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ABSTRACT: 

Anthropological approaches to trance and possession have predominantly relied on antiquated psychodynamic models or 
have interpreted these dissociative experiences merely as discursive processes, assigning actions and sensations to external 
entities rather than the self. In psychology and psychiatry, the comprehension of dissociative disorders has been impeded by   
contentious "either/or" debates: either dissociative disorders represent genuine, spontaneous changes in brain states 
indicative of fundamental neurobiological processes, or they are contrived, socially constructed performances shaped by 
interpersonal expectations, power dynamics, and cultural narratives. This study provides a framework for comprehending 
dissociative phenomena, such as trance, possession, and spiritual and healing practices, by synthesizing neurological 
mechanisms with sociocultural processes of narrative formation and social self-presentation. This integrative model, based on 
cultural neuroscience, may enhance ethnographic research on dissociation and improve clinical procedures by meticulously 
examining the influence of social context. 
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INTRODUCTION 

Dissociative disorders include many experiences and 
behaviors marked by memory, perception, and identity 
alterations, which are often induced by psychological and 
physiological mechanisms. (1) These experiences vary 
from commonplace phenomena such as "highway 
hypnosis" to severe conditions like Dissociative Identity 
Disorder. (2) Dissociation frequently occurs in three 
contexts: as a response to trauma, as an element of 
culturally sanctioned rituals (such as trance or 
possession), and as subtle alterations in ordinary conscio- 
usness that remain unacknowledged (3). Psychiatrists 
typically associate dissociation with trauma, but 
anthropologists emphasize its social and cultural 
implications. The psychiatric-adaptive approach perceives 
dissociation as a physiological response to stress or 
trauma, whereas the anthropological-discursive model 
interprets it as a socially produced means of articulating 
specific self-states within particular cultural contexts. 
These methods typically function independently; for 
instance, psychiatrists often disregard cultural interpreta- 
tions, while anthropologists tend to underemphasize 
biological mechanisms. This division parallels the 
discourse in hypnosis research regarding state theories, 
which assert that hypnosis encompasses distinct cognitive 
or physiological states (4), and role theories, which  

 

contend that hypnosis constitutes a behavior performed in 
a social context devoid of a singular mental state (5). A 
study contests the notion of mind-body dualism, asserting 
that dissociation is a typical cognitive process influenced 
by both neurological and social factors. (6) Dissociative 
experiences may occur independently or in accordance 
with cultural scripts. The authors advocate for a 
comprehensive model that considers both neurological 
and cultural dimensions. This paradigm seeks to integrate 
psychiatric and anthropological perspectives. 

NORMATIVE DISSOCIATION 

Psychiatric and anthropological perspectives on 
dissociation have focused on its more severe symptoms, 
such as identity disorders, fugue states, and trance or 
possession. Most common, non-pathological signs have not 
been studied (7). Dissociation occurs spontaneously when 
attention and consciousness shift, commonly during 
intense focus or absorption, causing time, self-awareness, 
and external environment awareness to fade (14). Films, 
music, literature, daydreams, imaginations, and contempl- 
ations can captivate one. Nearly 90% of people daydream. 
(6) This activity can take up 50% of younger people's 
cognitive time. Normative dissociation is linked to pleasant 
life experiences like hobbies, prayer, sexuality, and nature. 
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This resembles "flow," which can be defined as a seamless 
integration of action and awareness with less self- 
consciousness. 

Depersonalization and derealization can also occur in 
healthy people (8). Amnesia and identity disruption are 
rare in healthy people, although regular absent- 
mindedness may imply moderate dissociation (12). The 
DES to show normative dissociation is common. At least 
one absorption claim was supported by 83% of 1,055 
Canadians. (13) DES involves forgetting, absorption/ 
imaginative engagement, and depersonalization-derealiza 
tion. Young adults, especially college students, reported 
more dissociative episodes than older adults (12), 
although they did not meet DSM-IV clinical distress 
criteria. This suggests that many people, especially youth, 
may have heightened dissociation that is not harmful. 
Researchers say dissociation helps with daily duties and 
creativity. (7) Some of these states can be helpful, 
pleasurable, or even beneficial. This expands our 
understanding of dissociation beyond clinical aspects. 

THE PSYCHIATRIC-ADAPTIVE DISSOCIATION 
MODEL 

The psychiatric-adaptive approach suggests that dissociat- 
eon helps people cope with trauma, but it confuses its 
definition. This hypothesis proposes that trauma- induced 
dissociation is a neurobiological defensive mechanism. 
Historically, Freud, Janet, Breuer, and Morton Prince 
believed trauma might cause dissociation symptoms (15). 
Dissociation and repressed trauma were stronger in the 
1970s as child maltreatment knowledge expanded (9), yet 
dissociative amnesia arguments continue. A recent study 
links dissociation to abuse, disasters, and wars. The key 
indicator of PTSD is a trauma-induced dissociation (10).   
Dissociation lowers memory recall; however, depersonali- 
zation improves environmental awareness and reduces 
emotional excess, benefiting evolution (11) This adaptive 
technique was promoted in the 1980s. Emergency 
dissociation reduces fear, increases compliance, and 
generates protective amnesia (12). Mild, temporary 
dissociation may be advantageous, while persistent 
dissociation, such as amnesia or dissociative identity 
disorder, is harmful (16). Dissociating without trauma or 
stress is considered unusual by most people. Dissociation 
may initially protect you from trauma, but it may impair 
processing and recovery, increasing the risk of PTSD (15). 
Critics say these assumptions often use correlation instead 
of causality (17). 

Due to cultural differences in dissociation interpretation 
and manifestation, context is key to understanding its 
effects. Dissociation may have social or spiritual meaning 
in non-Western paradigms, but Euro-American psychiatric 
theories ignore them (6) It is also known that people 
communicate emotions through rituals and avoid verbal 
communication (18). Such situations may benefit from 
separation. Spiritual traditions like Brazilian Candomblé 
view dissociation as a major change (19). Different social 
roles can cause dissociation, not trauma (20). Cultural 

narratives, self-identity demands, and indigenous healing 
methods affect dissociation (6). Based on context, 
perspective, and cultural compatibility, it may be useful or 
damaging. Understanding it requires psychology and 
anthropology. 

THE ANTHROPOLOGICAL-DISCURSIVE 
FRAMEWORK 

This framework emphasizes the sociocultural dimensions 
of dissociative disorders, whereas the psychiatric-adaptive 
model concentrates on the psychological or neurological 
mechanisms that underlie them. Anthropology examines 
the construction and cultural representation of different 
self-states through dissociation (21), but psychiatry 
generally neglects the impact of social significance on 
dissociative phenomena. In numerous non-Western 
civilizations, alterations in the self are more readily 
accepted by society than in Western societies. 
Anthropologists frequently examine dissociation in 
religious rituals, therapeutic practices, and spirit 
possession, wherein spiritual beliefs are employed to 
interpret events rather than perceiving them as indicators 
of disease (6). Dissociation serves as a means of 
communication, identity negotiation, and “the articulation 
of thoughts and wishes that may otherwise remain hidden” 
(20). One study examined women in Northern Sudan who 
experienced Zar possession, concluding that spirit 
possession functions as a socially endorsed method for 
women to contest traditional gender roles. (22) Zar 
treatment differs from Western psychotherapy by initially 
instructing individuals to perceive these aspects as distinct 
from themselves. Another study examined spirit 
possession among Malaysian factory women, perceiving it 
as a form of protest against adverse working conditions.  
(23) She asserted that management's medicalization of 
possession as an illness eradicated the social and political 
dimensions of the phenomenon. Anthropologists assert 
that dissociation is not merely an instinctual reaction to 
pain but a deliberate, socially significant, and at times 
beneficial behavior. However, they frequently overlook the 
emotional and psychological repercussions of marginaliz- 
ation, as well as the physical and mental triggers of 
dissociative episodes. Anthropological methods effectively 
elucidate the influence of culture on dissociative 
experiences; yet, they do not consistently clarify the 
mechanisms by which dissociation occurs through the 
interplay of the body, mind, emotions, and language. 

MECHANISMS OF DISSOCIATION 

Methods of Dissociation Longitudinal research employing 
neuroimaging and psychophysiological methodologies has 
demonstrated correlations between cerebral function and 
dissociation, particularly in contexts associated with 
trauma (24, 25). According to the psychiatric-adaptive 
paradigm, these data indicate that dissociation frequently 
serves as a mechanism for self-protection against acute 
stress. While these biological techniques may prove 
beneficial, they risk oversimplifying the intricate interplay 
among social, cultural, cognitive, and physiological aspects 
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that contribute to dissociative events. Psychophysiological 
Principles Previous theories associated trauma with 
hyperarousal; however, contemporary research indicates 
that trauma-related dissociation is frequently connected to 
diminished physiological arousal. It was also discovered 
that rape survivors who dissociated during the assault 
exhibited reduced heart rates and skin conductance when 
recalling the incident. (15) Adolescents who experienced 
maltreatment and individuals involved in automobile 
accidents exhibit elevated dissociation and demonstrated 
reduced catecholamine levels. (26) Another study 
employed script-guided imagery to demonstrate that a 
patient with Dissociative Identity Disorder (DID) exhibited 
reduced autonomic arousal, indicating diminished mental 
discomfort while recalling traumatic memories. (6) 
Although these individual case findings are intriguing, they 
should be approached with caution. The Neurobiological 
Foundation of Dissociation Dissociation can manifest in 
several forms, complicating the identification of its 
neurological foundation. Models such as the cortico-limbic 
framework (27) propose that experiences such as 
depersonalization result from the prefrontal cortex 
inhibiting emotional regions like the amygdala. Research 
corroborates this by demonstrating reduced activity in 
emotional regions and diminished autonomic responses, 
despite sustained alertness (28). It was also discovered 
that elevated norepinephrine levels were associated with 
diminished dissociation levels. (25) Another study 
demonstrated that PTSD patients with strong dissociation 
have increased prefrontal brain activation and decreased 
limbic system activity during traumatic memory. (29) This 
indicates that they were repressing their feelings 
hierarchically. Cortical inhibition is also involved in 
functional neurological symptoms, such as conversion 
disorders. Research employing fMRI and hypnosis showed 
that despite the individual's apparent paralysis, the motor 
regions of the brain remained active. (30) This indicates 
that the parietal and prefrontal systems were inhibiting 
consciousness (31). Research on hypnosis corroborates 
this dissociation mechanism: Individuals who are more 
susceptible to hypnosis exhibit less activity in the anterior 
cingulate during suggestion (32), reinforcing the notion 
that distinct regions of the brain operate independently. 
Dissociative Identity Disorder (DID) is more challenging to 
comprehend due to the temporal variability of its 
symptoms. Research utilizing brain imaging indicates that 
individuals with Dissociative Identity Disorder exhibit 
reduced volumes in the hippocampus and amygdala, akin 
to findings shown in PTSD (33). These alterations may 
relate to difficulties in encoding and recovering memories 
contingent upon the state (40, 41). Individuals with 
Dissociative Identity Disorder frequently have functional 
dissociations in their cognition, demonstrating diminished 
awareness in their actions. This may be attributed to the 
influence of cortical inhibition on memory and 
consciousness (34). Certain individuals assert that 
Dissociative Identity Disorder (DID) arises from societal or 
cultural influences (35), but others contend it is a result of 
genuine psychological distress (36). In summary, 

dissociation is neurobiologically connected to networks 
that regulate emotions, memory, and awareness. To 
comprehensively comprehend it, we must examine all 
three dimensions: biological, psychological, and social. 
Information on PTSD and depersonalization is more 
comprehensive; however, DID and complicated 
dissociative states require further investigation. 

A COMPREHENSIVE EXAMINATION OF 
DISSOCIATIVE PHENOMENA 

Besides stress, dissociation has psychophysiological and 
social-discursive effects. When people attribute certain 
actions or feelings to unconscious impulses in Western 
civilizations or deities and spirits in other cultures, they 
experience this phenomenon. Dissociation occurs when 
attention, memory, emotion, and perception are 
disorganized. The brain can prioritize survival information 
when a person is strongly focused on a threat or trauma 
(42). The bio-cultural loop between attention, cognition, 
and cultural interpretation causes dissociation, according 
to this paradigm. Cultural scripts affect dissociated 
perceptions and feelings. Dissociation and hypnosis are 
more common in children, but they usually outgrow them 
as they learn self-awareness and conform to social 
standards. Trance or absorption enthusiasts can develop 
and maintain dissociation until adulthood. Trauma 
increases separation. Childhood trauma is linked to 
dissociative experiences (43, 44). Such situations make 
children more hypnotic (45). This confirms the 
stress-diathesis concept, which states that patients with 
dissociation grow sick under stress. Dissociation is not 
always a problem. Certain civilizations embrace 
dissociation as a spiritual practice and ceremonial 
component. Afro-Brazilian Candomblé values possession 
for its dissociative qualities. Many mediums have suffered 
traumatic experiences, but they view them as divine 
ownership by Orixás (20), allowing them to understand 
their suffering without feeling broken or unwell. Mrs. T, a 
South Asian refugee in Canada, shows trauma-induced 
dissociation. She experienced memory lapses, confusion, 
pseudo seizures, and a decreased sense of identity after 
her torture and exile from home, especially in emotionally 
intense settings. She felt worse after seeing her children 
and at religious holidays like Diwali, which brought back 
sad memories. Although neurological tests ruled out 
epilepsy, her episodes were upsetting and culturally 
meaningful. She showed dissociation and a faith crisis at 
the Gurdwara by pointing her feet at the sacred text, 
according to a cultural specialist. This example shows how 
trauma, attention, and spiritual background can cause 
dissociation as a coping technique and a sign of discomfort.  
In Euro-American cultures, dissociation is seen as a 
medical condition, while in non-Western cultures, it may 
be social, spiritual, or therapeutic (35, 36). In conclusion, a 
model that encompasses neurobiological processes, 
cultural narratives, cognitive mechanisms, and social 
circumstances best explains dissociation. This 
comprehensive theory explains why dissociation can be 
useful or harmful in different settings and how it manifests 
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differently among individuals and civilizations. 

CONCLUSION 

Dissociative experiences such as trance, possession, and 
therapeutic states are sometimes misconstrued as either 
socially manufactured performances or neurological 
impairments. Researchers now propose a more complete 
hypothesis, asserting that dissociation results from the 
interaction of psychological traits, cultural narratives, and 
neurobiological mechanisms (7). Dissociation often serves 
as a self-regulatory coping strategy activated by severe 
stress or trauma, which impairs attention and higher- 
order integration (37). Variations in individual 
characteristics such as hypnotizability and trauma history 
impact susceptibility, whereas societal narratives shape 
the perception, validation, or pathologization of these 
experiences (38). Cultural neuroscience (39) employs 
techniques such as functional brain imaging to examine 
the impact of culture on neurological networks associated 
with dissociation. Mild dissociation should be regarded not 
merely as a pathological indicator but also as a normal and 
occasionally adaptive response in clinical contexts. 
Dissociative behavior can be interpreted more accurately 
and empathetically when examined via both neuro- 
psychological and sociocultural perspectives, especially in 
circumstances with varied cultural backgrounds. 
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