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SUMMARY

Jerusalem syndrome is a mental illness rarely seen in people who visit Jerusalem, manifests itself with obsessive religious thoughts, delusions, 
psychotic symptoms, and some characteristic features. In clinical practice, it’s uncommon to encounter patients displaying symptoms of the Jerusalem 
syndrome. In this paper, we report a case of a middle-aged woman who manifested psychiatric symptoms similar to the Jerusalem syndrome after 
a Mecca visit without any previous psychiatric history. After careful examination, religious delusions, auditory and visual hallucinations, racing 
thoughts, disorganized speech, and confusion were denoted, therefore the patient was hospitalized. Brain imaging and laboratory examination was 
unremarkable. After nine days of antipsychotic treatment, the patient’s symptoms completely dissolved, and she was discharged. Antipsychotic 
treatment was ceased entirely after two months. The patient and her family members reported that the patient was symptom-free for the following 
two years.
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INTRODUCTION

Jerusalem syndrome is a mental disorder observed in some 
tourists who visit Jerusalem and manifests itself with some 
characteristic features besides psychotic symptoms (Kalian 
and Witztum 2002). It was first described as a unique 
psychiatric phenomenon related to Jerusalem by an Israeli 
psychiatrist, Heinz Herman in 1930s (Kalian et al. 2008). 
Although there is no consensus on whether it is a psychiatric 
syndrome or not, it has taken its place in the literature as an 
acute psychotic state with some characteristic features in some 
people who visit Jerusalem (Kalian and Witztum 2000). 

The most comprehensive information about the Jerusalem 
syndrome in the modern psychiatric sense was brought to 
the literature by another Israeli psychiatrist, Bar-El and his 
colleagues (Bar-El et al. 2000). After phenomenological 
examination of symptoms of a cohort of 1200 patients brought 
to the Kfar Shaul Mental Health Center in Jerusalem between 
1980-1993, three different types of Jerusalem syndrome and 
their subtypes were defined. In Type 1, the patients have a 
psychotic or bipolar disorder before visiting Jerusalem. Type 1 

includes those who identify themselves with a biblical character 
or think they have a religious or political mission. These people 
usually have a solitary travel mode. In Type 2, the patient does 
not have a psychotic disorder, but a personality disorder or 
an obsessive religious practice within the framework of fixed 
beliefs, and occasionally abnormal behaviors can be observed. 
This type can be seen in a single individual or in groups in 
Jerusalem. In Type 3, the patient does not have any previous 
mental disorders. They come to Jerusalem for touristic purposes 
with their family or with a travel organization and usually show 
signs of mental disorder for 5-7 days (Table 1).

Type 3 Jerusalem syndrome includes the following three 
criteria;

I. Individuals have no previous history of mental illness 
or substance abuse before visiting Jerusalem.

II. Their visit to Jerusalem is not for any specific purpose 
or for any special mission. They are regular tourists.

III. Individuals experience a clinical situation including 
seven stages.
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Those seven stages are described as follows;

• Nonspecific symptoms such as anxiety, agitation, 
irritability, feeling of tension

• Person’s desire to leave his/her group or family and 
wander around Jerusalem alone (Guides are aware of 
this situation and may refer the person to the hospital 
for psychiatric evaluation without transitioning to 
other stages. If not intervened at this stage, it is usually 
inevitable to move to other stages).

• A need to be clean and pure: obsession with taking 
baths and showers, compulsive fingernail and toenail 
cutting.

• Wearing white and long dresses, often with the aid of 
bed-linen.

• The need to scream, shout, or sing out loud psalms, 
verses from the Bible, religious hymns and spiritual 
chants

• A procession or march to holy places in Jerusalem

• Preaching in a holy place. The sermon is usually 
irrational to the human mind.

CASE

A 39-year-old primary school graduate married woman, 
who had three children, was brought to the emergency 
room by her relatives. The patient was admitted to the 
psychiatry service. The anamnesis was taken from her 
husband accompanying her during the Umrah visit. The 
patient and her first-, second-, and third-degree relatives did 
not have any known psychiatric diseases, and the patient 
had never used alcohol or other substances. The patient’s 
spouse stated that the patient’s complaints started six days 
ago when they visited Mount Arafat in Mecca, which 
is considered sacred for Muslims, where they go during 
Umrah. Just before visiting Mount Arafat, the patient 

appeared excited but peaceful. She started talking illogically 
and exhibited strange behaviors during the Arafat visit. The 
patient’s total sleep time did not exceed ten hours in the last 
six days. She could not stay calm and she had accelerated 
movements and pressured speech jumping from subject 
to subject while talking. She had been shouting, swearing, 
sometimes reciting verses, and attempting to stand on higher 
ground as if she was preaching. She attempted to take off 
her clothes, making strange hand gestures. The patient, who 
frequently attempted to go to Mount Arafat, was prevented 
by her relatives. The patient had occasionally shown violent 
behaviors such as slapping, pulling hair, and battering her 
relatives. Thereupon, the patient’s relatives brought the 
patient to Turkey. In the mental state examination, the 
general appearance of the patient was found agitated, her 
self-care was decreased and her psychomotor activity was 
severely increased. Her thoughts were seemingly racing, 
and her speech had also accelerated in line with accelerated 
thoughts. It was determined that she had associative looseness 
and racing thoughts. She had delusions of grandiosity such 
as being at a sacred level of existence and being surrounded 
by the spirits of the saints. It was understood from the 
speech and behaviors of the patient that she had visual 
and auditory hallucinations. An intramuscular injection of 
10 mg haloperidol and 5 mg biperiden was administered 
to relieve the patient’s agitation. The patient was admitted 
to the psychiatry ward with the preliminary diagnoses of 
brief psychotic disorder and manic episode with psychotic 
features. In the first evaluation, the distinction between 
brief psychotic episode and manic episode with psychotic 
features could not be made. The patient’s hemogram, and 
the results of liver, kidney and thyroid function tests, and 
vitamin B12 and folic acid levels were within normal limits. 
Brain magnetic resonance imaging appeared completely 
normal. The patient was started on quetiapine at 200 mg/
day and the dose was titrated to 800 mg/day in the first three 
days of hospitalization. Manic symptoms (decreased need 
for sleep, feeling overly energetic, no feeling of tiredness, 

Table 1. Jerusalem Syndrome: Classification by type and subtype From “Jerusalem Syndrome” by Bar et al. (2000). Br J Psychiatry,176 (1), p.87. Copyright 

Clearance Center, Reprinted with permission

Type Reason for visiting Jerusalem Travel Mode Pre-existing psychiatric illness Subtypes
Type I Psychiatric religious ideation, need 

to accomplish a mission
Usually alone Documented psychiatric history: 

Schizophrenia or bipolar illness
(i) Identification with a biblical 
character
(ii) Identification with a religious 
or political idea
(iii) Magical ideas concerning 
health/sickness/healing possibilities 
connected with Jerusalem
(iv) Problems in the family

Type II Curiosity in addition to strange 
(non-psychotic) thoughts or 
mission

Usually in groups, sometimes 
alone

Non-psychotic mental disorders: 
Personality disorder, fixated 
thoughts

(i) Appears in groups
(ii) Individual

Type III (Jerusalem syndrome discrete type)
Regular tourists
(Religious home background)

With friends or family; often as 
part of organized tour

No previous psychiatric history or 
psychopathology

No subtypes: All cases 
characterized by seven clinical 
stages
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acceleration in associations) disappeared on the fifth day. 
Quetiapine treatment was gradually tapered off within 3 
days, and amisulpiride 400 mg/day, which is known to have 
a stronger antidopaminergic effect, was started concurrently. 
On the ninth day of hospitalization, patient’s symptoms 
totally resolved and she was able to communicate well. 
The patient stated that she did not remember anything 
other than a feeling of great enthusiasm when she was in 
Mecca. The patient was discharged on the ninth day of 
hospitalization as her symptoms improved. Amisulpiride, 
which was reduced to 200 mg/day in the first month after 
discharge, was completely discontinued after the second 
month. The patient was called for a second interview after 
a two-year interval. It was learned from the patient and her 
spouse that she did not have any psychiatric problems for 
two years. Written informed consent was obtained from the 
patient before this case was published.

DISCUSSION

The patient’s symptoms mentioned in this case report 
were similar to Jerusalem Syndrome Type 3. Although her 
symptoms appeared consistent with psychotic mania at the 
initial evaluation, this patient was suspected of having a brief 
psychotic episode due to the similarity of her symptoms to 
Jerusalem syndrome. In addition to the fact that the patient 
did not have a psychiatric disorder before visiting Jerusalem, 
her obsession with cleaning herself after the symptoms 
started, her frequent efforts to go to Mount Arafat, which 
is considered sacred for Muslims, her preaching attempts, 
intense agitation, and mental confusion brought to mind the 
Jerusalem Syndrome. Although Mecca was the place where 
the patient’s symptoms started, the fact that the patient’s 
symptoms were very similar to Jerusalem Syndrome Type 
3 enabled us to benefit from the literature on Jerusalem 
syndrome in the patient’s treatment. In this way, the patient 
did not have to take long-term mood stabilizer treatment 
with the diagnosis of bipolar disorder.

Acute psychotic disorder can be seen in pilgrims visiting Mecca. 
For example, it was reported that 18 of 182 Indian pilgrims 
who applied to psychiatric hospitals in Mecca were diagnosed 
with brief psychotic attacks (Khan et al. 2016). Those patients 
were reported to have sudden onset of symptoms including 
referential and persecutory delusions, emotional confusion, 
insomnia, and agitation. It was reported that among the 294 
pilgrims who applied to a Turkish hospital in Mecca in 2010, 
five of them were diagnosed with brief psychotic disorder 
(Ozen 2010). It is not known whether these patients have had 
phenomenological similarities. A specific syndrome named 
Mecca syndrome has not been defined to date. However, the 
Jerusalem Syndrome, which we know from literature, guide 
our diagnostic and treatment processes during our work with 
the patient. 

As a result of previous observations and studies, various 
psychiatric disorders regarding the place of travel were also 
reported such as Stendhal Syndrome, Paris Syndrome, Tokyo 
Syndrome, and Hawaiian Syndrome (Airault and Valk 2018). 
For example, Stendhal Syndrome (Florence Syndrome), was 
defined by the Italian psychiatrist Magherini (1989) as a 
temporary psychiatric syndrome manifesting with sudden 
onset of anxiety, panic attacks, melancholy, or psychosis in 
tourists encountering the artworks of Florence (Bamforth 
2010, Palacios-Sánchez et al. 2018).

In the light of the above-mentioned literature, it is known 
that an emotionally important environment or a long trip 
can trigger such psychiatric symptoms. Early intervention 
is crucial in the treatment of mental disorders that develop 
specific to a particular place, such as Jerusalem, and that 
place should be abandoned (Poleszczyk and Swiecicki 2013). 
Symptoms usually resolve quickly with return to daily 
routines. In severe cases, pharmacological treatment and/
or inpatient treatment may be required, as in our case. In 
these cases, symptoms may be confused with mania. Based 
on our case, it is thought that it is important to know the 
existence of some special syndromes related to the previously 
visited place. Another interesting point concerns what kind 
of neurobiological mechanisms can lead to this situation 
under the influence of certain environmental characteristics. 
How does such a dramatic change occur in the interaction 
of the brain and the environment? What we can learn from 
such cases may open new horizons in understanding the 
psychopathology of psychotic disorders.
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