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Abstract In Nepal, spirit possession is a common phenomenon occurring both in
individuals and in groups. To identify the cultural contexts and psychosocial cor-
relates of spirit possession, we conducted a mixed-method study in a village in
central Nepal experiencing a cluster of spirit possession events. The study was
carried out in three stages: (1) a pilot study consisting of informal interviews with
possessed individuals, observations of the possession spells, and video recording of
possession events; (2) a case–control study comparing the prevalence of symptoms
of common mental disorders in women who had and had not experienced posses-
sion; and (3) a follow-up study with focus group discussions and in-depth interviews
with possessed and non-possessed men and women, and key informants. Quanti-
tative results indicated that possessed women reported higher rates of traumatic
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events and higher levels of symptoms of mental disorder compared to non-possessed
women (Anxiety 68 vs. 18 %, Depression 41 vs. 19 %, and PTSD 27 vs. 0 %).
However, qualitative interviews with possessed individuals, family members, and
traditional healers indicated that they did not associate possession states with mental
illness. Spirit possession was viewed as an affliction that provided a unique mode of
communication between humans and spirits. As such, it functioned as an idiom of
distress that allowed individuals to express suffering related to mental illness, socio-
political violence, traumatic events, and the oppression of women. The study results
clearly indicate that spirit possession is a multi-dimensional phenomenon that
cannot be mapped onto any single psychiatric or psychological diagnostic category
or construct. Clinical and public health efforts to address spirit possession must take
the socio-cultural context and systemic dynamics into account to avoid creating
iatrogenic illness, undermining coping strategies, and exacerbating underlying
social problems.

Keywords Spirit possession ! Conversion disorder ! Social contagion !
Idioms of distress ! Nepal

Introduction

Spirit possession is a common phenomenon in many developing countries both as a
part of religious and healing rituals and as a form of affliction. In the recent
literature, possession has usually been described as a socio-culturally shaped
dissociative phenomenon (Chaturvedi et al. 2010; Somasundaram et al. 2008).
Dissociation may involve a normal alteration in consciousness such as absorption or
daydreaming, or a pathological division in identity or consciousness (van der Hart
and Dorahy 2009). Similarly, possession is often characterized as either normal or
pathological depending on whether or not it conforms to social norms and
expectations and is deliberately sought or occurs unintentionally. Possession that is
deliberately sought as a part of cultural or religious rituals or in traditional healing
(e.g., among shamans or mediums) may be viewed as desirable, while it may be
perceived as pathological if it occurs outside the ritual context, is unintended, and is
associated with distress and impairment in daily functioning (Van Duijl et al. 2010;
Cardeña et al. 2009).

In Western psychiatry, unintended spirit possession has been regarded as
evidence of psychopathology (Cardeña et al. 2009) and has been associated with
traumatic experiences (Seligman and Kirmayer 2008; see Giesbrecht et al. 2008;
Kirmayer 2011 for alternative views). DSM-5 identifies spirit possession as a
possible symptom of dissociative identity disorder (American Psychiatric Associ-
ation 2013). In many cultural settings, however, even unintended possession is not
viewed as inherently pathological and may be better understood as a spiritual
affliction. Like other afflictions, spirit possession may also function as a cultural
idiom of distress, providing individuals with a means to express distress in contexts
where more direct expression is not possible or may have negative effects (de Jong
and Reis 2010; Van Duijl et al. 2010; Somasundaram et al. 2008; Halliburton 2005;
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Gaw et al. 1998; Antze 1992; Nichter 1981, 2010; Obeyesekere 1970). In many
settings, spirit possession afflicts women more than men, and may allow
marginalized women to gain agency and power (Gellner 1994, 2001; Boddy
1994; Castillo 1994b; Fisher 1989; Jones 1976b; Lewis 1966).

It remains unclear when or to what extent spirit possession can be viewed as an index
of underlying psychological distress or social problems. While a number of authors have
observed a relationship between psychopathology and possession (Seligman 2005;
Castillo 1994a; Ward 1980; Obeyesekere 1970), very few studies have reported actual
rates or levels of psychopathology among possessed individuals. In a cross-sectional
study in Sri Lanka, Somasundaram and colleagues (2008) compared 90 individuals with
possession from three different groups: psychiatric inpatients (n = 30); general medical
outpatients (n = 30); and members of a community group known to have frequent
possession states (n = 30). Among the group of psychiatric patients with possession
symptoms, 73 % were diagnosed with schizophrenia, 10 % with dissociative disorder,
13 % with somatoform disorder, and 3 % with affective disorders. Common mental
disorders were found in 40 % of the possessed general medical outpatients, and 20 % of
the possessed individuals belonging to the community group. Similarly, in an
epidemiological study of youths and young adults (n = 1,113) aged between 12 and
25 years in war-affected regions of Northern Uganda, Neuner et al. (2012) divided the
sample into ‘High’ and ‘Low’ groups based on the frequencies of spirit possession
related symptoms reported in a locally constructed 5-item scale. They found that spirit
possession was significantly associated with posttraumatic stress disorder (PTSD) and
depression; 9.8 % of low spirit possession group and 44.5 % of the high spirit possession
group met criteria for PTSD. However, these studies were not well-designed to establish
a clear relationship between spirit possession and psychopathology; the co-occurrence
of possession and mental disorders reflects varying base rates and any nonspecific
measure of distress (including possession) will be associated with higher rates of
common mental disorder.

Nepal provides an interesting context for the study of spirit possession, because
possession phenomena are relatively common and occur in several different forms.
However, most studies of spirit possession in Nepal have involved ethnographic
accounts in the context of specific traditional healing practices such as shamanism
and spirit mediumship (e.g., Sidky 2009; Gellner 1994; Maskarinec 1992; Fisher
1989; Hitchcock and Jones 1976; Hitchock 1967). To our knowledge, no studies to
date have examined the relationship between spirit possession and common mental
disorders. Accordingly, the present study examined a cluster of possession events in
one village and aimed to (1) explore the association between spirit possession and
common mental disorders; and (2) to investigate the relationship between sprit
possession and psychosocial factors including traumatic experiences, coping,
perceived social support, and impairment in functioning.

Spirit Possession in Nepal

In rural Nepal, spirit possession is a frequent event and numerous individual cases
have been reported in the local and national media. Incidents of spirit possession
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affecting clusters of individuals sometimes referred to as ‘‘mass hysteria’’ or ‘‘mass
psychogenic illness’’, often occur among groups of schoolchildren and women.
However, health and mental health professionals have largely ignored the
phenomenon, perhaps because possession is generally not perceived as a mental
health problem or as a manifestation of underlying distress or mental illness, but
rather as emanating from ‘‘social malpractices, individual misfortune, or the
capriciousness of spirits’’ (Fisher 1989, p. 10; Jones 1976a; Winkler 1976; Reinhard
1976).

Spirit possession occurs in the context of particular cultural ontologies. In Nepal,
spirits are believed to be omnipresent, found in all living beings (humans, animals,
trees etc.) as well as non-living things (mountains, streams, villages, etc.), and there
is a strong conviction that spirits can migrate from animate beings to inanimate
objects and vice versa (Subba 2007; Reinhard 1976). Spirits are worshiped to insure
personal, social and spiritual wellbeing, and to prevent negative influences,
particularly by evil or upset spirits (Subba 2007; Maskarinec 1992). Spirits can
cause physical illness (rog), madness (pagalpan), and other misfortunes (dokh)
(Maskarinec 1992). While illness or unusual behaviors may be the result of
uncontrolled spirit possession, in certain healing practices, the cure may involve
controlled spirit possession, which represents an altered relationship with the spirit
by the individual host or the surrounding community (Jones 1976a). It is commonly
held that spirits can punish particular individuals because of misdeeds in a past life,
the misdeeds of other family members, a curse directed by someone at the afflicted
person, or simply because the person was unlucky enough to have ‘‘crossed the
spirit’s path.’’ In these instances, the spirits use the person’s body as a vehicle to
convey their reasons for being upset and to hint at the actions needed to appease
them in order to resolve the possession (Van Ommeren et al. 2001). Especially in
rural Nepal, everyday life is shaped by beliefs in spirits and their power to influence
health, illness, wealth, fortune, and wellbeing (Fisher 1989; Jones 1976a).

In Nepali, the terms we gloss as ‘‘spirit’’ include ātma as well as as bāyu or lāgo
(see Kohrt and Harper 2008; Subba 2007). Similarly, there is no single word or
phrase for ‘‘spirit possession.’’ The words most often used refer to particular
possessing agents and are followed by the verbs chadne (to ride, to mount, and to
take over control) (Winkler 1976) or utrine (to manifest itself through the possessed
person, to become visible, and to come down) (Gray 1987; Gaborieau 1976). For
example, if a person is possessed by the spirit of god (deuta/devata ko ātma),
‘‘possession’’ is referred to as deuta/devata chadeko (taken over by god) or deuta
utreko (god manifesting through that person). The most common word for
experiencing possession is chhopne (to catch, to get hold of, and to cover by
someone or something). Chhopne manifests when the person goes into trance or
faints that is, becomes partially or fully unconscious. The Nepali terminology and
metaphors used to describe chhopne imply that an external agent (natural or
supernatural) is involved; the external agent takes control of the person; the person
exhibits or experiences trance-like states or fainting spells; and the possessed person
is not fully aware or in control of his behavior during the possession event.

Ethnographers have distinguished three different types of spirit possession in
Nepal: (1) intentional self-induced possession sought by the person for a particular
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purpose; (2) intentional possession induced by someone else for a reason; and (3)
unintentional and involuntary possession (Gellner 2001; Maskarinec 1992; Fisher
1989; Gray 1987; Hitchcock and Jones 1976; Paul 1976). The first type of
possession has been referred to as ‘‘non-pathological’’ or, more recently, ‘‘exec-
utive’’ in the anthropological literature (Cohen 2008; Cohen and Barrett 2008) and
involves the intentional or purposeful calling of a benevolent spirit such as the spirit
of god, goddess, powerful deities, powerful healers, gurus, or saints. The called
spirit is invited to take over the body of the spirit medium, healer, or supplicant for a
designated period of time to serve a purpose, which may include communicating
with the spirit about the cause of an illness or affliction and possible treatment
strategies. Yogis, tantriks, shamans, and mediums mostly practice this kind of
possession (Jones 1976b; Hitchock 1967; Reinhard 1976; Sidky 2009).

The second type of possession, which is also intentional in the sense that it is
initiated by human agency, but which is experienced as involuntary by the afflicted
individual, can manifest in two different forms. The first form involves possession
that is induced and controlled by someone else, usually a healer or shaman (Gray
1987; Winkler 1976). For instance, during healing sessions, a healer may call the
spirit of the person believed to be responsible for afflicting illness into his client’s
body whereupon the latter becomes possessed. The second form of possession
occurs during hymn (bhajan or kirtan) ceremonies in religious settings in which
hymn singers (bhajan gāune) intentionally call the spirit of a god or goddess to
possess a participant in the ceremony who then enacts the text of the respective
hymn. In this type of possession, the body is controlled by the spirit which is in turn
directed by the singers.

Finally, the third type of possession is unintentional in that it is not deliberately
induced by anyone. Instead, it occurs spontaneously, when malevolent spirits of
deceased relatives or ancestors (pret ātma), spirits of natural entities such as water,
air, and land, or spirits sent by living persons such as a witch take control of the
possessed person (Gellner 1994, 2001; Maskarinec 1992; Fisher 1989; Hitchock
1967). This type of possession is often referred as a pathological or pathogenic
possession in the psychiatric literature.

Witches and Possession

The belief in witches (sing. boksi; pl. boksiharu) is widespread in Nepal, especially
among rural uneducated women and their families (Gellner 1994, 2001) who may
attribute misfortunes such as illness of humans (mostly women and children) and
animals, as well as events like crop failure, to the misdeeds of witches (boksi
lāgeko/boksi lāgera). Alleged boskiharu are generally believed to be old women,
widows living on their own, childless women, or lower caste women, and, in times
of family disputes, mothers- and daughters-in-law may accuse each other of
engaging in witchcraft. Women who are believed to be boksiharu face social
exclusion and, at times, outright violence. In 2013, for example, news media
reported that a 40-year-old woman accused of being a boksi was burnt alive (Snyder
2013), while others were stripped naked and had their heads shaved and human
excrement forced into their mouths (Kohler and Nicholas 2013).
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Boksiharu are believed to cause harm through the use of special mantras (boksi
lagāune), by hitting someone with a magical arrow (bāna hānne), or through evil
eye (ankhā lagāune). Other possible ways include bir gādne,1 a form of black
magic, as well as the wakening or raising of malevolent spirits of deceased persons
who died unnaturally or did not receive proper funeral rites (i.e., pret, pichās, bhut,
kichkanni), graveyard spirits (masān), or forest spirits (ban jhānkri) (Subba 2007).
Once awakened, these spirits are deemed to be under the control of boksiharu and
directed to afflict and harm particular individuals. Such individuals may experience
states of possession (chhopne) during healing sessions with traditional healers who
call the spirit of the respective boksi into the body of the affected person or, more
spontaneously, when the person passes by a holy place (e.g., a shrine) that agitates
the spirit.

Methods

Research Setting

The study was conducted in a village that belongs to the Sangachowk Village
Development Committee (VDC) located in the Sindhupalchowk district of Nepal.
The village is situated about 60 km from Kathmandu, the capital city of Nepal and
consists of about 200 households with a population of approximately 900, divided
into the following caste groups: Giri (over 60 %), Dalits (low caste, around 30 %)
and Brahmin (less than 10 %). Nepali is the mother tongue shared by all these caste
groups. Local infrastructure is limited: The village has two schools and there is a
health post located 3 km from the village providing basic primary care. Psycho-
social and mental health services are non-existent in the village. The nearest center
with mental health services is Dhulikhel Hospital, which is approximately 30 km
away. Unusual for this region, at the time of the study, there were also no traditional
healers residing in the village. The basis for subsistence is mixed agriculture. As
with many rural regions of Nepal, since the 1990s it has been mostly women who
are engaged in farming, while young men increasingly work and live in the urban
centers or abroad in order to contribute to household income (Seddon et al. 2002;
Thieme and Wyss 2005). Men return periodically to visit their families or for special
occasions but, except for elders, are not regularly present in the village.

People in the village had seen incidents of spirit possession in the past.
Documented cases include: a 40-year-old woman who suffered from possession for
over 10 years; a married couple in their thirties who were possessed in 2008; and a
45-year-old woman who was affected in 2009. While spirit possession occurred
sporadically in the past, the number of affected individuals increased significantly in
2009 when spirits of boksiharu possessed 26 women and 4 men in rapid succession.
This study aimed to investigate the characteristics of individuals suffering from

1 Bir gādne involves making dolls of cloth, inside which mantras are placed along with a personal item of
the person about to be harmed (i.e., their hair, fingernails, or a piece of cloth used by women to control
blood during menstruation). The dolls are then pierced with pins and, finally, buried in the ground (in
Nepali this process is also known as bir khelne).
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possession and explore potential underlying reasons for these incidents through a
mixed-methods approach using both ethnographic and survey methods.

Sample and Methodology

Data collection was undertaken from 19/12/2010 to 26/03/2011 in three stages: In
the first stage, a multi-disciplinary team consisting of a psychologist (RPS) and two
social workers (DG, DN) trained in psychosocial counseling conducted a pilot study
in the village. This included preparing a general description of the village, informal
interviews with possessed people, ethnographic observation, and video recording of
possession episodes.

In the second stage, a case–control study was carried out comparing the
prevalence of symptoms of common mental disorders among women who had and
had not experienced possession. With the help of four key informants (two school
teachers, one NGO worker, and one Hindu priest), a total of 38 women, including 22
possessed (cases) and 16 non-possessed (controls) were identified for the study.
Women with at least one episode of chhopne were included in the possessed group,
while women with no such experiences were part of the control group. The control
group consisted of mostly friends and neighbors of the affected women, had
comparable demographics (age, sex, caste/ethnicity, literacy, marital status, and
self-reported socio-economic status), and had similar exposure to chhopne but had
never experienced it themselves. Excluded were women who reportedly were
afflicted by a boksi but had not experienced chhopne as well as affected male
villagers (n = 4) because two were children (questionnaires used were designed and
validated for use among adult populations), and the other two were not residing in
the village while the study was conducted.

In the third and final stage of the study, a team comprising a psychologist, two
medical doctors from Bir Hospital in Kathmandu, three social workers, and a
statistician (SKS) conducted a multi-method follow-up study. The medical doctors
performed physical examinations and collected data on physical illnesses among the
women previously interviewed as part of the case–control study. The other team
members conducted three separate focus group discussions with possessed women
(n = 13), non-possessed women (n = 7), and both possessed and non-possessed
men (n = 13) as well as seven individual interviews with key informants (two
school teachers, an NGO worker, three family members of possessed and non-
possessed women, and a Hindu priest). All three focus groups were conducted on
the same day and were video recorded and transcribed for analysis.

Instruments and Measures

For each study participant, socio-demographic characteristics including age,
education, caste/ethnicity, marital status, and occupation were recorded with a
checklist. To assess common mental disorders, three standard self-report question-
naires were used (i) the Beck Anxiety Inventory (BAI; Beck and Steer 1990), (ii) the
Beck Depression Inventory (BDI; Beck et al. 1988), and (iii) the Post-Traumatic
Stress Disorder Checklist-Civilian version (PCL-C) (Weathers et al. 1994). The BAI

648 Cult Med Psychiatry (2014) 38:642–668

123



and BDI are 21-item scales that are widely used to measure the severity of
symptoms of generalized anxiety and depression, respectively. The PCL-C Nepali
version includes two items that elicit traumatic experience and has 17 items that
correspond to the symptom criteria for PTSD in the Diagnostic and Statistical
Manual of Mental Disorders, Fourth Edition (DSM-IV-TR; American Psychiatric
Association 2000). All three instruments are available in Nepali and have been
validated and employed in past research projects. The validated cut-off points for
caseness (defined as moderate severity) are BDI score C 20 for depression
(sensitivity = 0.73 and specificity = 0.91) and BAI score C 17 for anxiety
(sensitivity = 0.77 and specificity = 0.81) (Kohrt et al. 2002, 2003). The cut-off
for PTSD caseness on the PCL-C is a total score C 50 (sensitivity = 0.80 and
specificity = 0.80) (Thapa and Hauff 2005).

Functional impairment was assessed with the locally developed Impairment in
Daily Functioning (IDF) Scale (Luitel et al. 2013). The IDF consists of 10-items
rated on a 4-point scale, from 0 ‘not at all’ to 3 ‘always’, summed for a total score
that ranges from 0 to 30. The scale assesses domains of individual, family, and
community functioning with gender-specific items, and includes one open item
asking, ‘‘What are the other activities/tasks that you found difficult to do in the past
two weeks?’’ The internal reliability of all these instruments was excellent with
Cronbach’s a = 0.97, 0.95, 0.95, and 0.92 for BDI, BAI, PCL-C, and IDF,
respectively.

For the qualitative data collection, separate semi-structured interview schedules
and checklists for key informant interviews and focus groups were prepared based
on the information from the pilot study and the literature review. These schedules
elicited information on the experience of traumatic events, modes of coping with
trauma, and social support along with general questions related to the local
experiences and understanding of possession.

Data Analysis

Qualitative data obtained through observation, key informant interviews, and focus
groups were discussed among the researchers to identify themes and generate
hypotheses for testing with quantitative data. Transcripts of the focus groups and
key informant interviews were prepared immediately after the field visit. Thematic
analysis of focus groups and key informant interviews was performed according to
the following process: (1) transcripts were read separately by two researchers; (2)
themes were identified, compared, and discussed among the researchers; and (3)
information was summarized according to the relevant themes and categories
(Braun and Clarke 2006). Responses on coping, traumatic experiences, and
perceived social support system were categorized for statistical analysis of
frequencies.

The quantitative data were analyzed with descriptive and inferential statistics.
Socio-demographic characteristics of the possessed and non-possessed groups were
compared with Chi square tests for categorical variables and t tests for interval
variables. The relationship between spirit possession and common mental disorder
(psychopathology) was explored in two steps. First, odds ratios (OR) were
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calculated to estimate how likely the possessed individuals were to reach criteria for
caseness of a common mental disorder (anxiety, depression, or PTSD) compared to
the non-possessed individuals. Second, point biserial correlations were computed
(because one of the variables was categorical) to determine the strength of the
relation between mental illness and possession. Similarly, phi correlations were
calculated when both the compared variables were categorical. Since the data on
functional impairment were positively skewed and Levene’s test for equality of
variances was significant (p \ .05), logarithmic transformation was performed on
this measurement (Tabachnick and Fidell 2001; van Duijl et al. 2010). The
statistical analysis was performed with SPSS 16 and Microsoft Excel software.

Ethical Considerations

The data were collected as part of a clinical consultation by the Centre for Victims
of Torture (CVICT) Nepal. Consent for the study was obtained from the village
leaders and schoolteachers after explaining the purpose of the study, and informed
verbal consent was obtained from each research participant, including key
informants and family members. Design of the study followed the Canadian
Institutes of Health Research Guidelines for Health Research Involving Aboriginal
People (CIHR 2007). All data were treated with strict confidence. Information that
would identify specific individuals was eliminated from the interview transcripts
prior to analysis. The study results were later presented to study participants and
village leaders. No financial compensation was given to participants in the study.
However, we provided psycho-education,2 free physical health check-ups, as well as
basic medicines for pain and gastrointestinal disturbances after each focus group.
No funding or external support was received for the study.

Results

Case Study

The following case study illustrates the kind of spirit possession (chhopne)
experienced due to the influence of witches (expressions used for this included boksi
lāgyo, chhāya lāgyo, masān lāgyo, bān jhankri lāgyo, or boksile uthāyera
lagaidiyeko) and provides a description of common symptom manifestations,
causal explanations, coping strategies, treatment experiences, and impact of the

2 At the end of each focus group discussion, we presented the results of the quantitative study. We then
explained to the participants that people could experience extreme distress (pidā) and suffering (dukha)
due to work-related issues, having to live without a husband or other male family members, financial
problems, disputes in the family, etc. These difficulties could, in turn, lead to ‘‘heart-mind problems’’
(maan ko pida/samasya huna sakchha), which could be relieved through a supportive social environment
and meaningful interactions with others. However, in the absence of such a supportive context, people
may rely on other strategies to relieve or come to terms with their distress (mānchhe le maan ko pidā kam
garna anek upāye garchhan) or, as previous studies have shown, experience chhopne. We then went on to
clarify that chhopne is not necessarily a mental illness or sign of ‘‘hysteria’’ as health workers who had
visited the village previously had suggested, but, rather a reaction to distressing life situations.
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experiences on social relations. It also outlines the chain of transmission from the
index case to other members in the community.

Shakshi (name changed), a 21-year-old woman, lived with her husband’s
extended family while her husband lived and worked in Kathmandu. At the time of
this study, Shakshi was pursuing her Bachelor’s in Education at a local college. As a
daughter-in-law, she also helped her family in the household, in the field, and with
the cattle. After 7-month pregnancy, she gave birth to her first child in a hospital in
Kathmandu. The infant, however, died 5 days later and Shakshi returned to her
village without her husband. On the 13th day of the death of her child, after
performing a brief puja marking the end of the first phase of mourning, Shakshi was
sitting in her room when she saw a woman draped in a white shawl outside the
window. She first thought it was her husband’s grandmother coming to tell her
something, but she then realized its unlikelihood, given that her room was on the
second story. She then started to tremble with fear and felt like she was suffocating.
She started to scream, and finally fainted.

Following this initial episode, Shakshi began to have frequent fainting spells. She
was taken to various hospitals in Kathmandu where she was provided with
medications for ‘‘tension’’3. She took the prescribed medications for several days
but stopped after finding it ineffective and threw both the medication and the
prescription away. Deeming the medical interventions ineffective, her family
supported her efforts to find help from traditional healers. The family noted that her
spells escalated in frequency when she consulted the traditional healers, which they
considered was caused by agitation of the spirits due to the healer’s presence.

Within a few months, other people in the village began to have similar episodes
of possession. Eventually, Shakshi’s mother-in-law too started experiencing fainting
spells, and on one occasion, her father-in-law felt a spirit trying to attack him, which
he was able to fight off. Shakshi and her mother-in-law blamed the grandmother for
inflicting these spells on them. Other women in the neighborhood affected by
similar spells accused their own family members or neighbors of practicing
witchcraft and inflicting harm on them. Ultimately, 30 people including two men
and two school boys in the village were affected in this cluster.

There were no healers present in the village, and so to contain the problem and
ensuing conflicts, traditional healers from neighboring villages were either
consulted or brought into the village to exorcise the spirits. However, their rituals
resulted in no relief and in some cases exacerbated the problem, increasing the
frequency of spells and of aggressive behaviors during the spells. Even some of the
healers were affected and refused to return to the village, claiming that the fight
against so many powerful boksiharu was beyond their capacity. Meanwhile, some of
the villagers took their affected family members to hospitals in Kathmandu, where
various medical investigations were carried out. However, no physiological
explanation was established and they were sent home with ‘‘tension reducing
medicine,’’ which invariably turned out to be ineffective.

When nothing seemed to help, a Tantric healer (Tantrik) from Kathmandu was
invited to the village, who refuted the witchcraft explanation. Instead, he attributed

3 Nowadays, the English term ‘‘tension’’ is used more commonly than the Nepali equivalent ‘‘tanāb.’’
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the cause of the possession episodes to an angered clan deity and suggested that the
villagers build a shrine and worship there daily in order to appease the deity.
Following his advice, a shrine was built, where the village women went in large
numbers to worship. They then began to experience the possession spells while at
the Shrine but stopped having episodes at home. Over a period of several months,
many of the affected women recovered but new cases continued to emerge. When
the research team visited for the first time, the village had been affected for over
6 months.

Quantitative Results

Socio-demographic Characteristics

Table 1 summarizes the main demographic characteristics of possessed and non-
possessed groups. All except one of the cases were women belonging to the Giri
caste group, which is one of the higher caste groups, and most were literate.
Reflecting successful matching of cases and controls, the possessed and non-
possessed groups were comparable in all respects including age, caste/ethnicity,
marital status, and literacy.

Psychopathology and Possession

Table 2 presents the scores of the possessed and non-possessed groups related to
anxiety, depression, and PTSD symptom scales, and the percentage reaching criteria
for caseness (i.e., probable common mental disorder). Compared to the controls, the
possessed group scored higher on all the symptom scales and a higher proportion
met criteria for caseness. Among the possessed, the highest prevalence was for
anxiety, followed by PTSD and depression. None of the controls scored equal to or
above the cut-off point for PTSD. Table 2 also presents the odds ratios for anxiety
and depression, which shows that the possessed group was about 9 times more likely
to have anxiety (OR 9.29 [95 % CI 1.99–43.44]); the OR for depression was not
significant. Point biserial correlations conducted between the possessed and non-
possessed group revealed moderate to strong associations with variables associated
with mental illness: being possessed was strongly associated with having anxiety
(rpb = 0.55, p \ .01) and PTSD (rpb = 0.51, p \ .01), and moderately associated
with having depression (rpb = 0.43, p \ .01).

The mean score on the measure of functional impairment of the possessed group
(8.64, SD = 6.32) was also significantly higher than the mean score of the non-
possessed group (3.06, SD = 3.09; t (31) = 2.87, p \ .01). However, there were no
differences in the types of day-to-day tasks with both groups reporting difficulty in
the following: fetching water, taking care of the family, looking after domestic
animals, doing the household chores, and participating in social events/meetings.
Impairment was strongly associated with symptoms of PTSD (r = .56, p \ .01),
anxiety (r = .85, p \ .01) and depression (r = .59, p \ .01).
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Traumatic Events (dukhad ghatanā) and Possession

In all, 71 % of study participants reported having experienced traumatic events at
least once in their lives. Although compared to the non-possessed group (56 %,
n = 9), a higher percentage (82 %, n = 18) of the possessed group had traumatic

Table 1 Socio-demographic characteristics of possessed (n = 22) and non-possessed (n = 16) groups

Variable Subcategory Possessed Non-possessed v2 df p

N % N %

Gender Female 22 57.89 16 42.11

Caste/ethnicity Giri 21 95.45 15 93.75 0.54 1 .82

Dalit 1 4.55 1 6.25

Religion Hindu 22 57.89 16 42.11

Marital status Married 20 90.91 15 93.75 0.10 1 .75

Unmarried 2 9.09 1 6.25

Living with husband Yes 9 40.91 6 37.50 0.19 2 .91

No 11 50.00 9 56.25

Unmarried 2 9.09 1 6.25

Education Literate 19 86.36 13 81.25 0.18 1 .67

Illiterate 3 13.64 3 18.75

Level of education Informal education 7 36.84 7 53.85 1.11 3 .77

Primary level 6 31.60 3 23.10

High school 3 15.80 1 7.70

Intermediate and above 3 15.80 2 15.40

Socio-economic status Middle class 12 54.5 6 37.5 1.08 1 .29

Lower class 10 45.5 10 62.5

Family composition Nuclear 8 38.10 10 62.5 2.11 1 .19

Joint 13 61.90 6 37.5

Mean (SD) Mean (SD) t test df p

Age 29.36 (10.14) 28.7 (6.89) -0.46 34 .65

Table 2 Comparison of symptoms of common mental disorders in possessed and non-possessed groups

Symptom scalesa Possessed (n = 22) Non-possessed (n = 16) OR 95 % CI

Mean (SD) %a Mean (SD) %a Lower Upper

Anxiety (BAI) 25.86 (15.5) 68.2 9 (8.05) 18.2 9.29 1.99 43.44

Depression (BDI) 22.95 (12.1) 40.9 11.94 (11.3) 18.8 3.0 0.66 13.66

PCL 42.18 (15.6) 27.3 26.31 (9.96) 0

BAI Beck anxiety inventory, BDI Beck depression inventory, PTSD posttraumatic stress disorder
symptom checklist (Civilian Version)
a Caseness based on cut-off scores: BAI C 17; BDI C 20; PCL C 50
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experiences, the difference was not statistically significant (v2 (1) = 2.94, p \ .09).
The reported traumatic events occurred over a long time span, from 23 years earlier
to the previous year, with a mean of 6.74 years ago (SD = 6.73). Traumatic
experiences mentioned frequently by both groups included: husband’s second
marriage (n = 3; in Nepal, though illegal, it is possible for men to marry again
when being married previously but not divorced from their first wives); death in the
family (n = 10); and accidents and injuries of self or family members (n = 4).
Traumatic experiences specific to the possessed groups were fear of own or family
member’s death (n = 3); mistreatment in the family (n = 3); possession/fainting
experience (n = 3); and witnessing someone die (n = 1).

Perceived Social Support, Coping, and Possession

The majority of the study participants (55 %) reported that they had no social
support in their village. There was no significant difference between groups on
perceived social support, with 45 % of the possessed and 56 % of the non-possessed
indicating the existence of social support for heart/mind problems (roughly
equivalent to mental health concerns) (Kohrt and Harper 2008). Sources of social
support identified by participants included the health post, the medical shop, women
groups, the temple, and TV or radio programs.

Figure 1 summarizes the coping strategies adopted by possessed and non-
possessed women when dealing with day-to-day social and economic problems as
well as mental distress. The most common coping strategies referred to by the
possessed group were talking to others, followed by conducting or getting involved
in spiritual activities, entertaining oneself (i.e., watching TV, listen to radio/music)

Fig. 1 Coping strategies used by possessed and non-possessed groups
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and consulting traditional healers. The most common coping strategies for the non-
possessed group included talking with others or keeping oneself busy, and
maintaining self-control. Many of the strategies were similar in both groups; but
staying alone was specific to the possessed group and seeking monetary support and
self-control strategies were only used by the non-possessed group. This suggests
that the coping strategies used by the non-possessed group were more instrumental
or focused on problem resolution, whereas the strategies used by the possessed
group were focused on emotional relief.

Qualitative Results

Major Complaints and Characteristics of the Possessed Women

The qualitative study results revealed different patterns of possession experience. As
stated above, several women became possessed when they went to the shrine to
provide offerings (Tika, flowers, and water). Once at the shrine, the women prayed
and some began trembling while others started screaming, babbling, or chanting
loudly. Still others started begging for forgiveness and after a few minutes collapsed
to the ground where they lay silently for a brief time until they began moving their
limbs or crawling, and screaming, or crying. While able to respond to questions in
this state, they spoke and behaved as different persons since the possessing spirit
controlled their voices and behaviors. When prompted, the possessed person
provided information about the possessing spirit explaining who she was, where she
lived, what she did, as well as what she wanted, and what she would take to leave
the body. Some of the possessed women claimed that they entered a semi-conscious
state and thus were aware of what was happening around them but unaware of their
own actions, which were beyond their control. One focus group participant said, ‘‘I
am aware of what people asked and what they said to me when I am possessed but I
do not remember anything of what I did during the spell’’. However, others reported
that they had no recollection of what was happening in and around them. One focus
group participant put it this way, ‘‘I am not aware of what happens or what I do after
I am possessed. Everything looks blue and black’’.

The most common physical and emotional symptoms reported by the women
included weakness, lack of control over motor activities, getting angry at
themselves, shivering body, shouting, staring continuously at the same spot,
weakness and nausea, disturbed sleep, and increased heartbeat. Local expressions
most often reported were tāuko jiring jiring huney (triggering headache), mutu lulo
hune (feeling of heart ‘‘going limp’’), mutu halliney (feeling of heart shaking), mutu
kamjor hune (feeling weakness in heart), mutu kāmne (feeling of heart trembling),
maan mā dheraikurā khelney (thinking a lot), jiu garungo hune (feeling of heavy
body), jiumā kanda umrine (goose bumps all over the body), and jhumma
banauchha (feeling dizzy), jiumā sola hānchha (prickly pain in the body), and hāt,
khuttā jham jhamāuchha (tingling sensations in hands and feet).
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Causal Attributions

Study participants highlighted personal as well as communal attributes that made
individuals vulnerable to possession and offered socio-cultural and cosmological
explanations. The following personal attributes or liabilities were recounted as
reasons why a person might be prone to possession: weak heart, weak soul, weak
and fearful personality, graha dashā bigreko (disruption in astrological signs or
stars), kamjor bhāgya bhayeko (weak fate), din bigreko (unfortunate day), practicing
or believing in witchcraft and other supernatural powers, low self-confidence, lack
of self-control, and weak karma.

Communal attributes that rendered a whole community or vulnerable individuals
liable to possession included carelessness in carrying out traditional rituals, which
might have angered ancestors. For example, a key informant stated, ‘‘there was a
priest in the village who used to take care of all the necessary rituals in the village
but after his demise, his son, who was supposed to take over his father’s job did not
act responsibly.’’ Other episodes were attributed to a curse brought on by inter-caste
marriages. According to several study participants, younger villagers had started to
get married across caste lines, an act that was believed to ‘‘pollute’’ the clan (kul
bigryo). Consequently, clan deities became upset and cast a curse upon the entire
village. Finally, a smaller number of participants indicated that the current problem
in the village could also be attributed to tanāb (mental tension), too much work,
maan mā dherai kurā khelāyera (thinking a lot), contagious disease, lack of a
balanced diet, and/or physical weakness. A school teacher explained:

I feel that the women and girls who fainted had been lacking love in their
lives, did not have close friends to talk to, did not have their husbands with
them, had to do all the household chores all by themselves, had to take overall
responsibilities hence thought a lot about these issues and were upset.
Therefore, they fainted. And the boys who fainted might just have been
unknowingly imitating their mothers and grandmothers who have similar
issues at their house.

As mentioned earlier, the research team provided psycho-education to village
members participating in the focus groups, suggesting that possession could be
understood as a response to psychosocial stress and difficulties in coping. However,
during the psycho-education sessions, some villagers questioned the view that
stressful life situations could lead to chhopne by comparing those affected by
possession to people who did not experience possession despite the fact that they
were less well off. Most participants also argued that chhopne could be experienced
as a result of pagalpan (madness) or, more broadly, any mental disorder or ‘‘mass
hysteria’’ (some villagers used this English term). Many of the focus group
participants remained convinced that chhopne was due to supernatural and
cosmological forces.

In addition to factors associated with vulnerability, villagers also described
protective attributes, which included being a man (usually only women and children
were believed to be prone to attacks by boksiharu), not believing in witchcraft and
sorcery, strong heart, self-confidence, and baliyo graha (strong stars/planet).
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Social Implications

Possession states allowed women to speak in ways that were socially proscribed,
including expressing frank criticism and using disrespectful, or obscene language,
which they would usually not utter in a conscious state. For example, when
possessed, some women accused their neighbors, mother-in-laws, or daughter-in-
laws of being boksiharu and inflicting harm on them. While this might serve the
purpose of emotional relief, it also led to conflicts in the community. At one point,
several possessed women and their families accused two village women of
practicing witchcraft, sent a Jhānkri (shamanic healer) to their place to pacify them,
and finally forced them and their families out of the village. In response, the accused
women filed a complaint at the police station, which in turn increased the conflict
between the accused families and their former neighbors.

After months of interpersonal conflicts, villagers became weary of the possessed
women and their accusations. As one village woman said, ‘‘This village was safe and
peaceful even during the armed conflict in Nepal. Except for the isolated incidents,
nothing major happened here because people were united. However, because of this
problem people are fighting among themselves. They boycott each other in social and
religious events.’’ Due to such sentiments, the possessed women generally felt rejected
and misunderstood. During their focus group discussions, some of the possessed women
shared that ‘‘the villagers often tease us. Perhaps, during the spells we talked nonsense,
which might have hurt the villagers. So, some villagers spat at us whenever we passed
by. This unknown illness has brought up dispute among villagers.’’

Study participants indicated that several of the possessed women were unable to cope
with the ensuing distress. One young woman attempted suicide by taking an overdose of
sleeping pills complaining that her illness had caused her family’s financial ruin and that
she did not want her parents to go through more hardship in the future. Other women
converted from Hinduism to Christianity, hoping that the new faith would protect them
from further spells. In addition to these individual cases, there was a pervasive sense of
anxiety and apprehension among the villagers that something evil was about to happen if
the problem was not soon resolved. A woman expressed this anxiety saying ‘‘there are
grown up girls in the village, what will people think who come to ask for hands of our
daughters for marriage, if they know about this illness in our village?’’

Belief, Suggestibility, and Contagion of Possession

Study interviews suggested that the affected women were highly suggestible and
had strong beliefs in witchcraft and spirit possession. The following quote by an
affected woman illustrates this responsiveness to suggestions:

We [a group of women regularly experiencing possessions] went to see a
guru4 in Kathmandu. The guru asked us to put a lemon on our palm and asked

4 The general meaning of the word guru is teacher. Today, the term is used in Nepal specifically to
address a religious leader (dharma guru), or a cult leader, priest (pujari), astrologer, etc. At the case study
site, for instance, villagers used the term guru to address the tantric healer and his teacher, guru
Gorakhnath.
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us to tightly hold it and not to let it slip at any cost. He suggested that if the
illness was caused by boksi then the lemon would try to escape and it would be
very hard for us to control. It was very difficult for us to hold that lemon. It
was trying to slip away from our hands. We tightened our fists in an effort to
hold it but it wouldn’t give up. Finally, the guru asked us to let go off the
lemon and we did.

There was clear evidence of the influence of modeling in the spread of the
possession clusters. Most of those who were possessed after the initial case said that
they had seen their friends or neighbors collapse because of the possession before
they became possessed themselves. While observing the spells, they felt the
sensation that they would also faint but somehow managed to control it. However,
when the possessed women told them during a spell that it was ‘their turn now’ (aba
tero pālo), they too experienced possession the next day.

Rejection of the idea of possession seemed to influence vulnerability. Those who
were not affected said that, while they believed in Karma, bad graha (stars) and fate
(bhāgya), they did not believe that witchcraft and spirits could possess them. One
unaffected woman said:

I believe that there exists some natural force that can influence our graha and
bhāgya. There might be spirits and all, but I do not believe that any human
being has the capacity to possess or afflict another human. My husband was in
the Nepal police for several years and he also believes the same.

Other unaffected women who believed in witchcraft said that they were spared
because they had a strong fate and good graha. Interestingly, while all villagers,
including the affected women, accepted the explanation that the problem was
caused by upset clan deities, during possession women continued blaming
boksiharu for the affliction. This suggests that belief in witchcraft and spirit
possession, suggestibility and exposure all played a role in the spread of possession.
Of course, it is possible that individuals’ beliefs reflected rather than caused their
experiences and that compelling possession experiences might change individuals’
convictions, turning skeptics into believers. However, we did not encounter such
narratives.

Discussion

The quantitative results of this study show that compared to the non-possessed, the
possessed women had a higher number of traumatic exposures and higher rates of
symptoms of mental health problems. Being possessed was positively associated
with having symptoms of common mental disorders, i.e., anxiety, depression, and
PTSD. Possessed women also had significantly higher rates of impairment in daily
functioning and impairment was strongly associated with symptoms of PTSD,
anxiety and depression.

Interpreting the quantitative study results through the lens of the biomedical
model of mental illness as outlined in the DSM/ICD, the women’s symptoms and

658 Cult Med Psychiatry (2014) 38:642–668

123



behaviors, along with the absence of evidence for neurological disorder, suggest that
the women suffer from mental disorders, specifically, Conversion disorder (ICD-10
1992) or Dissociative Trance Disorder (American Psychiatric Association 2000). In
addition, the symptom measures suggest that many have coexisting anxiety,
depression, or PTSD.

The qualitative findings, however, indicate that the situation is more complex.
Neither the possessed women and their family members, nor the traditional healers,
explained the possession and its related manifestations in terms of mental health. In
fact, they explicitly rejected the psychological explanations given to them during the
psycho-education session following every focus group. Moreover, the possessed
women did not respond to any of the bio-medically oriented interventions including
medication, counseling, and psycho-education. Instead, women who had fathers or
husbands living in Kathmandu explained that they ceased having possession
experiences as soon as they left their village to visit their menfolk. In-depth
exploration of issues related to impairment in the focus groups and key informant
interviews found that women did not feel ‘‘impaired’’ due to mental health
problems, but rather because of their precarious living conditions. For instance, they
shared that they often had to wait until 2 a.m. to fetch water and as an obvious
consequence they had trouble waking up in the morning, which, in turn, resulted in
difficulty in performing household chores and taking care of family members.
Moreover, this chore interfered with attending religious activities, maintaining
personal hygiene, and so on.

There was an important discrepancy between the psychiatric perspective and the
women’s own accounts, which can be understood in several ways. The women may
have refused to accept biomedical explanations because mental illness is highly
stigmatized in Nepal or because they lack mental health literacy (Kermode et al.
2010). To the extent that accepting an explanation provides reassurance, coherence,
and supports treatment adherence, this might also explain why biomedical
interventions did not appear to have any impact on the health outcomes of the
possessed women.

Moreover, given that all rural villages were directly or indirectly affected by the
decade-long armed conflict in Nepal, the mass possessions might be interpreted as
expressions of distress connected to traumatic experiences that women were
reluctant to disclose (e.g., Neuner et al. 2012; Igreja et al. 2010; van Ommeren et al.
2001; Pineros et al. 1998; Chakraborty 1993). However, the study participants noted
that their village was considered one of the safest places throughout the conflict.
They acknowledged that there was a sense of general fear as the Maoists and the
state army paid frequent visits to the village, but none of the participants mentioned
incidents of violence or traumatic experiences directly related to the armed conflict
when prompted. This suggests that the perceived negative impact of the armed
conflict on health was very low, and that the possession events in the village cannot
be directly attributed to the effects of the armed conflict.

Much of the anthropological literature suggests that possession is linked to the
oppression of women as well as gender-based violence. In this context, possession is
interpreted as a coping strategy that allows women to express their frustrations and
to regain their power and social position in the community (Gellner 1994, 2001;
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Boddy 1994; Castillo 1994b; Fisher 1989; Lewis 1966; Nichter 1981). Yet, in this
study both possessed and not-possessed women claimed that there was no more
oppression in their community than any other and no outright violence perpetrated
in families or the community. While they acknowledged having quarrels over
disagreements between family members and pointed to the fact that women faced
higher workload compared to men, they did not consider these acts of violence but
rather ‘‘fate’’ and thus part of their normal daily lives. When study participants were
prompted to reflect on the obvious gendered nature of possession, the majority of
women emphasized cosmological factors, fate, and Karma. Men, on the other hand
pointed to women’s intrinsic characteristics such as kamjor maan (weak heart/
mind), maan mā dherai kurā khelāune (thinking a lot), doubtful and suspicious
nature, and strong belief in witchcraft, and supernatural powers.

The women’s own understanding of their affliction points to the importance of
social-contextual factors and an integrative model of possession would include both
social and personal factors. The results suggest that there was no single psychosocial
determinant of the spirit possession experiences in this village but more likely the
interaction of multiple psychosocial factors (de Jong and Reis 2010; Fisher 1989;
Kerckhoff 1982). That is, neither pre-existing mental illness, socio-political
violence, nor traumatic exposure, or the oppression of women alone, can explain
the prevalence of spirit possession. All of these socio-contextual factors may make
individuals more vulnerable to physical as well as mental health problems (Fisher
and Baum 2010). These social factors may have made the women of the village
susceptible to attacks by spirits. The death of a child of the index case triggered the
first possession event. Once the problem occurred, social modeling, response
expectancies, and reinforcement (Lorber et al. 2007; Kirsch 1985) as well as
individual characteristics and motives (Seligman 2005), including culturally based
beliefs, suggestibility (Giesbrecht et al. 2008), and secondary gain came into play to
amplify and maintain the problem. For example, acceptance and confirmation by
villagers, family members, and traditional healers that the possession was an
affliction caused by boksiharu might have heightened fears that helped to maintain
the problem. Figure 2 summarizes some factors that may contribute to the spread of
possession experiences.

The traumatic incident described in the case study of Shakshi was the trigger for
the epidemic of possession. The news of her experience spread and was received by
others as a plausible and disturbing story. Those who were vulnerable because of
pre-existing psychosocial problems, and with an individual propensity for disso-
ciative experiences, then had their own possession experiences, which were
modeled on the earlier episode and shaped and reinforced by the responses of
others. At the same time, they now had a salient way to attribute their suffering to
someone in the family, i.e., their own grandmother-in-laws or someone in the
village who they had suspected of being a boksi and inflicting harm upon them or
with whom they had disputes. After being possessed, they received more care and
attention from family members; they got the opportunity to overtly criticize and
challenge situations that they did not like and people with whom they disagreed.
This freedom of expression gave them emotional release and a measure of social
power. Moreover, their families, the community and the traditional healers all
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acknowledged the seriousness of their affliction and accepted whatever they said
during possession. This explicit acceptance reinforced everyone’s conviction that
the problem was caused by the action of boksiharu. This conviction, in turn, fueled
the spread of the possession events and sustained the possession episodes over a
longer period of time.

Although similar patterns of possession behavior and causal attributions were
observed across the cases, possession may serve different purposes for different
individuals. For some, it may serve as a way of drawing attention to or
communicating about suppressed issues such as intra-familial conflicts; for others,
it may serve as a coping strategy helping them deal with traumatic memories or day-
to-day hardships. Possession thus, may function as an idiom of distress reflecting
psychosocial difficulties as well as underlying mental health problems and as a cry
for help or way to mobilize others to respond to an intolerable situation. These
functions or uses of possession are not mutually exclusive and they may interact in
complex ways that reinforce or undercut their social meanings and effects.

Possession as a Unique Mode of Communication or Cultural Idiom of Distress

Possession has traditionally been used as a means of communication between
humans and spirits: yogis, and tantriks intentionally get possessed to communicate
with other worlds or spirits; dhāmis, jhānkris and other mediums get possessed in
order to help spirits communicate with their clients; traditional healers call the
afflicting spirits to possess their clients so that they can communicate the reason for
affliction. It makes cultural sense, therefore, that ordinary people who get possessed,
however unintentionally, find they are able to communicate their suffering or
predicament to their family or community especially, when there are few other
socially acceptable means of expression, and when direct communication might
cause further suffering. This suggests that possession functions as a cultural idiom
of distress (Nichter 1981). Nichter (1981) described how, in the case of South
Kanarese Havik Brahmin women in India, local expressions of distress could only
be understood in relation to both personal and cultural meanings, which included
diverse idioms and explanations (e.g., weight loss, fasting, concerns about purity,
evil eye, and spirit possession). According to Nichter, such idioms of distress
reference cultural values, norms, and stereotypes (see also Pedersen et al. 2010).

In the present context, possession may serve to convey distress and draw
attention to personal conflict in a socially acceptable way. Given its potential
function in communication, possession may also serve as a culturally shaped way of
expressing social suffering as well as underlying mental disorders. Mental illness is
highly stigmatized in Nepal and so, people tend to hide symptoms that they think
might be related to mental disorders and suffer in silence (Jack and Van Ommeren
2007). Spirit possession is a widely recognized affliction that points to social
conflicts and concerns rather than just the health of the individual. Hence, spirit
possession may offer a culturally accepted way to express distress but also help
mask underlying mental illness and provide a non-stigmatizing path to recognition
and intervention for these women.
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Possession as a Coping Mechanism

Coping generally refers to adaptive strategies consciously adopted by an individual in
the face of difficulty (i.e., physical, social, or emotional problems). Spirit possession,
however, is experienced as involuntary and the afflicted individual usually appears not
conscious or only partially aware of their behavior during the possession event and
disavows awareness and control afterward. Psychologically, possession can be
understood as involving dissociative mechanisms, in which behavior is governed by
cultural models and scripts that are cognitively compartmentalized and held out of
awareness (Kirmayer and Santhanam 2001; Seligman and Kirmayer 2008). The
disavowal of causation and control serves to protect the person from moral blame and
repositions them as afflicted and in need of care. At the same time, possession may
serve as an active coping strategy through its expressive and communicative
functions, which mobilize social support and conflict resolution.

Both of these views of possession raise complex issues of consciousness, agency,
and control. Consciousness, self-control, and causal attributions of behavior involve
separate though interacting processes and spirit possession illustrates ways in which
ethno psychological notions of personhood can reconfigure the relationship between
agency and awareness (Kirmayer 2007). Spirit possession follows specific cultural
scripts and, although it employs human capacities for absorption and role-playing, it
is clearly socially learned behavior (Ram 2012; Seligman and Kirmayer 2008).

Fig. 2 Psychosocial dimensions of spirit possession
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Intentional possession is learned through the teaching of a guru or other practitioner
and may involve many years of practice (Jones 1976b; Maskarinec 1992; Seligman
2005). Unintentional possession is learned through gendered socialization (Ram
2012), as well as social exposure to the possession phenomenon and its outcome,
and may be quickly acquired. Whether it begins with some conscious receptivity on
the part of the individual, is actively resisted, or occurs completely outside of
awareness unintentional possession may come to function as a mode of commu-
nication, idiom of distress, and coping strategy that serves the person’s ongoing
efforts to adapt and survive challenging social circumstances (Castillo 1994a;
Boddy 1994; Ward 1980).

This view of spirit possession does not coincide with the local understanding in
the villages we studied in Nepal. Initially, no one was certain about the cause of the
problem because all kinds of treatments—traditional as well as biomedical—had
failed to help the possessed individuals. When traditional methods failed, villagers
looked for biomedical treatment and when biomedicine also failed, they were left
with no other choice but to accept supernatural explanations and interventions.
None of the possessed women, their family members, or focus groups participants
spontaneously associated the condition with traumatic experiences or other life
stressors; nor did they view it as a mental health problem. Indeed, when the results
of this study were presented to the community, they refused to accept the finding
that possessed women had a higher risk of common mental disorders compared to
the non-possessed women. They also did not see possession as a way of coping.
Instead, they reaffirmed their view that spirits that were angry or upset had the
ability to inflict harm by possessing people.

Some health workers who visited the village in the interim told community members
that the problem was ‘‘mass hysteria’’. The term ‘hysteria’ was then described in
classical Freudian terms, i.e., hysteria is caused by a lack of sexual satisfaction or
unsatisfied sexual desire. This account was very humiliating for the affected women,
particularly because their husbands were not with them; they had gone abroad to work or
were away from home for other reasons. During the focus group discussions, these
affected women challenged and rejected the idea that they were suffering from hysteria
by giving examples of young boys (8–12 years of age) who were also suffering and of
other affected women whose husbands were living with them. Clearly, medical or
psychological labels, and diagnoses should be used very cautiously in this setting.
Diagnoses made without taking into consideration the socio-cultural context and
dynamics may have negative effects and exacerbate the problem.

In the end, the affected women were all treated by performing an extensive
village-wide traditional ritual, called ‘‘Khali Khane’’ (Gray 1987). Follow-up with a
schoolteacher in April 2012, indicated that, after almost 2 years of continued
suffering, the problem in the village had completely stopped, and the villagers had
not heard of the fainting episodes in the village, and the shrine is no longer used by
anyone. This only became possible after all the villagers united to collect money and
engage traditional healers (dhāmi). As per the Dhāmis’ instruction, the villagers
from the 34 households that were suffering from spirit possession gathered at a
designated place and, after a ritual procession, the spirits of their relatives who had
died in an unnatural manner (suicide, burning, drowning, other accidents, or
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conflict, etc.) were called forth in a process known as Bāyu Bolāune. During the
Bāyu Bolāune, the spirit of the relatives came to one member of each family and
talked about their death. After this, the villagers gathered about 60 stacks of wood
and burnt them. The Dhāmis chanted their mantras and began dancing on the fire
until they extinguished the burning charcoal. It took several weeks to complete the
whole ritual and costed almost 5 lakhs (about $6,000 US)—an enormous sum for the
village.

Conclusion

This study explored the relationship between epidemic spirit possession and
psychopathology in rural Nepal. We found evidence of increased symptoms of
psychological distress suggestive of common mental disorders among the affected
women. There was a pattern of spread from the index case, who had suffered a
severe personal loss, to others in the community who shared beliefs about the risks
of attack by boksiharu. A variety of mechanisms of secondary gain likely amplified
and maintained the epidemic. The study clarifies some of the multiple uses of
possession for conflict expression and resolution. It also highlights the discrepancy
between biomedical, psychiatric, and social anthropological explanations and local
understandings of affliction.

The study was conducted mainly among the Giri caste of Sindhupalchowk
district, and thus the findings may not represent the beliefs and practices related to
spirit possession, mental health problems, and traumatic experiences of other
cultural groups in Nepal. Further, because of the limited sample size and measures,
it was not possible to perform multivariate analyses to identify interactions among
social and individual factors in the causes of distress. Future studies should collect
larger samples and representatives of other communities, castes, and cultural groups
in Nepal to better understand the interactions of context, beliefs, and practice in the
incidence and spread of epidemic spirit possession. For example, the economic
strategy of men working outside the village for extended periods of time has had
complex effects on village life. More detailed study of family dynamics might
identify specific structural changes and interactional processes in families and wider
social networks that contribute to emotional distress in these villages. As well,
studies should explore why fewer Dalits appear to be affected by possession despite
their ‘‘double victimization’’ due to the Hindu caste system, greater exposure to
social stressors, which is associated with higher risk for mental health problems in
some studies (Bennett 2005; Kohrt et al. 2009; Luitel et al. 2013). In small villages,
women of all castes may experience many of the same social stressors. It may be
that higher caste women have greater constraints on their social behavior and
expressions of distress, increasing the likelihood of adopting possession as a mode
of communication or coping (Bennett 1983). Finally, there is evidence from India
(Ullrich 1993, 2011) that changes in women’s roles and social power may be
associated with shifts in modes of expressing distress. Longitudinal studies can
examine whether comparable changes occur in Nepal with ongoing social change.
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