological dissociation and the individual is
contemporaneously aware of involuntarily ego-alien intrusions into his or her executive
functioning and sense of self. He concludes that DID criteria imply that the core of
DID is full pathological dissociation of switching associated with amnesia, which he
regards as a limited and skewed misinterpretation of the disorder.
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Dell’s description appears applicable to our findings: the subjective experience of spirit
possession expressed in the illness narratives involves preceding phases of partial
dissociation, with intrusive passive-influence experiences such as hearing voices, and
physical, emotional, and mental behaviour that one does not experience as one’s own
but as being induced by external powers. The experimental research criteria for DTD
and PTD in the DSM-IV are predominantly based on observable signs (trance and
stereotyped behaviour and movements, amnesia, replacement of the usual personality),
which, similar to the classification for DID in the DSM-IV, provide a limited description
compared with the scope of the subjective phenomenological experiences.
Categorical factor analysis (Multiple Correspondence Analysis) of the inventoried
dissociative and possession symptoms shows a distinction in more passive
symptoms and active symptoms. The two main clusters of items, as shown by their
component loadings in Figure 1, seem to reveal a dimension characterized by mainly
passive symptoms, such as amnesia/changed consciousness, forgetfulness, feeling
influenced, and isolating oneself, and a dimension of mainly active symptoms, such
as shaking of the body and talking in different voices, expressing the shift from the
normal to the `possessing` agent.

“Negative” and “positive” symptoms
A division into passive and active symptoms is also used in the classification of other
mental disorders, such as schizophrenia or post-traumatic stress disorders (PTSD)
with its avoidant and intrusive symptoms. In the theory of structural dissociation,
Steele et al. (2009) and van der Hart et al. (2004) describe negative and positive
dissociative symptoms representing structural dissociation related to trauma. They
describe an “apparent normal” part of the personality (ANP) that strives for normal life
and avoids reminders of traumatic experiences that can be associated with negative
symptoms such as loss of memory (amnesia), impaired thinking, and feeling and loss
of previously existing skills (paralysis), and depersonalization. Positive symptoms,
such as hearing voices, intrusive traumatic symptoms, pain without organic cause,
repetitive uncontrollable movements, and sensory perceptions, are seen as intrusive
expressions of the emotional part of the personality (EP) containing (fragmented)
traumatic experiences. Spirit possession as an idiom of distress in a context of
suppression and societal disruption (De Jong and Reis, 2010; Van Duijl et al. 2010)
is comparable to the role of an “emotional personality” (EP), containing conflicting
experiences not compatible with the expected “normal behaviour” in a specific
traditional political, cultural, or religious context.
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In view of the discussion above on partial and full dissociation, and the theory of
structural dissociation, Table 3 can be newly evaluated. The upper half of Table 3
describes the full dissociation.
Amnesia is the subjective “negative” dissociative experience reported by the patient
when present in his/her apparent normal personality (ANP). The repetitive movements
and alteration of identity are “positive” dissociative symptoms where the “spirit” is
present (comparable to the emotional personality, EP), symptoms, which are usually
witnessed by others. The symptoms in the lower part of Table 3 describe partial
dissociation, where the patients (ANP) are aware of “external” forces (EP) influencing
them from “outside.”

“Pathological” or “helpful” states
It is remarkable that half of the patients demonstrated the specific possession features
for the first time during the healing session. This could be seen as suggestion and
induction caused by the situation. The healers explained this as follows: “Only during
the healing session the spirits feel safe to express themselves”; “If a person only
shakes, it means the spirit is very angry and is not ready to talk… The healers will
have to try to invite the spirits to talk to find out what the problem is” (Van Duijl et al.
2005). This is comparable to clients of psychotherapists who need a safe environment
to express their distress or traumatic background. One could argue whether the
possession symptoms are pathological (signs of the disturbing agents) or helpful,
induced by the healing ritual, with the healer inviting the possessing spirit of the
patient to communicate and process the underlying problems (Cardeña et al. 2009;
Seligman, 2005; Seligman and Kirmayer, 2008).

Symptoms of spirit possession vs. DSM-IV criteria sets for
further study
The locally described presentations coincide with experimental criteria for DTD and PTD
as currently listed in Appendix B of DSM-IV: Criteria Sets and Axes for Further Study.
In Uganda, spirit possession also involved manifestations such as involuntary states
of trance, alteration in the state of consciousness, amnesia, stereotyped behaviour
or movement which one experiences as beyond one’s control, and the replacement
of the customary sense of personal identity by a new identity that is attributed to the
influence of a spirit, power, deity, or other person. As in other countries, local forms
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of spirit possession have been found to overlap with DSM criteria for dissociative
disorders and/or somatoform disorders (Castillo, 1994a; Castillo, 1994b; Gaw et al.
1998; Ng, 2000; Saxena and Prasad, 1989; Spiegel et al. 2011). Our findings, as well
as formerly mentioned studies, support the usefulness of the experimental criteria for
PTD and DTD in the DSM-IV.
During et al. plead for the exclusion of amnesia as a feature of possession. In our
study, however, this was spontaneously reported by 30% of the cases. Amnesia is
probably part of a continuum of alterations in the state of consciousness and could
be included as such.
As mentioned before, subjectively experienced passive-influence experiences such
as ‘being unable to speak, think or move’, attributed to the influence of outside forces,
and ‘hearing voices’, are commonly mentioned symptoms in our study. These features
deserve to be considered for inclusion under criteria of PTD as proposed for the
DSM-5. This is supported by During et al. who conclude that 56% of their reviewed
case reports suffer from hallucinations, and they state that the ICD and DSM should
acknowledge the possibility of hallucinations being related to possessing agents.
Moskowitz and Corstens (2008) argue that hearing voices is primarily a dissociative
experience and not a core symptom of psychosis, although hearing voices may
occur during a psychotic illness. Various studies provide evidence and theoretical
background for how dissociation mediates the relationship between childhood
trauma and hallucination-proneness. (Bentall and Fernyhough, 2008; Honig et al.
1998; Spiegel et al. 2011; Varese et al. 2012). This is probably similarly applicable to
patients suffering from PTD.

Symptoms of spirit possession vs. proposed criteria for DID
in DSM-5
As mentioned, the work group preparing DSM-5 is currently proposing that the
pathological possession trance component of the DTD is to be moved from the
Appendix and included into the DID.
Overall, there is overlap in local, emic symptoms of spirit possession in Uganda with
the experimental criteria for DTD in the Appendix of DSM-IV and proposed criteria for
DID in DSM-5.
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The current version of proposed criteria for DID in the DSM-5 allows more space
for coverage of passive- influence experiences in the second part of criterion A:
‘….or an experience of possession. This involves marked discontinuity in sense of
self and sense of agency, accompanied by related alterations in affect, behaviour,
consciousness, memory, perception, cognition, and/or sensory-motor functioning.’
These passive-influence experiences, such as the emic experiences of being ‘unable
to speak, think or move’ or the feeling that one is being held by the throat, are not
explicitly mentioned but could also be rated under ‘other sensory-motor (functional
neurologic) symptoms’. This is, however, a rather vague description. In transcultural
clinical practice these symptoms are quite common among patients from various
cultural backgrounds and often associated with the presence of spirits. These
distressing symptoms and associated fearful attributions may often not be mentioned
by patients, as they do not expect Western mental health professionals to acknowledge
or understand them. A more detailed description of examples in the DSM-5 criteria
could enable clinicians to ask more specific questions. Similarly, hearing voices
deserves consideration for more explicit mention in the proposed criteria for DID.
This could be gathered under the proposed criterion A in the proposed DSM-5 as
disruption of identity, or seen as passive-influence experiences. This would also be in
agreement with Dell´s plea to involve subjective intrusive dissociative experiences in
the DID description.

Subsuming PTD under DID?
Although the presentation of DID and PTD considerably overlap and both are covered
by the criteria outlined in Table 3, we are not in full support of this approach. Ranking
PTD (described in over 360 societies) under DID (described in considerably fewer
societies) expresses a Western ethnocentric approach. Ranking characteristic
symptoms of PTD such as stereotyped uncontrolled movements as ‘non-epileptic
seizures or other sensory-motor (functional neurological) symptoms’ in DSM-5 also
heavily imposes a medical descriptive framework and disregards emic attributions.
In addition to this, DID is strongly associated with early childhood sexual abuse and
neglect, whereas stressors associated with PTD are more broadly framed and require
a culturally sensitive approach (During et al. 2011; Ross, 2011; Van Duijl et al. 2005).
The category PTD allows exploration of cultural explanatory models and solutions,
often with positive result. Treatment outcome for PTD appears more successful than
the often longstanding therapies, covering many years, described for DID (Brand et
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al. 2009). Moreover, pulling the possession trance apart from the dissociative trance
as separate categories does not seem in accordance with observations such as
those in Uganda, where these experiences can present as a continuum. Dissociative
trance features and experiences of feeling influenced by outer (spiritual) forces often
precede the actual possession trance. Where these preceding symptoms are often
experienced as disturbing to one’s social and occupational functioning (and thus
pathological), the possession trance can be both involuntary and disturbing to one’s
functioning, as induced by the healers as part of the healing ritual.

Conclusion
A mixed-methods’ research approach was used to explore the match of local
dissociative symptoms of spirit possession with experimental research criteria for
DTD/PTD in the DSM-IV and proposed criteria for DID in the DSM-5. In addition to
establishing the overlap of characteristic symptoms of spirit possession in Uganda
with experimental and proposed DSM categories, our research also provides evidence
for additional perspectives on the sequence and structure of dissociative symptoms
in PTD.
A remarkable finding is that spirit possessed patients showed a shift in dissociative
symptoms from more passive-influence experiences ‘as if the spirits are around and
influencing the patient from outside’ through nightmares, voices, holding someone,
etc., to the actual possession states where the normal personality is replaced by a
new identity attributed to a spirit or power. This shift in symptoms was revealed by
making use of mini-narratives, and would not have appeared through checklists with
the “static” items used in other studies without establishing locally relevant criterion
validity.
A second remarkable finding is that symptoms can be clustered in interrelated passive
(or negative) dissociative features, such as amnesia and fugue-like states, and active
(or positive) dissociative features, such as speaking in a voice attributed to a spirit
and involuntary stereotyped movements. These clusters or dimensions were revealed
through Multiple Correspondence Analysis of the emic symptoms, derived from both
the narratives and checklist.
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Although there are existing theoretical grounds for our findings, and the finding of
two dimensions fits with criteria A and B in the proposed DSM-5 version, further
research and replication in other geographic and cultural areas is recommended. In
our research the current DSM-IV and proposed DSM-5 criteria appeared applicable
overall; yet some recommendations can be made towards the development of the
DSM-5 criteria.
Dividing trance and possession trance into two distinctive categories, Dissociative
disorders NOS and DID, as proposed by the DSM 5 workgroup and supported
by Spiegel et al. seems debatable and does not fit with local presentations and
explanations in Uganda.
In addition, notwithstanding the similarities in the presentation of PTD and DID, ranking
PTD under DID in the DSM-5 could sideline cultural meaning and interventions. This
could be solved by separating DTD/PTD from DID as different cultural presentations,
both part of a spectrum approach of dissociative disorders in future DSM issues.
Another option, and in line with the current proposal to combine DID and PTD, is to
name the combined category “dissociative identity and possessive disorders (DIPD).”
This would accommodate PTD in the DSM-5 in a more recognizable way.
Inclusion of more explicit criteria on passive-influence experiences in the DSM5, including the hearing of voices, feeling held by something or someone, and not
being able to move, seems justified. This could be done with the heading/criterion
“signs of partial dissociation.” Partial dissociation can precede or alternate with full
dissociation in PTD or DID, where the customary identity is replaced by a new identity
attributed to a spirit power or other person. Next to the specification of partial and
full dissociation, criteria representing clusters of positive symptoms (representations
of different identities, such as speaking in a different voice) and negative symptoms
(amnesia, gaps in memory) could be specified. The latter overlap with the current
proposed criteria A and B for DID in the DSM-5.
Despite the limitation that our study covers only a specific area in one country, we
hope our results and reflections can contribute to the current discussion on the
proposed categories on dissociation in the DSM-5 and make these more applicable
to a larger part of the world’s population.
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Abstract
As in many cultures, also in Uganda spirit possession is a common idiom of distress
associated with traumatic experiences. In the DSM-IV and -5, possession trance
disorders can be classified as dissociative disorders. Dissociation in Western
countries is associated with complicated, time-consuming and costly therapies.
Patients with spirit possession in SW Uganda, however, often report partial or full
recovery after treatment by traditional healers.
The aim of this study is to explore how the development of symptoms concomitant
help-seeking steps, and explanatory models (EM) eventually contributed to healing
of patients with spirit possession in SW Uganda. Illness narratives of 119 patients
with spirit possession referred by traditional healers were analysed using a mixedmethod approach.
Treatments of two-thirds of the patients were unsuccessful when first seeking help
in the medical sector. Their initially physical symptoms subsequently developed
into dissociative possession symptoms. After an average of two help-seeking
steps, patients reached a healing place where 99% of them found satisfactory EM
and effective healing. During healing sessions, possessing agents were summoned
to identify themselves and underlying problems were addressed. Often-mentioned
explanations were the following: neglect of rituals and of responsibilities towards
relatives and inheritance, the call to become a healer, witchcraft, grief, and land
conflicts.
The results demonstrate that traditional healing processes of spirit possession
can play a role in restoring connections with the supra-, inter-, intra-, and extrahuman worlds. It does not always seem necessary to address individual traumatic
experiences per se, which is in line with other research in this field. The study leads
to additional perspectives on treatment of trauma-related dissociation in Western
countries and on developing effective mental health services in low -and middleincome countries.

Unravelling the spirits’ message

| 127

Background
Attribution and treatment of dissociative disorders in Western
countries
In DSM-5, possessive trance disorders are included under dissociative identity disorder
(DID), owing to phenomenological similarities (American Psychiatric Association,
2013; Spiegel et al. 2011). There is strong empirical support for the hypothesis that
dissociation is caused by traumatic stress and that dissociation is related to a history
of trauma even after controlling for fantasy proneness (Dalenberg et al. 2012). The
trauma theory of dissociation is supported by research on dissociation as a regulatory
response to fear or other extreme emotions with measurable biological correlates
(Brand et al. 2012). In the World Mental Health Survey conducted in 16 countries,
dissociative symptoms (such as depersonalization and derealization) were present
in 14.4% of the respondents with PTSD. This did not differ in high/middle and lowincome countries. High dissociation was associated with more severe PTSD, high role
impairment and suicidality, a history of early onset, and a history of multiple childhood
trauma adversities (Stein et al. 2013). Severe dissociative disorders contribute to
functional impairment above and beyond the impact of non-dissociative Axis I
disorders and, as such, qualify as serious mental illness (Mueller-Pfeiffer et al. 2012).
Despite the relationship with trauma, standardized PTSD treatment is only partially
effective for severe dissociative symptoms (Hagenaars et al. 2010).

Attribution and treatment of dissociative disorders in African
countries
In “non-Western”, low-resource settings, spirit possession as a dissociative
phenomenon is a common attribution and expression of distress. Although
anthropologists have provided numerous examples over the recent decades (Lewis,
2003; Middleton, 1989), the last few years have shown a growing attention in medical–
psychiatric literature to the relationship between psychological distress, traumatic
events, and spirit possession (De Jong and Reis, 2013; De Jong and Reis, 2010;
Igreja, 2003; Igreja et al. 2006; Igreja et al. 2010; Neuner et al. 2012; Reis, 2013; Van
Duijl et al. 2010). In an epidemiological study in a population of 941 adults in post-war
Mozambique, Igreja et al. found a prevalence of 18.6% adults suffering from at least
one spirit (Igreja et al. 2010). Neuner et al. found that 8% of a population of 1,113
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youths and young adults in Northern Uganda suffered from severe forms of spirit
possession (Neuner et al. 2012).
All respondents (medical workers, counsellors, traditional healers, and religious
leaders) in a qualitative study in SW Uganda confirmed the common presence of
dissociative trance and possessive trance states, manifesting as possession by
emuzimu (ancestral spirits), emandwa (messenger spirits) and Bachwezi (demi-gods).
The possessing agents were said to manifest themselves to address neglected rituals
and unresolved conflicts (Van Duijl et al. 2005). In a subsequent case-control study
in SW Uganda, patients (n=119) with spirit possession in comparison with controls
reported significantly higher levels of locally recognized dissociative symptoms, more
severe psychoform dissociation and somatoform dissociation on scales developed in
the West, as well as more potentially traumatizing events (Van Duijl et al. 2010). The
correlations between traumatic events and different types of dissociation were very
high. Traumatic experiences, however, were not spontaneously mentioned prior to
or during the treatment by healers, nor were they specifically addressed during the
healing process. This makes it interesting to look in more detail at how these patients
with spirit possession, who according to Western measures suffered from severe
trauma-related dissociative symptoms, evaluated the local treatment process. Which
help-seeking steps did they undertake, and how were local explanatory models (EM)
generated in the search for healing? How did they experience the final outcome?

Pathways to healing
Help-seeking behaviour for a health problem can be defined as problem-focused,
planned behaviour, involving interpersonal interaction with a selected health care
professional (Cornally and McCarthy, 2011). Explanatory models (EM) is a term
introduced by Kleinman, referring to “notions about an episode of sickness and its
treatment that are employed by all engaged in the clinical process” (Kleinman, 1980).
Recent studies in Africa on EM—concerning various common mental disorders such
as psychosis (Abbo, 2011; Napo et al. 2012; Sorketti et al. 2012; Teuton et al. 2007),
epilepsy (Dickinson et al. 2011), depression (Okello and Neema, 2007), or mental illness
in general (Al-Krenawi, 1999; Nsereko et al. 2011; Patel, 1995; Sharp, 1994)—illustrate
a wide range of locally used categories and explanations for Western categories of
mental illness. It is also acknowledged that traditional healers play an important role
in dealing with distress, especially in countries where Western psychological services
are extremely limited (Abbo et al. 2008; World Health Organization, 2002). In addition,
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“pathway to care” studies in 11 countries (Gater et al. 1991) demonstrated that native
healers often play an important role in addressing mental health problems in lowresource settings. Despite increasing attention to the role of traditional healers and
cultural explanations in relation to various mental disorders, attention to dissociative
disorders as a specific category of mental disorders is still limited in psychiatric
research in the African context.
To compare trauma processing mechanisms across the globe, De Jong and Reis
propose analysing these mechanisms with the help of a comprehensive model with
five universal ontological dimensions involved in suffering and healing (De Jong and
Reis, 2013). These dimensions are defined as (a) intra-human (mind–body); (b) interhuman (social interactions); (c) supra-human (ancestors, gods, embodied entities); (d)
extra-human (ecology, nature, cosmos, animals); and (e) time (relationship between
past, present and future). They applied this model to describe how a dissociative cult
in Guinea Bissau, the Kiyang-yang, provided an idiom of distress in the context of
political violence and enabled collective trauma processing.
The aforementioned epidemiological studies demonstrate that spirit possession in
different African contexts can be associated with severe dissociative symptoms
and impaired social functioning. Similar to research results in Western countries,
dissociative disorders are related to severe traumatic experiences (Igreja et al. 2010;
Neuner et al. 2012; Van Duijl et al. 2010).
In the theory of trauma-related structural dissociation, dissociation is described as an
integrative failure manifesting in positive and negative symptoms or personality parts
(Van Der Hart and Dorahy, 2009; van der Hart et al. 2006). This fits with our findings
in Uganda described in a former publication on the symptoms of spirit possession
compared with the DSM-IV and 5 (Van Duijl et al. 2012). Multiple correspondence
analysis of dissociative symptoms of patients suffering from spirit possession revealed
dimensions of symptoms that could be characterized as positive and negative or
active and passive. We suggested that spirit possession can be an idiom of distress
in a context of suppression and societal disruption and that it is comparable to the
role of an “emotional part of the personality” containing conflicting and traumatic
experiences that are incompatible with the expected normal behaviour in a specific
traditional, political, or religious context.
Whereas the current standard in Western societies for treatment of dissociative
disorders is phased trauma-focused therapy (Brand et al. 2012; International Society
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for the Study of Trauma and Dissociation, 2011; Van Der Hart et al. 2006), it is often a
long, costly process with limited effectiveness (Brand et al. 2009; Brand et al. 2012).
In African contexts, severe dissociative symptoms are often seen as an expression
of spirit possession and dealt with by traditional healers. It is therefore useful to gain
more insight into the process of help-seeking and the generation of explanations that
lead to treatment in the African context.

Aim
The aim of this study is to explore the pathways to healing of patients with spirit
possession who visit traditional healers in SW Uganda, by exploring their help-seeking
behaviour, the healing methods used by the healers, the EMs that endorsed the
healing process, and the perceived subjective effectiveness of the healing process.

Methods
Context of the study
The study area comprises three districts—Mbarara, Bushenyi, and Ntungamo—in SW
Uganda, with a total population of approximately 1.5 million inhabitants. The majority
of people live in rural areas, and the economy depends mainly on agriculture, mostly
on a subsistence level.

Participants and procedure
The participants of this study consisted of the case group of 119 patients with spirit
possession of the aforementioned case-control study (Van Duijl et al. 2010). The
procedures of the case-control study have been described in former studies (Van
Duijl et al. 2010; Van Duijl et al. 2012); relevant steps for the current research question
are summarized here. With the help of key informants, inventory lists were made of
approximately 300 traditional healers. Those who reported to offer treatment for spirit
possession (80 healers in 19 healing places) were approached and asked to refer
patients suffering from possession by a spirit or power, or as the result of witchcraft or
sorcery by another person. Referred patients (n=120) were interviewed at the healer’s
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place on our next visit. It was explained to the interviewed patients that we wanted
to learn more about spirit possession. A Ugandan research assistant, a student in
Development Studies, conducted the interviews in the local language (Runyankore)
under supervision of the first author. One patient was excluded because of incomplete
information. The group of 119 patients with spirit possession consisted of 45% male
and 55% female patients. The mean age in the case group was 38.4 years (SD=12.2).
Approximately 23% had no education, and around 60% had stopped schooling
during or after primary school.
All participants gave verbal informed consent prior to inclusion in the study, and
procedures were in accordance with the Helsinki Declaration (World Medical
Association, 1997). Study and procedures were approved by the International
Research Review Board of Mbarara University and the District Authorities in Uganda.

Instruments
The Spirit Possession Questionnaire-Uganda (SPQ-Ug) included open-ended
questions enquiring about a participant’s history of symptoms and help-seeking
steps, the healing place and healing methods used, the result of treatment, and the
subjective explanation of their possession. These open-ended questions resulted in
mini illness narratives on the subjective experienced symptoms of patients with spirit
possession, and on the above mentioned topics. The questionnaire was translated
into Runyankore and administered verbally by the local research assistant because
of the high illiteracy rates among the participants of the study. The narratives were
recorded in English by the interviewer.
The SPQ-Ug was an interview checklist locally designed by the first author with
support of the mental health team of the psychiatry department in Mbarara. The first
part listed demographic items such as name, age, sex, home address, healing place,
religion, education level, occupation, marital status, and number of children (living
and deceased). It continued with a checklist of open questions on the history of the
problem (how did it start, with which symptoms, what preceded the possessive state);
how the possessive state was characterized (such as noises, body movements,
words) and which treatments had been tried; how the patient and others explained
the symptoms; the psychosocial events (stressful events, family conflicts, cultural
conflicts such as concerning dowries, rituals); which healing methods were used,
how did the patient learn about it; how did the patient experience the healing and
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what further expectations did they have. The interview can be characterized as semistructured and problem-centred, with open questions to provide room for the patients’
narratives and involving their personal descriptions and explanations (Flick, 2009).

Data analysis
A mixed-methods research design was used to examine the following topics:
A. Symptoms, help-seeking steps, and referral
B. Healing type at the final healing place
C. Healing procedure, possessing agents, and outcome of treatment
D. Explanatory models
Data analysis was performed by the first author and supervised by the second
and third authors. A combination of strategies was used for content analysis. Most
categories for coding were directly guided by the open questions of the interview (e.g.
type of healer, explanation, help-seeking steps, method of healing, and evaluation of
treatment). These can be defined as “analytical units”, according to Flick (2009). On
large overhead sheets a handwritten overview was made with paraphrased passages
of the narratives covering these analytical units for all 119 patients. The next level of
themes was distilled from the text and was added in the overview—for example, the
types of spirits that were involved. Types of explanatory models (EMs) were based
on the themes in the explanations that were applicable for the final healing step.
Defining these EMs is a process of “conceptual ordering” that requires a certain level
of abstraction (Corbin and Strauss, 2008). These were often mentioned explicitly
by the patient in the narrative (e.g. neglect of rituals), but they could also be more
implicit. The EMs were coded and entered in the handwritten overview. Abstraction
in conceptual ordering involves the judgment of the researcher and can be biased.
To crosscheck validity, types of spirits and explanatory models were discussed with
traditional healers, medical students, and colleagues in the psychiatry department in
Mbarara on several occasions. Results were entered into SPSS, which was used for
basic statistics such as percentages and exploring relationships with cross-tables.
Final results of the analysis presented in this paper were evaluated with the local
interviewer.
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Results
The following sections will sequentially address the topics listed above (A–D). Typical
examples in the narratives were selected to illustrate these topics.

Symptoms, help-seeking steps and referral
The history of the patients with spirit possession typically began with physical problems
or other misfortunes. Common physical symptoms were fever, headaches, body pains,
vomiting, a swollen stomach or ulcers. Other patients with spirit possession emphasized
misfortunes such as many children that had died, infertility, or even a stolen bicycle.
Gradually, in the course of weeks or months, the patients develop dissociative and
sensory-motor symptoms, described as fainting, seeing through fog, not being able
to move or speak, and seizures. Often these symptoms begin or become stronger
after one or more steps in the professional health care sector are unsuccessful.
Subsequently, patients mention passive-influence experiences of spirit possession,
such as feeling held or influenced by powers from outside, strange dreams, hearing
imperative voices, or attacks of shaking movements, or they may begin to speak in
another language.
The following case illustrates some of these dissociative experiences:
Id 43. Female: age 40
It was three years ago that I started having the following complaints. At first, I
sort of lost sight—as if I was looking at the world through fog. Objects would
seem either small or too big. I was forgetful of what I intended to do; I would
just sit there without doing anything. I would hear some voices in my head
directing me what to do. Some big man would also come to me almost every
night in a dream, and he would threaten to kill me. My husband tried his best
to take me to several health centres. They gave me some tablets and a few
injections—but in vain.
During this process, spiritual causes were considered, and referral to traditional healers
and occasionally church healing was suggested by the environment of the patient.
Passive influence experiences of spirits were followed by the actual active state of
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spirit possession, in which the spirit presents itself through the patient, characterized
by changes in consciousness, shaking movements, and talking in a voice attributed
to spirits. In half of the cases, the active presentation of the spirits occurred before the
healing ritual; in the other half, these possessing agents began to appear and speak
through the patient only during the healing session.
Table 1 shows that 66% of the patients first sought help from “Western” medical
services such as hospitals (37,8%) and health centres (16,8%), or tried self-prescribed
medicine (11,8%). Only 26% of our case group directly consulted traditional healers,
and 8% tried healing through the church as a first step.

TABLE 1: First step (initial choice of treatment mode)
Treatment mode

n

%

Medicines/self-help

14

11,8

Health centre

20

16,8

Hospital

45

37,8

Total

79

66,4%

Omuraguzi (original tradition)

24

20,2

Barangi (Christian elements)

  7

5,9

31

26,1%

  9

7,6%

119

100%

Medical

Traditional healers

Total
Church-related treatment
TOTAL

TOTAL patients

All patients with the first help-seeking step in the medical sector and a few from the
traditional healers (n=2) and churches (n=4) did not find relief. These patients (in total,
70% of all patients) subsequently undertook a second help-seeking step: 28% of
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the patients in the medical sector, 37% visited traditional healers, and 5% went to
a church healing location. After the third step, undertaken by a third of the patients,
most of the patients had reached their final healing place. On average, patients with
spirit possession tried two steps in help-seeking before reaching the healing place
where they achieved positive results.
More than half (58%) of all patients with spirit possession were referred by their
relatives (parents, siblings, uncle); a quarter (25%) by their neighbour; and 5% by
friends. A further 12% did not answer this question.

Healing type at the final healing place
The final healing places can be categorized into three major types. The majority (54%)
were conventional traditional healers called omufumu. These healers usually inherit
their healing powers through their patrilineage or matrilineage and act according to
traditional cultural practices. The second type were the barangi healers (30%), who
use a mixed approach of traditional healing and Christian elements. They work and
live together in a group that can be described as a therapeutic community and is
based on “the Ten Commandments of the Bible.”. Their patients often come from
afar and stay in the community of these healers for some time, often weeks, and
participate in the agricultural work of the community while joining in healing sessions.
A relatively small group (16%) of the patients in our study was referred by the third
type of healing places, i.e. church healing places using the healing force of the “Holy
Spirit.” These were referred to as the Miracle Church, the Holy Spirit Church, and
Pentecostal and Charismatic churches.

Healing procedure, possessing agents, and outcome of
treatment
Most patients described how, at the healer’s place, the possessive agent was invited
to manifest itself through praying, singing and dancing. Christian prayers and songs
were used by barangi healers and in church healing sessions. Sometimes the process
was supported by giving herbal medicine to the patients (orally or by rubbing herbs
into cuts on the body). Before healing, a patient could involuntarily experience spirits
through dreams, hearing voices, and having sensory-motor experiences; now these
spirits eventually manifested themselves through the patient while he/she was in
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a full dissociative state, and the spirits could start to communicate. Through the
communication by the spirits, underlying problems became clear.
The possessing agents were referred to as Bachwezi (demi-gods) by 26% of the
possessed patients, and as omuzimu (ancestral spirits) in 49% of the cases, such
as the spirit of a deceased grandmother, father or brother. Of the 119 cases, 25%
suffered from witchcraft and sorcery. In the last group, the possessing agents were
referred to as amahembe (bad spirits or malevolent forces) or the spirits of a living
jealous person (e.g. a neighbour or co-wife). Witchcraft and jealousy allegations
played a more prominent role at the barangi healers (44%) than at the omufumu
healers (17%) and in church healing settings (16%). Ancestral spirits were significantly
less involved among patients of barangi healers (25%) than among those at omufumu
healing settings (59%) and church settings (58%). The occurrence of Bachwezi spirits
was almost similar in these different settings.
The following is an example of the voice of a Bachwezi, reminding the afflicted person
of her spiritual lineage and obligations:
Id 33. Female: age 50
This healer gave me medicine to drink and then started praying for me. It started
by simple nodding of my head. Then my whole body followed. The voice said:
“She is our child; she has to come back.”
The following example demonstrates how an ancestral spirit (a deceased father,
omuzimu) reminds his son that he has neglected his responsibilities of taking care of
his mother:
Id 86. Male: age 52
... Then I was brought here just a week ago. The healer made me smell cock
feathers; he even cut my body and rubbed some medicine within. Then the
voice of my late father came out, saying: “I am angry with you, my son—why
did you chase away your mother? Why should your wife influence you and
disfavour your real mother, my wife?” This spirit of the father directed me to
bring my mother back home. This healer has since then given me a drinking
medicine. I am now getting healed. This healer has helped me greatly. I hope
to go home soon.
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Often the healer negotiated with the spirits about forgiveness of past evil deeds or
negligence of ritual, and sometimes protection against the recurring possession
episodes was provided by herbs administered orally or via cuts in the body. Regularly,
the patients promised to change their behaviour. Some patients were called by the spirits
to be initiated as a healer. Many acknowledged and revived worship of the ancestral
powers in the family, which they had neglected before. Concerning the evaluation of
their treatment the patients were asked how they had experienced the treatment and
what they expected as a result. At the time of the interview when patients evaluated
their treatment, 42% patients felt much better and relieved, and 57% reported being
completely healed. An example of a patient feeling much better is a woman who said:
“voices have stopped disturbing me”; and she described her expectation: “I will be
alright and do my daily work without any problems.” Another patient who felt completely
healed said: “It [the Amahembe, spirits that wanted to kill the patient as a punishment
for her father’s behaviour over land conflicts with his neighbour] has never come back. I
hope to go back to my husband and to go on with life as before.” Only two had doubts
and feared their problems might return. Complete healing was reported by relatively
more patients of the omufumu, the conventional traditional healers (66%), compared
with church (55%) and barangi healing (30%) settings.

Explanatory models
The types of possessing agents and the types of messages they conveyed (EM) are
listed in Table 2.
The Bachwezi (demi-gods) were related to ritual neglect and the call to become a
healer. Ancestral spirits were most often related to neglected responsibilities, such as
looking after the inheritance of a relative who had died, his family, land, and cows. But
ritual neglect, land conflicts, or death of a dear one can also be connected themes.
Witchcraft is most often related to themes of jealousy and can also be associated
with neglected responsibilities and land conflicts. Explanations were not dependent
on sex, age, or education level.
EMs related to neglect of rituals and responsibilities, communicated by the Bachwezi
and ancestral spirits, were relatively more associated with omufumu traditional
healers and the experience of “complete healing”; and EMs related to jealousy, grief,
or spirits, and without a specific message, were slightly more present at the barangi
healers and were more often related to feeling “a lot better” after treatment.

20

13

1

34

Bachwezi (demi-gods)

Omuzimu (ancestral
spirits)

Witchcrafta

TOTAL expl. model

29%

3%

38%

59%

%

30

8

22

-

n

25%

27%

73%

-

%

Neglected
responsibilities

a

Witchcraft, e.g. initiated by neighbour or co-wife.
Note: Chi-square (12, 119) = 120.28, p<.001.

n

Type of spirit

Ritual Neglect

14

14

-

-

n

12%

100%

-

-

%

Jealousy

TABLE 2: Explanatory models and types of possessing spirits

12

-

1

11

n

10%

-

8%

92%

%

12

4

8

-

n

10%

33%

67%

-

%

Call to become Land conflict
a healer

11

-

11

-

n

9%

-

100%

-

%

6

3

3

-

n

5%

50%

50%

-

%

119

30

58

31

n

100%

25%

49%

26%

%

Death of dear Spirits no clear TOTAL type of
one
reason
spirit
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It should be noted that in the preceding process of development of symptoms and
the various help-seeking steps, different and sometimes conflicting EMs can be
considered by the patient and his relatives. For example: owing to initial medical
symptoms, biomedical EMs may have been considered, such as malaria or HIV
symptoms. Even when spiritual causes might be considered, patients might initially
refrain from seeking help from traditional healers, as this might not be in accordance
with their Christian or Islamic religion. In the final healing place the following groups of
EM were found in rank order from most to least common:
(i)
(ii)

ritual neglect (ritual being a precondition for connection to the spiritual world)
neglect of responsibilities (e.g. concerning care for the inheritance or family after
the death of a father/mother/brother)

(iii)

jealousy (e.g. by co-wives or neighbours)

(iv) the call to become a healer
(v)

grief

(vi) land conflicts
(vii) others.
The content of these EMs will be further illustrated below.
In some cases, a patient’s narrative represented a combination of interconnected
EMs. For instance, “ritual neglect” could be associated with “land conflicts” (e.g.
when land where ancestors were buried had been sold and rituals could no longer be
performed there).
Specific sources of distress or specific physical symptoms could be attributed to
different EMs by different individuals. For example, a common source of distress such
as barrenness or infant mortality could be associated with EMs such as “the call to
become a healer”, “jealousy of a co-wife”, or “unpaid bridal prices”. For example, one
man (Id. 69) lost six children before they were three years old. In the healing session,
the Bachwezi ordered him to become a healer. Now he has four children.

(i)

Ritual neglect

The most commonly perceived cause was angry and disappointed Bachwezi (demigods) and other spirits because of ritual neglect (N=34, 29%). These rituals were
important for reinforcing the connection with the spiritual world, such as the spirits of
the ancestors and the Bachwezi, who guard the lineage of the clan and family. Under
pressure of the church, these traditional rituals were often discontinued; and items
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used for these rituals, often kept in a small shrine in the homestead, were burnt.1
Ritual neglect is illustrated in the following example:
Id 6. Male: age 26
Possession began on a hospital bed, where late in the night I uttered words
saying “We want houses” and words like “You abandoned us.” These voices
were spirits of our ancestors. Actually, it was a combination of omuzimu and
emandwa,2 who were seeking houses. They wanted to be brought back after
being abandoned. They wanted a goat to be slaughtered for them, and I should
take the blood of this goat to welcome the spirits back. My father, who used to
practise rituals for ancestors, has died. I have ignored these rituals. The spirits
then decided to manifest themselves through me.
The treatment provided by this healer has helped me, whereby some medicine
was put in my body and I have some which I still take regularly. I feel relieved
and am grateful. I have experienced a lot of relief and feel far better. I expect
to heal completely.

(ii)

Neglect of responsibilities

In 31 cases (26%), the patient experienced possession as a punishment because
of neglecting responsibilities or because of misbehaviour, even to the extent of
untruthfully acting as a healer.
These are usually patients suffering from the spirit of a deceased relative, who came
to punish the patient for not having taken proper care of the deceased’s inheritance.
After the death of a father or brother, the son or remaining brother becomes the heir
and is responsible for looking after the property, land (agriculturalists) or cows (in
the case of cattle herders), and the widow(s) and children of the deceased. This is
illustrated in the following example:

1.

This was witnessed by the first author at a Charismatic Church gathering in Rubindi, in 2000.

2. The emandwa cults have been described as occurring in Ankole and Rwanda. The emandwa
are described as benevolent guardian spirits of lineage groups (ekibunu), of which at least one
member must always be initiated into the cult [42]. In meetings with traditional healers, I was told
emandwa spirits are messenger spirits and in hierarchy are between the Bachwezi and ancestral
spirits.
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Example of family conflicts, not managing responsibility well, church solution:
Id 44. Male: age 40
After the death of my brother, I was given the responsibility of looking after his
widow and children. My brother had a big farm and a vehicle, so I started using
the vehicle as a taxi. I would take some little money every day to the widow,
and I managed to build myself a house profiting from this vehicle. We used to
sell off cows in the farm whenever we wanted school fees for the orphans. It
seems the widow used to complain that I was misusing her vehicle, while giving
her too little money. And indeed, that was the truth. So the spirit of my brother
came to punish me. His spirit came once during the day, while we were having
lunch, and he knocked me down. He started speaking out through my mouth
and asking why I was making his wife and children suffer. Fortunately, it was on
a Sunday and my sister rushed to this church and requested the brethren, who
came, prayed for me and rescued me.
Some of the patients felt punished for not treating well their husband (e.g. after
separation), sister-in-law, or (co-)wife. The spirit of a deceased husband expressed
anger with his wife for seeing another man after his death. In other cases, the spirits of
the deceased did not agree when land (belonging to the family) was being sold. One
woman was punished because she did not marry a Muslim man.

(iii) Jealousy
Anthropological literature distinguishes between envy and jealousy (Parrott and
Smith, 1993). Envy is characterized by feelings of inferiority, longing, resentment, and
disapproval of the emotion. Jealousy is characterized by fear of loss, distrust, anxiety,
and anger. Locally the term jealousy was used for both situations. Jealousy played
a role in 14 cases (12%). This could be bewitchment—for example, by a neighbour,
because of owning more cows or having a better roof on the house; by a co-wife,
because of having more sex or privileges; or by a co-worker in the market, because
of doing better in business.
Example of jealous wife: Id 25. Male: age 50
I had married two wives. They lived in separate but nearby homesteads. The
young one did not feel good whenever I visited the first wife for a night. For
this reason, she decided to give me some medicine which she got from a witch
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doctor, which was supposed to stop me from visiting the first wife. It looks
like she did not follow the right directions according to the witch doctor, and
the herbs made me go mad. They took me to the hospital, but the situation
worsened until they brought me here.
The possessive state was characterized by noises and a lot of shaking when
they prayed for me. Some voice would speak out: “What don’t I have that
makes you go to another woman? I want you to stay with me alone.”

(iv) Call to become a healer
Twelve patients (10%) eventually learned that they were predestined to become a
healer themselves. Some of them had dreams about a white person taking them
somewhere or about herds of cattle.3 Some of them had been speaking in unknown
languages.
Example of becoming a healer: Id 100. Male: age 40
The possessive state started during the healing sessions.
I developed a sore as a small boy and was taken to several health centres, but
the thing would not dry up. It pained me a lot and it prevented me sleeping. It
was disturbing me a lot. We had a Charismatic church nearby, and its people
claimed that they would pray for me and I would get healed. They tried but the
sore remained. One night a voice came and told me that my healing was only in
Biharwe, behind the trading centre. It even told me that Mrs. K. was the healer
and she would pray for me and get me healed. When I told my parents in the
morning, they decided to bring me there. This healer made me sit on the mat
with other sick people and prayed aloud. The voice at once came out of me,
saying: ‘You are now at home; your healing place is here; feel free, my son; you
have to help many other suffering people like you.’ Within two weeks, the sore

3. Dreams about white men and a corral of cattle probably refer to the Bachwezi. They were
seen as demi-gods or godly powers in charge of a high civilization that later vanished. They
are described as tall, light-skinned men who were pastoralists, herding long-horned cattle,
and originally came from Egypt. Others are of the opinion the light skins of the Bachwezi is an
invention of former colonial rulers. Also, the lineage connection to these representatives of a high
civilization claimed by certain clans is seen by others as being used for political gain, power, and
“proof of superiority”(Kashambuzi, 2009).
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had dried out and I got healed. That was some years back. I now have a healing
centre at home.
Example of becoming a healer: Id 101. Female: age 53
My health problem developed when I was becoming a grown-up girl. I went
into an MP [menstrual period] for five complete years. I had no stomach pains
and looked normal. But when this unusual thing happened, my parents took
me to several health centres—the doctors tried all they could but they never
changed the situation. In fact, one of them told my parents that I was going
to run short of blood and would collapse and die there and then. When the
hospitals failed to help, I was taken to other traditional healers. They gave me
drinking medicine, but all the same my MP continued. As the last resort my
parents brought me here to this healing centre. The healers made me sit on
the mat, prayed for me for the first day, for the second day, and then for a full
week—but no voice came out. But my bleeding reduced a bit. In the second
week, the voice of Bachwezi came out and said: ‘You have at last reached your
destination. You were chosen before you were born and you are going to heal
so many sick people.’ Since that day, bleeding has stopped and I go into MP
like other women do. When the barangi feel that I am healed, I will go home
and start my healing place.

(v) Grief
Eleven patients (9%) experienced the spirits of deceased persons who loved them very
much; sometimes they wanted to take the patient with him/her. These experiences
were often associated with grief.
Id 28. Female: age 35
The illness started after the death of my husband. Something wild came at
night and held my throat so that I would even fail to breathe. My body would
become so stiff. I realized it was the spirit of my dead husband. I had a lot of
headache; I would long to drink cold drinks all the time. I would fall sick as if it
was malaria.
The possession state was characterized by vomiting, shaking, falling down and
spending up to an hour without talking/speaking or feeling anything.
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My husband loved me so much. He comes often to say that to me. But the
situation is very painful and unbearable.

(vi) Land conflicts
Land conflicts are a common cause of stress and possession. Sometimes this is part
of the themes discussed above, such as an inheritance which has not been looked
after properly, or conflicts due to jealousy of half- brothers or neighbours. Apart from
these, land conflicts were mentioned in seven remaining cases.
Id 98. Female: age 37
When the healer started praying for me, I felt so excited, I started laughing, I
felt so released and the headache disappeared. On the second day, the healer
told me that a bad neighbour, with whom we had quarrelled over our father’s
land, wanted to kill us. He had bewitched me as he had done to my sister. But
she told me, so we were quick to realize it; otherwise I was going to die. I would
shake whenever this healer was praying for me and sometimes I would try to
speak out but the noises were not clear. I am now healed and I hope that I am
about to go back home and join the rest of my family members.

(vii) Others
In some cases, spirits are mentioned without a specific cause given. These patients
seemed satisfied when the spirits, who were seen as the cause of the former
symptoms, were identified and subsequently disappeared after treatment. Underlying
causes or conflicts did not seem to be elaborated upon in the healer’s therapy.
Id 91. Male: age 34
… Then I started falling down. Something came, it stole my mind, and it would
make me fall down. Then I would shake, starting with my head and then the
rest of my body, without my ability to control it. Then I was brought here to this
healer, who gave me drinking medicine and some medicine to rub all around
my body. I stopped falling down and shaking after some time. This healer told
me it was the spirit of my late grandfather, but she assured me that it will never
come back. It is now two years and, as she indeed told me, it has never come
back to disturb me. I am now completely healed.
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Discussion
In this study we explored how patients with spirit possession, known to be suffering
from trauma-related dissociative symptoms, evaluated their local treatment process.
We explored the pathways to healing of these patients visiting traditional healers in
SW Uganda by exploring their help-seeking behaviour, the healing methods used by
the healers, and the generation of explanations that paralleled the healing process.

Symptoms, help-seeking behaviour and referral
Despite the common opinion in Uganda that patients first visit traditional healers
before going to a hospital (Nsereko et al. 2011), in our study 62% had first tried
medical interventions. They were in search of a medical explanation and solution
for their problems. Medical interventions, however, left their physical symptoms
“medically unexplained.” In Mozambique also, spirit possession was associated with
a high number of physical symptoms (Igreja et al. 2010), as in Guinea Bissau (De Jong
and Reis, 2010) and in northern Uganda (Neuner et al. 2012).
Western-trained doctors and health care workers often find it difficult to engage with
patients with somaticized distress referred to as medically unexplained illnesses; the
result is that communication stagnates. Is this an inability of emotional distressed
patients to discuss their problems (Jorm, 2000), or an inability of doctors and health
workers to relate and connect to their patients’ reality? Medical workers seem to
lack the necessary codes. As Leach put it: “We must know a lot of that cultural
context before we can even decode its meaning” (Leach, 1966; Leach, 1978). Medical
discourse does not easily elicit cultural EMs, and health care workers usually lack the
time to explore their patients’ EMs (Okello and Neema, 2007).
Our study demonstrates that alternative help-seeking steps were tried when medical
treatment approaches were unsuccessful. In the course of this process, the signs and
symptoms were “decoded” and given meaning as expressions of spirit possession.
Referral to specific healers was usually made by family members, which is consistent
with the involvement of family members in other areas in Uganda (Okello and Neema,
2007).
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Healing type at final healing place
More than half of the healers consulted in our study were omufumu, traditional healers
who practise traditional healing using divinition in a more or less conventional form.
The barangi healers (30% of the consulted healers) use a mixture of traditional and
Christian approaches. They have accommodated Christian beliefs and practices in
their healing practices, possibly making them more acceptable to current society,
which is strongly influenced by Christian morals and beliefs.
In our case group, the percentage of patients that eventually received help from religious
healing at churches (17%) was relatively small. Possibly this is due to the views of the
religious sector, which generally sees spirit possession as evil and as an expression
of the Devil, and not as a respected spiritual messenger with relevant messages.
In the Charismatic and Pentecostal churches, exorcist practices can be used to
deliver one from the Devil through singing, praying, and dancing (Tankink, 2007). The
communication attempts of possessing spirits are disposed of or suppressed, and
are replaced by “the Holy Spirit”. Whereas both the church and traditional cultural
approaches can be strong sources of support, conflicting approaches between the
church and traditional healers can also be a strong cause of stress within families
(Okello and Neema, 2007; Teuton et al. 2007).

Healing procedure, possessing agents, and outcome of
treatment
The healing rituals narrated by the respondents showed a consistent pattern.
With music, singing, and dancing, the possessing agents were invited to manifest
themselves. Often the process was supported by medication or herbs, provided orally
or rubbed in cuts in the body. Usually family members, community members, and other
patients participated in and witnessed the happening. Possessing agents manifested
themselves and expressed their anger, or warned about underlying problems. The
healer negotiated with the presenting possessing agent, and the patient with his
family was given advice, after which they adjusted their behaviour. This enabled the
relationships with the spiritual world, families, and belongings to be restored.
Igreja described the healing process of the Gamba spirits in Mozambique as a
complicated treatment process. It involved the family, who witnessed experiences of
spirits of the dead appearing through the possessed patients, appearances concerning
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which the patient later had amnesia. Putting together the story, which formerly
was fragmented and unclear, led to restored health, to morality and justice, and to
reparation on the societal level (Igreja, 2003). The stories, however, were not always
derived from the war but could originate from the former history of the family or clan.
Possibly a symbolic representation of themes could also fulfil the needs. Ainemugisha,
in his thesis on tradition-based approaches in transitional justice for northern Uganda,
describes a detailed process of negotiation, reconciliation, and reparation used in
traditional rituals and approaches, which could play a role in restoring social healing
after devastating trauma and social disruption (Ainomugisha, 2012). Cecil Helman in
Ritual and the Management of Misfortune (Helman, 2007) describes how, in a social
setting, “rituals both express and renew certain basic values of that society, especially
regarding the relationships of man to man, man to nature and man to the supernatural
world”(p. 225). In our study, this was well illustrated by the various examples.
Church communities can also be experienced as an important source of support in
Uganda, by playing a role in facilitating collective healing and renewing social values.
For example, beginning a new life as a “born-again Christian”, with “born-again
brothers and sisters”, and religious rituals such as praying can assist in forgetting the
(often traumatic) past. Testimonies of one’s past, given during prayer sessions, can
provide an opportunity to express traumatic experiences and feelings and to leave
them behind (Tankink, 2007). There are signs, however, that churches have become
less popular owing to incidents of misbehaviour (Abbo, 2011; Okello and Neema,
2007)
The fact that 99% of the patients with spirit possession report partial or full recovery
after treatment is remarkable—even when taking into account that this is a selected
group referred by the healers.
Unfortunately we do not have more detailed information on the time frame of outcomes
and follow-ups of patients. Most of the patients were interviewed while finalizing their
treatment at the healers. A few had received treatment some time before the interview
and had been requested to return for the research by the healers; these were some
of the patients that were now in training to become healers. Time periods between
treatment and evaluation of treatment in these cases were not explicitly mentioned,
and the interviewer did not probe into further details at that time. Systematic follow-up
of cases was complicated as detailed address descriptions did not exist, and the
availability and coverage of mobile phone connections was still limited especially in
rural areas.
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“Complete healing” was reported relatively more often by patients attending the
omufumu traditional healers and was associated with EMs related to ritual neglect
and responsibilities, communicated by the Bachwezi and ancestral spirits. EMs
related to jealousy, grief, or spirits, and without a specific message, were slightly
more present at the barangi healers and were more often related to feeling “a lot
better” after treatment. Hinton and Kirmayer describe how beneficial effects of healing
rituals and interventions may occur by inducing positive affective states through
facilitating a shift or transformation on various levels involving bodily experiences,
affect, social interactions, and a change of the image of oneself with an increased
sense of self-efficacy (Hinton and Kirmayer, 2013). This may also explain the overall
positive evaluation of treatment of the patients with spirit possession in our study.
EMs involving ritual neglect and neglect of responsibilities provide the possibility to
actively ask for forgiveness, adjust one’s behaviour, and undertake a more positive
role in relation to the supra-, inter-, intra-, and extra-human world. Explanations of
illness involving jealousy, grief, and “spirits without a specific reason” are less easy to
solve, by their nature, and can require an attitude involving resilience and acceptance.
Hinton could describe these as “a cross to bear” in a Christian religious frame. “Feeling
a lot better” might be a more realistic outcome after treatment.

Possessing agents and explanations
A considerable number of the patients with spirit possession mentioned Bachwezi as
possessing agents. The traditional healers described these as demi-gods, spirits of the
highest category. Documentation on the Bachwezi is scarce and often contradictory,
based on oral history, myths, and legends and influenced by political views (Tabaro,
2012; Welbourn, 1964).The discussion in internet blogs and newspaper articles
shows that the debate on the origin of the Bachwezi is receiving renewed attention
(Kashambuzi, 2009). In our study, the Bachwezi spirits reminded the people of their
cultural roots and lineage and urged them to revive traditional rituals and to respect
connections with the past. In those patients who were called to become a healer, the
Bachwezi also played an important role.
Spirits can address taboos and conflicts and provide embodiment of simmering
feelings of guilt, anger, or grief in a culture where these feelings are not easily
expressed. The word “guilt” does not occur in the mini-narratives, while most of the
stories are about having neglected certain responsibilities and obligations, varying
from care for traditional powers and rituals, care for inheritance of family, land, or
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cows after someone died, or listening to signs that one should become a healer. Some
patients agreed afterwards that they had done wrong and then asked for forgiveness.
Applying the model with five universal ontological dimensions mentioned by De Jong
and Reis, the Bachwezi play a strong role in restoring connections with the suprahuman world and the time dimension. The ancestral spirits, the omuzimu, reminded
people of their responsibilities towards dead and living relatives and thus appeared
to have a strong role in the restoration of inter-human relationships. This can coincide
with channelizing emotions in the intra-human dimension. Witchcraft seems to be
more related to inter- and extra-human themes, such as jealousy of neighbours or
others because of doing better business, having more land, or getting more attention.

Conclusions
More insight into local approaches to deal with severe trauma-related dissociation
can assist in developing adequate mental health services in low- and middle-income
countries (LMIC), as well as facilitate reflection on Western psychotherapeutic
approaches to dealing with trauma.
This study illustrates the need for more attention to be paid to spirit possession
and dissociative disorders in mental health care and to the benefits of collaboration
with traditional healers in the provision of mental health care services. Patients in
SW Uganda expressed their somatoform and dissociative symptoms as medically
unexplained illnesses and were often unsuccessful when seeking help in the medical
sector. During the help-seeking process, these symptoms were experienced and
interpreted as signs of possessing spirits, and further treatment was sought at
traditional healers, Christian-influenced traditional healers, and church healing places.
EMs based on spirit possession eventually led to major improvement for nearly all
patients. Often-mentioned explanations were the following: neglect of spiritual rituals,
neglect of responsibility towards relatives and property, the call to become a healer,
witchcraft, grief, and land conflicts. Understanding of these common explanations
can help to make sense of initially vague medical symptoms. The study also illustrates
that traditional healers can play an important role in translating these symptoms into
prevailing problems and conflicts, leading the way to solutions and healing.
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The suffering and healing of patients with spirit possession was addressed in different
ontological dimensions. The connection with the supra-human spiritual world and
time dimension was strengthened and renewed by restoring neglected rituals and
acknowledging healing powers that are passed along according to family lineages.
In the inter-human dimension, ancestral sprits seemed to play a regulating role in
the restoration of relationships with family and communities. In the intra-human
dimension, unsettling feelings related to negligence, lack of self-restraint, or grief
were addressed. The most common issue addressed in the extra-human dimension
in our study were tensions about land.
EMs involving spirit possession acknowledge and address disturbed connections
with the spiritual world, ancestors, family, land, and neighbours, all of which are
part of one’s damaged sense of historical, cultural, and social identity. This fits with
the traditional role of healers, to maintain and restore balance in the community
and with the spiritual world. These issues are easily overlooked in Western trauma
therapy. Treatment of dissociative identity disorders in Western countries, commonly
attributed to severe and chronic childhood traumatization, emphasizes integrating
individual traumatic experiences within a phase-oriented therapy. This often resulted
in the difficulty of therapists and patients getting lost in lengthy therapies. When it was
acknowledged that the focus on traumatic memories was insufficient, phase-oriented
therapy was adjusted to provide more attention to attachment and social integration
(Steele et al. 2005; Van Der Hart et al. 2006). As De Jong and Reis illustrate, the
emphasis of Western therapy is mostly on the intra-human dimension, with limited
attention given to the inter-human and time dimensions. Supra-human and extrahuman dimensions rarely play a role in Western therapy. The results of this study
suggest that involving a spiritual, religious, and social perspective can perhaps make
therapy for patients with trauma-related dissociation more effective.
The study can also contribute to the debate on effective mental health policies and
systems for underserved populations. Our research in Uganda, as well as the other
mentioned research on dissociation in African and other low-income countries,
demonstrates the importance of strengthening social and spiritual resources that
can lead to social cohesion and enable healing. Knowledge of cultural themes and
explanations and a systemic approach can be helpful in dealing with trauma-related
dissociative symptoms. There is also some evidence that uncovering and unravelling
individual traumatic experiences is not always necessary to increase mental wellbeing. It is possible that restoration of social, cultural, and spiritual belonging
provides strength to endure certain individual traumatic experiences. At the same
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time, cultural themes can also allow patients to process trauma on a symbolic level.
Verbalizing individual stresses and traumas in psychological EM can be dangerous
within certain social, cultural, or political contexts (De Jong and Reis, 2010; Nichter,
1981). Sometimes, however, when individual traumatic experiences and therapeutic
needs may be insufficiently addressed with a cultural–spiritual approach (which may
be perceived as an anachronism), individual counselling and psychosocial support
interventions can also play an important role (Tol et al. 1929; Van Duijl, 2003). When
explanations—whether medical, psychological, social, political, cultural, or spiritual–
religious—do not seem to lead to a solution and are experienced as “paralyzing”, a
shift of EM can lead to another dimension with new perspectives and solutions and
result in an increased sense of patient self-efficacy.
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Introduction
This dissertation presents four studies that explore various aspects of dissociation in
Uganda. The introduction of this dissertation describes the context of mental health in
Uganda, the author’s activities when working there as a psychiatrist, and the questions
that gradually arose during the period the author was in Uganda, which became the
basis for this thesis. This information is placed against the background of Uganda
as an example of a country with a significant mental health gap (mhGAP) and placed
in the current discussion on global mental health. The second chapter explores
definitions, phenomenology and explanatory frameworks of possession and trance.
The actual research for this thesis is presented as four studies described in chapters
3-6. The initial research was a qualitative study that explored the validity of DSM-IV
dissociative disorders categories in south-west Uganda compared to local categories
and explanations (chapter 3). The results showed that spirit possession was experienced
as a common distressing phenomenon, but was usually not associated with psychotraumatic experiences. The second research study (quantitative) was a case control
study on the relationships between spirit possession, dissociative symptoms, and
reported potentially traumatizing events in south-west Uganda (chapter 4). This study
compared 119 persons diagnosed with spirit possession by traditional healers to a
matched control group of 71 “non-possessed” persons, and assessed demographic
variables and measures of dissociation and potentially traumatic events. The third study
(chapter 5) was a mixed-methods study in which symptoms of patients suffering from
spirit possession (n=119) were compared to experimental criteria for possessive trance
disorder in the DSM-IV and proposed criteria for dissociative identity disorder (DID) in the
DSM5. The last study of this thesis (chapter 6) explored help-seeking steps, explanatory
models and healing procedures that eventually led to healing spirit possessed patients.
This epilogue (chapter 7) will highlight some of the central issues related to this
research. For each topic, the current situation and insights will be briefly pointed out,
after which I describe how our research addressed each issue and the contributions
generated by the work. The epilogue concludes with recommendations for clinical
practice and further research.
The issues that are addressed include:
(i) Methodological issues in transcultural research,
(ii) Classification of spirit possession in the DSM,
(iii) Dissociation, trauma and spirits: clinical implications for diagnosis and
interventions.
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Methodological issues in transcultural research
Background
Research in a transcultural setting involves moving between various perspectives
and methodologies. The researcher may choose combinations of qualitative and
quantitative methods. In addition, the researcher may opt for a universal stance, i.e.
using a Western diagnostic concept or category such as depression as the research
topic, or a more culture-relativistic point of view, e.g. studying the role of a specific local
form of possession in its political or socio-cultural context. Further, one has to choose
between an emic or etic approach. Formally, there is no relationship between emic
and qualitative research or etic and quantitative research. However, in many studies,
an emic perspective of a specific local group of people is traditionally explored using
qualitative research methods, which take local structures and meaning systems into
account and provide culture-relativistic information. An etic perspective represents
universally applied views, classification systems and research questionnaires in the
field of psychiatry and mental health. It allows for epidemiological and outcome studies
with quantitative measures. Appling etic quantitative measures can, however, bring
about “category fallacy”: when categories of one system imply ideas about causes
and treatment that might lack coherence and validity in another system (Kleinman,
1987; 1988). To achieve cross-cultural validity, it is advisable to translate and adapt
research instruments to five dimensions of cross-cultural equivalence (Flaherty et
al. 1988). Content equivalence means the content of each item of the instrument is
relevant to the phenomena of each culture being studied. Semantic equivalence refers
to meaning of each item, which should be the same across cultures after translation.
Concept equivalence means that the same theoretical construct is measured in each
culture. Criterion equivalence means the interpretation of the measurement of the
variable remains the same when compared with the norm for each culture studied.
Technical equivalence refers to the method of assessment, and whether the procedure
of assessment used is sensible in another culture or leads to systematic biases.
Whereas qualitative and quantitative research methods can be seen as contradicting
systems, the current view is that both approaches are complementary in transcultural
psychiatric research. Mixed methods, the combination of qualitative and quantitative
methods, are necessary to bridge relativistic and universalistic approaches (Corbin
and Strauss, 2008; De Jong et al. 2010). For example, De Jong and Van Ommeren
(2002) describe various stages in transcultural research, where an epidemiological
survey is preceded by qualitative research stages to elicit information on illness
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experience, local nosological categories, and symptom context. These methods
provide the background information needed to shape research questions, modify
instruments for local situations, and interpret collected epidemiological data.
These insights, about the value of applying mixed methods, were later applied in
a variety of studies in several continents (De Jong et al. 2001; De Jong et al. 2003;
Jordans et al. 2011; Tol et al. 2008; Tol et al. 2010).

Application and contributions of a “mixed methods
approach” in this thesis
The studies in this thesis on dissociation in Uganda moved between emic experiences
and perspectives on local dissociative symptoms and spirit possession to universal
etic classification categories and perspectives on trauma. In addition, the procedure
of alternating and combining qualitative with quantitative methods was applied in
the studies’ sequencing. The first study used qualitative methods, the second mainly
quantitative methods, while the third and fourth study combined qualitative and
quantitative methods.
The first qualitative study explored the applicability of DSM categories to dissociative
disorders in south-west Uganda (Van Duijl et al. 2005). Vignettes of (etic) DSM-IV
categories of dissociative disorders were used as a starting point to explore the
applicability of these concepts and were compared to local (emic) categories and
symptoms. Information obtained in focus group discussions and key informant interviews
was triangulated between traditional healers, religious leaders, various categories of
health professionals, and people in the community. This study demonstrated which DSM
categories overlapped with local categories and conceptualization (e.g. dissociative
amnesia as a result of traumatic events that are too difficult to cope with) and which
dissociative presentations (e.g. shifting of personalities in dissociative identity disorder)
are recognized, but are locally attributed to other ideas about causes and treatment (e.g.
spirit possession by angry ancestors because of ritual neglect).
The local terms and descriptions for common dissociative presentations revealed
by this study were used to design a checklist for local dissociative categories, the
Checklist Dissociative Symptoms for Uganda (CDS-Ug). In further (quantitative)
research steps the CDS-Ug allowed for addressing the risk of category fallacy, which
can occur when questionnaires based on Western or “universal” categories are used.

160 | Chapter 7

The second thesis study was a quantitative case control study, which explored
the relationship between “spirit possession”, dissociative symptoms and reported
traumatic experiences (Van Duijl et al. 2010). The case group consisted of patients
referred by traditional healers who had been diagnosed as suffering from spirit
possession. The traditional healers’ (emic) diagnosis of “spirit possession” of the case
group was verified using the CDS-Ug. This strategy corroborated the construct validity
of local dissociative categories and hence prevented the problem of “category fallacy”
in the study. We also compared dissociation as measured by the locally designed
CDS-Ug with Western dissociative measures, the Dissociative Experience Symptoms
(DES) and Somatoform Dissociation Questionnaire (SDQ). The association between
spirit possession and scores on these measures were high which confirmed that local
states of spirit possession presented with a high level of dissociative features both in
local and international classification terms.
To ensure the cross-cultural equivalence, the questionnaires were translated from
English to Runyankore by three independent bilingual mental health professionals, and
back translated to English by three additional bilingual mental health professionals.
Final versions of the questionnaire were discussed and agreed upon in focus group
discussions. Some minor adjustments had to be made to adapt the questionnaires
for local usage. For example, the DES mentions becoming absorbed while watching
television or a movie (item 17). Since many local patients do not have access to
electricity, televisions or movies this item was changed to listening to a story being told
or to the radio. In this way “concept equivalence” of “absorption” was managed. Also,
a solution had to be found to address a questionnaire enquiring about percentages,
since this was a difficult concept for illiterate respondents. To pursue “technical
equivalence” we replaced a visual analogue scale with a drawing with pictures
indicating graduated quantities of liquid in 10 cups to allow respondents indicate how
much a specific item applied to them. In addition, questionnaires originally designed
for self-reporting were verbally administered by a native research assistant because
of high illiteracy rates in the patient population.
The second study results shed new light on the cross-cultural phenomenology
and occurrences of dissociative symptoms and the relationship with traumatic
experiences. The strong correlation found between local dissociative symptoms, and
severe psychoform and somatoform dissociation indicates that dissociation-related
sensory-motor and physical mechanisms are possibly similar in various contexts/
cultures. However, we found considerable differences related to the local meaning of
dissociative phenomena.
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The correlation between dissociation and traumatic experiences found in the Ugandan
context was remarkable and supported similar findings in Western countries. This
finding refutes critics who have suggested that the relationship between dissociation
and trauma is strongly determined by suggestion and the secondary benefits of
patients and therapists (Dalenberg et al. 2012; Loftus, 1993; Merckelbach and Muris,
2001). In Uganda, suggestion and secondary benefits concerning a relationship
between trauma and dissociation did not play a role since patients and healers
handled various explanatory models (EMs) during the healing process. The results of
the relationship between local forms of spirit possession and traumatic experiences
have been noted in Science (Schenkman, 2010). This relationship was subsequently
also established in Mozambique and northern Uganda (Igreja et al. 2010; Neuner et
al. 2012).
The third thesis research study made use of a mixed method approach to explore
local symptoms of spirit possession and compare these with the experimental DSM
IV and proposed DSM 5 criteria for dissociative and possession trance disorders
(Van Duijl et al. 2013). Local symptoms were explored using illness narratives and
the CDS-Ug. The narratives contained subjective emic dissociative experiences of
patients. Multiple correspondence analysis using SPSS (quantitative statistics) was
applied to identify meaningful patterns. Local emic symptoms derived from the
narratives and the CDS-Ug were compared with universal etic criteria in a table to
identify overlap and differences. Use of this mixed-methods methodology contributed
to a detailed view of the sequence and patterns in symptoms of possessive states,
which will be described in the next part of this epilogue.
The fourth research paper used a mixed-methods research design to explore the
help-seeking behaviour of spirit possessed patients, the healing methods used by
their healers, the EMs that endorsed the healing process, and the perceived subjective
effectiveness of the healing process. Qualitative material (patient narratives) and
processes (thematic content analysis and conceptual ordering (Corbin and Strauss,
2008; Flick, 2009)) were used to investigate the above-mentioned questions. Results
were entered in an SPSS data file for computation. Brief narratives were gathered in
a separate file and served as examples. The results led to additional perspectives on
treatment for trauma-related dissociation in various contexts.
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Research as a participatory process and other
methodological contributions
A pertinent and strong aspect of our research was the participatory processes and
interrelationship of research activities associated with developing appropriate mental
health services. Research questions were derived from the author’s local clinical
practice. Participants often benefitted from the participatory process (for example, in
focus group discussions), and results were disseminated to local stakeholders on a
regular basis. In many ways, our research was a participatory process as described in
community-based participatory research (CBPR) (Israel et al. 1998, 2008; Minkler and
Wallerstein, 2010; Stacciarini et al. 2011). Key principles of CBPR have been defined
as: (1) recognition of a community as a unity characterized by a shared sense of
identiﬁcation and emotional connection with common symbol systems, shared values
and norms, mutual inﬂuence, common interests, and commitment to meeting shared
needs (2) building on strengths and resources within the community; (3) collaborative
partnership in all phases of the research, (4) integration of knowledge and action for
the mutual benefit of all partners, (5) promotion of co-learning and an empowering
process that encourages social equality, (6) cyclical and iterative process, (7) focus
on health from positive and ecological perspectives, and (8) dissemination of findings
and knowledge to all partners. In the Inter-Agency Standing Committee (IASC)
guidelines for mental health and psychosocial support in emergency settings, similar
participatory approaches are recommended (IASC, 2007).
CBPR principles (Israel et al. 1998) were applicable in the process of this research.
The local communities in Mbarara and neighbouring districts where the research was
conducted share a common history and Ankole culture and can be considered as
the “communities” involved in the research. They can be seen as unities (principle 1)
characterized by a more or less shared sense of identiﬁcation and emotional connection
with common symbol systems, shared values and norms, mutual inﬂuence, common
interests, and commitment to meeting shared needs.
Traditional healers and their knowledge resemble important community resources
(principle 2) in Uganda for managing various mental, psychological and social
problems (Abas et al. 2003; Abbo et al. 2008a; Abbo et al. 2008b; Abbo et al. 2009;
Abbo, 2011; Abbo et al. 2012; Al-Krenawi, 1999; Birhan et al. 2011; IASC, 2007; Igreja,
2003; Napo et al. 2012; Nsereko et al. 2011; Okello and Musisi, 2006; Okello and
Neema, 2007a; Patel, 2011; Teuton et al. 2007; Uyanga, 1979). Traditional healers
were important collaborative partners (principle 3) in all phases of this research.
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Consultations were conducted with traditional healers to hear their views on patients
with dissociative presentations and this data inspired the author to formulate research
questions. Their ideas were further explored during focus group discussions and
key informant interviews, and consequently their patients were referred for the case
control study. Research results were shared and discussed with the healers in several
phases of the research in multiple group meetings in the villages (principle 5) as well
as during grand rounds at the university in which traditional healers and religious
leaders also participated. The latter led to informative discussions, for example, about
what the healers perceived as the counterproductive opposition between religious
and traditional views and interventions.
Integration of knowledge (principle 4) and action for the benefit of all partners and
partners’ co-learning (principle 5) was also achieved by involving medical students
in various parts of the research. When travelling to the villages, the medical students
were scheduled to join in the fieldtrips. While the research assistant interviewed
referred patients on the back seat of the pickup, meetings were held with the
healers, traditional birth attendants or village health workers and the students also
participated. Local views, attitudes and practices were explored and ideas were
exchanged with medical students and local health workers. This exchange benefitted
the researcher, the students and the participating healers and village health workers.
In their evaluation of the psychiatry internship, medical students mentioned that this
experience had opened their eyes to the richness of their cultural background.
Group processes such as the aforementioned meetings as well as the focus-group
discussions that were part of the research had an emancipating effect on the
participants. They facilitated bringing implicit and initially fragmented knowledge to
the surface, connecting and developing this into shared views and coherent meaning
systems. Disclosure by colleagues stimulated the participants’ openness and for
some, it was an eye-opener to be able to discuss themes related to taboos and
hidden practices. This sometimes enabled more focused and in-depth exploration
than in individual key informant interviews.
A cyclical and iterative process (principle 6) involving the community was partially
applicable as local healers, colleagues and the research assistant were consulted
on data interpretation and included in the dissemination of results. In data collection
and analysis, the lead was taken by the author and her supervisors assisted by a
local student (Andrew Ainemugisha) and lecturers (Charles Muzunguzi and Abdullah
Muwonge) from the Department of Development Studies at Mbarara University. These
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three were fluent in the local language, acted as research assistants and assisted
with the data collection. A focus on positive and ecological perspectives (principle 7)
was visible in the exploration of local explanatory models for dissociation addressing
biomedical, social, economic, cultural, historical, and political factors as determinants
of health and disease.
Dissemination of findings and gained knowledge (principle 8) to all partners involved,
in a language that is understandable and respectful, and “where ownership of
knowledge is acknowledged” (Israel et al. 1998) was an on-going process. Research
findings are still being disseminated through various fora to increase knowledge
and skills concerning diagnosis and management of dissociative disorders in a
transcultural context.
Initially traditional healers felt side-lined in their position by churches and medical
representatives. Even the President of Uganda qualified their practices as backward
on one graduation day of Mbarara University. During our work as part of the Mbarara
Mental Health program we encouraged traditional healers to organize (described
in the introduction of this thesis). They started collective herbal gardens at health
centres and developed ethical guidelines. The exchange made it possible to gain
their trust so they would collaborate in this research. Eventually, when I came back
to Uganda, other organizations and departments e.g. ophthalmology, gynaecology
and maternity care and HIV/AIDS programs made use of the existing structures to
exchange and collaborate with traditional healers. In different departments of the
University acknowledgement of healers’ position had become stronger. Referral
of patients between healers, health centres and hospitals increased through the
collaboration of traditional healers with the psychiatry department and this research.
Patients benefitted from the mutual referrals, which reduced patients’ delays in finding
effective treatment. Patients also benefitted from the insights achieved through this
research since they were directly integrated into clinical practice.
These days, there are an increasing number of studies conducted by Ugandan
researchers on traditional healers’ views and contribution to mental health (Abbo et
al. 2008a; Abbo et al. 2008b; Abbo et al. 2009; Abbo, 2010; Abbo, 2011; Nsereko et al.
2011; Okello and Musisi, 2006; Okello and Neema, 2007a; Okello and Neema, 2007b;
Tabuti et al. 2003). Their role in addressing health care needs in primary health care is
increasingly acknowledged indicating an emancipating process. However, research
on the role of traditional healers and cultural explanations usually takes Western
categories, such as depression and psychosis, as a starting point. Dissociative
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TABLE 1: DSM-IV research criteria for DTD and ICD-10 criteria for dissociative
(conversion) disorders
DSM-IV criteria:
A.

Either (1) or (2):
1.

trance, i.e., temporary marked alteration in the state of consciousness or loss of
customary sense of personal identity without replacement by an alternate identity,
associated with at least one of the following:
a. narrowing of awareness of immediate surroundings, or unusually narrow and
selective focusing on environmental stimuli
b. stereotyped behaviours or movements that are experienced as being beyond
one’s control

2.

possession trance, a single or episodic alteration in the state of consciousness
characterized by the replacement of customary sense of personal identity by a new
identity. This is attributed to the influence of a spirit, power, deity, or other person, as
evidenced by one (or more) of the following:
a. stereotyped and culturally determined behaviours or movements that are experienced as being controlled by the possession agent
b. full or partial amnesia for the event

B.

The trance or possession trance state is not accepted as a normal part of a cultural or
religious practice.

C.

The trance or possession trance state causes clinically significant distress or impairment in
social, occupational, or other important areas of functioning.

The trance or possession trance state does not occur exclusively during the course of a Psychotic Disorder (including Mood Disorder With Psychotic Features and Brief Psychotic Disorder)
or Dissociative Identity Disorder and is not due to the direct effects of a substance or a general
medical affection.
ICD-10 criteria:
A.

The general criteria for dissociative disorder (F44) must be met:
G1. No evidence of a physical disorder that can explain the symptoms that characterize
the disorder (but physical disorders may be present that give rise to other symptoms).
G2. Convincing associations in time between the symptoms of the disorder and stressful
events, problems or needs.

B.

Either (1) or (2):
1. Trance: Temporary alteration of the state of consciousness, shown by any two of:
a. Loss of the usual sense of personal identity.
b. Narrowing of awareness of immediate surroundings, or unusually narrow and
selective focusing on environmental stimuli.
c. Limitation of movements, postures, and speech to repetition of a small repertoire.
2. Possession disorder: Conviction that the individual has been taken over by a spirit,
power, deity or other person.

C.

Both criterion B.1 and B.2 must be unwanted and troublesome, occurring outside or being
a prolongation of similar states in religious or other culturally accepted situations.

D.

Most commonly used exclusion criteria: not occurring at the same time as schizophrenia or
related disorders (F20–F29), or mood [affective] disorders with hallucinations or delusions
(F30–F39).
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disorders as a category of mental disorders involving local meaning systems still
deserve more attention in African psychiatric research since these presentations
might overlap emic categories.

Classification of spirit possession in the DSM
In order to make the DSM-IV more applicable in diverse cultural settings, criteria for
Dissociative Trance disorder (DTD) and Possession Trance Disorder (PTD) were included
in the DSM-IV Appendix on Criteria Sets for Further Study. Meanwhile, pathological forms
of spirit possession manifesting as DTD and PTD can be categorized as a dissociative
disorder not otherwise specified (American Psychiatric Association, 2000). Similarly, the
ICD-10 (World Health Organization, 2010) includes trance and possession disorders.
The criteria for DTD in the DSMIV-TR and criteria for possession disorder in ICD-10 are
given in the table 1.
Evaluation of the research criteria in the DSM-IV appendix was urgently required
when the DSM-5 was being developed. In the formerly proposed and now published
DSM-5, PTD is subsumed under Dissociative Identity Disorder (DID) and DTD
under Other Specified Dissociative Disorder (American Psychiatric Association,
2013; Spiegel et al. 2011). An evaluation of DSM-IV criteria of DTD and PTD based
on 28 articles involving 402 patients with possessive states rarely included African
patients (During et al. 2011). We hope that our study involving 119 cases is a valuable
additional contribution in this area. Analysis of subjective experienced symptoms
mentioned in the narratives of spirit possessed patients and checklists with local
dissociative symptoms provided new detailed insight into the patterns and clusters
of dissociative possessive symptoms. These are described in chapter 5 and 6 and
will be summarized here. When the complete history of complaints and help-seeking
is taken into account (chapter 6) there is evidence for three overlapping phases of
symptoms eventually attributed to spirit possession. The history often started with
somatic complaints that appeared to be medically unexplained. This was followed by
a phase of partial dissociation, with intrusive passive-influence experiences such as
hearing voices, and physical, emotional, and mental experiences that one does not
experience as one’s own, but rather as being induced by external powers. In the third
phase, which could occur before or during the healing practice, the possessing agents
presented themselves and expressed their messages. This was accompanied by the
possessive trance symptoms described in the DSM IV, with trance and stereotypical

Epilogue

| 167

behaviour and movements, amnesia, and replacement of the usual personality. This
progress in symptoms related to spirit possession seems similar to that of traumarelated dissociation in Western cultures, which can be conceived as a continuum
from single somatoform and anxiety symptoms to dissociative identity disorder at
extreme poles (van der Kolk and van der Hart, 1989). The study also demonstrated the
limitations of the experimental research criteria for DTD and PTD in the DSM-IV which
are predominantly based on observable signs, thus providing a limited description
compared to the scope of the subjective experiences of Ugandan patients with spirit
possession. This limitation also applies to classification for DID in the DSM-IV, as
put forward by Dell ( 2009). In the DSM 5, an effort has been made to include some
subjective sensory-motor symptoms and passive influence experiences in the criteria
for DID and this is covered by the phrase under criteria A as “These signs may be
observed by others or reported by the individual”. Descriptions recognizable to
patients with possession disorders, such as feeling influenced and held by powers
from outside, strange dreams or hearing voices, could be mentioned more explicitly.
Another new insight was the presence of two dimensions in symptoms that was
revealed through multiple correspondence analysis of the inventoried dissociative and
possession symptoms. One dimension consisted of mainly “passive” or “negative”
symptoms, such as amnesia/changed consciousness, forgetfulness, feeling
influenced, and isolating oneself, and the second dimension consisted of mainly
“active” or “positive” symptoms, such as shaking of the body and talking in voices
other than one’s normal voice, expressing the shift from the normal to the possessing
agent. A division in passive and active symptoms is also found in the classification
of other mental disorders, such as schizophrenia or post-traumatic stress disorders
(PTSD) with its avoidant and intrusive symptoms. These dimensions also fit with the
negative and positive symptoms in the theory of Structural Dissociation related to
trauma (Steele et al. 2005). The apparent normal part of the personality (ANP) strives for
“normal life” and avoidance of traumatic memories through negative symptoms such
as amnesia, depersonalization and paralysis. The emotional part of the personality
(EP) contains fragmented traumatic experiences, and positive symptoms, such
as hearing voices, intrusive traumatic symptoms, and pain without organic cause,
uncontrollable movements, and sensory perceptions. Spirit possession as an idiom of
distress in a context of suppression and societal disruption (De Jong and Reis, 2010)
is comparable to the role of the EP, containing conflicting experiences not compatible
with the expected “normal behaviour” in a specific traditional political, cultural, or
religious context.
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DSM-5 (American Psychiatric Association, 2013) (p292) mentions two clusters of
symptoms for DID. Criterion A symptoms include alterations or discontinuities in the
sense of self and agency which can include perceptions of voices, emotions or actions
including non-epileptic seizures that are experienced as ego-dystonic. These overlap
with the cluster of “positive” symptoms found in our study. Criterion B symptoms
cover memory gaps and amnesias and overlaps with the cluster of negative symptoms
found in our study.
Auditory hallucinations can be gathered among the passive influence experiences.
These were remarkably common among spirit possessed patients; 40% of the
spirit possessed patients reported hearing voices during and 33% preceding the
possessive state. The voices the respondents hear are often those of dead relatives
(mother, grandfather sister, etc. or from the possessing spirits or “gods”). Similarly De
Jong and Reis found that voices heard in Kiyang Yang were often those of parents
and grandparents (De Jong and Reis, 2010). The voices warn the respondents that
someone will die or they give certain commands.
It may be difficult to distinguish between the diagnosis of a psychotic disorder or
a dissociative disorder when auditory hallucinations and other passive- influence
experiences are present. These symptoms are often seen as part of psychotic
disorders or schizophrenia while they also appear to be common among patients
with PTD/DID. Moreover there is evidence that auditory hallucinations are related to
adverse childhood experiences (Bentall and Fernyhough, 2008; Honig et al. 1998;
Moskowitz and Corstens, 2008; Spiegel et al. 2011; Varese et al. 2012). Markowitz
and Corstens even argue that hearing voices is primary a dissociative feature and not
a core symptom of psychosis, although this experience may occur during a psychotic
illness. In conclusion, hearing voices deserves consideration for more explicit
mentioning in the criteria for DID. This currently can be gathered under criterion A
in the DSM-5 as part of the disruption of identity, characterized, among others, by
alteration in perceptions and sensory- motor functioning. The confusion about the
high incidence of psychosis in ethnic minorities might be partly due to misdiagnosis of
hallucinations erroneously attributed to psychotic disorders (Zandi et al. 2011).
Feeling paralyzed and unable to speak or move was experienced by 48 % of the cases
in this research. This can be a sign of sleep paralysis, for example when this occurs
during the onset of sleep or upon awakening. During sleep paralysis, individuals
are aware of their surroundings, but are unable to move. So called hypnagogic or
hypnopompic hallucinations, such as sensing the presence of others, feeling external
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pressure on the chest, and hearing footsteps or odd sounds commonly accompany
the paralysis. These experiences result from the persistence of REM activity after
an individual begins to awake and become aware or as they are falling asleep. (Otto
et al. 2006). These experiences have a variety of cultural interpretations (De Jong,
2005; Hinton et al. 2005), which can influence the level of fear and distress it causes.
Patients can be helped by medical scientific explanations, although enquiring about
their supernatural beliefs is essential (Cheyne and Pennycook, 2013; De Jong, 2005).
It is important to be aware that hallucinations and passive influence symptoms can
occur as part of dissociative disorders and sleep paralysis and that these symptoms
are easily mistaken for signs of a psychotic process.
While pathological possession trance states are known to be common in most cultures
(Bourguignon and Evascu, 1977), the preceding somatoform dissociative and passive
influence experiences require further research for measuring prevalence and impact.
These symptoms may be experienced as more disruptive and distressing than the
actual possessive states, since they interfere with one’s activities, while uncertainty
about the possible causes, thoughts about underlying threats and fear of revenge and
death can be very unsettling. During the actual possessive state, a solution is almost
found; the spirits speak out and often disclose underlying problems. The sequence
in complaints shows the importance of exploring medically unexplained symptoms in
detail while enquiring about passive influence experiences (such as hearing voices,
being unable to move or speak, sleep paralysis, dreams) and exploring the various
explanations that the patient and his/her caretakers have for these complaints. This
approach facilitates a more appropriate classification of these disorders and leads to
a broader scope of treatment options.

Dissociation, trauma and spirits:
implications for diagnosis and treatment
Empirical support for the hypothesis that dissociation is caused by trauma has
substantially increased over the last decades (Dalenberg and Carlson, 2012; Stein et
al. 2013). This relationship remains when a proclivity for fantasy and suggestion are
controlled (Dalenberg et al. 2012). As mentioned in the section on methodological
issues, our study in Uganda also provided evidence of a strong relationship between
dissociative symptoms and traumatic events in a context that was not biased by
suggestion or interests concerning this specific relationship.
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The high prevalence of dissociative symptoms worldwide (Stein et al. 2013) and the
associated severe functional impairment (Mueller-Pfeiffer et al. 2012; Spiegel et al.
2011) justifies attention for the classification and treatment of these dissociative
disorders in culturally diverse settings. However, despite the relationship with trauma,
standardized PTSD treatment, such as EMDR or CBT, is only partially effective for
severe dissociative symptoms (Hagenaars et al. 2010). On the other hand, when
exposure-based PTSD treatment is applied, dissociative features such as numbing
and depersonalization do not necessarily have a negative impact on the treatment
outcome for PTSD symptoms (Hagenaars et al. 2010). The current standard for the
treatment of severe dissociative disorders in Western societies is phased traumafocused therapy, (Brand et al. 2012; International Society for the Study of Trauma and
Dissociation 2011) which is a long and costly process and still limited in effectiveness
(Van Der Hart et al. 2006).
This brings us to the question of how trauma and dissociation can best be addressed
in a transcultural context.
We have seen that in low-income countries, such as Uganda, dissociative symptoms
are common and invalidating. African patients with severe dissociative symptoms
often seem to find (effective) help from traditional healers. Despite the relationship
with trauma, a broader scope of attributions and EM appears to be an entrance to
healing. Explanatory models involving ritual neglect, neglect of responsibilities, the
call to become a healer, spirits of deceased, land conflicts, jealousy from relatives or
neighbours, or a fear of sorcery can be an entrance to explore troublesome threats
and relationships in the supra-, intra-, inter-, extra-human and time dimension (De
Jong and Reis, 2013; Igreja, 2003; Israel et al. 1998; Neuner et al. 2012; Stein et al.
2013; Van Duijl et al. 2014).
For Western-trained mental health workers managing dissociation in a transcultural
context, use of an ecological model involving several levels of enquiry and investigation
can be useful. These levels include biomedical, psychological, social (including family
and community), economic and political, historical, cultural and religious, which are
all factors that can play a role in precipitating stressors as well as provide options for
treatment (Odenwald et al. 2007).
On the biomedical level, medical and neurological causes (epilepsy) should be
excluded as well as psycho-organic symptoms related to infectious diseases, brain
injury, intoxications, alcohol and substance abuse. Differential psychiatric diagnosis
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should be considered and excluded, such as psychotic disorders and bipolar disorders,
anxiety, PTSD and depressive disorders, somatoform and conversion disorders. One
should be aware of the criteria to classify dissociative disorders including dissociative
trance states (Other specified dissociative disorder in DSM-5) and possessive trance
disorders (DID in DSM-5) and overlapping symptoms with other disorders.
On a psychological level, stressors can include individual traumatic experiences
such as torture, sexual abuse, domestic violence, death, etc. Also, feelings of guilt or
shame towards the family or community or conflicting situations between individual
ambitions and cultural or social expectations can play a role.
On the level of the family and clan, there can be problems related to polygamous
marriages and stepparents, forced marriages and unpaid bridal prices, conflicts about
inheritance, land conflicts, unapproved relationships and honour-related violence,
problems meeting financial obligations, lost relatives, deaths of dear ones without
proper rituals and conflicts of religious/cultural beliefs.
On a community and social level, issues such as jealousy, theft, and fear of sorcery
and witchcraft can play a role. For example, a patient who was a highly ranked, welleducated person with life-threatening cardiac problems was seen in the emergency
ward of a Ugandan hospital by the author. The patient attributed his serious condition
to witchcraft and sorcery induced by revengeful colleagues because of he had
disclosed bribery and financial mismanagement in higher government levels. Jealousy
due to better business success or not sharing certain privileges can also be a reason
for sorcery. On a political level, dissociative manifestations can be associated with
political resistance (Behrend and Luig, 1999; De Jong and Reis, 2010) and juridical
procedures, e.g., asylum seekers in high-income countries.
On a religious level, it is relevant to enquire about a patient’s religious beliefs and
practices. Conflicting beliefs of the church or Islam versus traditional beliefs can
cause significant stress within families (Okello and Neema, 2007a; Teuton et al. 2007).
In religious contexts, such as in the Pentecostal and Charismatic church, “speaking
in tongues” can be a desired state since it is seen as evidence of Baptism in the Holy
Spirit. However, spirit possession is seen as evil and an expression of the devil, which
requires exorcist practices. Nevertheless, the church can mean an important source
of support for traumatized patients and reinforce a sense of collective belonging
within the church community, e.g., with born-again Christians. By starting a new
life as a “born-again”, with born-again brothers and sisters, religious rituals such as
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praying can assist in forgetting the (traumatic) past. Testimonies of one’s past given
during prayer sessions can provide the opportunity to express traumatic experiences
and feelings and leave them behind (Tankink, 2007).
On a cultural-spiritual level, one might be worried about traditional rituals not being
performed resulting in the neglect of ancestral spirits and semi-gods. There might be
a family lineage of spiritual healers that has been discontinued.
War, political turmoil, disasters, displacement and migration can have a disturbing
impact on many levels of functioning and increase the pressure of conflicting realities,
expectations and needs resulting in trauma-related dissociative complaints (De Jong
and Reis, 2010; Igreja et al. 2010).
The Cultural Formulation Interview (CFI) incorporated in the DSM 5 provides a
framework to assess information about the cultural features of an individual’s mental
health problem and how they relate to a social and cultural context and history
(American Psychiatric Association, 2013). The tool explores the cultural definition
of the problem, cultural perspectives of cause, context and support, cultural factors
affecting self-coping and past and current help-seeking. The CFI provides questions
for the patient and his/her caretakers or informants as well as instructions for the
interviewer. The questions are open and client centred. Some explicit examples and
background information (e.g. on the symptoms and occurrence of spirit possession)
can be helpful to avoid answers that are thought to be socially desirable in a Western
medical context.
The above-mentioned levels of assessment also open opportunities for treatment.
Each level of explanation can lead to solutions varying from medication and individual
trauma-focused therapy to working with families and communities, collaborating with
traditional healers and religious leaders, or juridical support and political action. In
some areas, traditional approaches can offer opportunities for negotiation procedures
and reconciliation rituals between conflicting parties (Ainomugisha, 2012; Baines,
2007). This does not mean that intervention is required at all levels simultaneously.
An explanation intervention on one level (e.g. trauma-focused therapy or exorcism or
political action) may provide a metaphoric level to express and process complicated
issues on another level and thus provide relief and resources to manage other
stressors in life.
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Conclusion
This chapter highlights three core issues related to this thesis. The first part describes
the mixed methods approach of qualitative and quantitative research methods that
were applied and combined in multiple research steps. This approach bridged the
gap and allowed for a comparison of local symptoms, categories, explanations
and healing interventions with Western and universally applied DSM classification
criteria, explanations and interventions. The chapter also illustrates how the mixed
methods approach stimulated participatory processes and thus, in many ways, met
the principles of community-based participatory research.
The second part summarizes the findings of the phases and patterns of symptoms of
spirit possession and how this relates to classification in the DSM-IV and 5. Insight into
the phases of somatoform complaints, which develop into passive-influence experiences
of spirit possession before resulting in an actual possession trance state, can be helpful
for a broader exploration of explanatory models of the patient and his/her relatives.
Knowledge of partial dissociative symptoms and passive-influence symptoms can assist
to make an appropriate diagnosis and distinguishing between dissociative and psychotic
disorders. DTD and PTD were relevant experimental classification categories in the
DSM-IV enabling more culturally appropriate classification. In the DSM-5, classification
of a pathological trance state is possible since “Other specified dissociative disorder”
and classification of a pathological possession trance states are included in Dissociative
Identity Disorder. More research on the comorbidity of pathological possession states
and differentiation from other diagnostic categories remains exigent.
The third part discusses explanations for dissociation (trauma and spirits) and the
implications for further assessment and treatment. Possession and trance have been
described as highly prevalent in over 400 societies [60]. Spirit possession can serve
as an idiom of distress (De Jong and Reis, 2013; De Jong and Reis, 2010; Igreja,
2003; Neuner et al. 2012; Reis, 2013; Seligman, 2005; Van Duijl et al. 2010) and
deserves more attention when investigating the impact of traumatic experiences on
mental health in addition to the usually applied categories such as PTSD, depression
and anxiety and psychosis. Apart from the dissociative symptoms that can disturb
a person’s normal functioning, dissociation can also function to allow the fulfilment
of one’s (cultural) roles and responsibilities. Spirit possession can be a means both
to express and to manage distress (Igreja, 2003; Seligman, 2005; Seligman and
Kirmayer, 2008). A broad scope on identifying stressors and resources on multiple
levels is important; the CFI, included in the DSM 5, may be helpful.
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To achieve comprehensive mental health coverage in LMIC, the connection between
global mental health and cultural psychiatry needs to be strengthened (De Jong,
2014). To bridge the mhGAP, between what is needed and what is available, local
resources including local practitioners need to be involved when developing mental
health services [76]. Knowledge of local idioms of distress and the availability of
cultural and religious resources to alleviate the burden of trauma and adversity can
assist in the design of appropriate services. This approach will eventually reduce
pressure on medically trained local health-workers expected to provide treatment for
mental disorders. In addition to shortages of staffs, funding and medication, training
in Western diagnostic categories and treatment options might not be sufficient to
address patients’ psychosocial and mental problems. The contribution to healing of
cultural, spiritual and religious interventions deserves further research.
This dissertation on dissociation in Uganda hopes to contribute to bridging the
gap between local idioms of distress and resources and universal knowledge,
classifications and intervention systems.
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The first chapter and introduction of this thesis describes the context of mental
health in Uganda, the activities I was involved in when working there as a psychiatrist
and how the questions arose that were the basis for this thesis. My work (from
1995 to 2000) and research (from 1999 onwards) was situated in Uganda, a postconflict country that was rated as one of the poorest in the world with limited medical
facilities. Uganda is a typical example of a country with a significant mental health
gap (mhGAP), a gap between the people’s needs and the availability of mental health
services. This thesis addresses current attention to global mental health, and the
aims and strategies (supported by WHO) to integrate mental health systems into
local health systems. Hereby, it is important to build on local and cultural knowledge
and resources to enhance the acceptability, affordability and sustainability of newly
developed services. A brief overview is given of the availability of mental health
services development of government policies over the past few decades.
Working as a psychiatrist at Mbarara University, I was involved in setting up mental
health services using a public mental health approach. With a small local team, a
20-bed department at the hospital was established and a mental health rehabilitation
program (including training and supervision outreach visits to the 40 health centers in
the district) was created. In addition, the Red Cross staff in the refugee-camps was
supported and both a culturally sensitive diploma course in counseling and an epilepsy
support organization were initiated and developed. Local capacity building occurred
through training and supervising medical students, health-workers and counselors.
Continual collaboration with traditional healers gradually intensified. Many of these
activities proved to be sustainable and currently still exist or have developed further
under local staff coordination.
In the course of this work, we came across patients with dissociative presentations.
Making use of family members, students, colleagues and traditional healers we
explored the patients’ backgrounds, various explanations and possible solutions
for these patients’ problems. Although initially the patients and their caretakers
generally started with a medical question and expectation for help, their complaints
often appeared to be related to psychological distress, social problems, economic,
political, cultural and religious themes. Their complaints were frequently an expression
of conflicting demands of traditional expectations (e.g. getting married so that the
relatives received a bridal price) and individual ambitions (such as pursuing studies).
These experiences set the basis for the research on dissociation, spirit possession
and trauma in Uganda described in this thesis.
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Aims of research:

1. To explore the applicability of dissociative disorders categories in Uganda
and how these relate to local manifestations, explanations, occurrences, and
solutions.
2. To explore the relationships between spirit possession, dissociative symptoms,
and reported potentially traumatizing events in southwest Uganda.
3. To compare symptoms of patients’ suffering from spirit possession to
experimental criteria for possessive trance disorder in the DSM-IV and
proposed criteria for dissociative identity disorder (DID) in the DSM-5.
4. To explore the pathways to healing of spirit-possessed patients, visiting
traditional healers in southwest Uganda, by exploring their help-seeking
behavior, the healing methods used by the healers, the explanatory models
(EM) that endorsed the healing process, and the perceived subjective
effectiveness of the healing process.
Chapter 2, on possession and trance phenomena, describes the domain of possession
and trance phenomena in several countries around the world. It discusses the criteria
for possession trance and how to distinguish pathological from non-pathological
trance. Various explanatory frameworks for possession trance disorder are reviewed,
ranging from biological and psychological to cultural and sociopolitical theories. This
review underscores the need for systematic research on pathological possessive
trance as a dissociative disorder, its resemblance to indigenous classifications, its
relationship with traumatic experiences, and the efficacy of religious and cultural
rituals and treatment approaches. Our research on dissociation in Uganda addressed
many of these issues in various steps.
Chapter 3, Establishing the validity of the DSM-IV dissociative disorders categories
in southwest Uganda, meant exploring the fit of DSM-IV classification (APA, 1995)
and concepts of the dissociative disorders with local concepts, experiences and
presentations. This qualitative study was based on focus group discussions and
key informant interviews with representatives of the various healing systems. Case
vignettes based on the multiple categories for dissociative disorders in de DSM-IV
were presented and participants were asked if they recognized these conditions,
could present local examples, or give explanations and solutions for these conditions.
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The participants were asked about the occurrence of these conditions and whether
they were locally considered as a sign of illness or understood as culturally normal
behavior. The experiences and opinions of medical students, traditional healers,
religious leaders, counselors, community members, and other health workers
(n=48) were investigated, and this information was supplemented by key informant
interviews with religious people, traditional healers, and traditional leaders (n=11). The
responses were subjected to thematic analysis. The results indicate which DSM-IV
categories fit local conceptualization and are useful in Uganda (dissociative amnesia
and depersonalization) and which categories are partially applicable (dissociative
fugue, dissociative identity disorder [DID]). We found that the description of DID was
always interpreted as a possession trance disorder by the local healers. Possessive
trance disorder (PTD) and dissociative trance disorder (DTD) were considered as
frequently occurring states. All groups considered these states to be common and
a sign of illness; most groups did not associate these states with psychological
traumatic experiences, but rather with cultural explanations such as ancestral spirits
being angry because rituals had not been performed. The study also resulted in a list
of local expressions and manifestations of dissociation, which was used in further
studies.
Chapter 4 describes a case control study on the relationships between spirit
possession, dissociative symptoms, and reported potentially traumatizing events
in southwest Uganda. This study compared 119 persons with spirit possession
diagnosed by traditional healers to a matched control group of 71 “non-possessed”
persons. Assessments for this study included demographic items and for measures of
dissociation: the Checklist Dissociative Symptoms for Uganda (CDS-Ug), Dissociative
Experiences Symptoms (DES) and Somatoform Dissociation Questionnaire (SDQ). To
measure potentially traumatizing events, we used the Harvard Trauma Questionnaire
(HTQ) and Traumatic Experience Checklist (TEC). Compared to the non-possessed
group, the possessed group reported more severe psychoform and somatoform
dissociation, and more potentially traumatizing events. The associations between
these events and both types of dissociation were significant. Yet, consistent with the
cultural perception of dissociative symptoms, the participants subjectively did not
associate dissociative symptoms with potentially traumatizing events. We concluded
that spirit possession deserves more attention as a possible idiom of distress and
a culturally specific expression of dissociation related to potentially traumatizing
experiences.
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This study caught the attention of Science and was discussed by Schenkman (2010)
in the “random samples” section of the journal.
Chapter 5 describes a mixed-method study that explored symptoms of patients
suffering from spirit possession compared to experimental criteria for possessive
trance disorder in the DSM-IV and proposed criteria for DID in the DSM-5. This was
timely, since the experimental research criteria for DTD and PTD in the DSM-IV were
under review for the DSM-5. In the proposed categories of the DSM-5 in 2012, PTD
was subsumed under DID and DTD under Dissociative Disorders Not Elsewhere
Classified. Evaluation of these criteria was urgently required.
A mixed-method approach was used combining qualitative and quantitative research
methods. Local symptoms were explored of 119 spirit possessed patients, using
illness narratives and a cultural dissociative symptoms checklist. Possible meaningful
clusters of symptoms were inventoried through Multiple Correspondence Analysis.
Finally local symptoms were compared with experimental criteria for PTD in the
DSM-IV and proposed criteria for DID in the DSM-5. Illness narratives revealed various
phases of spirit-possession with preceding passive-influence experiences. Multiple
Correspondence Analysis of symptoms revealed two dimensions that could be
described as ‘passive’ and ‘active’ symptoms or ‘negative’ and ‘positive’ symptoms.
The match with DSM-IV-PTD and DSM-5-DID criteria is discussed as well as the
pros and cons of the suggested incorporation of PTD in DID in the DSM-5 and the
envisioned separation of DTD and PTD into two distinct categories.
Chapter 6 describes a study that explored how the development of complaints, former
help-seeking steps, and EM eventually led to the healing of spirit possessed patients
in southwest Uganda. Illness narratives of 119 spirit-possessed patients referred
by traditional healers were analysed using a mixed-method research approach of
qualitative and quantitative methods. Two thirds of the patients were unsuccessful
when seeking help in the medical sector for physical complaints and subsequently
developed their dissociative possession complaints. It took an average of two
help-seeking steps to reach the healing-place where satisfactory EM and effective
healing was provided. During the healing sessions, the possessing agents were
invited to speak out and underlying problems were addressed. Frequently mentioned
explanations were: neglect of spiritual rituals, neglect of responsibility towards
relatives and property, call to become a healer, witchcraft, grief and land-conflicts. The
results demonstrate that traditional healing processes of spirit possession can play
a role in restoring connections with the supra-, inter-, intra-, and extra-human world.
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The current standard for treatment of trauma-related dissociation is phased traumafocused therapy, which according to the literature is a complicated, time consuming
and costly process. Positive experiences of these spirit possessed patients suggest
that attention for spiritual, contextual and ecological dimensions in therapy could be
beneficial for patients with trauma-related dissociation. It does not always appear
necessary to address individual traumatic experiences per se, which is in line with
other research in this field.
In the epilogue, Chapter 7, core issues and findings of this thesis are highlighted.
The methodological approach was to alternate qualitative and quantitative research
methods to bridge the gap between local emic presentations and conceptualizations
and universal applied categories and approaches. Participatory research methods
had a secondary positive impact on the collaboration with traditional healers, patient
referral and medical students’ education. The detailed investigation of objective and
subjective dissociative experiences contributed towards evaluating and defining
criteria for diagnostic categories of pathological possession states in the DSM-5 and
further on. Finally, the consequences of attributions (trauma or spirit possession)
applied to dissociative symptoms and their impact on treatment is discussed.
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De inleiding en tevens het eerste hoofdstuk van dit proefschrift beschrijft de context
van de geestelijke gezondheidszorg in Uganda, mijn werkzaamheden als psychiater
daar en hoe de onderzoeksvragen ontstonden die de basis waren voor dit proefschrift.
Het hoofdstuk begint met een reflectie op de huidige aandacht voor ‘global mental
health’ en de ‘mental health gap’ en hoe de aanpak van deze problematiek van
toepassing was voor de Ugandese situatie. Ten tijde van mijn werk en onderzoek
bevond Uganda zich in een naoorlogse situatie, het behoorde tot de armste landen ter
wereld, met zeer beperkte medische voorzieningen. Uganda was typerend voor een
laag inkomensland met een grote kloof tussen de behoefte en de aanwezigheid van
adequate psychiatrische zorg en voorzieningen, de ‘mental health gap’. De beperkt
aanwezige formele psychiatrische zorg was gebaseerd op westerse uitgangspunten
en diagnostische categorieën (zoals psychose, depressie, ptss) en behandelvormen
(meestal medicatie).
Van 1995- 2000 werd ik als psychiater uitgezonden door het ministerie van
buitenlandse zaken als ‘suppletiedeskundige’ en aangesteld als hoofd van de afdeling
psychiatrie aan de universiteit van Mbarara. Mijn werkzaamheden waren erop gericht
om geestelijke gezondheidszorg te ontwikkelen aansluitend op de lokaal aanwezige
kennis en ‘primary health care’ structuren, daarbij gebruik makend van de zgn. ‘public
health approach’.
Op het universiteitsterrein was ik verantwoordelijk voor het onderwijs aan medisch
studenten en tevens leidinggevende van een psychiatrische afdeling met 20
bedden en poliklinische zorg. Daarnaast werd in een public health kader uitvoering
gegeven aan een uitgebreid Mental Health Program in Mbarara District en naburige
gebieden. Dit groeide uit tot training en supervisie van gezondheidswerkers in 40
gezondheidscentra, ondersteuning en ontwikkelen van psychosociale projecten en
psychiatrische zorg in vluchtelingenkampen op verzoek van de UNHCR en het Rode
Kruis; samenwerking met ongeveer 300 traditionele genezers; het initiëren van een
patiëntenvereniging voor mensen met epilepsie en het ontwikkelen van een cultuursensitieve opleiding in counseling, officieel erkend door de universiteit. Als lid van de
‘Task Force Group on Mental Health’ voor het ministerie van volksgezondheid (19971998) leverde ik een bijdrage aan de ontwikkeling van nationaal beleid, strategie en
richtlijnen op het gebied van geestelijke gezondheidszorg in Uganda.
Hiermee werd een bijdrage geleverd aan de opbouw van lokale capaciteit. Veel van
deze activiteiten bestaan nog steeds en bleken dus duurzaam te zijn en zijn inmiddels
verder ontwikkeld of gedissemineerd naar andere districten.
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In de loop van deze periode kregen we regelmatig te maken met patiënten met
dissociatieve verschijnselen. Door hulp in te roepen en gebruik te maken van
familieleden, studenten, collega’s en traditionele genezers verkenden we de
achtergronden, lokale verklaringen en mogelijke oplossingen voor de problematiek
van deze patiënten. Hoewel zij en hun begeleiders aanvankelijk vaak een medische
hulpvraag hadden, bleken hun klachten uiteindelijk vaak samen te hangen met
psychosociale problemen waarbij intergenerationele, economische, politieke,
culturele en religieuze thema’s een rol speelden. Vaak waren hun klachten een
uitdrukking van de conflicterende belangen tussen culturele verwachtingspatronen
(bijv. uitgehuwelijkt worden ten behoeve van een bruidsschat) en individuele ambities
(zoals de wens om te studeren).
Deze ervaringen vormden de basis voor het onderzoek in dit proefschrift. De
vraagstellingen voor het onderzoek naar dissociatie in Uganda zijn:

1. De toepasbaarheid van de DSM IV categorieën voor dissociatieve stoornissen
in de Oegandese context en hoe deze zich verhouden tot lokale dissociatieve
verschijnselen, verklaringen, mate van voorkomen en oplossingen.
2. De relatie tussen bezetenheid door geesten, dissociatieve symptomen, en
potentiële traumatiserende ervaringen in Zuidwest Uganda.
3. Het vergelijken van symptomen van patiënten die lijden aan bezetenheid met
de experimentele criteria voor de dissociatieve en de bezetenheidstrance
stoornis in de DSM-IV en de (in 2012) voorgestelde criteria voor de dissociatieve
identiteitsstoornis in de DSM-V.
4. Exploreren welke trajecten naar genezing de patiënten van traditionele
genezers met bezetenheidsklachten hebben afgelegd door het exploreren
van hun hulpzoek-stappen, de werkwijze en methodes van de betreffende
genezers, de verklaringsmodellen die het genezingsproces ondersteunden en
de subjectieve evaluatie van de effectiviteit van de behandeling.
Het tweede hoofdstuk “Possession /trance phenomena”

beschrijft het domein

van bezetenheid en trance wereldwijd. De criteria voor bezetenheid en trance vlg.
de verschillende classificatie systemen voor psychiatrische stoornissen, de DSM-IV
en ICD 10 worden besproken alsook hoe pathologische trance onderscheiden kan
worden van niet pathologische trance. Verschillende verklarende benaderingen
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voor de bezetenheidstrancestoornis worden besproken, variërend van biologische
en psychologische theorieën tot culturele en sociaal politieke theorieën. Het
hoofdstuk benadrukt de noodzaak voor systematisch onderzoek naar pathologische
bezetenheidstrance als dissociatieve stoornis, de overeenkomsten en verschillen met
inheemse categorieën en uiteenlopende benaderingen van behandeling.
Het derde hoofdstuk beschrijft een kwalitatief onderzoek naar de validiteit van DSM-IV
categorieën voor dissociatieve stoornissen in Zuidwest Oeganda. We onderzochten
hoe deze zich verhouden tot lokale ervaringen van dissociatieve verschijnselen, lokale
verklaringen en oplossingen hiervoor, de mate van voorkomen en in hoeverre deze
verschijnselen worden beschouwd als een uiting van ziekte. Als methode werd gebruik
gemaakt van focus groep discussies en interviews met sleutelfiguren. Deelnemers
waren vertegenwoordigers van verschillende (gezondheids-) sectoren waar patiënten
lijdend aan dissociatieve verschijnselen hulp zochten. De ervaringen en meningen van
medische studenten, traditionele genezers, religieuze leiders, counselors, leden van
de lokale gemeenschap en rurale gezondheidswerkers (n=48) werden onderzocht,
aangevuld met informatie uit interviews met sleutelfiguren, religieuze leiders,
traditionele genezers en traditionele leiders (n=11). Beschrijvingen van verschillende
dissociatieve stoornissen (dissociatieve amnesie, depersonalisatie, dissociatieve
identiteitsstoornis, dissociatieve fugue, bezetenheidstrance) werden voorgelegd aan
de deelnemers met de vraag of zij deze verschijnselen herkenden, daar voorbeelden
van konden geven en welke verklaringen en oplossingen van toepassing waren. Ook
werd hun opinie gevraagd naar voorkomen van deze verschijnselen en in hoeverre
ze gezien werden als afwijkend en een vorm van ziekte die behandeling behoeft, of
behorend bij normaal cultureel gesanctioneerd of zelfs gewenst gedrag. Interviews
werden opgenomen met een bandrecorder, uitgeschreven en eventueel vertaald van
Runyankore naar het Engels. Thematische analyse werd gebruikt om het materiaal te
ordenen.
De resultaten laten zien welke DSM-IV categorieën overlappen met lokale begrippen
en -betekenisgeving en nuttig zijn voor gebruik in Uganda (dissociatieve amnesie
en depersonalisatie) en welke slechts ten dele

toepasbaar zijn (dissociatieve

fugue, dissociatieve identiteitsstoornis). De beschrijving van de dissociatieve
identiteitsstoornis (DIS) werd In Uganda steeds geïnterpreteerd als bezetenheid.
Volgens alle deelnemende groepen kwamen de bezetenheidstrance stoornis en
dissociatieve trance stoornis lokaal veelvuldig voor, en werden bovendien beschouwd
als een uiting van ziekte. De meeste groepen schreven deze stoornissen niet toe
aan traumatische ervaringen in psychologische zin, maar aan culturele verklaringen
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zoals boze voorouderlijke geesten ten gevolge van het verwaarlozen van cultureel
voorgeschreven rituelen. Een ander resultaat van dit onderzoek was een lijst van
lokale beschrijvingen van dissociatie, die gebruikt kon worden in later onderzoek.
Hoofdstuk 4 beschrijft een patiënt-controle onderzoek naar de relatie tussen
bezetenheid,

dissociatieve

symptomen

en

gerapporteerde

traumatiserende

gebeurtenissen in Zuidwest Oeganda. In dit onderzoek werden 119 patiënten van
traditionele genezers, door hen gediagnosticeerd als lijdende aan bezetenheid door
geesten, vergeleken met een controlegroep van 71 niet-bezeten personen. Er werden
verschillende vragenlijsten gebruikt. Een lokaal samengestelde vragenlijst, de Spirit
Possession Questionnaire for Uganda (SPQ-Ug) informeerde o.a. naar demografische
gegevens, geschiedenis van de symptomen en verklaringen voor de klachten.
Lokale dissociatieve symptomen, (zie Hoofdstuk 3), werd gemeten met de Cultural
Dissociation Symptoms for Uganda (CDS-Ug). Psychogene dissociatie werd gemeten
met de Dissociative Experience Scale (DES) en somatoforme dissociatie met de
Somatoform Dissociation Questionnaire (SDQ). De Harvard Trauma Questionnaire
(HTQ) en de Traumatic Experience Checklist (TEC) werden gebruikt om potentieel
traumatische ervaringen te inventariseren.
De resultaten laten zien dat lokale symptomen van bezetenheid sterk samen
hangen met somatoforme en psychoforme dissociatieve symptomen en daarnaast
samenhangen met gerapporteerde traumatiserende ervaringen. We vonden ook
een sterke relatie tussen gerapporteerde traumatische ervaringen en beide typen
dissociatieve symptomen. De deelnemers brachten zelf hun dissociatieve klachten niet
spontaan in verband met mogelijk traumatiserende gebeurtenissen; hun verklaringen
en oplossingen vielen binnen een cultureel verklaringsmodel waarin geesten een
belangrijke rol spelen. Dit gegeven is interessant omdat het de mening van critici
weerlegt die stellen dat het verband tussen dissociatie en trauma wordt beïnvloed
door suggestie waarbij therapeutische, juridische, en/of financiële belangen een rol
kunnen spelen; In Uganda hebben patiënten en genezers immers geen belang bij
de samenhang tussen dissociatie en trauma en omdat de behandeling gebaseerd is
op een ander verklaringsmodel. Wij concluderen dat bezetenheid door geesten meer
aandacht verdient als een cultuurspecifieke uitdrukking van lijden, een zgn. idiom of
distress, dat samen kan hangen met potentieel traumatiserende ervaringen.
Hoofdstuk 5 beschrijft een studie naar de vergelijking van symptomen van patiënten
die lijden aan bezetenheid door geesten met de experimentele criteria voor
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bezetenheidstrancestoornis (PTD) in de DSM-IV en de (in 2012 voorgestelde) criteria
voor dissociatieve identiteitsstoornis (DIS) in de DSM-5. Dit was actueel omdat de
categorieën en bijbehorende criteria in de DSM-IV dringend geëvalueerd moesten
worden en de DSM-5 in de maak was. In de DSM-5 is de ervaring van bezetenheid
ondergebracht bij dissociatieve identiteitsstoornis (DIS) en dissociatieve trance bij
andere gespecificeerde dissociatieve stoornissen.
Dit was een zogenaamde ‘mixed methods’

studie waarbij een combinatie van

kwalitatieve en kwantitatieve onderzoeksmethoden werden gebruikt. Uit de narratieven
met ziektegeschiedenissen van 119 door geesten bezeten patiënten werden de
symptomen van bezetenheid geëxtraheerd, daarnaast werden lokale dissociatieve
symptomen gemeten met een checklist, de CDS-Ug. Met behulp van ‘multiple
correspondence analysis’ werden betekenisvolle clusters van samenhangende
symptomen geïnventariseerd. Tenslotte werden de lokale symptomen vergeleken
met experimentele criteria voor de bezetenheidstrancestoornis in de DSM-IV en de
voorgestelde criteria voor DIS in de DSM-5.
Uit de narratieven kwam naar voren dat het verloop van bezetenheid verschillende fasen
kent. De ‘actieve’ vorm van bezetenheid met onwillekeurig schuddende bewegingen
en het praten in een stem toegeschreven aan een geest werd voorafgegaan door een
periode van ‘passieve’ beïnvloedings-symptomen zoals dromen, stemmen horen, het
gevoel vastgepakt te worden en niet te kunnen bewegen. ‘Multiple correspondence
analysis’ van symptomen lieten twee dimensies zien: ‘passieve’

en ‘actieve’ of

‘negatieve’ en ‘positieve’ symptomen. De overeenkomsten en verschillen met DSMIV-bezetenheidstrancestoornis en DSM-5-DIS criteria worden besproken, evenals de
voors en tegens van de voorgestelde integratie van bezetenheidstrance in DIS in de
DSM-5 en de beoogde scheiding van dissociatieve trance en bezetenheidstrance
in twee verschillende categorieën. Een van de nadelen van het onderbrengen van
de bezetenheidstrance stoornis bij de dissociatieve identiteitsstoornis in de DSM-IV
is dat, ondanks de overeenkomsten in symptomatologie, lokale verklaringen en
interventies overschaduwd worden door westerse verklaringen.
In Hoofdstuk 6 worden de hulpzoek-stappen en verklaringsmodellen (EM) onderzocht
die uiteindelijk tot de genezing leidden van patiënten die door geesten bezeten waren.
Open vragen in de SPQ-Ug resulteerden in narratieven over de geschiedenis van
de klachten, eerdere hulpzoek-stappen, methodieken die door de genezers werden
gebruikt, de verklaringsmodellen die tot herstel leidden en de subjectieve evaluatie
van het herstelproces. Deze narratieven van 119 door geesten bezeten patiënten
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werden geanalyseerd met behulp van een gemengde onderzoeksmethodiek van
kwalitatieve (‘thematic analysis’ en ‘conceptual ordering’) en kwantitatieve methoden
(kruistabellen).
Twee derde van de patiënten zocht aanvankelijk hulp in de medische sector voor
lichamelijke klachten maar vond geen verbetering, waarna ze dissociatieve klachten
ontwikkelden. Na gemiddeld twee hulpzoek-stappen kwamen ze terecht bij een
genezer waar ze bevredigende verklaringen voor hun symptomen vonden die tot
herstel van hun klachten leidden. Tijdens de sessies bij de genezers werden de geesten
uitgenodigd zich te manifesteren en zich uit te spreken zodat de onderliggende
problemen konden worden aangepakt. Vaak genoemde verklaringen voor de
bezetenheidsklachten waren: verwaarlozing van spirituele rituelen, verwaarlozing van
verantwoordelijkheden door/voor nabestaanden en erfgoed, de oproep om genezer te
worden, hekserij, rouw en land-conflicten. De resultaten tonen aan dat de traditionele
genezingsprocessen bijdragen aan het herstellen van verbindingen met de supra-,
inter-, intra- en extra- humane wereld, in tegenstelling tot de westerse psychologie
dat vooral gericht is op de intrapsychische belevingswereld. In de westerse wereld is
een gefaseerde trauma-verwerkende therapie de standaard voor de behandeling van
trauma-gerelateerde dissociatie. Volgens de literatuur is dit meestal een ingewikkeld,
tijdrovend en kostbaar proces. De ervaringen van patiënten uit ons onderzoek
met dissociatieve symptomen gerelateerd aan bezetenheid suggereren dat meer
aandacht voor spirituele, contextuele en ecologische aspecten in de therapie mogelijk
nuttig zouden kunnen zijn voor patiënten met trauma-gerelateerde dissociatie. Dit
is ook relevant voor het ontwikkelen van geestelijke gezondheidszorg in lage en
middeninkomens-landen en voor migranten en vluchtelingen in westerse landen. Het
lijkt niet altijd noodzakelijk dat individuele traumatische ervaringen in de therapie aan
de orde komen, hetgeen overeenkomt met ander onderzoek op dit gebied. Aandacht
voor de rol van lokale verklaringen en traditionele behandelingen door traditionele
genezers is mede van belang om de kloof tussen lokale behoefte en aanwezige
voorzieningen op GGZ gebied te helpen dichten.
De epiloog, Hoofdstuk 7, is een beschouwing van de belangrijkste thema’s en
bevindingen in dit proefschrift. De thema’s die aan de orde komen zijn: de in het
onderzoek gebruikte methodologie, symptomen en classificatie van bezetenheid en
verklaringen voor dissociatieve symptomen in verschillende contexten. Om de kloof
tussen lokale culturele verschijnselen en verklaringen en de universele toegepaste
categorieën en werkwijzen te overbruggen, wordt een gemengde methodiek van
kwalitatieve en kwantitatieve onderzoeksmethoden afgewisseld en gecombineerd.
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Het gebruik van participatieve onderzoeksmethodieken bleek tevens een positief
neveneffect te hebben op de samenwerking met traditionele genezers, de onderlinge
verwijzing van patiënten en het onderwijs aan medische studenten. Gedetailleerd
onderzoek naar objectieve en subjectieve dissociatieve symptomen in Uganda leverde
een bijdrage aan de evaluatie van bestaande en nieuwe criteria voor diagnostische
categorieën voor dissociatieve en bezetenheidstrance in de DSM-IV en -5. Tot
slot worden de consequenties van verschillende verklaringen voor dissociatieve
symptomen (trauma en bezetenheid) en de belang ervan voor het behandelproces
besproken.
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