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Introduction
Culture-bound syndromes (CBS) are psychological and 

somatic symptoms recognized within speciϐic cultures or 
societies but not easily classiϐied in standardized psychiatric 
categories like DSM-5 or ICD-11 [1,2]. Among the various 
known CBS like Dhat syndrome, Koro syndrome, Possession 
syndrome, etc., Gilhari (lizard) syndrome was studied 
especially in the Rajasthan region. In Gilhari (Lizard) 
syndrome, people believe that the gilhari rises in the back 
and later reaches the neck of the person, which will kill 
him/her. This reliance is so strong that the patient and their 
careers follow rituals to crush this crawling gilhari & feel 
relieved. Because of the presence of various somatic features 
inϐluenced by cultural beliefs, it’s often difϐicult to diagnose 
CBS. Individuals with these physically distressing symptoms 
experience a signiϐicant dysfunction in social & occupational 
functioning, affecting their quality of life. The pathway to 
care among these is extended from faith healers to quacks to 
physicians & other specialists and eventually to mental health-

Abstract 
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care professionals. This late addressed issue is attributable to 
a lack of knowledge and acknowledgment of the symptoms 
due to Gilhari syndrome, which causes a signiϐicant delay in 
seeking mental health professional help due to various faith 
healing practices & other specialty consultations [3]. 

Case series
Case report 1

A twenty-four-year-old married female presented to the 
Otorhinolaryngology outpatient department with complaints 
of progressive dysphagia over the past 2 years. She initially 
felt a feeling of solid food stuck in her throat, which over the 
next year progressed to difϐiculty swallowing solid food. The 
patient would now consume a semi-solid and liquid diet only. 
Over 8-9 months, she would also feel difϐiculty in drinking 
liquids, due to some choking sensations in her throat. The 
patient would report to her mother that a globular mass 
is pressing her throat, and it would choke her to death. The 
patient was provisionally diagnosed with Globus Dysphagia, 
and symptomatic treatment was advised. She was further 
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evaluated for the etiology of her symptoms. Patient’s physical 
and detailed oral-pharyngeal examinations (Figure 1) 
were found to be normal. Her laryngoscopy and endoscopy 
evaluation revealed a totally normal anatomy and functioning. 

Apart from these complaints, she would also experience 
some vague bodily problems in the form of a crawling sensation 
in her legs and back, ghabrahat (colloquial expressions of 
subjective anxiety), restlessness, and weakness. Considering 
the same, a psychiatric opinion was planned for the patient. 
On evaluation, the patient reported that she was experiencing 
a sensation of a small organism crawling over her body. She 
called it “Jeev chalta hai sharir mein” (meaning: an organism 
keeps crawling on her body). Further, she explained that 
over the past 4 years, this jeev has gradually ascended from 
her lower limbs to her back, and now it’s stuck in her neck 
region. It’s probably because of this organism that she has 
been experiencing pressure & difϐiculty swallowing, along 
with anxiety, over the past 2 years. 

The patient was started on a capsule of ϐluoxetine 20 mg 
per day, titrated up to 40 mg per day along with a tablet. 
Olanzapine 5 mg per day & tab. Clonazepam 0.5 mg per day. 
Patient responded well over 8 weeks and continued follow-up 
over the next 6 months with full remission.

Case report 2

A 28-year-old unmarried laborer presented with 
complaints of ghabrahat (colloquial expressions of subjective 
anxiety), restlessness, feeling of impending doom & scratching 
of the back over the past 10 months. On examination, there 
were marks of skin excoriations and some small linear scar 
marks over his back, while his rest physical examination was 
normal. The patient was evaluated for possible metabolic and 
endocrine causes, which were found to be normal. He was 
started on the tab. Propranolol 40 mg per day in and tablet. 
Clonazepam 0.5mg per day for the diagnosis of Anxiety nos. 

The patient was also consulted with the Dermatologist to 
evaluate for the excoriation. No dermatological condition was 
found; rather, it was reported that due to some sensations 
patient would scratch his back. On further assessment, he 
reported that he would feel a small, round mass that was 
drifting from one side to another over his back, because of 
which he would scratch his back. He further on evaluation 
reported that it is a small animal that has entered his body 

from the back & is now moving around his back. He also 
reported similar incidents that his grandparents had narrated 
to him about their village, where people would possess this 
animal and would even choke & suffocate. Because of this 
believed he would experience severe anxiety whenever he 
would experience the movement over his back.

The patient was then started on capsule ϐluoxetine 
to a maximum dose of 60 mg/day along with 1mg of tab. 
Risperidone per day. Patient showed up to 75% response 
at 2 months of treatment. Later, he would often be irregular 
in follow-up and visit faith healers where his back would 
be incised so that the animal would come out of his body. 
This further exacerbates his symptoms. He, along with his 
family members, was psycho-educated about the illness and 
treatment needs, but due to strong cultural beliefs, they would 
continue to follow faith healing rituals along with irregular 
medications.

Case report 3 

A 19years adolescent came to the Otorhinolaryngology 
outpatient department holding neck with complaints of 
swelling and pain over the past 1 year. As per her, this 
swelling would appear on either side of the neck associated 
with pain-like sensation and episodes of ghabrahat (colloquial 
expressions of subjective anxiety) or hyperventilation lasting 
from 1-2 hours and would subside when this swelling 
reduced. There was no history of fever, dysphagia, weight loss, 
easy fatigability, or any signs of local tenderness & palpable 
mass. The patient was thoroughly evaluated for underlying 
pathology by laryngoscopy, endoscopy, neck x-ray, and 
ultrasonography, which also showed a normal study. Despite 
symptomatic management, there was no relief, and hence, 
a consultation liaison with the Psychiatry department was 
taken.

On mental status examination patient showed distress 
about the swelling rising in her neck and sensation of 
something moving in her body. She would feel pressure 
associated with pain when this mass would move up towards 
the surface and over the neck region. She also reported her 
belief that it’s a small animal that shifts around and causes 
these symptoms. The patient was started on tab. Escitalopram 
10 mg was built up to 2 mg / gay, and Risperidone 1mg per 
day over 9 weeks, during which response was seen. 

Discussion
All the above-stated cases belonged to the southern part 

of Rajasthan. All were young in the second & third decades 
of life, among whom the majority were female. They had a 
similar belief that a small animal/ organism moving over 
their body led to somatic symptoms. These syndromes reϐlect 
the inϐluence of cultural beliefs, environmental stressors, 
and social frameworks on mental health presentations. 
In the Indian context, several CBS have been identiϐied 

Figure 1: Laryngoscopy showing vocal cords and adjacent region.
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and documented in psychiatric literature, including Dhat 
syndrome, Koro, Possession states, Bhut-vidya phenomena, 
and the relatively localized Gilhari syndrome. India’s 
culturally diverse population provides fertile ground for 
unique syndromes to emerge, shaped by regional beliefs and 
idioms of distress. For example, Dhat syndrome, prevalent in 
North India, is characterized by anxiety and fatigue attributed 
to semen loss [3]. Similarly, Possession syndromes are 
interpreted as spirit intrusions in several rural communities. 
These syndromes often overlap with somatoform, anxiety, 
or depressive disorders and require a culturally informed 
diagnostic and therapeutic approach [4].

Epidemiology of culture-bound syndromes: Global 
and indian perspectives

Culture-bound syndromes have been identiϐied across 
continents, particularly in Asia, Africa, and Latin America, 
where indigenous cultural practices and belief systems 
strongly inϐluence expressions of mental distress [5]. 
While many of these conditions do not align with Western 
psychiatric diagnostic frameworks, they are deeply rooted in 
the socio-cultural fabric of the communities they arise from [6] 
(Table 1).

The prevalence of CBS varies widely depending on region, 
culture, and the variability of disorder symptoms. A WHO 
study (1993) on somatoform disorders found that up to 20% 
- 30% of primary care patients in non-Western countries 
may present with culture-speciϐic syndromes. In China and 
Southeast Asia, ‘Koro epidemics’ have been reported multiple 
times, particularly in the 20th century. Even in India, with its 
complex social structure and rich traditions, it has contributed 
several case studies to psychiatric literature. The most studied 
include:

1. Dhat syndrome: A syndrome where semen loss is 
associated with anxiety and other vague bodily complaints. Its 
estimates vary from 12% to 30% among young males attending 
general and psychiatric outpatient clinics in northern India 
[7]. It is more prevalent in lower socio-economic groups, 
especially in North India and Nepal.

2. Possession syndromes: A syndrome that presents as 
dissociative trance or possession states, commonly among 
tribal and rural areas. Its prevalence varies from 3% to 
15% in psychiatry clinics, particularly among women and 
adolescents [8].

3. Koro (in Eastern India and Northeast India): 
Though typically associated with Southeast Asia, several 
Koro epidemics have been reported in West Bengal and 
Assam, where a person comes with a strong belief that their 
genitalia will shrink and disappear. A study in Kolkata during 
an epidemic in 2010 showed a sharp rise in psychiatric 
emergency visits among young males [9-11). Yap portrayed 
Koro patients as dependent, immature, and lacking conϐidence 
in their virility and being in steady sexual conϐlicts [12]. 

4. Gilhari syndrome (Rajasthan): No formal 
epidemiological study exists, but regional reports suggest 
clusters among school-age and adolescent populations. 
Anecdotal reports suggest up to 10–15 cases per month are 
reported in the Bikaner region of Rajasthan.

Gilhari syndrome: A regional culture-bound 
syndrome from Rajasthan

Gilhari Syndrome (‘lizard’ or ‘squirrel syndrome’) has 
been documented in the Bikaner region of Rajasthan, 
primarily among adolescents and young adults. The condition 
is characterized by patients reporting a sensation of a small 
animal—most commonly described as a squirrel—moving up 
and down the spine. This perception is not associated with 
any identiϐiable neurological or dermatological condition 
but causes considerable distress and functional impairment 
[6,13-15].

Although not ofϐicially classiϐied in international diagnostic 
systems, Gilhari syndrome has been acknowledged in regional 
psychiatric case studies and conference reports. According 
to a study conducted at SP Medical College, Bikaner, this 
syndrome is reported to appear as psychosomatic in origin and 
is often linked with academic pressure, social stress, and low 
mental health literacy [5]. The syndrome is commonly seen in 
individuals who may somatize psychological distress due to 
the stigma of mental illness or lack of emotional vocabulary. 

Gilhari Syndrome has core features of sudden onset of 
behavioral disturbances, often dramatic and bizarre, that 
include: shouting, crying, fainting spells, refusal to eat, 
agitation, or unusual movements. Another marked feature is 
that it’s often perceived to be due to some supernatural force, 
such as evil spirits, black magic, or possession. The syndrome 
is mostly seen in young women or adolescent girls, especially 
in socially stressful contexts. 

Treatment approaches include psycho-education, 
reassurance, supportive psychotherapy, and, in some 
cases, cognitive-behavioral therapy. In pharmacological 
intervention, anxiolytics or antidepressants are reported to 
be beneϐicial. However, cultural misconceptions often lead 
patients to seek faith healers or traditional remedies before 
reaching psychiatric care [3,6].

Other major challenges in the management of CBS include 
unreported symptoms due to stigma, cultural normalization, 

Table 1: Some well-documented CBS worldwide include.
Culture Bound 

Syndrome Region Symptoms

Koro South-East Asia Intense fear of genital retraction and death.
Amok Malaysia, Indonesia Sudden, unprovoked violent outbursts

Ataque de nervios Latin America Acute episodes of intense emotional upset
Hwabyeong Korea Anger-related somatic syndrome

Susto Latin America Illness due to sudden fright or soul loss
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or patients seeking traditional rather than psychiatric 
care. Another issue is the lack of large studies with a clear 
formulation for evaluation and guidelines for the management 
of CBS. Our current available literature is limited to various 
epidemiological studies, like case series, hospital-based data, 
or qualitative reports, etc [9].

Conclusion
Culture-bound syndromes are an important shade in 

the psychiatric disorder spectrum. Gilhari syndrome is 
endogenously prevalent in Rajasthan and often under- 
or misdiagnosed due to the presence of various somatic 
symptoms. Another important issue for a huge treatment gap 
is seeking a cure by various traditional practices & faith healing 
methods, which further deteriorate the illness and impact the 
quality of living of patients. Hence, an awareness about the 
CBS, a holistic approach to evaluation and management, and a 
large studies about CBS would be beneϐicial for understanding 
CBS.
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