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T H E  O L D  H A G  P H E N O M E N O N  A S  S L E E P  P A R A L Y S I S :  

A B I O C U L T U R A L  I N T E R P R E T A T I O N  

If you only heard o f i t  and never had it, 
you couldlhardly!take it all in, could you? 

-Northeast Harbour postmistress 

ABSTRACT. This paper describes a syndrome of psychological and physical symptoms 
involving body paralysis and hallucinations traditionally interpreted in Newfoundland as an 
attack of 'Old Hag'. Folk theories of cause and treatment are outlined based on 13 months 
of field research in a community on the northeast coast of Newfoundland. Data derived 
from the responses of 69 adults to the Cornell Medical Index (CMI) indicate that there are 
no significant differences in psychological or physical illness complaints between adults who 
have experienced the Old Hag and adtflts who have not had this experience. The striking 
similarity between the Old Hag experience and a clinical condition called sleep paralysis is 
analyzed, and the implications of viewing the Old Hag as sleep paralysis are discussed within 
the context of current theoretical issues in transcultural psychiatry. 

INTRODUCTION 

There is a set of  psychological and physical experiences involving paralysis of  

arms and legs, as well as hallucinations, which have tradi t ional ly been interpreted 

in Newfoundland as a syndrome called the 'Old Hag' or 'ag rog'. The broad 

purpose o f  this paper is to present a description and analysis of  this 

phenomenon. Within this context ,  the objectives o f  this report  are four-fold. 

First,  an ethnographic description of  the Old Hag p h e n o m e n o n  based on 

extensive interviewing within a Newfoundland coastal community is presented. 

Second, the ethnographic description is followed by an analysis of  the Old Hag 

in terms of the clinical syndrome called sleep paralysis. Third, the relationship 

between attacks of  the Old Hag and other sets of  physical and emotional  

complaints is explored by  analyzing illness complaint  scores derived from the 

Cornell Medical lndex (Brodman et al. 1949). Finally,  the implications o f  

viewing the Old Hag as sleep paralysis are discussed within the context  of  current 

theoretical issues in transcultural psychiatry.  The paper concludes with a review 

of  issues raised by  the Old Hag phenomenon which require further research. 

THE RESEARCH SETTING 

The information presented in this report  was collected during 13 months (May 

1973-June  1974) of  field research in Northeast Harbour, a communi ty  of  

approximately  400 people on the northeast  coast of  Newfoundland. The first 
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permanent European settlers in Northeast Harbour, primarily second-generation 
immigrants from 'west-country' England, moved into this community from 
other areas of Newfoundland in the late 19th century to exploit the coastal 
fishing banks. Until recently most men in Northeast Harbour supported their 
families by selling codfish, herring, mackeral, and salmon. During the winter 
months (December through April) many individuals turned to sealing or 'woods 
work' with a lumber company to supplement their incomes. Inheritance of 
property and patterns of residence continue to reflect strong patrilineal and 
patrilocal themes characteristic of Newfoundland fishing settlements. 

In the early 1960's several decisions by the provincial government and 
business interests to promote the economic development of northern Newfound- 
land initiated a series of construction projects that have had a profound impact 
on the occupational structure of coastal communities like Northeast Harbour. In 
1964 a road was completed which provided easy access to larger towns from 
these previously isolated communities. By 1973 about 70 percent of  the men 
from Northeast Harbour were commuting to work at a copper mine 14 miles 
away. The road also improved access to a regional health center, located 30 miles 
from Northeast Harbour, which opened in 1964. Medical services provided by 
this facility, in addition to the non-prescription drugs obtained at local stores 
and Pentecostal faith-healing practiced in the community, represent the major 
forms of health care utilized by people in Northeast Harbour as they cope with 
the effects of illness and injury (Ness 1976). 

INDIGENOUS PERSPECTIVES ON THE OLD HAG 

This section describes the Old Hag or 'ag rog' experience and indigenous theories 
about its etiology and treatment within Northeast Harbour, based on reports 
supplied by (a) 43 adults who had experienced an attack of the Old Hag, (b) 
seven individuals who had witnessed attacks of the Old Hag and (c) 26 adults 
who knew about the Old Hag but had not experienced it. 1 

Victims of an attack of the Old Hag typically report that they suddenly 
awake feeling unable to move or speak. This experience is reported to occur 
most frequently shortly after falling asleep. Concurrent with the paralysis, 
victims often feel as though a heavy weight is pressing on their chest. Some 
victims report seeing the figure of an animal or human astride their chest. People 
who have experienced the Old Hag insist they are fully conscious during the 
attack and can see or hear other people in the household. In spite of strenuous 
efforts to overcome their feeling of paralysis, they remain unable to move until 
someone touches or shakes them or calls their name. 

Informants who have had attacks of the Old Hag report profuse sweating and 
feelings of exhaustion when the exlgerience ends. Victims say that an attack may 
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be preceded by a dream, but they report that it is equally possible to experience 

an attack without dreaming first. The attack itself, however, is described as very 
different from dreaming in that the person feels that he is fully awake during an 
attack. Most people claim that falling asleep while lying on their backs greatly 
increases their risk of  'being hagged'. 

People who have witnessed attacks o f  the Old Hag report that some victims 
emit high-pitched groans or low moans. The eyes may be open or closed. The 

person's body  is motionless and breathing appears normal. After the attack the 
victim usually perspires heavily and appears exhausted. 

There are a wide variety of  viewpoints concerning the etiology of  the Old Hag 

experience. For ease of  presentation these viewpoints can be grouped into three 
classes. The most common explanation suggests that a person's blood 'stagnates', 
especially if a person sleeps on his back. The attack is believed to be potentially 
fatal if the victim is not shaken out of  the paralysis. A 45 year-old miner who 

had experienced the Old Hag explained: 

It can happen anytime; your blood has a lot to do with i t . . .  it gets right like steel in your 
body and you can't move. Don't put anything on their chest or they'll surely die. All you 
gotta do is move 'em or call their name, just even bend their finger and that will do it. It's 
common, it can happen to anyone and it has nuthin to do with your health. 

A 65 year-old woman who has witnessed many of  her husband's attacks of  the 

Old Hag said: "Ya gets it when you're  on the broad of  your back. Old timers say 
it's your blood standin' still. You're awful sweaty and tired when you come out 

of  it, I'll tell you!"  
A second local interpretation suggests that the Old Hag will most likely occur 

when a person has worked too hard. Many men, for example, recall experiencing 
and witnessing attacks while they were working at lumber camps. A 40 year-old 

man recalls: "We used to put splits of  wood on fellas' chests and have a good 
laugh when they got it (the Old Hag). You works hard and your  blood gets thin, 
see; you're  in the woods all hours trying to beat the fella next to ya and you 

push yourself too far." Another man, 61 years old, expressed a similar view: 
"The way I figures it, back in those days everyone punished their bodies, didn't 
sleep right or get the proper food. That's what I think does it, but they say it's 
your blood. Ya don ' t  see it in the younger crowd much." Finally, a 30 year-old 

housewife noted: "I finds it when I 'm over tired. I had it a lot when we were first 
m a r r i e d . . ,  you sure feel bad afterwards." 

A third view of  the Old Hag emphasized that the attack can be precipitated 
by another person who may harbor hostile feelings toward the victim. This view 
is expressed by older men and women in the community,  although almost all 
adults in the community will admit that they are aware of  this interpretation. A 
62 year-old retired fisherman explained: "It 's  just like you're tied up. Ya know 
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there is some people  can put  it  on you,  like a charm, i f  they  th ink  someth in '  

about  ya, or you  can get it on your  own.  I t 's  no t  y o u r  blood.  While ya  have it 

y o u  th ink  you ' r e  bawlin '  out ,  bu t  you ' r e  n o t . "  

While people  discuss their  Old Hag experiences,  someone  is l ikely to  ask: " D o  

ya know who  it was 'agged y a ? "  An 83 year-old ret ired f isherman who  claimed 

he had been "agged '  several t imes explained:  " S o m e t i m e s  ya see 'em,  they  put  

this over  ya . "  This indigenous theory  o f  v ic t imizat ion  is highlighted in the 

fol lowing case i l lustrat ion o f  a man  who has had f requent  attacks o f  the Old 

Hag. 

CASE I L L U S T R A T I O N  

George P., a 50 year-old bachelor ,  has been  a f isherman since he  was ten  years 

old. He lives wi th  his elderly parents  and two younger  bro thers  w h o  have also 

remained bachelors.  George pursues the  inshore fishery wi th  one  younger  

b ro ther  and the  eldest ,  who  is the only marr ied brother .  

All the members  o f  George 's  household  except  his youngest  b ro ther  have 

exper ienced attacks o f  the Old Hag. George cannot  recall when  he  had his first 

at tack,  bu t  he claims to have the exper ience about  once a mon th .  A typical  

a t tack o f  the Old Hag was described by George in the fol lowing terms: 

I can feel it comin' on, ya know it's a real uncomfortable feelin' like a fear spreadin' over 
ya. I can bawl out when I have it and I can get it when I'm lyin' on my chest, or with my 
hand along side. I'll say, "Call me! Call me!" Sometime I get all tangled up with cats, horses, 
or fallin' of cliffs. I was 'agged just a few weeks a g o . . ,  ya know those TV chipmunks or TV 
puppets or whatever you call' em. I was watchin' those and went to bed and they 'agged me. 

One of  George 's  mos t  vivid at tacks occurred in 1964 before  the road reached 

the c o m m u n i t y :  

I came up late from the stage [storeroom for fishing gear]. We had beach stones up the path 
then and I went in and lay down like this [reclining in a chair] and before long I heard steps 
comin' up the path on those rocks. The outside door opened, then the inner door and I 
wondered who was comin' in, bein' so late. Then I saw a woman all in white come across 
the kitchen. She came around the stove and came over to me. Then she put her arms out 
and pushed my shoulders down. And that's all I know about it. She 'agged me. 

George could no t  recognize the woman ,  but  said that  he "was chasin'  a few 

girls around the harbour  t hen . "  He also no ted  that  " I ' v e  dreamed about  ' em 

before  and young  gifts have 'agged me ,  bu t  I suppose they  d idn ' t  k n o w  it jus t  the  

same."  

Listening to our  conversat ion,  George 's  b ro ther  added:  " S o m e t i m e s  ya ' l l  see 

someone c o m i n '  in the  r o o m  and they ' l l  'ag ya. I 've had it  when the person gets 
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hold of  your privates and you ' l l  wake up all sore and tender. Boy, that 's  some 

punishment !" 

The interview materials and case illustration presented above indicate that 

three distinct theories concerning the etiology of  the Old Hag are present in 

Northeast  Harbour. Most adults are familiar with the competing views on the 

subject and have developed their own opinions. A 40 year-old miner, for 

example, summarized his position in these terms: "What power do I have to put a 

thing like that  on you? I think i t 's  your  blood. I don ' t  think it 's  when ya get 

t i r e d . . ,  according to that  I know lots of  fellas would have it all the t ime."  

It is important  to  note, however, that the belief that  one's b lood stagnates is 

not  thought to be incongruous with the proposit ion that other people may 'ag 

you. More specifically, informants may view blood stagnation as the proximate 
cause and a hostile individual as the ultimate cause. That is, biological and 

social-psychological explanations may be offered by  informants as comple- 

mentary,  rather than contradictory,  viewpoints concerning the etiology of  the Old 

Hag experience. This point  is clearly illustrated in the following explanation 

offered by  an 81 year-old fisherman: 

It's stagnation of the blood. You think you're bawlin' out but more often you're not. You 
can see what's goin' on around ya, ya know. Nancy [ethnographer's wife] can 'ag tog ya' 
and my wife too, she's 'ag togged me plenty o' times. You'll see she comin' in the room and 
come right down on top of ya and she'll 'ag tog ya. To prevent it put a Bible under your 
head; I never been 'ag togged so long as I does that. It's like a stroke I suppose, but the doc 
can't do nuthin' for it." 

Ideas about prevention of  the Old Hag are as varied as theories about  its 

cause. The most  common advice given to me was to avoid sleeping on my back. 

Other preventive practices included Sleeping with a Bible under the pillow or 

repeating a favorite hymn backwards to avoid having a dream which might 

precede being 'agged. Measures recommended for disrupting the Old Hag 

experience include touching or shaking the victim, calling the victim's name 

backwards,  or spelling the victim's name backwards on his forehead. Most 

informants claimed that  simply bending the victim's toe or finger would quickly 

end the Old Hag experience. All informants emphasized that it  was possible for a 

person to die from the at tack if  they were not  'brought out o f  i t ' ,  although no 

one could cite an example of  someone dying from the Old Hag. No individuals 

within the communi ty  specialized in treating or preventing attacks of  the Old 
Hag. 

In Northeast Harbour the Old Hag is not  considered an illness or a symptom 

of  an illness. People laughed at my suggestion that  they consult a physician 

about their attacks of  the Old Hag. Moreover, discussions with the staff  
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physicians providing in-patient and out-patient services at the regional health 

center failed to uncover a single case in which symptoms of the Old Hag 
syndrome were presented as the primary complaints. (One physician could recall 
a few patients mentioning symptoms resembling the Old Hag, but the patients 
never specifically related their symptoms to the Old Hag nor did they request 
treatment for those symptoms.) The chief physician, who has worked at the 
center since it opened ten years ago, had never heard the term Old Hag. 

Nurses may also be unaware of the Old Hag syndrome. One informant who 
had spent several months in a provincial sanitarium recalled finding his 
roommate in the middle of an attack of the Old Hag, surrounded by several 
nurses who were convinced the patient was having a heart attack: "I  knew it was 
the 'ag and gave him a shake, the nurses screechin' at me. When he came out of it 
he said he could see me (during the attack) but couldn't say nothin'? '  

These observations are confirmed by the results from a weekly household 
survey spanning seven months (November 1973-May 1974). This systematic 
survey was undertaken in Northeast Harbour to ascertain (1) the range of illness 
complaints appearing within the community, as well as (2) the strategies people 
used to cope with illness. During the survey 443 illness complaints were reported 
by 220 people, but there were virtually no reports of symptoms resembling the 
Old Hag (Ness 1976: 84-92).  This finding is remarkable because during the last 
month of the survey (May) I began asking specifically about Old Hag symptoms 
and found that people were experiencing these symptoms. Asked why they did 
not report the Old Hag symptoms during the household survey, respondents 
assured me that the Old Hag had "nothing to do with being sick". 

EPIDEMIOLOGY OF THE OLD HAG 

I questioned 69 adults in Northeast Harbour about their experience with the Old 
Hag. z In conjunction with questions dealing with the nature of the Old Hag 
attack, I asked the informants: (1) if they had experienced an attack of the Old 
Hag during the past month (May) and (2) if they had ever experienced at least 
one attack of the Old Hag. The number of affirmative answers to each question 
along with denials are classified by sex and average age and presented in Table I 
below. 

The figures in Table I indicate that 62 percent (43 adults among 69 
questioned) acknowledge having one or more attacks of the Old Hag. The precise 
number and timing of these attacks was difficult for respondents to recall, but 
seven percent (five adults among 59 questioned) recalled an attack during the 
previous month of May. Approximately 70 percent of the people who reported 
attacks of the Old Hag in the past are males (n = 30) and 30 percent are females 
(n = 13). 
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Reported cases of the old hag in Northeast Harbour 
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No. reporting No. reporting No. reporting 
attack in one or more no attacks 
May, 1974 a attacks in past 

sex total 
male 4 26 6 36 
female 1 12 20 33 
total 5 38 26 69 

mean age 
male 56 51 38 
female 52 47 39 

aAll of these individuals reported attacks 'in the past', but they are not 
included in the figures reported in column two in order to separate 
current and past cases. 

The mean ages of  males and females reported in Table I indicate that those 

men and women acknowledging attacks of  the Old Hag are older than those men 

and women who report  no attacks. Specifically, the mean age o f  all respondents 

reporting attacks of  the Old Hag is 50.5 years, while the mean age of  those 

respondents denying attacks of  the Old Hag is 38.5 years. The difference 

between these two means is statistically significant (p = 0.003, two-tail  test). 

This finding supports  the observations of  several informants who felt that  the 

younger people in the communi ty  were not  experiencing attacks of  the Old Hag. 

In an a t tempt  to explain part of  the distr ibution o f  Old Hag experiences in 

Northeast Harbour, I hypothesized that  social-psychological stress associated 

with marrying into Northeast  Harbour would place female 'outsiders '  at greater 

risk for experiencing attacks of  the Old Hag. A comparison o f  in-marrying 

women and locally-born women revealed, however, no differences in the number 

of  reported attacks of the Old Hag between the two groups. 

INTERPRETATION OF THE OLD HAG AS SLEEP PARALYSIS 

The materials presented above bear directly on a number of  issues within 

transcultural psychiatry,  especially discussions of  the so-called 'cul ture-bound'  

syndromes. One issue concerns the relationship between these syndromes and 

Western medical nosology. Anthropological  reports of  syndromes such as amok, 

latah, koro, pibloktoq have rarely applied Western medical or psychiatric 

nosology because the behavioral manifestations of  these syndromes have 

appeared so bizarre to fieldworkers that no clear congruence with Western 
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psychiatric nosology could be seen (Kiev 1959: 107-109; Kiev 1972; Yap 

1969). 
Some transcultural psychiatrists, however, have sought to establish a 

congruence between the culture-bound syndromes and the diagnostic categories 
employed by Western psychiatrists (see, for example, Kiev 1965;Yap 1969). In 
a recent review, for example, Wittkower and Prince (1974: 543) argue that the 
culture-bound syndromes are basically the standard syndromes described in the 
American Psychiatric Association Manual. Establishing such congruity should 
not, however, be taken as an end in itself. Unless fundamental similarities 

between a behavioral-affective experience heretofore viewed as a culture-bound 
syndrome and a psychiatric diagnostic category are employed to broaden our 
understanding of the ethnographic syndrome as well as the medical diagnosis, 
the effort to establish such similarities is essentially unproductive (yon Mering 

1970: 280). 

In this section I will systematically establish a congruence between the 
experience known as the Old Hag and a specific medical syndrome. Following 
this effort I will show how this congruence furthers our understanding of the 
Old Hag as well as the medical syndrome. During the final part of the paper 
additional issues in transcultural psychiatry will be examined. 

The problems of disease classification notwithstanding (Fabrega 1974), there 
appears in this case to be a fundamental similarity between the experience 

described above as the Old Hag and a well-described category in modern medical 
nosology. A review of the literature on sleep disorders suggests that the 
experience known as the Old Hag in Newfoundland bears a striking resemblance 
to the clinical syndrome called 'sleep paralysis', as indicated by the following 

descriptive summary of the essential features of sleep paralysis: 

The term sleep paralysis denotes a condition that occurs in the transition between sleep and 
wakefulness whereby the individual feels subjectively awake and aware of his surroundings, 
yet is incapable of voluntary movement. The condition ordinarily lasts from several seconds 
to several minutes and usually is terrifying. If hypnagogic hallucinations are present the 
anxiety may be heightened even more by the experience of hearing voices, bells, etc., or 
seeing animals, objects or people (Liddon 1970: 1028). 

Similar clinical features of sleep paralysis have been described recently by 
Hishikawa (1976) as well as a number of  previous authors (Chodoff 1944; 
Everett 1963; Freedman, Kaplan and Sadock 1972; Goode 1962; Payn 1965; 
Schneck 1952, 1960, 1969; and Yoss and Daly 1957). Abstracting from these 
accounts, the core features of sleep paralysis may be summarized as: (1) An 
inability to perform voluntary movements upon awakening (usually shortly after 
falling asleep), often accompanied by (2) vivid hypnagogic hallucination which 
lasts several minutes (usually less than ten minutes). These episodes (3) end 
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spontaneous ly  or m a y  be t e rmina ted  by  someone  touching  or speaking to the 

victim. Finally,  (4) the sequelae o f  sleep paralysis are t rans i tory:  exhaus t ion ,  

anxiety,  and sweating. 

Most o f  these features o f  sleep paralysis are evident  in the fo l lowing repor t  by  

a w o m a n  diagnosed as suffering f rom sleep paralysis in the Uni ted  States. Her 

report  clearly resembles in formants '  accounts ,  described above,  o f  the Old Hag 

syndrome exper ienced  in Nor theas t  Harbour .  

When I awake I notice that I am unable to move. I try to speak but cannot. I can hear very 
dearly everything that goes on about me and sometimes my eyes are open enough to see 
immediately in front of me. I am unable to open my eyes farther or to look about. 
Sometimes I am frightened and try to struggle to come t o . . .  Sometimes a slight touch is 
sufficient to bring me out of the spell, but at other times I must be shaken vigorously. If no 
one is about I try not to be frightened and the spell passes away (Lichtenstein and 
Rosenblum 1942: 153-154). 

More recent ly ,  a psychiatr is t  in New York  has publ ished a summary  o f  a 27 

year-old pa t i en t ' s  exper ience wi th  repeated at tacks o f  sleep paralysis. His 

descr ipt ion o f  her experiences  also closely resembles in formants '  reports  about  

the Old Hag: 

On falling asleep or awakening, she would find herself completely paralyzed. She would feel 
partially awake and partially asleep and would manage to open her eyes partially. She would 
feel someone climbing onto her bed and on top of her . . . .  The pressure of this weight on 
her would be great, yet no one could be seen . . . .  As her eyes remained open she would 
hallucinate other figures in the room . . . .  She would attempt ineffectively to shout, but at 
most she would be capable of moaning. She would be aware of her surroundings, knowing 
for example that her daughter was home, hearing h e r ; . . .  She would make unsuccessful 
efforts to move her head and arms. Suddenly her attacks would terminate spontane- 
ously . . . .  On occasions her daughter or husband might hear her moan, touch her, and abort 
the episodes (Schneck 1960: 1129-1130). 

The au thor  concludes his descript ion b y  not ing  that  the pat ient  clearly 

d i f ferent ia ted  these attacks f rom 'o the r  nightmares ' .  

In diagnosing a set o f  symptoms  as sleep paralysis it is crucial,  in fact, to 

distinguish sleep paralysis f rom other  sleep-related exper iences  such as night- 

mares. This dis t inct ion has been described most  succinct ly by Schneck  (1969:  

726):  

The inability to scream, the sleeper's awareness of his actual location in bed, full 
recollection of the events of the episodes, and the invariable paralysis that does not 
necessarily occur in ordinary nightmares, all point up some of the differences between sleep 
paralysis and descriptions of sleep terror in children and the nightmares of adults. 

Vir tual ly  all in formants  in Nor theas t  Harbour  insisted that  there  was a 

qual i ta t ive difference be tween  a nightmare  and suffering an a t tack  o f  the Old 
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Hag. One fisherman, for example, compared these experiences in the following 
terms: "When I've been 'agged I know where I am. I can smell the coffee in the 
kitchen and hear my wife but I can't move or speak. When I dream it's not all 
clear and my wife says I yell sometimes." Statements such as this clearly support 
the proposition that the Old Hag experience can be interpreted as an attack of 
sleep paralysis. 

Further evidence that the Old Hag resembles sleep paralysis rather than a 
nightmare can be derived by comparing the accounts provided by victims of the 
Old Hag with information provided by observers of these victims. Two 
conclusions are noteworthy: (1) Observers' reports often confirm the victims' 
perceptions during the Old Hag attack (e.g., the sounds of people, the smell of 
food); and (2) Observers' reports corroborate that the Old Hag attack actually 
occurs in the setting claimed by the victim (e.g., a particular room in the victim's 
home). 

Before concluding this discussion of the phenomenological correspondence 
between the Old Hag and sleep paralysis, a brief review of recent research on 
hypnagogic hallucinations and sleep paralysis is instructive. Ribstein (1976) has 
reviewed the literature on hypnagogic hallucinations and notes that these 
hallucinations typically occur at the first sleep onset in the evening. When 
accompanied by sleep paralysis, the paralysis is n o t  hallucinated but co-exists 
with the hallucinations; these are almost always visual but occasionally auditory 
hallucinations are reported. Hallucinations involving smell or taste are rarely 
reported. Patients reporting these hallucinations typically claim they were not 
dreaming; they often report not losing their 'temporal or spatial bearings' even 
while involved in the hallucination (Ribstein 1976: 149). These findings clearly 
support the experiences reported by informants living in Northeast Harbour. 

Finally, a comprehensive survey of types of sleep disorders recently published 
by Kales and Kales (1974) discusses sleep paralysis as an auxiliary symptom of 
narcolepsy, a neurological disorder in which people pass suddenly and 
unexpectedly into a sleep state for a short period of time. The authors note, 
however, that attacks of sleep paralysis alone may also occur (Kales and Kales 
1974:491 ; see also Hishikawa 1976: 98). Goode (1962), for example, surveyed 
359 individuals comprising medical students, nurses, and hospital in-patients and 
reported 17 cases (4.7 percent) of primary or idiopathic sleep paralysis. Everett 
(1963) found that eight of 42 medical students (15.4 percent) questioned about 
sleep paralysis gave a positive history of that complaint not associated with 
narcolepsy. My research in Northeast Harbour indicates that without exception 
the people who reported attacks of the Old Hag did not report symptoms which 
would suggest that they were also suffering from narcolepsy. 

Based on the close correspondence between informants' descriptions of the 
Old Hag and the clinical features of sleep paralysis reviewed above, as well as the 
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absence of narcoleptic symptoms among my informants, the remainder of this 
paper proceeds with the cautious assumption that the experiences described 
above as the Old Hag can be classified reliably as cases of primary or idiopathic 
sleep paralysis. In other words, unlike some other culture-bound syndromes, 
such as the arctic hysterias (Foulks 1972)or malgri (Cawte 1976), which cover a 
range of phenomena classified separately by Western nosology, the Old Hag 
appears to be congruent with a particular Western diagnosis. Extending this 
theme, the next section examines data from Northeast Harbour which bears 
directly on discussions about the epidemiology and etiology of sleep paralysis. 

THE RELEVANCE OF THE OLD HAG FOR THE STUDY OF SLEEP 
PARALYSIS 

In a comprehensive review of the literature Hishikawa (1976: 98)has recently 
concluded that "only scanty data o n . . .  incidence, distribution, and natural 
history are available" on idiopathic sleep paralysis. What is currently known 
about idiopathic sleep paralysis has been derived primarily from groups of 
patients and students; no epidemiological studies of natural communities have 
been reported (Hishikawa 1976). Thus the data from Northeast Harbour are of 
considerable relevance to current discussions of sleep paralysis. 

With regard to etiology, there have been a series of reports over the years, 

based on selected clinical cases, which implicate chronic emotional disturbances 
as predisposing factors in the expression of sleep paralysis. Rushton (1944), for 
example, views sleep paralysis as a manifestation of a psychoneurosis. Van der 
Heide and Weinberg (1945) explore twelve life histories of men which implicate 
intra-psychic conflicts generated by "passive-submissive sexual needs". More 
recently, Payn (1965) and Schneck (1960, 1961, 1969) argue that sleep paralysis 
represents an expression of intense personality conflicts involving feelings of 
hostility and aggression on the one hand and a need for inactivity, passivity, and 
dependency on the other. These authors believe that sleep paralysis simul- 
taneously provides a psychic defense against aggressive feelings and fosters the 
individual's dependency feelings. Finally, Liddon (1970) has presented two case 
histories of psychotics with sleep paralysis. The author concludes that intense 
anxiety related to a fear of death in his patients may have generated their 
episodes of sleep paralysis. In soite of this provocative clinical material, the 
relationships between forms of emotional disturbance and sleep paralysis, as well 
as the true prevalence of these associations, have not been investigated within a 
community setting. 

Paralleling these reports, there are a number of publications indicating that 
idiopathic sleep paralysis may also occur in individuals Who are emotionally and 
physically healthy (see, for example, Mitchell 1876; Goode 1962; and Everett 
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1963). Although this conclusion appears sound (Hishikawa 1976), the survey 
research supporting this generalization typically questions presumably 'healthy' 
populations without systematically measuring physical and psychological para- 
meters of all individuals participating in the study (Goode 1962; Everett 1963). 

My opportunity to live and work for 13 months with people who had 
experienced attacks of the Old Hag convinced me that they were not suffering 
from any distinctive form of chronic or episodic emotional disturbance. In order 
to assess the accuracy of this impression, I analyzed responses to the Cornell 

Medical Index (CMI) provided by the 69 adults who had been interviewed about 
the Old Hag. 3 Nine CMI sections were selected as possibly relevant for distinguish- 
ing differences between those people who had experienced attacks of  the Old 
Hag and those who had not. Specifically, CMI sections measuring complaints in 
the (1) cardiovascular, (2) digestive, and (3) nervous systems, as well as sections 
measuring feelings of (4) inadequacy, (5) depression, (6) anxiety, (7) sensitivity, 
(8) anger, and (9) tension were selected for analysis. 4 The mean number of 'yes' 
answers for each CMI section was computed for several different classifications 

of respondents and t-tests were conducted to determine if the means were 
significantly different. The following groups of respondents were compared: (1) 
people who reported one or more Old Hag attacks vs. people who did not report 

any Old Hag attacks; (2)male respondents vs. femal'e respondents; (3)males 
with no Old Hag attacks vs. males with Old Hag attacks;and (4) females with no 
Old Hag attacks vs. females with Old Hag attacks. The results of the t-tests are 
presented in Table II. 

The results reported in Table II show that on seven of the nine CMI sections, 
those respondents with no history of Old Hag attacks do not have mean scores 
significantly different from the mean scores of those respondents who do have a 
history of Old Hag attacks. However, on the CMI sections eliciting complaints 
about digestion and tension, those respondents with no history of the Old Hag 
do have statistically significant higher means than respondents with a history of 
attacks. These findings are explained by the fact that the majority (76 percent) 
of the respondents with no history of the Old Hag are women. Women in 
Northeast Harbour have statistically significant higher mean scores than males on 
the digestion and tension sections of the CMI, as well as CMI sections measuring 
complaints about nervousness, anxiety, sensitivity, and anger (see column two, 
Table II). In other words, the sex variable is a confounding influence when 
respondents are grouped and compared simply in terms of the presence or 
absence of a history of Old Hag attacks. 

The relationship between mean responses to the CMI sections and a history of 
presence or absence of attacks of the Old Hag is clarified in columns three and 
four of Table II. When sex is controlled, there are no significant differences 
between the mean scores of respondents with a history of Old Hag attacks and 
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TABLE II 
The results of t-tests comparing groups of respondents on nine sections 
of the CorneU Medical Index 
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CMI sections attacks vs. males vs. males, females, 
no attacks* femaies~; attacks vs. attacks vs. 

no attacks no attacks 

cardiovascular NS NS NS NS 
digestive p = 0.016; p = 0,041; NS NS 

no attacks females 
nervous NS p = 0.062; NS NS 

females 
inadequacy NS NS NS NS 
depression NS NS NS NS 
anxiety NS p = 0.006; NS NS 

females 
sensitivity NS p = 0.003; NS NS 

females 
anger NS p = 0.038; NS NS 

females 
tension p = 0.039; p = 0.053; NS NS 

no attacks females 

*Two-tail probabilities are reported in columns one, three, and four 
because the direction of the difference between the means was not 
predicted in advance. 
tOne-tail probabilities are reported in column tWo because the direction 
of the difference was predicted in advance. 

the mean scores of respondents without a history of the attacks, s I conclude, 

therefore, that respondents with a history of Old Hag attacks in Northeast 

Harbour do not report significantly more emotional or physical complaints (as 

measured by specific CMI sections) than respondents with no history of attacks. 

This conclusion is further substantiated by an analysis of responses to specific 

CMI questions selected because of their possible relevance for pinpointing 

specific conditions which might be associated with the experience of sleep 

paralysis. The number of 'yes' responses to six specific CMI questions was 

tabulated for each of four groups of respondents: (1) males with no history of 

the Old Hag; (2) males with a history of the Old Hag; (3) females with no history 

of the Old Hag; and (4) females with a history of the Old Hag. The results are 

reported below in Table III. 

The figures in Table III indicate that none of the six CMI questions clearly 

distinguishes one group of respondents from the other groups. The only possible 

exception to this conclusion is the fact that two males with no history of the 

Old Hag reported a history of fits and/or epilepsy, This finding is actually the 

opposite of what some early researchers have argued, namely, that sleep paralysis 
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TABLE III 
The number of 'yes' responses to six CMI questions in four groups of respondents* 

CMI 
question 
numbert 

males females 

no attacks attacks no attacks attacks 
n % n % n % n % 

087 0 0 1 3% 1 5% 0 0 
090 2 33% 1 3% 0 0 0 0 
094 0 0 0 0 0 0 0 0 
139 1 17% 4 14% 5 25% 4 33% 
168 0 0 1 3% 1 5% 1 8% 
192 2 33% 7 24% 4 20% 2 17% 

*The size of each group is: Males, no attacks : n = 
Males, attacks: n = 
Females, no attacks: n = 
Females, attacks: n = 

One male and one female did not complete the CMI. 
1"The CMI questions are as follows: 

087: Was any part of your body ever paralyzed 
090: 
094: 
139: 
168: 
192: 

66 
29 
20 
12 

Did you ever have a fit or convulsion (epilepsy)? 
Are you a sleepwalker? 
Do you usually have great difficulty in falling asleep or staying asleep? 
Did you ever have a nervous breakdown? 
Are you often awakened out of your sleep by frightening dreams? 

is a form of epilepsy (Rushton 1944; Ethelberg 1956). It is important to note 

that the percentage of respondents acknowledging 'bad dreams' is approximately 

equal in all four groups of respondents. As I described earlier, informants always 

drew a clear distinction between dreaming and the Old Hag experience and felt 

there was no causal relationship between the two experiences. 

These results provide the first epidemiological support for previous clinical 

and survey reports indicating that idiopathic sleep paralysis may occur in healthy 

individuals. 6 A comprehensive understanding of sleep paralysis will have to 

integrate this conclusion with the clinical data demonstrating that sleep paralysis 

may also accompany a variety of intense emotional disturbances. There may, in 

other words, be several etiological pathways leading to sleep paralysis. This 

integrative effort has not proceeded far, although considerable understanding of 

the physiological mechanisms involved in sleep paralysis has been achieved 

(Hishikawa 1976). 

A second finding corroborated by this study is the uneven sex ratio described 

by Goode (1962:231) .  In his survey of medical and nursing students, as well as 

some hospitalized patients in the United States, Goode (1962) found that 80 

percent of the respondents who had experienced sleep paralysis were males and 
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20 percent were females. These figures are comparable to the sex ratio displayed 
in Table I above which shows that 70 percent of the sample from Northeast 
Harbour experiencing the Old Hag (sleep paralysis) were males while only 30 
percent of the females in the sample reported the same experience. The stability 
and meaning of these sex ratios across cultural groups obviously warrants further 
replication and study. 

Two further findings from Northeast Harbour should be noted here. First, the 
figures in Table I indicate that the mean age of respondents reporting an Old Hag 
attack is twelve years greater than the mean age of those not reporting an attack. 
This situation does not conform with Hishikawa's (1976: 98) statement that 
sleep paralysis is most frequent in adolescence. Unfortunately, those respondents 
who experienced the Old Hag were not able to recall their age when they had 
their first attack. The finding does suggest, however, that the age of onset may 
be highly variable across different cultural settings. Finally, there are some 
reports (Goode 1962; Hishikawa 1976: 123) that idopathic sleep paralysis may 
have a familial occurrence. No systematic information on this aspect was 
collected in Northeast Harbour, but my impression was that two families had 
more frequent attacks distributed among more family members than did the 
other 73 families in the community. Further research is clearly needed on this 
aspect of the phenomenon. 

Concluding this section on the relationship between the Old Hag and sleep 

paralysis, it is important to compare victims' responses in Northeast Harbour 
with the published material describing people who report idiopathic sleep 
paralysis. In Northeast Harbour, recall that victims do not evaluate the Old Hag 
experience as a sign of illness. Following this viewpoint, people in this 
Newfoundland community do not seek help from either indigenous healers or 
professionals at the regional health center. This evaluative response and behavior 
is strikingly similar to descriptions based on 'normal' populations in the United 
States who are not experiencing additional emotional or physical problems 
(Goode 1962; Everett 1963; Hishikawa 1976: 99). This uniformity in response 
to sleep paralysis will be analyzed below along with other features of the Old 
Hag syndrome. 

THE OLD HAG REVISITED 

Having established that the Old Hag syndrome may be equivalent to the 
experience labelled sleep paralysis, what can be accomplished? That is, from an 
anthropological perspective, what is the significance of viewing the Old Hag 
syndrome as sleep paralysis? 

The question usually addressed in studies of  culture-bound syndromes is: 
How does the culture influence the symptomatology and course of the 
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syndrome? This question is particularly appropriate when the behavioral- 
affective experience is a public performance which can (1) be learned by others 
in the community and (2) employed as instrumental behavior (see, for example, 
Newman 1964). In the case of sleep paralysis, however, I suggest that an equally 
appropriate question is: How does the experience influence the nature of folk 
beliefs about etiology, prevention, and cure? I accept, in other words, von 
Mering's (1970: 277) challenge that "the anthropological study of disease and 
treatment tries to account for elements of belief contained in the outcome". But 
I would add that elements of belief regarding etiology and treatment should also 
be explained, not simply described. 

First, it seems to me that any outside observer attempting to understand this 
intense, subjective and essentially non-public experience is aided considerably by 
interpreting the phenomenon as sleep paralysis. Especially difficult to under- 
stand otherwise are the victims' assertions that they are totally paralyzed, fully 
awake, and 'seeing' figures that no one else sees at the time of the attack. 
While other labels, such as 'schizophrenic', may come to mind, they founder on 
the fact that the victims in Northeast Iqarbour appear to enjoy good physical and 
emotional health, or are at least free of intense symptomatology. More benign 
terms, such as 'nightmares' also fail because they do not capture the essence of 
the attack, the feelings of wakefulness and paralysis. 

Beyond this general point, an analysis of the Old Hag as sleep paralysis assists 
an anthropological interpretation because five ethnographic features of the Old 
Hag syndrome are more clearly understood: (1) the intra-community variability 
in folk theories about causation, coupled with a unitary understanding of a 
particular 'risk factor'; (2) the uniformity in the symptoms reported, in spite of 
the fact that the attack is typically a non-public event; (3) the individualistic 
approach to prevention coupled with a single approach to cure; (4) the 
evaluation of the Old Hag as an episode unrelated to illness; and (5) certain folk 
observations about the epidemiological distribution of Old Hag attacks within 
Northeast Harbour. 

Unlike many ethnographic accounts of culture-bound syndromes, the descrip- 
tive material derived from interviews in Northeast Harbour reveals a rich 
diversity in opinions about the cause of Old Hag attacks; there is no single 
theory commonly given by informants. In fact, there is considerable on-going 
debate, even arguing, about 'what brings it on'. In the midst of this 
heterogeneity there is, however, one stable belief: that lying on one's back 
greatly increases the chances of having an attack. 

I believe the diversity of opinions in Northeast Harbour about causation is 
related to the fact that episodes of the Old Hag are usually private events rarely 
witnessed by (or reported to) more than a few people. Patterns of 'causal' 
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association, then, between Old Hag attacks and other more public events are not 
easily detected or assessed by community members. Development of  a 
consensual folk theory is consequently very difficult. 

In addition to the non-public nature of Old Hag attacks, there is probably 
considerable 'indeterminacy' in the onset of these attacks, viewed as sleep 
paralysis. Hishikawa (1976), for example, has developed strong evidence that 
sleep paralysis may be generated by sleep-onset REM sleep. On the other hand, it 
has been demonstrated that sleep paralysis is not  inevitably associated with a 
period of REM sleep at sleep-onset (Hishikawa 1976: 105,108,111). This 
'indeterminacy' makes it difficult for even victims to develop or confirm ideas 
accounting for their own attacks. 

Thus, there is considerable 'noise' between events or conditions that 
community members or victims might recognize as 'causal' and the onset of  an 
Old Hag attack. This situation is quite different from other culture-bound 
syndromes, such as pibloktoq (Foulks 1972)or "wildman behavior" (Newman 
1964), which are usually accessible to observation by the communities in which 
they occur. 

It is striking, for example, that there is no coherent body of folk theory 
implicating 'social stress'. 7 Based on a survey of ethnographic materials, Kiev 
(1969: 108) has asserted that "native definitions of specific entities (culture- 
bound syndromes) have invariably been defined in terms of stressful social 
events preceding the onset of  symptoms, rather than in terms of specific 
symptoms or combinations of symptoms present". That statement may apply 

where the onset of symptoms is a public event, allowing cause and effect 

associations to be developed, but Kiev's formulation cannot be supported by 
material from Northeast Harbour. In fact, contra Kiev, informants are much 
more likely to agree about the specific symptoms of an Old Hag attack than the 
cause of the attack. This situation is precisely what we might expect when the 
onset and expression of symptoms is as invariably private and strongly 
conditioned by physiological processes as is the case with sleep paralysis 
(Hishikawa 1976: 105-115). 

In the midst of diverse opinions regarding etiology, the recurring belief that 
lying on one's back places a person 'at risk' for having an attack is curious. Even 
informants believing that other malicious persons can cause an Old Hag attack 
will emphasize this 'risk factor'. This stable element in the belief system 
corresponds with statements made by victims described in the literature on sleep 
paralysis (Lichtenstein 1942; Ethelberg 1956). More recently, Hishikawa (1976: 
102-103) has shown in laboratory work that the sleep position of narcoleptics 
influences the frequency with which they experience sleep-onset REM sleep, a 
condition thought to be closely related to the onset of sleep paralysis (Hishikawa 
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1976:112). This finding regarding sleep position may, in turn, be generalizable 
to 'normals' and would explain why my informants view sleep position as a 'risk 
factor'. 

Another area of considerable cognitive variability is found in approaches to 
prevention of the Old Hag. This situation I interpret as functionally related to 
the fact that there is no unified body of theory about causation. In spite of  these 
disagreements about ultimate cause and prevention, there is wide-spread 
agreement about how to cure a person who is suffering an attack of the Old Hag. 
Victims, as well as those who have observed attacks, report unanimously that 
touching or shaking the victim would 'bring them out of  it'. Many informants 
emphasized that only a slight touch was necessary for the desired effect. Again, 
this element in the belief system corresponds dramatically with published 
accounts of sleep paralysis (Goode 1962: Schneck 1960; Payn 1965) and has 

been observed in laboratory work (Hishikawa 1976: 101). Although the precise 
physiological dynamics are not understood, the stable belief about cure in 
Northeast Harbour can be viewed as more than simply 'folk culture'. 

I turn now to the fact, described earlier in this paper, that people do not 
evaluate attacks of the Old Hag as episodes of either physical or mental illness. I 
also noted earlier that this evaluation is similar to observations made by a 
number of authors describing sleep paralysis within the United States. This 
similarity is, I believe, related to three fundamental features of sleep paralysis: 
(1) the attacks are unrelated to the onset of other symptoms of illness; (2)the 
attacks are usually only a few minutes in length; and (3) victims are not impaired 

physically or mentally after an attack. 

The lack of serious or long-lasting sequelae associated with the Old Hag is 
probably the most significant feature in understanding the lack of concern 
among victims that they have 'an illness' requiring treatment. D'Andrade (1976), 
for example, ilas found that people commonly think about illnesses in terms of 
connotative attributes such as 'seriousness', and 'curability' rather than in terms 
of distinctive definitions. Although his work is based on a sample of American 
students, the results may be generalizable to at least English-speaking peoples. 
Certainly within the context of Northeast Harbour the Old Hag is thought of as 
a transient experience with no untoward consequences. It is logical, therefore, 
that victims neither describe symptoms of the Old Hag to health professionals 
nor seek treatment for such symptoms, a 

Finally, certain folk observations about the epidemiology of Old Hag attacks 
are clarified by viewing the experience as sleep paralysis. Although there is 
considerable variability in notions about etiology, many informants argued that 
'hard work' might predispose individuals to have Old Hag attacks. Within this 
context, fishermen and men doing 'woods work' are often singled out as groups 
particularly vulnerable to these attacks. 
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The validity of such folk observations is supported if the Old Hag syndrome is 
viewed as sleep paralysis. To begin, a current hypothesis congruent with 
experimental data suggests that sleep paralysis is experienced when there is REM 
sleep at sleep-onset (Hishikawa 1976). The mechanisms underlying sleep-onset 
REM sleep are not completely understood, but Hishikawa (1976: 115) cites 
research indicating that the deprivation of REM sleep generates REM sleep at 
sleep-onset in normal subjects (see also Rechtschaffen and Dement 1969: 123). 
Within Northeast Harbour fishermen and woodsmen may be 'at risk' groups for 
Old Hag attacks because they may be chronically REM-deprived. Such 
deprivation, I would hypothesize, has two sources. First, men in these groups 
arise very early, typically at three or four in the morning. This practice may 

deprive those men of some REM episodes which are known to be longer toward 
the end of nocturnal sleep in normal individuals. Second, men in these groups 
are engaged daily in hard physical labor. Strenuous exercise over prolonged 
periods is known to increase the amount of slow-wave (NREM) sleep in man 
(Baekeland and Lasky 1966). Thus, men in these two groups may have 
chronically increased proportion of NREM sleep to REM sleep, a condition 
placing them 'at risk' for attacks of the Old Hag (sleep paralysis). The folk 
observations are therefore congruent with the argument that Old Hag attacks 
and sleep paralysis are similar phenomena. Further research is obviously needed 
to fully assess the causal chain developed above. 

TRANSCULTURALCONSIDERATIONS 

The previous two sections have examined how our understanding of idiopathic 
sleep paralysis and the Old Hag syndrome is improved by viewing them as 
congruent phenomena. This section concludes the paper by briefly examining 
the consequences of viewing sleep paralysis as a potentially panhuman 
experience and suggesting future avenues of research. 

There are a number of reports indicating that sleep paralysis has a wide 
occurrence in time and space. Mitchell (1876) described the experience in the 
United States a century ago as 'night palsy'. Payn (1965) notes that sleep 
paralysis has been identified in Germany as delayed psychomotor awakening 
("verz6gertes psychomotorisches Erwachen") and in France as awakening 
cataplexy ("cataplexie du r~veil"). Hishikawa (1976: 9) lists additional labels 
that have been employed in France and Germany and briefly cites the research 
done in these countries. If sleep paralysis is a common occurrence within normal 
populations in the United States (Hishikawa 1976) then similar reports can be 
expected from within other cultural settings as well. 

Published reports on sleep paralysis have not, however, examined the 
indigenous evaluations of and responses to sleep paralysis. Field research is 
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clearly needed to fully document the cross-cultural distribution of sleep paralysis 
and the interpretation of this experience in different cultural settings. 9 Wallace 
(1961: 2 7 0 ) h a s  argued, for example, that " . . . inc ip ien t  neurological dis- 
function is susceptible to different interpretations by the victim and his 
associates and can therefore precipitate different overt responses, depending on 
particular customs of the individual and group." One broad hypothesis that 
should be investigated is that cultural interpretations of sleep paralysis, as well as 
the ideational content of the hypnogogic hallucinations, are functionally related 
to indigenous theories of witchcraft. 

There are features of the Old Hag syndrome, for example, that appear related 
to witchcraft symbolism. The term hagged itself is defined by Webster's Third 
New International Dictionary (1971) as "bewitched, enchanted; resembling a 
witch or a hag". The etymology of the term hag places its origin in the Old 
English term haegtesse meaning harpy or witch. In addition, there are a number 
of surveys of English folklore connecting the term hag with witches (Simpson 
1973: 72, 87), a destructive female giant (Hunt 1968: 464), and a class of  spirits 
(Hardy 1895: 77). The people of Northeast Harbour share close cultural ties 
with the British Isles (Ness 1976) and their use of the term Old Hag reflects 
these historical affinities. Derived from this same cultural heritage there is also a 
healthy belief in witchcraft among the elderly in Northeast Harbour, who 
typically suspect that the Old Hag can be 'put on ya' by another person. 

The ideational content of the hypnagogic hallucinations occasionally accom- 
panying sleep paralysis in Northeast Harbour requires further analysis before 
relationships with witchcraft beliefs can be fully established. Several older 
informants did, however, report 'seeing' ugly old women during their attacks, a 
fact congruent with the image of witches within this community. 

In addition to examining relationships between witchcraft beliefs and the 
phenomenon of sleep paralysis, research in other cultural settings should 
investigate the extent to which core features of  sleep paralysis influence the 
nature of folk beliefs about the onset, course, and cure of the experience. Within 
specific communities, for example, are folk beliefs about cause and prevention 
highly variable? Is there a relatively uniform understanding of a 'risk factor' and 
a 'cure'? Finally, is the hypothesis that chronic REM-deprivation places 
individuals or groups 'at risk' supported by cross-cultural studies? 

Ethnographic material recently obtained in the Caribbean area, for example, 
indicates that an experience similar to sleep paralysis is recognized by people 
living near St. Lucia, in the West Indies. One intriguing aspect of  this material is 
the fact that the attacks, called kokma, are caused by unpredictable supernatural 
beings: 

The attack comes at the time that an individual is just failing asleep or just waking up, and 
the individual's sensations include a pressure on the chest, inability to move, and 
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anx ie ty . . .  (the experience) is referred to as kokma. A kokma is the spirit of a dead baby 
that haunts an area, and will attack people in bed. They jump on your chest and clutch at 
your throat. To get rid of them the attacked person struggles to cry out, or in some way gets 
another person's attention, who will scare off the kokma . . . .  The informants who have 
given me a description of kokrna have always talked about the babies actually clutching at 
their th roa t s . . ,  the attacks are always by dead, unbaptized babies. The kokma cannot be 
controlled, they 'grab' people just for the hell of it (Dressier 1977). 

The unpredic table  nature  o f  the  dead baby ' s  spirit and the  a t tack  i tself  

reflects,  i t  seems to me,  a fundamenta l  fact  about  sleep paralysis described 

earlier; namely,  that  this exper ience has an ' inde te rminacy '  tha t  prevents  vict ims 

or observers f rom developing a causal explana t ion  wi th  predict ive clari ty at the  

individual (vic t im) level o f  analysis. It  is unders tandable ,  therefore ,  that  a 

capricious supernatural  agent is held  accountable  for these at tacks wi th in  the  St. 

Lucia setting. Fur ther  research in St. Lucia and o ther  cul tural  settings is needed,  

o f  course, to establish cross-cultural regularities be tween  core features o f  sleep 

paralysis and indigenous conceptual iza t ions  o f  this exper ience .  

Many years  ago Tylor  (1871)  suggested that  man ' s  capabil i ty to dream might  

provide the exper ient ia l  base for the deve lopment  o f  folk  theories  about  

supernatural  worlds.  It  may  be that  sleep-related exper iences  such as sleep 

paralysis, involving intense feelings o f  paralysis and vivid hal lucinat ions,  are far 

more  po ten t  exper iences  than dreams in ini t iat ing and /or  sustaining strong 

beliefs about  the activities o f  a wide range o f  natural  and supernatural  beings. 1 o 
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NOTES 

1 Older men and women use the term 'ag rog'. People characteristically drop an initial h 
so that Old Hag is typically spoken of as the 'Old 'Ag' or simply 'the 'ag'. The precise 
distribution of the Old Hag concept in Newfoundland is not known, but I suspect the 
idea is widespread throughout the province. A survey by Hufford (1976) found that 
approximately 50 percent of the students questioned at the Memorial University in St. 
John's, Newfoundland had heard about the Old Hag. This figure is impressive because 
students at Memorial University are drawn from throughout the province. 

2 My sample represents the group of adults scheduled to complete the Cornell Medical 
Index (CMI) during my last month in the community. The order in which respondents 
were selected for interviewing was based solely on their house numbers assigned during 
my first week in the community. 

3 The CMI is a 195-item questionnaire designed to elicit information about the 
respondent's past and present physical health, as well as the respondent's feelings about 
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his state of mind and general health (Brodman et al. 1949). The instrument has been 
used in the United States in studies of various normal, psychiatric outpatient, hospital, 
military, and student groups (Arnoff 1956; Brodman et al. 1952a, 1952b, 1953, 1954; 
Croog 1961; Lawton 1959; Matarazzo et al. 1961; White et al. 1958). The questionnaire 
has also been used to measure changes in physical and mental health in situations of 
social change in Alaska (Chance 1965), the eastern United States (Cassel and Tyroler 
1961), and South Africa (Scotch and Geiger 1963). The CMI consists of 18 different 
sections composed of questions answered 'yes' or 'no' about perceived complaints in 
different parts of the body (e.g., eyes, ears, digestive tract) and patterns of mood and 
feeling (e.g., depression, anxiety). 

4 Thus, all of the psychological questions on the CMI were used plus three sections 
registering psychophysiological complaints. 

5 Similar results were obtained when the remaining nine CMI sections not reported in this 
paper were analyzed. 

6 One may argue that the CMI is inadequate for assessing the existence of emotional 
disturbances which may predispose people to experience sleep paralysis. The CMI has, 
however, been shown to yield more information on patients' symptoms than are 
uncovered by the typical clinical history taken by a physician (Brodman et al. 1951, 
1952a, 1952b, 1953; Erdmann et al. 1952). 

7 The idea that some individuals can cause an Old Hag attack may be seen as an exception 
to this statement, but this folk theory is not widely accepted; the emphasis, moreover, is 
on persons with special abilities rather than 'stress' which precipitates the attack. 

8 It is also relevant to point out that 'seeing' other individuals, whether dead or alive, is an 
acceptable and expected experience in Northeast Harbour. This experience may occur 
within the context of Pentecostal church activity or during daily activities when 'a 
token' or image of someone may appear. Thus, within this cultural context, 
hallucinatory experiences such as those occurring during an Old Hag attack are defined 
as normal happenings, not signs of emotional instability. 

9 So far, however, novelists have provided more descriptive data than ethnographers. One 
of the clearest descriptions of sleep paralysis can be found in Thomas Hardy's Wessex 
Tales (1896: 73-77)  where a woman experiences hypnagogic hallucinations and 
paralysis. Other descriptive statements within well-known pieces of English literature 
have been analyzed by Schneck (1962; 1971). 

10 Disorders such as cataplexy and narcolepsy may also be important experiences in some 
cultural settings. Weidman (1973), for example, has described an experience called 
'falling out' among Southern Blacks and 'blacking-out' among Bahamians living in 
Miami. Except for the fact that such episodes may occur at any time of the day without 
warning, these experiences appear to share many similarities with sleep paralysis as well 
as cataplexy (Guilleminault 1976). Careful comparative analysis of these experiences 
and their respective folk interpretations may reveal basic similarities. 
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