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INTRODUCTION

The use of Focused-Attention Meditation
Combined with Muscle Relaxation (MR Therapy)
in the treatment of Recurrent Isolated Sleep
Paralysis (RISP) - two case reports

Paulina Wrébel-Knybel, Leszek Wotkowski, Hanna Karakuta-Juchnowicz

Abstract:

Recurrent isolated sleep paralysis (RISP) belongs to the parasomnias of the REM sleep. Currently, there are
few treatment options for this disorder. Pharmacotherapy is reserved only for the most severe cases of RISP.
The first-line treatment is cognitive-behavioural therapy, the availability of which is limited. A new treatment
option is meditation-relaxation therapy (MR therapy), the effectiveness of which is supported by preliminary
studies.

Method: This article describes two case reports of the use of a new treatment technique for RISP, MR ther-
apy, over an 8-week period.

Results: In patient 1, there was a significant improvement in the form of a reduction in the number and severi-
ty of episodes of sleep paralysis, as well as worry and stress related to RISP. In patient 2, who was simultane-
ously diagnosed with an emotionally unstable personality and an eating disorder, there was no improvement
in RISP, though a significant decrease in the severity of depressive symptoms, post-traumatic stress disorder
and normalisation of cortisol levels were observed.

Conclusions: MR therapy appears to be a promising form of treatment. Both patients benefited from its use,
although the effect may be limited if other psychiatric disorders coexist.

sleep paralysis; sleep disorder; MR therapy; anxiety

from sleep [1]. It consists of an inability to move
caused by skeletal muscle atonia, characteristic

Sleep paralysis (SP) is a type of dissociative state
that occurs during falling asleep or awakening
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of the REM sleep stage but with the conscious-
ness of the person experiencing it preserved.
The oculomotor muscles and diaphragm retain
their functions [2]. The experience is usually ac-
companied by anxiety, often fear of death [3].
Other symptoms of the condition include psy-
chosomatic symptoms such as a feeling of pal-
pitations, pressure on the chest, choking, sweat-
ing and hypnopompic and hypnagogic halluci-
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nations [4,5]. Due to the specificity of the hallu-
cinations occurring in SP, the following types are
distinguished: “intruder” — associated with in-
creased fear and the sensation of a hostile pres-
ence near the sleeper; the “incubus” type involv-
ing tactile hallucinations such as pressure on the
chest, difficulty breathing and pain [6]; the ‘unu-
sual bodily experience’ type, i.e. feelings of float-
ing/flying, out of body experiences (OBEs) [6].

Recurrent isolated sleep paralysis (RISP) is
classified as a sleep disorder belonging to the
parasomnia of REM sleep and its presence is of-
ten associated with a significant reduction in
quality of life and anxiety about going to bed
[1]. It is estimated that 7.9 per cent of the world’s
general population, 28.3 per cent of students and
31.9 per cent of psychiatric patients have experi-
enced at least one episode of SP in their lifetime.
In Poland, in a sample of 2600 students sur-
veyed, 33 % experienced one or more episodes
of SP in their lifetime [7]. To date, the prevalence
of SP in the general population of Poland has not
been estimated, but there is data on the preva-
lence of this sleep phenomenon among repre-
sentatives of professional groups exposed to in-
tense stress: firefighters — 8.7%, nurses and mid-
wives — 27.91%, police officers — 15.52%, teach-
ers —26.17% [8,9].

Research suggests that a higher prevalence of
SP may be associated with anxiety disorders, in-
cluding post-traumatic stress disorder (PTSD)
[10]. SP is also one of the symptoms of narco-
lepsy [10].

Factors that may increase the risk of this sleep
disorder include poor sleep hygiene, shift work,
the presence of psychiatric disorders especial-
ly anxiety disorders, post-traumatic stress dis-
order, other sleep disorders (insufficient sleep
syndrome, idiopathic hypersomnia, narcolep-
sy), certain stimulants (caffeine, nicotine), use
of orexin antagonists (suvorexant, lemborex-
ant, and daridorexant), somatic disorders (Wil-
son’s Disease, hypertension, obstructive sleep
apnoea), stress [9,11,12].

Among the available treatments for recurrent
isolated sleep paralysis are CBT methods, but
their effectiveness has not yet been document-
ed [13]. In particularly severe cases, pharmaco-
therapy with drugs from the group of selective
serotonin reuptake inhibitors (SSRIs) and tricy-
clic antidepressants (TCAs) may have a benefi-

cial therapeutic effect [13-16]. As in the case of
other sleep disorders, it is important to treat co-
morbidities and improve sleep hygiene, includ-
ing elements specifically dedicated to SP (e.g.
the avoidance of sleep in a supine position) [17].

Meditation-Relaxation Therapy for Sleep Paralysis
(Focused-Attention Meditation Combined
with Muscle Relaxation; MR Therapy)

The creator of meditation-relaxation therapy
(MR therapy) is Dr Baland Jalal of the Depart-
ment of Psychology at Harvard University, who
is recognised as a leading expert on sleep pa-
ralysis [18]. The researcher, assumes that epi-
sodes of sleep paralysis, like panic attacks, arise
through a vicious cycle mechanism and has pro-
posed the ‘Panic-Hallucination (PH) Model of
Sleep Paralysis’, the assumptions of which were
the basis for the development of MR therapy.
According to his theory, SP symptoms such as
laboured breathing, a feeling of thrashing or
pressure on the chest are associated with accel-
erated and shallow breathing caused by the de-
crease in oxygen concentration and hypercap-
nia characteristic of the REM sleep stage. These
sensations are exacerbated when the patient at-
tempts to deepen breathing [6,18,19]. In addi-
tion, the sensations of throttling and pressure on
the chest, combined with the feeling of body pa-
ralysis, heightened anxiety can be further rein-
forced by catastrophic interpretations of the ex-
perience (e.g. “the belief that I am dying”). Such
an interpretation can activate the amygdala and
the “fight or flight” response and induce a panic
attack-like reaction. When the person experienc-
ing the episode tries to “fight” it, e.g. when try-
ing to move in order to overcome the paralysis,
the somatic symptoms (i.e. palpitations, a feel-
ing of thrashing and pressure on the chest) and
anxiety increase, as is the case in classic panic at-
tacks [6,18,20]. Anticipatory anxiety is also char-
acteristic of SP attacks, which is part of a pos-
itive feedback loop that worsens attacks and
leads to more frequent awakenings during the
night, predisposing to SP by making sleep shal-
low and REM sleep increased [18].

Meditation and Relaxation Therapy is based
on the “Panic-Hallucination (PH) Model of Sleep
Paralysis” and its aim is to act on its individu-
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al links to reduce the severity of symptoms [18].
It consists of four steps that the patient, after re-
ceiving psychoeducation on sleep paralysis ep-
isodes and sleep hygiene, and training in how
to perform the therapy, applies alone during SP
episodes and twice a week outside of episodes
as part of exercise [18].

Step No. I - reassess the significance of the at-
tack: the patient should reassess the significance
of the SP episode by telling themselves that the
experience is common, mild and temporary and
that the hallucinations are a typical by-product
of the REM sleep phase i.e. dreaming. The eyes
should remain closed throughout the SP epi-
sode, it is important to remain calm and to avoid
moving [18].

Step No. II - psychological and emotional dis-
tance: the patient should tell himself that since
the experience is common, mild and tempo-
rary, there is no reason to fear or worry. Fear
and worry (catastrophic interpretations of the
attack) will only make the episode worse and
probably prolong it, and are unnecessary emo-
tions [18].

Step No. III: inward focusing meditation: the
patient should focus his or her attention in-
ward on an emotionally significant positive im-
age (e.g. a memory of a loved one or event). He
should keep his full attention on this imagery
and engage it emotionally (i.e. reflect on all its
positive aspects). Psychophysical symptoms and
hallucinations should be ignored. If the patient
becomes distracted, he or she should direct at-
tention back to the positive imagery [18].

Step No. IV: Muscle relaxation: when engaging
in inward-focused meditation, the patient should
relax his muscles and avoid tensing them and
controlling his breathing or trying to move. He
or she should adopt a non-judgmental attitude
of acceptance towards physical symptoms [18].

It is advisable to train the method regularly,
even in the absence of SP, as good practice of the
method allows for better results [18].

To date, the therapy has been applied in a pi-
lot study in which the study group consisted of
patients with narcolepsy, and one article has ap-
peared describing the effects of the therapy in
two patients suffering from recurrent sleep pa-
ralysis. The conclusions drawn from the expe-
riences described in these papers seem promis-
ing [18,21].

In the aforementioned pilot study in a group of
6 patients with narcolepsy, after 6 weeks of MR
therapy, there was a 50% decrease in the num-
ber of days in which sleep paralysis occurred
and a 54% reduction in the total number of epi-
sodes of sleep paralysis during the last month of
treatment [21]. Improvements were not observed
in the control group using the deep breathing
method [21]. Although this study was prelim-
inary, exploratory and involved a small group
of participants, its results are very encouraging
and bring hope for effective treatment of the dis-
order not only in narcolepsy patients but also in
patients experiencing isolated sleep paralysis.

The cases described also reported a beneficial
effect of meditation and relaxation therapy on
SP. In the first of the described cases, in which
sleep paralysis was associated with the presence
of frightening hallucinations and increased med-
ication associated with the episodes, the use of
MR therapy resulted in the cessation of anxie-
ty and significant re-education or complete ces-
sation of the hallucinations. The second case in-
volved a patient who was experiencing recur-
rent SP associated with anxiety symptoms and
symptoms of post-traumatic stress disorder, the
application of MR therapy, led to a reduction in
the frequency of SP, alleviation of accompany-
ing hallucinations and a reduction in the severi-
ty of anxiety and PTSD symptoms [18].

This article aims to present two case reports
of the effects of a new RISP treatment technique
Focused-Attention Meditation Combined with
Muscle Relaxation (MR therapy) for 8 weeks.

Instructions for meditation-relaxation therapy
(MR therapy) for the patient:

“Apply the meditation-relaxation technique (MR
therapy) during all episodes of sleep paralysis
(SP) over the next 8 weeks. The MR technique
should be applied as follows:

At the beginning of the SP you should close
your eyes and refrain from moving. Through-
out the SP episode you should keep your eyes
closed, remain calm, do not move and avoid
panicking, even if you are frightened.

Step 1: reinterpret/assess the meaning of the
attack: Initially, you should re-interpret the
meaning of the SP episode, reminding your-
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self that the experience is common throughout
the world, mild (i.e. harmless) and temporary
[i.e., paralysis usually occurs during rapid eye
movement (REM) sleep due to some well-known
brain mechanisms] and that hallucinations are
a typical side effect of sleep (i.e., a remnant of
sleep, “it’s like you're dreaming with your eyes
open”), it is not dangerous in any way.

Step II: psychological and emotional distance:
next, you should tell yourself that since the ex-
perience is frequent, mild (that is, harmless)
and temporary, there is no reason to be afraid
or worried. In fact, fear and worry (catastroph-
ic in their consequences) will only make the ep-
isode worse and probably prolong it and are
completely unnecessary emotions.

Step III: inward focusing meditation: you fo-
cus all your attention inwards on an emotion-
ally clear and meaningful positive object (e.g.
you think intensely about certain ‘happy imag-
es’, e.g. a loved one, and try to visualise these
thoughts as much as possible). You should fo-
cus all your attention on this inner object and
engage it emotionally (i.e. intensely consider all
its positive aspects). Corporeal symptoms, sen-
sations and external stimuli (i.e. hallucinations)
should be ignored at all times, and when you are
distracted, immediately focus all your attention
back on the inner object (i.e. positive thoughts
and mental images).

Step IV: muscle relaxation: when implement-
ing inward-focused meditation (i.e. Step III),
you should relax your muscles and avoid flex-
ing them; also avoid controlling your breathing,
do not under any circumstances try to move [at-
tempting to move or breathe heavily can cause
pain, cramps in your limbs and a feeling of pres-
sure on your chest, so this should be avoided].
You should adopt a non-judgmental attitude of
acceptance towards all physical sensations; that
is, you should realise that physical sensations
are due to normal physiological mechanisms as-
sociated with REM sleep and are not dangerous
in any way.”

Trial protocol (twice a week).

MR techniques should be practised during nor-
mal wakefulness twice a week for 15 minutes.
You should lie on your back (i.e. in a supine po-
sition) and go through each of the steps above,

while visualizing that you are actually going
through a SP episode (i.e. that you are currently
paralysed, unable to move or speak).

Author’s consent to use Focused-Attention
Meditation Combined with Muscle Relaxation;
MR therapy.

The doctor instructing the patients on medi-
tation-relaxation (MR) therapy was previously
trained to do so by the author of the method, Dr
Baland Jalal, and was given permission to use it.
The therapy protocol, patient manual and sleep
paralysis diary are tools designed by Dr Baland
Jalal and were made available for the study. The
materials were translated into Polish by two in-
dependent certified translators.

Approval for the use of MR therapy in pa-
tients was obtained from the Bioethics Commit-
tee at the Medical University of Lublin No. KE-
0254/256/2019.

Case No. 1

Patient 31 years old, economically active, works
as a psychiatrist and researcher, employed in
shifts. She spends about 2 to 4 hours per week on
physical exercise (BMI — 22.0). She is not chron-
ically treated for anything and does not use any
medication. The patient’s mother and grand-
mother had a family history of recurrent isolated
sleep paralysis. She is not burdened by any addic-
tion. She drinks one coffee per day. On average,
she sleeps about 7 hours per day and does not
nap during the day. She follows the rules of prop-
er sleep hygiene, except on days when she is on
night shifts (night duty at the hospital). She has
suffered from sleep paralysis since the age of 12,
and experiences an average of about 2 sleep pa-
ralyses per week. She has experienced 8 episodes
of sleep paralysis in the last month before starting
therapy, in the last year she estimates there have
been about 75 episodes, and in her lifetime about
700. She estimates the average duration of a SP
episode to be about 10 minutes. Her sleep paral-
yses occur more frequently and are more severe
during stressful periods, situations of high fa-
tigue and when she has to work at night (Table 1).
The episodes are associated in her with increased
stress and also fear of death. The episodes occur
when she awakens from sleep, and she experi-
ences hypnopompic hallucinations during them.
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The patient describes the course of her typical
sleep paralysis as follows:

“Suddenly I realise I can’t move or
breathe. I look around the room and
feel that something is terribly wrong.
Sometimes I had the feeling that some-
one or something was standing next to
my bed or a sense of an ‘evil presence’,
even though I knew logically that no one
could be there. Or I would hear a crash
or a noise, which was also frightening.”
“I suddenly realise that 1'm unable to
move and can’t breathe. I look around
the room and feel that there is something
terribly wrong. Sometimes I had the im-
pression that someone or something was
standing beside my bed or the feeling
of some ‘evil presence’, although I log-
ically knew that no one could be there.
Or I heard a crack or noise that was
frightening as well”.

Characteristics of the patient’s SP episodes
and her knowledge and beliefs about this sleep
disorder are included in Table 1.

Case No. 2

Patient 23 years old, single, childless, secondary
education-actually after the first year of her third
course of study. Outpatient psychiatric treat-
ment for about 5 years. So far, hospitalized psy-
chiatrically three times.

First time patient hospitalized psychiatrically
from 11.02.2021-04.03.2021, with diagnosis F60.3
(Emotionally unstable personality disorder),
F50.3 (Atypical bulimia nervosa.), F10.2 (Mental
and behavioural disorders due to use of alcohol
(dependence syndrome)), second hospitalisation
in the period 17.05.2021-07.07.2021 with diagno-
ses F60.3 (Emotionally unstable personality dis-
order), F19.1 (Mental and behavioural disorders
due to multiple drug use and use of other psy-
choactive substances: harmful use), F50.3 (Atyp-
ical bulimia nervosa).

While undertaking MR therapy, she was hos-
pitalised in the Treatment Unit for Neurotic
and Personality Disorders. The reason for the
stay was deterioration of the mental state in the
form of labile mood, irritability, increasing in-

ternal tension, alternating periods of starvation
and compulsive overeating with provocation of
vomiting.

The patient is chronically ill with hypothyroid-
ism and hypertension, and takes levothyroxine,
lamotrigine (200mg/day), quetiapine (200 mg/
day), carbamazepine (600 mg/day), bisoprolol
(1.25 mg/day), vitamin D 2000 IM, Heparegen
on a regular basis.

The patient has been smoking cigarettes
for about 5 years, currently 20 cigarettes per
day. She consumes alcohol more than twice
a week, among the alcohols she reaches for
are beer, wine, vodka and whisky. She drinks
one coffee a day; she does not consume oth-
er beverages with caffeine. Does not partici-
pate in sports.

During the night she sleeps about 8 to 10
hours, during the day he takes naps that last ap-
prox. 3 hours. She negatively assesses the qual-
ity of her sleep. The patient has been experienc-
ing recurrent sleep paralyses for about 3-4 years.
Episodes of sleep paralysis occur several times
a month. Occasionally they occur daily, usual-
ly periods in her life when the patient has expe-
rienced particularly stressful situations. She re-
ported that the sleep paralyses “got used to”, but
they significantly impair her nightly rest and are
associated with increased stress.

She has experienced 18 episodes of sleep pa-
ralysis in the last month before starting thera-
py, in the last year she estimates there have been
about 80, and in her lifetime about 300. She es-
timates the average duration of a SP episode to
be about 2 minutes.

The patient describes her typical course of
sleep paralysis as follows:

“I am woken up by a sudden sound or
external stimulus such as an alarm clock,
but my body remains asleep, I am una-
ble to move anything, I have no control
over it. I often hear a screeching sound
and feel a huge tense in my cervical re-
gion. I also have the sensation of falling
into nothingness. A sense of immense
derealisation, heaviness, paralysis of the
body, freezing prevails. I often feel tin-
gling and numbness. It reminds me of
panic attacks. Palpitations also occur.”

She further reported that:
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“Often, in addition to the feeling of pa-
ralysis of the body, I hear the voices of
different people”.

Characteristics of the patient’s SP episodes
and her knowledge and beliefs about this sleep
disorder are included in Table 1.

During her stay in the unit, in addition to MR
therapy, she participated in individual therapy,

bel-Knybel et al.

group therapy and various forms of occupation-
al therapy.

The patient’s laboratory tests (morphology, bi-
ochemistry and immunochemistry) were with-
in normal limits, except for morning cortisol lev-
els, which were elevated prior to the start of MR
therapy (235 ng/ml; normal 62-194 ng/ml).

Table 1. Characteristics of sleep paralysis episodes based on information collected from female patients using the Sleep
Paralysis Experience and Phenomenology Questionnaire

Patient No. 1 Patient No. 2
Before MR-therapy | After 8 weeks of MR | Before MR-therapy After 8 weeks of MR
therapy therapy
Duration of episodes (min) 10 min 2 min 2 min Max. 2 min
Time of occurrence When waking up When waking up
Position incidence On the back Position does not matter
What triggers episodes Stress, irregular sleep, life changing shifts, | Usually occurs during Mostly the events
perhaps skipping meals. It occurs more periods of tension of the past day and
frequently when working at night. and strong emotions working on blocked
feelings, often anger.

causing this condition.
| am a psychiatrist and | think the
vulnerability-stress disorder model has some
merit ;) | have noticed that episodes are more

What is the cause of the I think it may be genetic — my mum had the | This is definitely influenced by the experiences
disorder? same thing. i think some chemical imbalance | of the day and the memories that live in me on
in the brain or some functional cause is an ongoing basis through therapy.

frequent during stressful periods.
SP psychosomatic
symptoms:
Pressure on the clp + + - .
Difficulty breathing + + + +
Pain or discomfort in the + + + n
lumbar region
Throttling sensation + + - -
Nausea or abdominal pain - - - .
Dizzinessl/feeling of - + + +
fainting
Sweating + - + +
Body trembling - - + +
Rapid heartbeat + + + +
Chills or hot flashes + - + +
Body numbness/tingling + + + +
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Sensation of body - - + +
spinning
Do you experience anxiety Rather yes Yes Yes
during episodes?
Fear of death sometimes sometimes Rather not Not
Why do you think you It's like existential anxiety — the nervous In the beginning, | The anxiety is mainly
experience anxiety during | system is completely in a state of fight/flight | experienced severe about the sheer
SP episodes? or dissociative fear that cannot be easily anxiety because | content appearing
verbalised or rationalised. didn’t know what was | in my head and the
happening to me inability to move and
the lack of control over
my body.
Why are you afraid of Shortness of breath, inability to breathe -
dying? deeply
Because of the pressure on my chest - | feel
like I'm suffocating.
Feelings of derealisation/ Depersonalisation Derealisation and depersonalisation
depersonalisation
Emotions other than fear Not Not Extreme anxiety, Anxiety, fear
confusion, dullness, due to lack of
helplessness sense of control,
powerlessness,
loneliness
Have you seen anything Yes, black figures | Yes, a shadowy dark | Yes, it was a rather Yes, they were often
like a shadow, shape or standing by my figure standing next | indeterminate shape, | the shadows of people
being approaching you? bed covering my to me very indistinct, who had influenced
mouth and nose with moving above me my life in some way,
a blanket so | can't or those | had dreamt
breathe. bookcases about. Sometimes,
that don’t belong even though my eyes
in my room. dark were open | would see
stains on the walls. absolute darkness.
shadows.
Did something sit on your Yes, it wanted to Not Not Yes-but not always.
chest strangle me. To kill Sometimes it just stood
me slowly and over me or appeared
painfully (although all as a shadow on the
the time | knew it was wall. | felt threat when
just a hallucination — [ felt the touch of it on
but the fear was very my body - sitting on
real) my chest, holding my
hands, my legs.
Have you felt the Yes, it seems to me Yes Yes, it was the Yes, but most of the
presence of a hostile that this presence presence of this time | felt a ball of
presence near your bed? | could have very bad above undefined thickened air moving
intentions — to hurt shadow, however, over me. It was as
me or kill me. | felt that something if | was looking at
was in the air something fuzzy but
invisible.
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Did you hear sounds such
as voices or footsteps
during the episodes?

Yes

Yes — creaking
sounds

Yes, it's usually
a screech, something

like the sound of

a squeaking kettle
or a sound like
someone running
their fingernails
across the glass

Yes, wheezing, as if
from a kettle, often
voices saying my
name and as if calling
me back. Sometimes |
could hear my rambling
thoughts that | just
happened to have in
my head.

Have you smelled unusual
odours?

Not

Several times in my |

ife the smell of burning

Have you experienced
momentary abandonment
of your body?

Yes

Yes

Yes, it has to do with
dissociation and
derealisation. Several
times I have seen my
body from the side as
if | had left it

Have you experienced
looking at your own body

Yes

Yes

[ could see from the
side myself lying on

from the outside? the bed, and | was
standing next to it.
What did you do to Sleeping medication, | | try to avoid sleeping | | have been referred | used MR-therapy,

prevent episodes ? yoga on my back, and to a sleep disorder | breathing and calming
now practice MR- | counselling service, exercises 3-4 times
therapy but according to a week. It was also
my psychiatrist it is helpful to complete
caused by tension. this questionnaire, as
it enabled me to make
a more conscious
connection between
SP episodes and their
possible triggering.
Have you previously Not Yes, MR therapy Not Yes, MR therapy
contacted your doctor?
To the best of your My mother said that we may have a certain Not Not

knowledge, has anyone in
your community or family
talked about this kind of
experience?

genetic susceptibility and will have to live with
SP episodes
are common in our family — and sooner or
later they will go away

Have you ever heard
of the name of this
experience?

,nachtmahr” or ,nachtalb” is the German
word for the type of demon believed to have
caused the disease in ancient times.

Sleep paralysis

From whom or where
have you heard this name
before?

From grandma

When | experienced several episodes of sleep
paralysis | started to take an interest and read
various articles related to it.
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Procedure for application and course
of Meditation-Relaxation therapy

Both patients received psychoeducation on sleep
hygiene and a detailed one on sleep paralysis.
Each step of the meditation and relaxation ther-
apy was discussed in detail, after which each pa-
tient practised the application of the entire ther-
apy in the presence of the training doctor.

Meditation-relaxation therapy (MR therapy)
instructions were given to the patients. In addi-
tion to episodes, the method was recommend-
ed to be used twice a week for 15 minutes to im-
prove the effectiveness of the intervention.

Patients were asked to complete six question-
naires prior to and at the end of therapy:

1) Sleep Paralysis Experience and Phenome-
nology Questionnaire (assessing the severi-
ty and course of sleep paralysis)

2) Beck Depression Inventory-2 (BDI-2) to as-
sess severity of depressive symptoms

3) PTSD checklist for DSM-5 (PCL-5)

4) The Propensity to Worry Questionnaire
(PSWQ)

5) State-Trait Anxiety Inventory (STAI)

6) Perceived Stress Scale (PSS-10)

They were also given a sleep paralysis diary in
which they assessed daily (Table 2):

1. Number of sleep paralyses

2. Duration of sleep paralysis

3. Level of anxiety, fear and worry associat-
ed with episodes of sleep paralysis — they
marked the severity of these symptoms on
a 10-point Likert scale.

Summary of the effects of MR therapy

Patient No. 1

The patient noted both a reduction in the num-
ber and severity of sleep paralyses.

Based on the sleep paralysis diary, a reduction
in the frequency of SP was reported: in the first
month of therapy 5 SP episodes, in the second
2 episodes (in the month before therapy the pa-
tient reported 8 SP episodes) (Table 2). The du-
ration of SP episodes decreased from 10 minutes
from before therapy to 2 minutes during thera-

py (Table 2. In addition, the severity of symp-
toms on the trait anxiety rating scale (STAI-X2)
and the severity of perceived stress (PSS-10) de-
creased. Anxiety and worry associated with SP
episodes decreased slightly (table 3).

She is satisfied with the results of the therapy
and intends to continue it.

Patient No. 2

There was no reduction in the number or sever-
ity of SP episodes in the patient. The levels of
anxiety, stress and worry associated with the ep-
isodes also did not decrease (Table 3). There was
a reduction in the severity of depressive symp-
toms on the BDI-2 questionnaire and post-trau-
matic stress symptoms on the PCL-5 scale (ta-
ble 3). The morning cortisol level of 235 ng/ml,
which was elevated before the start of thera-
py, decreased to 202.1 ng/ml after the first two
weeks of therapy and was 179.4 ng/ml at the end
of therapy (norm: 62-194 ng/ml).

How the patient assesses the effects of the
therapy:

“ what has changed is that most of
the paralysis is about falling into the
void. There is less anxiety in me dur-
ing sleep paralyses. However, I still
hear voices very clearly, but this time
of people who have actually had an
impact on my life. I feel their over-
whelming presence.”

For most of her stay in the ward, she reported
psychomotor anxiety and frequent panic attacks.
During one anxiety attack, she sustained an
injury resulting in a multifracture fracture of
her mandible — treated conservatively with good
results. She had frequent episodes of overeating
and provoking vomiting, periods of starvation
and constipation. Her BMI decreased from 22.8
to 20.5.

Gradually, under the influence of therapeutic
measures, the patient’s psychological state part-
ly improved in the form of mood stabilisation,
psychomotor drive levelling out, the number
and intensity of panic attacks decreased, peri-
ods of alternate overeating, starvation and vom-
iting were less frequent, and body weight sta-
bilised.
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Table 2. Number and duration of episodes of sleep paralysis and severity of psychological symptoms assessed using a Likert
scale over consecutive weeks of MR therapy in patient 1 and patient 2.

Therapy week
1 2 3 4 5 6 7 8
Patient No. 1 1 1 1 2 1 0 1 0
Number of SP episodes per week Patient No. 2 5 4 7 3 5 0 1 5
PatientNo.1 | 300 | 180 | 180 | 120 | 420 | 0 | 120 | ©
Average duration of SP episodes (s) PatientNo.2 | 72 | 60 | 60 | 60 | 8 | O | 60 | 60
Patient No. 1 7 7 5 7 7 0 6 0
Average Severity Stress (1-10) Patient No. 2 7 | 871 10 | 785|814 | 9 | 743|714
of psychological PatentNo.1 | 8 | 7 | 7 | 8 | 7 | 0 | 7 | 0
symptoms associated )
with SP episodes Anxiety (1-10) | PatientNo.2 | 6.29 | 7.85 | 9.71 | 7.42 | 7.85 | 8.86 | 7.43 | 7.43
Patient No. 1 8 6 5 7.5 6 0 5 0
Worrying (1-10) |  PatientNo.2 | 7.71 | 757 | 985 | 7 | 7.85 | 843 | 7.51 | 7.29
s — seconds

Table 3. Severity of psychological symptoms measured by psychological questionnaires before and after MR therapy

Number of points in diagnostic questionnaires

BD-2 PCL-5 PSWQ | STAI-X1 | STAI-X2 | PSS-10
Before starting MR therapy Patient No. 1 3 10 29 27 28 10
Patient No. 2 59 72 64 66 59 31
After 8 weeks of treatment Patient No. 1 4 10 33 27 24 51
Patient No. 2 50} 70 64 66 59 34

severity

BD-2 - Beck Depression Scale 2; PCL-5 - PTSD Checklist for DSM-V; PSWQ - Prone to Worry Assessment Questionnaire,
STAI X1 and X2 - State and Trait Anxiety Inventory (STAI); PSS-10 - Perceived Stress Scale, | decrease in symptom

DISCUSSION

In this article, we present two case reports
on the use of meditation-relaxation therapy as
a treatment for sleep paralysis. In the first case,
we observed beneficial therapeutic effects in the
form of a reduction in the number and duration
of sleep paralysis episodes. In addition, the se-
verity of symptoms on the trait anxiety rating
scale and perceived stress decreased. Anxie-
ty and worry associated with SP episodes were
also reduced. The patient was satisfied with
the effects of the method and intended to con-
tinue it. The therapy was time-limited, lasting
only 8 weeks; we presume that a longer duration
would be associated with greater improvement.

In contrast, the results are different in the sec-
ond patient, where we observed no therapeu-
tic response in terms of relief of sleep paraly-

sis. We see the reasons for this in the patient’s
high comorbidity — eating disorders and border-
line personality disorder. Patients with emotion-
ally unstable personalities are characterised by
increased activity of the sympathetic nervous
system with decreased parasympathetic activi-
ty, and disorders of the hypothalamic-pituitary-
adrenal axis in the form of increased cortisol lev-
els and a stronger reaction to stress, which we
suspect may have impeded the patient’s medi-
tative and relaxation states, which are elements
of the therapy, and thus disrupted its course
[20-22]. In addition, during the course of MR
therapy, the patient simultaneously participat-
ed in individual and group therapy within the
24-hour Neurosis and Eating Disorders Treat-
ment Unit, which involved a very intense ther-
apeutic process and effort on the part of the pa-
tient, strong emotions and a periodic deteriora-
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tion of her mental state. We believe that this fact
may have affected the effects of the meditation-
relaxation therapy. It could be beneficial to pro-
long the patient’s therapy in the ward or to re-
peat it once her mental state has stabilised and
she has completed her treatment in the 24-hour
therapeutic ward. It is also possible that the use
of meditation-relaxation therapy is associated
with better therapeutic effects in those patients
in whom SP is an isolated disorder. Particular-
ly disorders in an unstable phase, which disor-
ganise the patient’s life, should be treated first
and meditation-relaxation therapy as an adjunc-
tive treatment, or should be postponed until par-
tial stabilisation of the mental state. On the other
hand, in our patient, after undertaking MR ther-
apy, we observed a decrease in morning corti-
sol levels, which were elevated before therapy,
and eventually normalised. Which may indicate
a benefit of the therapy, by reducing the stress
levels associated with the episodes, despite still
no subjective improvement on the part of the
patient. It is worth noting that in a case report
in the literature of a patient suffering from re-
current SP and additionally experiencing anxi-
ety symptoms and symptoms of post-traumat-
ic stress disorder, the use of MR therapy was as-
sociated with a beneficial effect [18], so not eve-
ry psychiatric disorder coexisting with recurrent
sleep paralysis may interfere with the use of MR
therapy. Post-traumatic stress disorder and anxi-
ety disorders are the most common health prob-
lems co-occurring with SP, so this case report
carries the hope of effective therapy for patients
in these groups. It is noteworthy that in both the
cases we described and other work on the ef-
fects of MR therapy, no side effects were report-
ed [18,21].

Another factor that may have affected the ef-
fects of MR therapy was patient 2’s lack of ad-
herence to proper sleep hygiene (prolonged bed-
time, daytime naps-which may have contributed
to shallower sleep) [25]. Patient 1 followed the
principles of proper sleep hygiene, disregarding
the intermittent disruption of diurnal rhythms in
the form of night duty.

Few treatments for sleep paralysis (SP) are cur-
rently available, either pharmacological or psy-
chotherapeutic, and their effectiveness is not ful-
ly proven. Cognitive-behavioural therapy (CBT)
techniques are used worldwide, among them an

approach called Culturally Adapted CBT (CA-
CBT), which focuses on psychoeducation and
modifying catastrophic beliefs about SP epi-
sodes [26,27]. Another approach is Cognitive
behavioural therapy of sleep paralysis (CBT-
ISP), which emphasises interactions beyond SP
episodes through psychoeducation, sleep dia-
ry skills training, reduction of daytime tension
and stress through the use of relaxation meth-
ods, and cognitive reinterpretation and reassess-
ment of SP episodes. In the area of coping dur-
ing SP episodes, the method protocol is limited
to guidance on interrupting the attack through
the diaphragmatic breathing method, and at-
tempting to move, e.g. with a toe [13,28,29]. MR
therapy is also based on standard CBT theory
and the paroxysmal anxiety model, but contains
some distinctive differences. Firstly, it discour-
ages movement during SP episodes because, due
to the deafferentation phenomenon occurring
during the REM stage, sensory feedback from
the body is lacking, which can lead to pain and
limb spasm:s. It also does not include elements
such as controlling breathing (e.g. using deep
breathing techniques), because during the REM
stage it is natural to shallow breathing and at-
tempts to deepen breathing may be associated
with a feeling of suffocation, pressure or chest
pain; and focusing on somatic symptoms, be-
cause this in turn may exacerbate anxiety as in
panic attacks [18,30].

In addition, the author of the therapy himself,
Dr Baland Jalal, points to the many advantag-
es of the therapy that distinguish it from other
available treatments [18]. Each of the steps of the
therapy, is based on scientific research and is as-
sociated with potential therapeutic benefits for
the patient. The first and second steps of thera-
py, i.e. reassessing the meaning of the episode
and cognitive distancing, are among the strate-
gies for emotion regulation and, as research in-
dicates, make it possible to calm the over-activa-
tion of the amygdala and thus reduce the level of
anxiety associated with SP episodes [18,31]. The
next step, i.e. inward-focused meditation, may
prevent the preoccupation with the attack, facil-
itate entry into a relaxed-meditative state, which
physiologically may lead to parasympathetic
dominance and thus facilitate falling asleep. In-
ward-focused meditation has been shown to be
associated with particularly beneficial effects on
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sleep and lower levels of anxiety, positive affect
and higher levels of alpha brain wave activity
[32]. The last step of the therapy, i.e. muscle re-
laxation, allows a reduction in somatic symp-
toms during SP and also prevents OBE (out of
body experience) hallucinations, which occur
due to body image disturbances associated with
a lack of limbic feedback [18,20].

We believe that one of the main advantages of
MR therapy is that it can provide a complete and
systematic step-by-step method of dealing with
SP directly during an attack [18]. The patient can
apply the technique himself at home and does
not need to undertake systematic behavioural-
cognitive therapy, the availability of which is
very limited and its cost often very high. Scien-
tific reports to date on the effects of this method
are very promising and bring hope for patients
and therapists. A prospective study to identify
good response factors to MR therapy would be
warranted.
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