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Research on Culture-Bound Syndromes: New Directions

Peter J. Guarnaccia, Ph.D., and Lloyd H. Rogler, Ph.D.

The unprecedented inclusion of culture-bound syndromes in DSM-IV provides the oppor-
tunity for highlighting the need to study such syndromes and the occasion for developing a
research agenda to study them. The growing ethnic and cultural diversity of the U.S. popu-
lation presents a challenge to the mental health field to develop truly cross-cultural ap-
proaches to mental health research and services. In this article, the authors provide a cri-
tique of previous analyses of the relationship between culture-bound syndromes and
psychiatric diagnoses. They highlight the problems in previous classificatory exercises,
which tend to focus on subsuming the culture-bound syndromes into psychiatric categories
and fail to fully investigate these syndromes on their own terms. A detailed research pro-
gram based on four key questions is presented both to understand culture-bound syn-
dromes within their cultural context and to analyze the relationship between these syn-
dromes and psychiatric disorders. Results of over a decade of research on ataques de
nervios, a Latino-Caribbean cultural syndrome, are used to illustrate this research program.
The four questions focus on the nature of the phenomenon, the social-cultural location of
sufferers, the relationship of culture-bound syndromes to psychiatric disorders, and the so-
cial and psychiatric history of the syndrome in the life course of the sufferer. 

(Am J Psychiatry 1999; 156:1322–1327)

The unprecedented inclusion of culture-bound syn-
dromes in DSM-IV provides the opportunity for high-
lighting the need to study such syndromes and the oc-
casion for developing a research agenda to study them.
DSM-IV contains symptomatic descriptions of 25 cul-
ture-bound syndromes, such as amok, latah, and koro,
developed by the National Institute of Mental Health
Group on Culture and Diagnosis (1). The definition of
culture-bound syndrome written by the Group on Cul-
ture and Diagnosis, which appears in the introduction
to the Glossary of Culture-Bound Syndromes in appen-
dix I of DSM-IV (p. 844), is as follows:

The term culture-bound syndrome denotes recurrent, lo-
cality-specific patterns of aberrant behavior and troubling
experience that may or may not be linked to a particular
DSM-IV diagnostic category. Many of these patterns are
indigenously considered to be “illnesses,” or at least afflic-
tions, and most have local names . . . . culture-bound syn-
dromes are generally limited to specific societies or culture
areas and are localized, folk, diagnostic categories that
frame coherent meanings for certain repetitive, patterned,
and troubling sets of experiences and observations.

There are two major reasons for focusing research
on culture-bound syndromes. The first is the increasing
cultural diversity of persons seeking mental health
care, which reflects the increasing cultural diversity of
American society (2–4). Immigrants bring with them
their own indigenous patterns and conceptions of men-
tal illness, some of which are structured into cultural
syndromes. Clinicians who serve an increasingly cul-
turally diverse population need to know more about
such syndromes (5).

The second reason for focusing research on culture-
bound syndromes is that the editions of DSM have be-
come international documents (6). Editions of the
manual before DSM-IV included little material that re-
flected the scope of cross-cultural diversity of psych-
iatric problems. The inclusion of the Glossary of Cul-
ture-Bound Syndromes, as well as other cultural
enhancements to DSM-IV (7, 8), increases the man-
ual’s cross-cultural usefulness at home and abroad,
provided it is supplemented by the implementation of
programmatic research.

A COMPREHENSIVE RESEARCH PROGRAM 
ON THE CULTURE-BOUND SYNDROMES
TO REPLACE CLASSIFICATORY EXERCISES

It is striking to read Yap’s call for a more systematic
program of research on the culture-bound syndromes
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written over 20 years ago (9, p. 86), for such a pro-
grammatic effort is still lacking:

Whether or not there are new psychiatric illnesses to be
found in folk cultures or non-metropolitan populations is
a question that first requires semantic resolution. Un-
doubtedly there are in certain cultures clinical manifesta-
tions quite unlike these described in standard psychiatric
textbooks, which historically are based on the experiences
of western psychiatrists. In this sense illnesses presenting
so strangely may be regarded as new. However, each of the
same textbooks also espouses a system of diseases classifi-
cation that by its own logic is meant to be final and ex-
haustive. From this point of view, no more new illnesses
are to be discovered, and any strange clinical condition can
only be a variation of something already recognized and
described. Two problems then arise: firstly, how much do
we know about the culture-bound syndromes for us to be
able to fit them into standard classification; and secondly,
whether such a standard and exhaustive classification in
fact exists.

Yap clearly laid out the challenge. However, it is
striking to see the narrowness of much of the writing
since Yap, which assumes that the major goal is to fit
the culture-bound syndromes into the standard classi-
fication systems without fully investigating them on
their own terms.

Thus, the classification of culture-bound syndromes
into professional diagnostic categories usually is based
on a perception of their predominant symptoms. But
the issue itself of identifying predominance of symp-
toms is problematic, as can be illustrated in the cases of
koro and latah. The koro case provides an example of
shifting diagnostic classifications because of changing
decisions about which symptoms are predominant. For
example, Bernstein and Gaw (10) first categorized
koro as a somatoform disorder on the basis of the per-
ception of the afflicted person’s intense preoccupation
with a somatic concern—the retraction of the penis.
More recently, Levine and Gaw (11) categorized koro
as an anxiety disorder and noted that others have asso-
ciated koro with panic disorder. The penis appears to
recede from the diagnostic agenda! The issue is even
more difficult, as shown in a discussion of actual cases
of koro, which applies diagnoses from the dissociative,
somatoform, anxiety, and sexual disorders sections of
DSM-III-R to koro (12). Problems arise when deci-
sions are based on generalized, prototypical descrip-
tions of the syndrome that are then associated with the
textbook criteria of a psychiatric diagnosis. No group-
ing of “predominant” symptoms has decisively solved
the classification problem.

One set of debates focuses on the relationship be-
tween the culture-bound syndromes and psychiatric
disorders according to predominant symptom. How-
ever, a debate about latah, summarized in the collec-
tion by Simons and Hughes (13), focuses on which the-
oretical perspective should prevail. Simons (14) argued
that the predominant feature of latah is the neurophys-
iological startle reflex, culturally elaborated into latah

in Malaysia. Kenny (15), on the other hand, located
the genesis of latah in the difficult social status of being
an older woman past childbearing age and related this
social status to violations of Malaysian norms empha-
sizing order, self-control, and courtesy. Simons privi-
leged psychobiological explanation; Kenny privileged
cultural meaning. Simons disaggregated latah into its
symptoms, de-emphasized the sociocultural context,
privileged the startle reflex as the predominant symp-
tom, and then diminished the identity of latah as a cul-
turally specific category. Kenny, in contrast, so focused
on the cultural uniqueness of the latah experience that
comparisons with other frames of explanation are dif-
ficult. Both writers are skilled at argument, and since
there are no external decision-making rules, it is diffi-
cult to resolve the issue within their own terms. We be-
lieve a more integrative research approach would see
the cultural configuration of latah as building on the
biology of the startle reflex within its sociocultural
context, the purpose being to understand why older
women in Malaysia are particularly at risk and how
culture leads to the elaboration of this reflex into a cul-
tural syndrome.

The analyses of koro, discussed previously, are a re-
flection of the usual reductionistic treatment of cul-
ture-bound syndromes in general. But they also are an
interesting, inadvertent reflection of broader processes
that have occurred in the evolution of DSM, in partic-
ular, its evolution starting with DSM-III. A recent pub-
lication (16), which formulates five propositions about
the DSM evolution, can be used to illuminate the
point. Two of the five propositions present a set of
structural concepts applicable to the changing lives of
individual diagnostic categories in DSM’s historical
changes. The first proposition focuses on the process
of differentiation within the illness, the second on how
the differentiated elements are “obliterated by incor-
poration” by being subsumed into another illness.
Koro, following the customary analyses of culture-
bound syndromes, was disaggregated into “predomi-
nant symptoms,” then subsumed into one or another
DSM category. The neo-Kraepelinian orientation of
psychiatry was extended to the treatment of the cul-
ture-bound syndromes. We believe that for purposes of
research measurements, it is important to disaggregate
the symptoms of a category, even when not making as-
sumptions about which symptoms are “predominant.”
However, the next step customarily taken, “oblitera-
tion by incorporation” into another category, or its
equivalent, the subsuming of the culture-bound syn-
drome into a familiar psychiatric illness, often is meth-
odologically questionable. This questionability is what
DSM-IV intended with the phrase that culture-bound
syndromes “may or may not be linked to a particular
DSM-IV diagnostic category” (p. 844).

The current approach of reviewing the same set of
studies and engaging in classificatory exercises with
them does not, from our viewpoint, further our under-
standing of the culture-bound syndromes. The strategy
of trying to find the right classificatory scheme by bas-
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ing it on similarity between one or two symptoms of
the culture-bound syndrome and of the DSM disorder
and privileging the DSM categories as the main orga-
nizing structure of relevance to the culture-bound syn-
dromes is not likely to produce new answers to the
classificatory question. Currently, there is no eviden-
tiary criterion that permits us to delimit the range of
psychiatric diagnoses related to cultural syndromes;
there is no rule-based system for relating cultural syn-
dromes to psychiatric diagnosis. In the absence of such
standards, it is difficult to make such judgments. The
original cultural integrity of the syndrome should be
an incessant research preoccupation.

QUESTIONS OUTLINING A COMPREHENSIVE
RESEARCH PROGRAM

We propose a program of research that is faithful to
the holistic nature of the culture-bound syndromes and
at the same time applies the most current research ap-
proaches from a number of fields. A series of key ques-
tions need to be answered to understand the culture-
bound syndromes on their own terms and in relation-
ship to psychiatric disorders. We illustrate the charac-
ter of the answers with examples from research on
ataques de nervios (17–25). The following description
of ataques de nervios from the Glossary of Culture-
Bound Syndromes in DSM-IV (p. 845) provides an ori-
entation to this syndrome:

Ataque de nervios [is] an idiom of distress principally re-
ported among Latinos from the Caribbean, but recognized
among many Latin American and Latin Mediterranean
groups. Commonly reported symptoms include uncontrol-
lable shouting, attacks of crying, trembling . . . and verbal
or physical aggression. Dissociative experiences, seizure-
like or fainting episodes, and suicidal gestures are promi-
nent in some ataques but absent in others. A general fea-
ture of an ataque de nervios is a sense of being out of
control. Ataques de nervios frequently occur as a direct re-
sult of a stressful event relating to the family (e.g., news of
the death of a close relative, a separation or divorce from
a spouse, conflicts with a spouse or children, or witnessing
an accident involving a family member). People may expe-
rience amnesia for what occurred during the ataque de
nervios, but they otherwise return rapidly to their usual
level of functioning.

Question 1: Nature of the Phenomenon

How do we characterize the culture-bound syn-
drome within its cultural context? What are the defin-
ing features of the phenomenon?

One way to begin studying a culture-bound syn-
drome is to refer to the research literature in anthro-
pology and psychiatry. The collection by Simons and
Hughes (13) provides an organized review of a number
of culture-bound syndromes, and the DSM-IV glossary
has descriptions of 25 syndromes that cultural experts
identified as particularly relevant to psychiatry. In the
case of ataque de nervios, 30 years of articles in the

psychiatric and anthropological literature are avail-
able, although the syndrome often is mislabeled pejo-
ratively as the “Puerto Rican Syndrome” (17).

The salience of a culture-bound syndrome, the
quickness and extent of its recognition within a cul-
tural group, is more difficult to establish. Appearance
in the literature provides some evidence of a category’s
salience, but this is not a foolproof standard. For many
years, windigo psychosis was cited in the literature on
the mental health of American Indians until Marano
(26) demonstrated that windigo psychosis never ex-
isted. Clinical and epidemiological studies provide a
basis for documenting the salience of culture-bound
syndromes. Thus, the salience of ataque de nervios to
Puerto Rican mental health was actively debated until
a question on ataque de nervios was incorporated into
an epidemiological study of adult mental health in Pu-
erto Rico (27). In that community study in Puerto
Rico, 145 (16%) of the 912 people interviewed re-
ported having had at least one ataque de nervios. Sa-
lience was demonstrated by the large proportion of re-
spondents who recognized the syndrome during the
interview and who admitted to the experience in their
lifetime (18). One consequence was that clinical re-
searchers in Boston and New York began to systemat-
ically question their Puerto Rican and Dominican pa-
tients about their experience with ataque de nervios
(22, 23). In both cases, they found that 75% of their
patients in mental health clinics had experienced an
ataque de nervios. These results indicate that while
ataques de nervios are frequent in the community in
Puerto Rico, they are particularly salient among Latino
clients of mental health services and should be investi-
gated in clinical assessments and in systematic research
as a clinical problem.

Once the salience is documented, the subjective ex-
periences associated with the syndrome, that is, the
syndrome’s phenomenology, need examination. Ques-
tions then focus on the feelings associated with the
syndrome, the physical sensations, and the emotions
and thoughts of the person while experiencing the
syndrome. Needed, too, are data on how the syn-
drome affects the person’s orientation toward time
and place, how the syndrome is acted out or per-
formed, and how the person’s significant others recog-
nize the suffering associated with the syndrome. The
questions in Kleinman’s explanatory model (28)
proved to be useful in framing clinical ethnographies
of people who had experienced ataques de nervios
(19). The questions aimed to develop descriptions of
the experience of ataque de nervios, to identify the so-
cial situations in which they occurred, and to identify
help-seeking efforts prompted by the malady. This be-
gan a prototypical description of an ataque de nervios,
including information about the range in variation of
that experience.

A fuller phenomenological portrait can be developed
with representative samples of individuals who have
experienced a culture-bound syndrome. With such a
sample, Guarnaccia and colleagues (21) were able to
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identify emotional expressions, bodily sensations, ac-
tion dimensions, and alterations in consciousness that
characterized the phenomenology of ataques de nerv-
ios. This is important because a key feature in defining
culture-bound syndromes is the full symptom profile
of the experience, not just a few predominant symp-
toms. Such descriptions serve to distinguish the syn-
drome from other syndromes. The sample study
should incorporate elicitations of symptoms by using
both open-ended questions and symptom checklists.
After such elicitation, an advantage of using more
structured approaches, such as symptom checklists, is
attaining more reliable measurements of the frequency
of symptoms and the range of culture-bound syndrome
experiences. Thus, even though seizures and suicidal
gestures have been highlighted as hallmark symptoms
in earlier articles on ataques de nervios (29, 30), the re-
search indicated that these experiences occurred in
only about a third of the cases of ataques de nervios.
On the other hand, symptoms of loss of emotional and
physical control (screaming uncontrollably, crying un-
controllably, shaking, and heart palpitations) emerged
as the most frequent experiences (21).

Another goal is to identify subtypes of symptom pat-
terns within the cultural syndromes through use of sta-
tistical techniques such as factor analysis (25). The sta-
tistically derived profiles of ataques de nervios fit the
ethnographic descriptions: a classic dimension that in-
cluded the prominent symptoms of screaming and cry-
ing uncontrollably, as well as becoming angry and
breaking things; a physiologic dimension that included
somatic symptoms such as chest tightness, heart palpi-
tations, trembling a great deal, and shortness of
breath; a consciousness dimension that incorporated
fainting, loss of consciousness, and amnesia; and a dis-
sociative dimension that included derealization, blur-
ring of vision, fears, and suicidal thoughts and ges-
tures. These analyses defined different types of ataque
experiences more comprehensively.

Question 2: Location in the Social Context

Who are the people who experience culture-bound
syndromes, and what is their social structural location?
What situational factors provoke these syndromes?

To characterize a culture-bound syndrome involves
identifying the social characteristics of people who suf-
fer from it (31, 32). Social structural factors identify
who is at risk for the syndrome. A social profile of suf-
ferers of ataques de nervios emerged clearly from the
epidemiological study in Puerto Rico. Women over the
age of 45 who had less than a high school education,
who had experienced a marital separation or divorce,
and who were out of the labor force were much more
likely to have experienced an ataque de nervios (18).
There was a strong correlation between ataques de
nervios and specific social experiences and types of dis-
advantage.

Context specifies instances that define when the cul-
ture-bound syndrome is likely to occur, and the social

situations that provoke them need identification.
Ataques de nervios are provoked by threats to the sub-
ject’s local social world, such as the family. In ataques
de nervios, threats usually come from losses of family
members or family relationships or from occurrences
that potentially threaten valued relationships, such as
divorce or conflicts with children. A frequent experi-
ence that has explosive force is the death of a family
member, particularly if it is unexpected. Ataques de
nervios are cultural idioms that express suffering and
signify a plea for help (socorro in Spanish).

Question 3: Relationship to Psychiatric Disorder

How is the culture-bound syndrome empirically re-
lated to psychiatric disorder?

With knowledge about a culture-bound syndrome,
researchers can then address the relationship between
the culture-bound syndrome and the more familiar
psychiatric disorders, such as those in DSM-IV. We call
this the comorbidity question on the assumption that
studying the culture-bound syndrome’s patterned rela-
tionship to psychiatric diagnoses is a more fruitful ap-
proach than attempting prematurely to subsume it into
the DSM diagnostic categories. Systematic research
has identified strong correlations between culture-
bound syndromes and criteria for psychiatric disorder,
but there is rarely a one-to-one relationship between
culture-bound syndrome and psychiatric disorder (33,
34). Hughes and colleagues (35, pp. 996–997) stated
this point eloquently:

The phenomena of the culture-bound syndromes do not
constitute discrete, bounded entities that can be directly
translated into conventional Western categories. Rather,
when examined at a primary level, they interpenetrate es-
tablished diagnostic entities with symptoms that flood
across numerous parts of the DSM nosological structure.

The culture-bound syndromes often coexist with a
range of psychiatric disorders, as many psychiatric dis-
orders do with each other (36). The comorbidity ques-
tion brings culture-bound syndrome research in line
with current approaches in psychiatric research.

Research on the comorbid relationship of ataque de
nervios to psychiatric disorder shows the importance
of the approach advocated here. In the epidemiological
study in Puerto Rico, the rates of psychiatric disorder
among those reporting an ataque de nervios were very
high; 63% of the group with an ataque de nervios met
the criteria for a psychiatric diagnosis, compared to
28% of the rest of the sample (18). Overall, those re-
porting an ataque de nervios in the interview were 3.5
times more likely to meet the criteria for an anxiety
disorder and 2.75 times more likely to meet the criteria
for an affective disorder than those who had not re-
ported an ataque de nervios. These results indicate that
examining ataques de nervios in the context of comor-
bidity is more fruitful than trying to summarily fit
ataques de nervios into a single diagnostic category.
Subsequent clinical research with Latino patients has
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further identified the comorbidity of ataques de nerv-
ios with a range of anxiety and affective disorders (23).

Differences in the symptomatic, emotional, and con-
textual aspects of cultural syndromes, in turn, may sig-
nal different comorbid relationships with psychiatric
diagnosis or even the lack of such a relationship. For
example, the identification of subtypes of ataque de
nervios aided in establishing its relationship to psychi-
atric disorders: persons who experienced more disso-
ciative phenomena during their ataques, such as pass-
ing out or amnesia, were more likely to meet the
criteria for a comorbid psychiatric diagnosis (25). In
addition, those ataques de nervios characterized by in-
tense fearfulness and feelings of asphyxia and chest
tightness were associated with panic disorder, whereas
those in which anger and aggressive behavior were
prominent were associated with affective disorders
(24). These studies provide an empirical basis for un-
covering specific linkages between ataques de nervios
and psychiatric disorders within the structure of co-
morbid relationships. Accordingly, the fourth set of
questions focuses on the dynamics of comorbid experi-
ences surrounding culture-bound syndromes as the life
course of the person unfolds.

Question 4: Social/Psychiatric History of the Syndrome

When the culture-bound syndrome and psychiatric
disorders coexist, what is the sequence of onset? How
does the life history of the sufferer, particularly the ex-
perience of traumatic events, affect the sequence?

These questions derive from recent work demon-
strating that mental illnesses cluster with health and
social problems (37) and that cumulative social adver-
sities are important risks for psychiatric disorder (38,
39). The research demonstrates the importance of se-
vere life traumas, such as parental deaths and divorces
and physical and sexual abuse, in the onset of mental
health problems. With answers to such questions, cli-
nicians and researchers can turn to examining how ad-
verse events in the life history of the sufferer relate to
the successive appearance of cultural syndromes and
psychiatric disorders. When the culture-bound syn-
drome precedes the onset of disorder, the culture-
bound syndrome can identify a vulnerable individual
at risk for developing psychiatric problems. Co-occur-
rence of a culture-bound syndrome and psychiatric dis-
order may well mark greater severity of both the cul-
ture-bound syndrome and the psychiatric disorder.
These processes are revealed by current research (23,
24) on the interplay among cultural syndromes, psy-
chiatric disorder, and important life experiences.

CONCLUSIONS

Understanding the complexity of culture-bound
syndromes as expressions of distress requires compre-
hensive programs of research. We have illustrated how
to proceed with such a research program with a series

of questions that use as an example studies of ataques
de nervios. Research on culture-bound syndromes
serves strategically to tighten the integration between
cultural and clinical knowledge, while providing in-
sights into issues of diagnostic universality and cul-
tural specificity. We believe that sustained research,
based on multiple approaches focusing on the four
sets of questions presented here, can increase our un-
derstanding of the culture-bound syndromes and their
clinical significance.
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