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Abstract

The purpose of this study was to examine the role that childhood trauma plays in the experience of Isolated Sleep Paralysis (ISP). The study set to find whether a positive correlation exists between major childhood stressors or traumatic events and the occurrence of ISP during the later college years. One hundred and two students – a group with a higher tendency toward social and general daily stress and poor sleep habits – from a university in Trinidad completed a survey, which helped to determine the contributing childhood experiences to ISP. This hypothesis was partially confirmed. Subjects who reported experiencing specific traumatic events during childhood such as emotional abuse, witnessing emotional abuse, and physical abuse reported more ISP than subjects with any other traumatic history. Further, a significant positive correlation between number of types of trauma experienced and ISP frequency was found. The role of childhood support was also explored and was found to significantly reduce the likelihood that someone would experience ISP in adulthood. Other significant correlations were determined between ISP frequency and anxiety disorders, changes in lifestyle, changes in sleep patterns, changes in work settings, changes in emotional responses, witnessing emotional abuse during childhood, received support during childhood and emotional support during childhood. These findings correspond with current literature on contributing factors to ISP in adulthood and support my hypotheses on contributing factors that stem from childhood.
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Introduction

Sleep Paralysis (SP) is the term used to refer to a diagnostic feature of narcolepsy whereby a person awakes from sleep to find that he/she is unable to move. When SP occurs in persons not suffering with narcolepsy it is called Isolated Sleep Paralysis (ISP) (Mellman, Aigbogun, Graves, Lawson, & Alim, 2008). It is noteworthy for the purpose of this paper that in spite of the above definition of ISP many researchers do refer to the phenomenon as SP whether narcolepsy is present or not and so in the following literature review it will be referenced using the names SP and ISP interchangeably.

ISP is considered a Rapid Eye Movement (REM) related phenomenon defined as a common condition characterized by “an inability to speak or to move the trunk, limbs, and/or facial muscles while remaining aware of one’s surrounding” (Simard, & Nielsen, 2005). During ISP natural neurobiological processes malfunction often due to genetics or constant interruption in REM sleep. A person experiencing an ISP episode experiences a temporary state of muscular paralysis and speech inhibition. This typically occurs just before waking, or falling asleep and usually lasts a few seconds or several minutes. While in this state, one is usually only able to see directly in front of them if their eyes are open enough to do so.

Takahashi (2008) explains that “When a person sleeps, his brain sends signals to inhibit any muscle contraction. If he comes into consciousness before the brain sends signals to activate muscle contraction, he cannot move his body, and consequently, becomes ‘paralyzed’”. The sleep cycle consists of REM and N-REM (non-rapid eye movement) sleep. These sleep states alternate throughout the night creating what is called the sleep cycle. Eighty minutes of N-REM sleep begins the cycle and is followed by about ten minutes of REM sleep. This is repeated throughout the night. During REM sleep the brain sends signals to inhibit bodily movement therefore causing the body to be in a state of total paralysis called a nonreciprocal flaccid paralysis. This occurs due to postsynaptic inhibition of motor neurons and is completely normal in all humans (Takahashi, 2008). This is an explanation of how and why ISP occurs. During REM sleep,

The hormone melatonin, a "master hormone" that mainly controls circadian rhythms, also seems to play an important role in enhancing the REM state; the level of melatonin secretion by the pineal gland reaches its lowest during REM sleep. Such neurotransmitters and hormones probably activate or inhibit the activity of second messengers, which then activate or inhibit the third messengers, and so on until the last messenger inhibits the synaptic transmission or causes hyperpolarization of the motorneurons. And if, for some reason, the nervous or endocrine system continues to release the neural inhibitors, a person may experience Sleep Paralysis as he enters awakefully into or awakens directly from REM period (Takahashi, 2008).

During REM sleep, the period of deepest sleep and dreaming, the brain debilitates all the of the body’s muscles, as explained above, to protect us from acting out our dreams. When there is a malfunction in this process ISP can occur.
SP/ISP thus, appears to be the maintenance of the normal debilitation of motor activity during REM sleep into wakefulness (Mellman, Aigbogun, Graves, Lawson, & Alim, 2008). Sometimes, as little as a slight touch can wake a person out of an ISP episode. Other times, sudden loud noises, or actually shaking the person is necessary (Paradis, Friedman, & Hatch, 1994). During an ISP episode or upon awakening from one, experiencers often suffer panic like symptoms such as fear, shortness of breath and/or rapid heart beat (Mellman Aigbogun, Graves, Lawson, & Alim, 2008). This leaves them feeling afraid and confused about what has happened. Friedman and Paradis (2002) reported that most often, persons experiencing ISP fear that their symptoms reflect serious medical or psychiatric illness but report feeling ashamed to tell others, particularly their families about their experiences. 

For most, ISP first occurs at the early developmental stage of adolescence (Simard, & Neilsen, 2005) and has a median age onset of 15 years (Simard, & Nielsen, 2005; Rapaport, Paniccia, & Judd, 1995). Fukuda et al. reported that many individuals recall their first ISP experience as occurring during their adolescent years. They noted also that women in particular usually experience their first ISP episode at a young age (Paradis, Friedman, & Hatch, 1994). In rare cases ISP can occur during childhood (Simard, & Nielsen, 2005; Fukuda et al., 1987, 1998).

ISP typically occurs during three periods. When ISP occurs as a person is falling asleep it is referred to as a hypnagogic experience or a sleep-onset REM period (SOREMP). This occurs during 10-25 minutes of sleep onset. When it occurs during sleep-offset, or when a person is waking up it is referred to as a hypnopompic experience (Girard, & Cheyne, 2005). ISP can also occur ‘in the middle of the sleep period’, such an experience is referred to as a hypnomesic experience (Girard, & Cheyne, 2005). 

About half (53%) of the individuals experiencing ISP report consistent episodic timing (Girard & Cheyne, 2005; Cheyne, 2002). Hypnomesic reports are most common, followed by hypnagogic, with hypnopompic being the least commonly experienced type of ISP (Girard, & Cheyne, 2005). However, a study by Spanos et al., (n.d.) discovered that 36% of their university student sample experienced SP when they were falling asleep and 64% experienced it as they were waking up (c.f. Girard & Cheyne, 2005).

Another study by Girard, and Cheyne, (2005) discovered that almost half (45%) of the reported SP episodes occur during the first 2 hours of sleep or just before waking. They also found that SP can occur at any point during sleep as a failure to maintain sleep during REM periods. This supports the notion that SP may in fact be a matter of maintaining REM consciousness upon awakening from sleep. 

Cheyne (2003) reported that many SP episodes emerge from dreams. The anxiety that a dream may invoke in a person may send them into an ISP spell. Another explanation somewhat consistent with this is that during SOREMPs the person experiencing ISP may briefly lose consciousness, enter a REM period and then regain consciousness while dreaming. At this point the arousal induced by the dream is sufficient to cause the person to awaken (Girard, & Cheyne, 2005). 

It is evident that ISP experiences vary from person to person. According to Girard and Cheyne (2005) “the within-person consistency of SP latencies across episodes suggests systematic individual variation in underlying processes that might influence the latency and hence the timing of SP episodes”. This demonstrates the belief that the consistency of episodes each person has is due to individual differences in processes taking place within that person after falling asleep. 

History 

Binns’, (1842) clinical description of SP is one of the earliest on record (c.f. Ohayon, 2009). Mention of the symptoms of SP can be found in many of the 19th century literature such as Maupassant’s Le Horla and Melville’s Moby Dick (Ohayon, 2009). For example, F. Scott Fitzgerald’s the Beautiful and the Damned (1922) described SP in this piece: “I lay there, frozen with most awful fears, not daring to drag away my hand; yet ever thinking that I could but stir it one single inch, the horrid spell would be broken” (Ohayon, 2009). Then in 1926, Adie (1926) first linked SP to narcolepsy. 

Wilson (1928) later coined the term “sleep paralysis” (Paradis, Friedman, & Hatch, 1994). However, clinical case reports dated as early as 1842 (Binns, 1942; Paradis, Friedman & Hatch, 1994; Hall, 1993) have noted similar phenomenon. Before Wilson (1928) renamed the phenomenon it was referred to by clinical terms such as “night palsy” (Mitchell, 1876; Paradis, Friedman & Hatch, 1994; Hall, 1993) and “cataplexy of awakening” (Daniels, 1934; Paradis, Friedman & Hatch, 1994; Hall, 1993). Court testimonies from the Salem witch trials show evidence of speculation that some accused of witchcraft experienced ISP (Hufford, 1982; Paradis, Friedman, & Hatch, 1994). It has also been hypothesized by some authors that ISP may be associated with alien kidnappings (Paradis, Friedman, & Hatch, 1994). Takeuchi, Miyasita, Sasaki, Inugami, & Fukuda (1992) conducted the first empirical study on ISP  (Paradis, Friedman & Hatch, 1994). 

Cultural Interpretations

Previous research shows that many African Americans who experience ISP sum it up to a spiritual event such as an evil force (Friedman & Paradis, 2002). Especially because breathing often feels as if it is also being inhibited, people tend to believe that a spirit is trying to kill them. Many people who interpret ISP in this way affirm that they get relief after praying. Current research shows that African Americans exhibit help seeking behavior that rejects and distrusts traditional psychiatric settings and relies more on churches and other informal supports which hinder the true recognition and treatment of their ISP, panic or anxiety symptoms (Friedman, & Paradis, 2002). 

Spiritual connotations for ISP are also reflected in the names people use to refer to its symptoms. In some parts of Canada, Newfoundland and Japan ISP symptoms have been referred to as “Old Hag” (Paradis, Friedman, & Hatch, 1994). African Americans from the Southern parts of America describe ISP symptoms with the phrase “the witch is riding you” (Paradis, Friedman, & Hatch, 1994; Hall, 1993).

Lucid Dreams
Many individuals who experience ISP also complain of frightening audio or visual hallucinations. These can be vivid auditory, tactile, or visual and most often induce fear, terror, or dismay in the person experiencing it (Simard, & Nielsen, 2005). These hallucinations can include light, music, and/or images of people or animals (Paradis, Friedman, & Hatch, 1994) and feel real to the person experiencing them at the time. Scientists attest that these hallucinations are merely continuations of the experiencer’s dreams into waking life called Lucid Dreams.
In a study by Mellman et al., (2008) 43% of individuals with SP also experienced these hallucinations. The most common form of hallucination is the sensed presence (PRES). When PRES occurs along with visual or auditory hallucinations it is referred to as the “intruder” (Simard & Nielsen, 2005; Cheyne, 2001; Cheyne Rueffer, & Newby-Clark, 1999). Cheyne (2001) postulates that these symptoms appear in awareness sequentially and that “the vigilance system generates PRES to resolve a discrepancy between a subjectively perceived threat and the absence of external fear, which leads to a brief search for signs of danger to corroborate the feeling of presence” (Simard, & Nielsen, 2005, p. 246). The vigilance system in turn creates a more instantiated visual or auditory hallucination (Simard, & Nielsen, 2005). This model illustrates that PRES occurs as the result of a perceived threat.

The experience of PRES involves the feeling that someone or something is present even when nothing is seen or heard (Simard, & Nielsen, 2005). The occurrences of these illusions cause experiencers to suffer panic like symptoms upon awakening. This includes rapid heartbeat, breathing difficulty, and feelings of extreme fear (Paradis, Friedman & Hatch, 1994). It becomes evident upon waking though, that what the person saw or felt was not real. Girard and Cheyne (2005) explained that these experiences may occur as mere continuations of one’s dreams into waking life. 

A third explanation, by Simard and Nielsen (2005) suggests that PRES may be a spontaneous manifestation of images that represent one or more past traumatic social events. This model is based on the suggestion that both PRES and social anxiety occur as a result of a past social trauma. This explains why it occurs more among socially anxious individuals. Though most individuals describe PRES as a negative and dreaded experience, in some cases these hallucinations are considered positive. When a bereaved person has a PRES experience whereby he/she feels, sees, hears or talks to a deceased loved one it is considered a positive experience (Simard, & Nielsen, 2005).

Evidence from neurobiological research has indicated that there is a link between social anxiety and the hallucinations accompanying ISP. This relationship is rooted in an overactivation of the amygdala, the same overactivation observed in socially anxious individuals (Simard, & Nielsen, 2005; Cheyne, 2001; Cheyne, Rueffer, & Newby-Clark, 1999). Neurobiologists have studied this relationship using the positron emission tomography technique. They found that during episodes of public speaking, socially anxious subjects displayed an over activation of the amygdala. The amygdala is an almond shaped mass of nuclei that exists within the temporal lobes of the brain, medial to the hypothalamus and adjacent to the hippocampus. It is responsible for arousal, emotional responses, hormonal secretions, and control of responses associated with fear. In light of this, it has been suggested that the experienced hallucinations associated with ISP might be linked to increased activity in the amygdala (Simard, & Nielsen, 2005; Cheyne, 2001; Cheyne, Rueffer, & Newby-Clark, 1999). 
Another indicator of the relationship between ISP/lucid dreams and anxiety exists in the fact that the same serotonin reuptake inhibitors which are the most commonly used and effective treatment of social anxiety also work in treating ISP and hypnagogic/hynopompic hallucinations (HHs). Further, subjects who reported experiencing ISP with PRES had higher levels of anxiety (Simard, & Nielsen, 2005). 

ISP Prevalence

In a study conducted by Bell et al. (1984) it was concluded that 39% of the 36 African Americans who reported ISP without a history of psychiatric symptoms had experienced ISP at least once. Lifetime prevalence rates are estimated at 1.3-40% (Girard, & Cheyne, 2005). 1-10% of the general population experience recurrent episodes (Girard, & Cheyne, 2005; Fukuda et al., 1998). Surveys from Africa, the Middle East, Japan and Cambodian refugees in the United States document rates of current or lifetime SP similar to that of African Americans of 36 – 49% (Mellman et al., 2008).

A study by Paradis, Friedman and Hatch (1994) explained that ISP quite often is an unreported, unrecognized anxiety symptom. In one study, 14.3% of the participants reported experiencing ISP on an average of 4.7 times per month (7.5 SD) with a mean duration of 8.8 minutes (10.4 SD) (Mellman et al., 2008).

Simard and Nielsen (2005) reported on data that revealed ISP lifetime prevalences in Japan and China ranging from 34%-40% and in Canada from 21%-42%.

ISP is experienced by many people of many different ethnic groups but is most common among African Americans (Paradis, Friedman, & Hatch, 1994) with specifically high rates of lifetime prevalence among women (Simard, & Nielsen, 2005), young people and shift workers. Paradis, Friedman and Hatch (1994) conducted a study among White and African Americans and found that the incidence of recurrent ISP was significantly higher among African Americans. Specifically, their data revealed that ISP was frequent in African Americans with panic disorder (59.6%) as compared with African Americans with other anxiety disorders (11.1%), African American control group participants (23%), Whites with panic disorder (7.5%), Whites with other anxiety disorders (0%), and White control group participants (6%). 

They concluded that this was due to the “well-documented higher level of psychosocial stressors” found in the particular African American community they studied which included some Afro Caribbean immigrants (Friedman, & Paradis, 1991; Friedman et al., (1994). They further noted that African Americans are often exposed to more stress over longer periods of time, which can also contribute to their higher rates of ISP. 

Bell et al. (1984) were the first to create a structured interview and provide clearer diagnostic criteria for ISP (Paradis, Friedman, & Hatch, 1994). They too did a study of ISP prevalence which returned results that ISP was much more common among African Americans than whites. 
In a group of 108 African Americans Bell et al. reported that 41% of these individuals recorded ever having a SP episode. This included individuals with and without psychiatric symptoms (Mellman, et al., 2008). Paradis, Friedman, and Hatch, (1994) reported a significant relationship among ethnicity, panic disorder and ISP in another study. They reported a prevalence rate similar to that of Bell et al. of 47% among African American subjects who were healthy or experiencing anxiety disorders as compared to 7 and 6% of whites (Mellman et al., 2008). 

Past studies have determined higher levels of stress and traumatic experiences in the African American community (Bell et al., 1986; Bell et al., 1984; Friedman & Paradis, 1991; Friedman et al., 1994). Women of color theorists believe that the double minority status of black women place them at higher risk for anxiety (Neal-Barnett, & Crowther, 2000) which in turn is closely related to ISP. Further, higher levels of psychosocial stressors, including poverty, racism and acculturation, may contribute to the higher rates of SP experienced by African Americans.

Triggers/Contributing Factors Toward The Experience of ISP

ISP and Trauma

“A well-established body of research, both longitudinal and cross-sectional, has demonstrated that childhood experiences of abuse and adversity are associated with poor mental health outcomes among adults” (Grella, Stein, & Greenwell 2005 p 43). 

According to Ozer, Best, Lipsey, and Weiss (2003) most people witness or experience at least one potentially traumatic event during the course of their lives. That is, an event which is either violent or life threatening (c.f. Bonanno, 2004). Bonanno (2004) believes that because much of the knowledge on adults’ coping capabilities with trauma comes from individuals who either sought therapy or display great distress, theorists often view resilience – the ability to maintain a stable equilibrium – as rare or pathological. He believes that the “normal” way of dealing with traumatic experiences is not to prolong the resulting periods of distress but rather to return to having positive emotional experiences, showing only minor disruptions in one’s ability to function. In fact, “resilience to violent and life-threatening events is far more common” (Bonanno, 2004). However, for many people, especially those experiencing ISP this type of resilience may not occur.  

In her 2007 book “Wounded By Reality: Understanding and Treating Adult Onset Trauma”, Ghislaine Boulanger discusses the impact that trauma has on personality. She demonstrates the differences in the results of traumatic experiences during childhood and adulthood. She explains that because the ‘core ego structure’ is still developing during childhood, the ego creates new ways to isolate traumatic experiences, absorbing them into different self states. Therefore, many adults tend not to consciously recall traumatic experiences from their childhood, but these experiences have become embedded in their personality. On the other hand, when adults experience traumatic events they experience flashbacks, nightmares and intrusive horrific images (Tabin, 2008) Some people suffer acute distress as a result of traumatic experiences and are unable to recover, some recover quickly and others seem to recover quickly only to begin experiencing unexpected health and lifestyle problems (Bonanno, 2004). 

People who are repressive copers may report little stress during a stressful experience but tend to exhibit higher levels of distress on indirect measures (Bonanno, 2004). This type of emotional dissociation is maladaptive and may result in long-term health costs (Bonanno, 2004). Increased contact and support from important people in the person’s social environment can increase positive emotions and decrease negative ones reducing levels of distress following traumatic events (Bonanno, 2004).

 It is noted that post-traumatic symptoms can recur or manifest when a person is under stress or experiencing some kind of critical incident (Hetherington, 1999). Many survivors do not exhibit the health and behavioral problems they may have acquired following a traumatic experience (Bonanno, 2004). So because one doesn’t display tell tale signs of maladaptive coping to trauma it is not necessarily safe to assume that he/she is resilient.

In a study conducted by Mellman, Aigbogun, Graves, Lawson, and Alim (2008) the relationship between SP and trauma was evaluated in an adult African American population. They found that SP is indeed strongly related to trauma history. Further, current literature shows that African American women experience rape and domestic abuse at higher rates than any other ethnic group (Neal-Barnett & Crowther, 2000). Paradis et al., 1997; Paradis and Friedman, (2005) reported that their African American patients with panic disorder also reported more early life stressors. They hypothesized that this may be a reason for the higher rates of ISP in that population (Mellman et al., 2008). Reasons for the relationships among SP, psychiatric diagnoses, and stress and trauma are yet unknown (Mellman et al., 2008).

Other Contributing Factors

Many people claim to experience ISP while napping, sleeping in unfamiliar surroundings, sleeping on their backs or sleeping after physical exhaustion. Past research has found a wide variety of psychological and physiological factors that are linked to the occurence of ISP. These include stressful life events (Hufford, 1982; Fukuda et al., 1987; Bell et al., 1984; Paradis, Friedman, & Hatch, 1994), genetics (Bell et al., 1986; Paradis, Friedman, & Hatch, 1994), hypertension (Bell et al., 1988; Paradis, Friedman, & Hatch, 1994), Sleep deprivation (Girard & Cheyne, 2005) depression, digestive and musculoskeletal conditions, respiratory and circulatory conditions, obesity and psychiatric diagnoses (Mellman et al., 2008). 

All the contributing factors discussed here were found in adults. This study is particularly concerned with the experience of childhood stress and trauma. One significant gap in the current literature on ISP is that to date, there are no studies that attempt to link childhood events – stress or trauma – to ISP even though studies on other psychological, and physiological disorders have found that childhood traumatic experiences do affect many aspects of adult functioning. The closest we have gotten to such a link in ISP was Paradis, Friedman, and Hatch’s, (1994) report that many of the African Americans who reported ISP also reported more stressful life events. Even this further warrants an in-depth look at a possible link between childhood trauma and ISP.

Traumatic Childhood Experiences and Adult Functioning
For many years, the link between violent or life-threatening events and psychological and physiological dysfunction has been explored by practitioners. There has also been some question about whether or not psychological reactions to traumatic events should be considered as malingering, weakness or genuine dysfunction (Bonanno, 2004). Bonanno (2004) explains that children who are high in resilience coping have the ability to “maintain a stable equilibrium” after experiencing some sort of trauma. He insists that developmentally, resilience is considered a protective factor that promotes the development of healthy personality characteristics among children who are exposed to aversive life events. This assists in the maintenance of healthy psychological and physical development. 

Allen and Lauterbach (2007) conducted a study to distinguish between ‘single incident trauma (Type I) and repeated or prolonged trauma (type II)’ to find differences in the personalities of adult survivors of childhood type I and type II trauma and non-traumatized adults. They found that childhood traumatic experiences do impact on adult personality traits in that adults who reported childhood trauma scored higher in neuroticism and openness to experience than those not traumatized. They explain that this means that individuals who have experienced childhood trauma are likely to exhibit high levels of tension, nervousness, irritability, insecurity and emotionality.

Punamaki (2001) attests that childhood traumatic experiences increase the likelihood of adult distress and mental health problems. Records from the General Accounting Office, (1999) show that one quarter to one half of women inmates in state and federal correctional facilities had histories of childhood physical or sexual abuse (Grella, Stein, & Greenwell, 2005). This supports the idea that there may be some relationship between childhood trauma and adult functioning. Further, Grella, Stein, and Greenwell (2005) note that childhood physical and sexual abuse have also been linked to problems in adult psychosocial functioning, personality disorders, and other forms of psychopathology. Traumatic and abusive experiences have been found to be a predisposition to substance abuse which is used as a ‘maladaptive coping strategy’. It serves as a ‘self-medication’ or self-destructive outlet resulting from low self-esteem (Grella, Stein, & Greenwell, 2005).

Grella, Stein, and Greenwell (2005) conducted a study to determine whether childhood traumatic events directly resulted in adult criminal behavior and psychological distress. They evaluated self-reports of traumatic/stressful childhood (before the age of 16) events using the Life Stressor Checklist. They found that the most common associations were determined among childhood physical abuse, sexual abuse, family violence and early traumatic events. Childhood abuse and trauma were also found to be related to adolescent problem behavior and later adult psychological distress and criminal behavior (Grella, Stein, & Greenwell, 2005).

Various childhood traumatic events were found to be directly related to adult psychological distress including witnessing family violence and experiencing other types of trauma (Grella, Stein, & Greenwell, 2005). The researchers (Grella et al. 2005) conclude that ‘psychological sequalae from childhood traumatic events may persist into adulthood. According to Punamaki (2001), the type of childhood trauma, the timing of intervention and the duration of the assistance all significantly impact well-being and lessen the likelihood of poor mental health symptoms such as depression, anxiety and aggression in adulthood. 

All these findings strongly imply that early intervention would be beneficial to children who have been exposed to trauma as it may help them develop good coping skills and prevent relative psychosocial and/or psychological maladaptive development in adolescence and/or adulthood. 

The Role of Social Support
Trauma theorists and practitioners believe that many individuals who experience significant trauma can benefit a great deal from professional intervention (Bonanno, 2004). Neo Freudians too have emphasized the critical importance for individuals dealing with the death of a loved one to work through their thoughts, memories and emotions about the loss (Bonanno, 2004; Bonanno & Field, 2001). Litz et al. insists further that early intervention is extremely beneficial (c.f. Bonanno, 2004). Meta-analytic studies have determined a lack of social support to be a clear predictor of maladaptive reactions to trauma (Bonanno, 2004).

According to Punamaki (2001) early intervention and substantial duration of psychosocial support during childhood lead to good mental health and learning in adulthood. What is most important is the way in which people respond to and cope with trauma (Punamaki, 2001). This impacts later development. Punamaki (2001) explains that coping involves emotional regulation and cognitive evaluations of the experience and behavior relating to changing the disturbing reality. Therefore, the right psychosocial support can “protect a victim’s mental health from the negative effects of the trauma” (p 284). 

All of the current literature on ISP links the phenomenon to adult present day issues that may be contributing to a person’s experience of it. The current study seeks to address the gaps in the above literature by closely exploring the relationship between childhood stressors and traumatic experiences, and ISP. Further, the current literature has provided that there is a significant negative relationship between childhood support and the effects of trauma. This study will also explore this relationship in relation to ISP.  

Aside from the fact that ISP is interesting because it is a relatively common and frightening experience, it is also interesting because there is evidence of differences in the prevalence rates among different ethnic/racial groups (Mellman, Aigbogun, Graves, Lawson, & Alim, 2008). 

ISP is most commonly linked to panic and anxiety disorders but can also occur in persons without a history of psychological disturbance. However, it has never been a focus in cognitive-behavioral treatment and currently there is no specific treatment for ISP (Paradis, Friedman, & Hatch, 1994). 

Although many people report feeling very afraid and as if they are in great danger during episodes of ISP it is not physically harmful. Treatment of ISP is only necessary when it is severe such as in persons who experience it at least once a week for six months. Such a person should talk to their doctor about medication. People who do not need medication may be able to minimize their risk of experiencing episodes of ISP by getting enough sleep, reducing stress, exercising regularly (not too close to bed time) and keeping a regular sleep cycle (Kryger & Roth 1999). 

Researchers who have studied ISP admit that much work is yet to be done to uncover exactly what sleep paralysis is and what causes it. Scientists are still investigating this phenomenon in hopes of uncovering all underlying causes of the condition.

Method

Participants

One hundred and two students from different disciplines at University of the West Indies (UWI) volunteered to complete surveys created for this study. This sample was chosen because the Caribbean population is a greatly understudied one. Only one previous study on ISP was found that made some mention of subjects who were of Caribbean decent abiding in the US (Friedman & Paradis (2002). The mean age group was 26 – 35 years with eighty-one being females and nineteen being males. Two participants neglected to disclose their gender. Subjects were required to be enrolled at the university at the time of participation in the experiment. Students at UWI come from various islands in the Caribbean and so this population would have presented a good Caribbean sample in one location.

Procedure

Subjects were requested to complete one questionnaire. This took place in a classroom on the university’s St. Augustine (Trinidad) campus in one sitting. Professors at the university assisted with getting the surveys to various classes for completion. Participation was not mandatory. The subjects remained anonymous and those who participated were instructed to provide informed consent before doing so. 

The questionnaire used to collect data for this study was created by the researcher. It consisted of twenty-four questions, which assessed whether subjects had ever experienced ISP, the frequency of their ISP, possible mental, lifestyle and physiological factors they may be experiencing that might trigger their ISP episodes, and trauma history. Upon completion of the survey, participants who wanted results submitted email addresses and further discussed their ISP experiences. The data was later entered and analyzed using SPSS. There was no deception in this study. It was fully explained to subjects before completion of the surveys.

Measures

The demographic variables of the study were age (varied), gender (male/female not controlled for even representation) and ethnicity (Caribbean – racial variation, mostly black and east Indian). ISP frequency was measured by asking subjects how often they experience ISP, when they first experienced it and when their last experience was. ISP was determined primarily with the following question: “Sometimes when falling asleep or when waking from sleep, I experience a brief period during which I am unable to move, even though I am awake and conscious of my surroundings.” This was followed by the assessment of frequency by asking subjects to indicate how often the latter occurs. They were also asked: “Approximately how long ago did you last have an episode of sleep paralysis?” and “At approximately what age (in years) did you have your first experience of sleep paralysis?”

Childhood traumatic experience was measured using questions created by the researcher, which prompted subjects to indicate whether or not they experienced or witnessed a variety of traumas including abuse, death, or other stressful life events. Finally, the existence of psychiatric problems was assessed using a checklist with common problems including depression, narcolepsy, cataplexy and anxiety disorder. 
Results
Analysis

Descriptive statistics and item analysis reports were tabulated, and correlations were determined using SPSS to reveal the results of the hypotheses. Table 1 displays the major findings.

Pearson’s product moment correlation analyses were used to test the above hypotheses. The first hypothesis, which proposed that childhood trauma (recorded as ‘major childhood event’) would be positively correlated with ISP frequency was not supported. There was not a significant correlation between major childhood events in general and ISP, r (92) = .090, p = .392. However, specific childhood traumatic events did correlate significantly with ISP. 

Hypothesis II, which proposed that the experience and/or witnessing of emotional, sexual and/or physical abuse during childhood would be positively correlated with ISP frequency, was partially supported. The results revealed that there was a significant correlation between the witnessing of emotional abuse and ISP, r (91) = .276, p < .01. Persons who witnessed emotional abuse during their childhood reported more ISP. There was also a significant correlation between the experience of emotional abuse and ISP, r (91) = .308, p < .01. Persons who experienced emotional abuse during their childhood reported more ISP. 

The hypothesis of a positive correlation between the witnessing of physical abuse and ISP was partially supported, r (91) = .074, p= .486. However, this correlation was not significant. There was a significant correlation between experiencing physical abuse and ISP, r (91) = .233, p < .05. Persons who experienced physical abuse during childhood reported more ISP. 

There was no significant correlation between witnessing sexual abuse and ISP, r (91) = .036, p =.732. Persons who witnessed sexual abuse during childhood did not report more ISP. Also, no significant correlation was found between experiencing sexual abuse and ISP, r (91) = .173, p =.100. Persons who experienced sexual abuse during childhood did not report more ISP. 

Hypothesis III, which predicted that the experience of more types of trauma would be positively correlated with ISP frequency was supported. There was a significant correlation between number of types of trauma and ISP, r (51) = .334, p < .05. Persons who experienced more types of trauma during childhood reported more ISP

Finally, hypothesis IV, which explored the role of childhood support and hypothesized that more support would be positively correlated to lower ISP frequency was also supported. There was a significant negative correlation between childhood support and ISP, r (83) = -.386, p < .01. Particularly, there was a significant negative correlation between childhood emotional support in and ISP, r (78) = -.333, p < .01. Persons who received more support during childhood reported less ISP. 

Discussion
The findings of this study support that some childhood trauma could indeed influence the likelihood and frequency of adult ISP. It also provides support for the hypothesis that the number and types of trauma are particularly important factors in this relationship. Further, and perhaps most importantly, concurrent with research on childhood trauma and adult functioning, this study has found that childhood support can significantly lower the likelihood and frequency of ISP in individuals who have experienced childhood trauma/stressors. Though the above is true, some hindrance in this generalization exists.

Paradis, Friedman and Hatch (1997) reported more early life stressors among the African American demographic, a demographic researchers report, with the highest levels of ISP. Further, the previous review rendered reports on the impact that childhood trauma has on adult personality, and psychosocial and psychological functioning. This being the case, it is feasible that the same would apply to ISP, which is linked to anxiety, depression and other social, physiological and psychological malfunctions that are also connected with childhood trauma. The first hypothesis mentioned in this study was that childhood trauma would be positively correlated with ISP frequency. However, this was not supported. It is possible that given the wide scope of possible traumatic or stressful life events one can attest to, to generalize them all into one item limits the possibility of a positive correlation. Firstly, participants’ interpretations of stressful life events could vary. 

Many participants may have attested to events that they felt constituted a traumatic one whether it affected them or not. That is, many participants may have checked yes to experiencing stressful childhood events that may have been minor occurrences or stressors not profound or aversive enough to adversely influence adult functioning. In fact, participants were asked to describe their experience, and of those who opted to comply, many responses included the following: death of friends’ parents, parent having surgery, migration of a parent and death of a parent while the participant was 5 years of age or younger. The research does not link such events to adult dysfunctions.

This is further supported by the fact that my findings did not completely reject childhood traumatic events as a significant contributor to adult ISP. When the questions got more specific, in that participants were asked about their experiences with specific types of abuse, significant correlations were found. A positive correlation was expected here because as seen in the previous literature review the stressors most significantly linked to maladaptive behavior in both childhood and adult life are physical, emotional and sexual abuse. These have a direct link to depression, anxiety and other emotional and mental disorders that are also linked to ISP. 

Based on this, my second Hypothesis was that the experience and/or witnessing of emotional, sexual and/or physical abuse during childhood would be positively correlated with ISP frequency. These hypotheses were partially supported. The results were that while participants who had witnessed and/or experienced physical and emotional abuse had also reported more ISP experiences, the correlation for witnessing physical abuse was not significant and no relationship was found between witnessing or experiencing sexual abuse and ISP.

Based on most current literature physical and sexual abuse seem to be among the most influential of childhood traumas on adult functioning (Grella, Stein, & Greenwell, 2005; Allen & Lauterbach, 2007). While the experience of physical abuse was found to correlate positively with ISP witnessing it was not. This may be because the effects of witnessing physical abuse may be dependent on who the person being abused is. 

Some of the participants reported witnessing other relatives or friends being abused. This could mean that the frequency and number of witnessed abuse were low or that they did not live in the same home and so recurrence or fear for their own safety was reduced. This might protect their emotional and fearful states. In the future, the number of times abuse occurred or was observed should be accounted for. 

It is unclear why sexual abuse did not correlate with ISP. Grella, Stein and Greenwell (2005) conducted a study to determine whether childhood traumatic events directly resulted in adult criminal behavior and psychological distress and found that the most common associations were determined among childhood physical abuse, sexual abuse, family violence and early traumatic events. However, my study did not find sexual abuse to be significant in the adult onset of ISP. The following assumptions have been made to explain possible reasons for this. 

Sexual abuse is a more intimate abuse type and so it is possible that the participants in this study reported witnessing sexual abuse based on mere awareness that the abuse was taking place. Details were not given on most surveys. Another reason for this finding may be that the majority of participants who experienced sexual abuse also received more childhood support. This assumption was not directly tested, however. This was found to negatively correlate with ISP meaning that the more support one received the lesser the likelihood of ISP events. 

Finally, the severity, number of events, number of perpetrators and the inclusion of physical injury influence the effect that the experience of sexual abuse has on a child (Gully, Hansen, Britton, Langley, & McBride, 2000). These researchers found that emotional distress increased with the severity and/or combination of these aspects of abuse. This was not tested in this research.

The results also revealed that the experience of more types of trauma was found to positively correlate with ISP frequency. That is, a child who experiences two or more types of traumatic events would in turn be more likely to experience more severe or recurrent ISP than a child who experienced only one type. This is concurrent with Allen and Lauterbach’s (2007) findings that subjects who were experiencing more than one type of trauma (eg. Physical and sexual abuse) at the same time developed more severe psychological symptoms. The more aversive the trauma, the more severe the outcome will be, therefore if one experiences more trauma the inability to cope with both – or more – may result in more aversive psychological outcomes including greater ISP frequency.

Finally, the role of support was explored with the hypothesis that more support would be negatively correlated with lower ISP frequency and a lower likelihood of experiencing ISP as a result of the trauma imposed. In previous research, support has been discussed as a substantial and highly beneficial buffer between trauma and maladaptive development. My findings include that not only did participants who received support in general report less ISP but those who reported childhood support in particular also reported significantly less ISP. This finding accentuates the benefit of early intervention with children who have been exposed to traumatic events. Apart from influences on other adult dysfunctions, ISP experiences can also be averted with childhood support.
One of this study’s limitations was the survey used to conduct it. It was created by the researcher to serve the study and so, it was not a standardized scale. Questions regarding its validity may exist. Also, there is potential for some of the single item questions to be misinterpreted. The questions referring to the experience of mental and emotional disorders may have been self diagnosed or not stated due to lack of knowledge of what the disorders were. Another limitation is the reliance on participants’ retrospective recall of childhood events. Some participants may not recall events accurately and other events may have been forgotten. Finally, the sample that was tested was not a random sample. It was a sample of convenience and so there may be a lack of a complete demographic representation of the entire university population.

Despite the above limitations, this study uniquely contributes to the existing literature on ISP in a number of ways. It is one of very few to focus on a Caribbean population which is a largely understudies group in the research on ISP. It also uniquely examines the role of childhood traumatic experiences, which has not been previously examined as a potential contributor to ISP. It thereby adds to the body of literature already existing on possible contributing factors to ISP. 

In general, the body of research on ISP is relatively small despite the commonness of the phenomenon. Much is still unknown about the disorder – cause, prevention etc. – though it has been studied since the eighteen hundreds. Most importantly, I hope that these findings will serve to make clinicians treating and assessing ISP aware of the possibilities of childhood influences and encourage further research on the topic. Future research should focus more on the types, and frequencies of abuse as well as the relationships people had with people they witnessed being abused to get a better scope on how and why childhood abuse correlates positively with ISP. 
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TABLE 1 

Pearson correlation: Results of the study showing the strength of the correlations between ISP frequency and the variables tested.
	
	     Sexual   

     Abuse
	            Physical              

            Abuse
	Witness Physical Abuse as a Child
	 Number of different types of abuse 
	Major Childhood Event
	Childhood Emotional Abuse
	Childhood Sexual Abuse
	Childhood Physical Abuse
	Witness Emotional Abuse as a Child
	Witness Sexual Abuse as a Child

	           ISP 

   FREQUENCY
	.0            .173
	.233
	.074
	.334*
	.090
	.308**
	.173
	.233*
	.276**
	               .036


	
	Parent Abused
	Sibling Abused
	Other Relative Abused
	Friend Abused
	Professional Assistance Received
	Received Support as a Child
	Received Emotional Support as a Child
	Recall Negative Childhood Events

	ISP FREQUENCY
	.115
	.023
	.063
	.009
	.023
	-.386**
	-.333**
	.104


*. Correlation is significant at the 0.05 level (2-tailed).

**. Correlation is significant at the 0.01 level (2-tailed).

