
Paranoia in African-American
Men Receiving Inpatient
Psychiatric Treatment

Arthur L. Whaley, PhD, DrPH

The present study tested a continuum model of paranoid symptom expression in a sample of African-American
men receiving inpatient treatment in a state psychiatric hospital. The continuum measure comprised the scales of
Distrust (DST), Perceived Hostility of Others (PHO), and False Beliefs and Perceptions (FBP) from the Psychiatric
Epidemiology Research Interview (PERI), reflecting mild to severe paranoia, in the order listed. They were
interviewer administered with other self-report symptom measures, within three weeks of hospital admission, by
ethnically matched interviewers. A multivariate model with repeated measures for the continuum of paranoia
revealed that scores on the PERI paranoia scales correlated similarly with scores on the Fenigstein measure of
interpersonal paranoia, but correlated differentially with the Politic/Law subscale of the Cultural Mistrust Inven-
tory, a measure of cultural paranoia. Diagnosis and treatment of African-American men for mental health problems
in correctional and inpatient settings should be sensitive to the distinction between clinical and cultural aspects of
their experiences.
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Epidemiological data on ethnic racial differences in
inpatient psychiatric treatment consistently show,
regardless of type of hospital, that African Americans
are overrepresented among those with diagnoses of
schizophrenia and underrepresented among those
with diagnoses of affective disorder.1 The prevalence
of diagnoses of paranoid schizophrenia is particularly
striking among African-American inpatients. Preva-
lence studies of inpatient samples revealed that para-
noid schizophrenia is the most frequent diagnosis
given to African Americans.2–4

The disproportionately high rates of schizophre-
nia, particularly paranoid schizophrenia, diagnosed
in African Americans, have also been found in prison
inmate populations.5 Moreover, Toch et al.5 argued
that the high rate of diagnosis of paranoid schizo-
phrenia among black prisoners, coupled with the fact
that African Americans had a substantially greater
number of infractions regardless of mental health

status, may reflect interactions between cultural fac-
tors and pathology to predispose them to aggressive
behavior. The cultural factor that they identified was
distrust of authority, including those represented in
the criminal justice system, because of African Amer-
icans’ experience historically in this country. These
researchers adopted the concept of “cultural para-
noia” proposed by Grier and Cobbs,6 and its exten-
sion of “confluent paranoia” introduced by Ridley,7

to support their interpretation.
However, research indicates that attributions of

violence or aggression to black individuals seeking
mental health services often represent biases associ-
ated with racial stereotypes, especially those about
African-American males.8,9 The white American
public tends to ascribe racial stereotypes of black vi-
olence more to males than to females.10 The stereo-
type that African-American males are more prone to
violence contributes to the diagnosis of paranoid
schizophrenia by culturally biased clinicians.8 Rosen-
field9 found that “nonwhite” males are more likely to
be brought in by police and subsequently hospital-
ized involuntarily, despite the fact that they do not
differ in their level of violence from their white coun-
terparts. The pervasiveness of the racial stereotype of
black violence in American culture can account for
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the consistency of the perceptions across institutional
settings, including psychiatric hospitals and correc-
tional facilities.11

The tautology of the explanation that violence
among prison inmates or psychiatric inpatients can
be attributed to the interaction between cultural and
clinical dimensions of paranoid symptomatology be-
comes apparent when one considers the fact that ra-
cial stereotypes about black violence may contribute
to the initial diagnosis of paranoid schizophrenia.
Moreover, Lawson et al.12 found that independent
ratings of violence in black inpatients on an acute
psychiatric unit were significantly lower than in their
white counterparts, and the findings could not be
attributed to differences in serum neuroleptic level,
severity of psychiatric symptoms, or admission sta-
tus. Lindsey et al.13 studied 12 treatment units in
Chicago with trained observers using objective mea-
sures in a sample of 227 acute psychiatric inpatient
admissions and found no statistically significant dif-
ference between black and white involuntary admis-
sions in terms of dangerousness.13 Thus, objective
assessments of black psychiatric inpatients subse-
quent to hospital admission do not indicate higher
levels of violence.

Although the speculation of Toch et al.5 about the
role of paranoia in violent behavior among African-
American prison inmates is dubious, the aspect of
their argument suggesting interplay between culture
and pathologic causes in paranoid symptom expres-
sion has some merit. The racial stereotyping of Afri-
can-American males has now been publicly acknowl-
edged in the media by different criminal justice and
other governmental agencies. These racist experi-
ences or cultural stereotypes in American society
have been euphemistically labeled “racial profil-
ing.”14–16 Such racial stereotypes and associated neg-
ative consequences contribute to the development of
what has been referred to in the past as “healthy
cultural paranoia,” or the more contemporary term
of “cultural mistrust,” on the part of African-Ameri-
can males.7,17–20 Paranoia can therefore be a symp-
tom of a psychopathologic disorder or a type of cul-
tural coping response in African-American men. As a
manifestation of mental disorder, paranoia symp-
toms play a key role in diagnoses and treatment of
psychiatric disorders.21–24 Given the prominent role
of paranoia in the diagnosis and treatment of severe
mental illness, studies focusing on such symptoms
are warranted.

The cultural perspective on expression of paranoia
symptoms is an important consideration in forensic
evaluations and mental health treatment of incarcer-
ated African-American men. This became evident in
the treatment of a person with paranoid schizophre-
nia in a maximum security prison.20 This clinical
experience was the author’s impetus for research on
the question of cultural paranoia or cultural mistrust.

The inmate was a black male between 30 and 40
years of age. He was convicted of murdering his
young daughter whom he believed was possessed by
the devil. The case was assigned for training pur-
poses, and there was no expectation that the client
would improve. Although unaware at the time, the
clinician now realizes that the inmate suffered from
confluent paranoia. The patient would often talk
about racial injustice, citing as evidence that there
were many inmates who were wrongly convicted or
who were there simply because their presence gener-
ated revenue and jobs for the prison system. He
would also quote from the bible and talk about Ar-
mageddon. He felt that he had to be released so that
he could go on television and warn people about the
impending doom. The sessions consisted of the cli-
nician’s validating many of the patient’s complaints
about racism in society and indicating that he could
not relate to the patient’s other comments. The other
comments tended to be pathological delusions.

This brief case description illustrates the interac-
tion between culture and pathology in schizophrenia
discussed by Toch et al.5 A recent study also demon-
strated partial support for Ridley’s notion of “conflu-
ent paranoia,”—that is, individuals who exhibit high
levels of both cultural and pathological paranoia, in
this psychiatric inpatient population.25 The com-
plexity of confluent paranoia requires that mental
health service providers in the criminal justice system
be able to distinguish between cultural and patholog-
ical aspects of black men’s coping responses, to per-
form competent forensic evaluations and interven-
tions. African-American men may exhibit a variety of
coping responses to threats of racial discrimination
and prejudice. Their response may be what Majors
and Billson26 refer to as a “cool pose” which could be
misconstrued as lack of affect by culturally insensitive
clinicians. They could also develop high levels of cul-
tural mistrust, manifested as low self-disclosure, sus-
piciousness, and uncooperativeness, which could be
misinterpreted during a clinical interview as patho-
logical paranoia.7,17–20
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There is also increasing theoretical and empirical
support for the notion that paranoia symptoms fall
along a continuum of severity from mild reality-
based traits of lack of trust, suspiciousness, and
self-consciousness to florid delusions found in
schizophrenia.7,18–20,27–31 Whaley18,32,33 has dem-
onstrated empirically that the continuum of paranoia
is reflected in the scales of Distrust (DST), Perceived
Hostility of Others (PHO), and False Beliefs and
Perceptions (FBP) from the Psychiatric Epidemiol-
ogy Research Interview (PERI).34,35 The continuum
of paranoia was reflected in the empirical finding of
decreasing ethnic/racial or sociocultural differences
and increasing psychopathology along with move-
ment from the scales of DST to PHO to FBP in a
case–control study of the association of ethnicity/
race to diagnoses of schizophrenia and depression.18

Mental health clinicians must acknowledge cultural
variation in coping response styles to avoid biases in
evaluation and treatment services for African Amer-
icans in correctional settings.

The present study attempts to replicate and extend
Whaley’s research on cultural versus pathological di-
mensions of paranoia in African-American psychiat-
ric patients.33 This replication and extension focused
on the African-American male subsample, compar-
ing the interpersonal and cultural aspects of paranoia
in relation to the continuum of severity inherent in
the aforementioned PERI scales. Paranoia at the in-
terpersonal level can be differentiated from cultural
aspects of paranoia.19,33 The Fenigstein scale is a
good candidate for the test of the hypothesized con-
tinuum of severity, because it is a measure of the
interpersonal dimension of paranoia without the
confounding effects of psychopathology.28 Females
were excluded from the present analyses, because
there are gender differences in the attribution of the
stereotype of black violence, with males being more
likely to be viewed as threatening.10 Being subjected
most often to this type of stereotyping, African-
American males are more likely to engage in the type
of cultural coping mentioned earlier. A focus on
males yields a better test of the hypothesis because of
this gender difference.

The Cultural Mistrust Inventory (CMI) is a mea-
sure of cultural aspects of paranoia in African Amer-
icans. There is consensus among researchers that the
construct of cultural mistrust captures the idea of
“healthy cultural paranoia.”17,18,36,37 Reviews of the
literature suggest that African-American patients

with high levels of cultural mistrust are less likely to
seek help for mental health problems, are more likely
to have negative attitudes toward white mental
health professionals, and are more likely to terminate
mental health treatment prematurely.20,38 For these
reasons, the CMI can be used in this study to repre-
sent African-American patients’ cultural coping in
the mental health context. Past research has focused
on the association between global cultural mistrust
and the severity continuum of paranoia.19,25,33 It is
an empirical question whether mistrust of the crim-
inal justice system correlates similarly to the paranoia
continuum.

The Politics and Law subscale of the CMI was
used in the present study, because it is most germane
to the arguments espoused by Toch et al.5 It
was hypothesized that the interpersonal measure of
paranoia shows a linear positive correlation with all
levels of the severity continuum, but the measure of
cultural paranoia is significantly associated with the
mild end of the continuum. In other words, the ex-
pectation is that mistrust specific to the criminal jus-
tice system is also a cultural coping response and it
does not necessarily reflect psychopathology. Confir-
mation of this hypothesis would have significant im-
plications for clinicians who conduct forensic evalu-
ations and treatment of mental health problems in
the criminal justice system.

Method

Recruitment of Participants

The procedures for this study were approved by
the Internal Review Board of the New York State
Psychiatric Institute. Consecutive admissions of
black inpatients (n � 349) to a New York state psy-
chiatric hospital between June 16, 1998, and April
30, 1999, were used to ascertain the study sample. Of
the black patients who came through the triage unit,
81.7 percent (n � 285) were considered for partici-
pation in the study. Potential participants had to
meet the following eligibility criteria: (1) they had to
be between the ages of 18 and 59; (2) they were
self-identified persons of African descent who are
U.S. citizens or who immigrated before the age of 14;
(3) they were not experiencing a severe psychotic
episode at the time of the interview; and (4) they did
not require the permission of a legal guardian to par-
ticipate.19,33 The gender breakdown of the African-
American patients given further consideration was
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189 (66%) males, 91 (32%) females, and 5 (2%)
unknown. Only the male subsample will be
described.

Only 150 (79%) of the 189 male patients met the
eligibility criteria; 12 percent (n � 22) were ineligi-
ble, and 9 percent (n � 17) were discharged before
being interviewed. Based on the pool of eligible par-
ticipants, the overall participation rate for the screen-
ing interview was 61 percent. The final sample con-
sisted of 116 eligible male participants. Select
background characteristics of the male subsample of
participants are presented in Table 1. Statistical tests
indicate no significant differences between partici-
pants and nonparticipants on these select socio-
demographic or other background variables. Of the
116 eligible participants, 112 (96.6%) had complete
data for the current study.

Measures

Continuum of Paranoia

Self-reports of mild, moderate, and severe types of
paranoia were assessed, respectively, by using the
scales of DST, PHO, and FBP of the PERI.34,35 The
scale of DST attempts to measure a lack of trust in
others. A sample item is “You are the kind of person
who feels that most people can be trusted.” The scale

of PHO measures individuals’ suspicion that they are
treated with hostility by others. A sample item is
“During the past six months, how often have you felt
that people were trying to cheat you?” The scale of
FBP attempts to measure perceptions outside of the
ordinary and beliefs considered abnormal by West-
ern cultural standards. A sample item is “During the
past six months, how often have you felt that your
thoughts were taken away from you by some external
source?” All of the PERI paranoia scales have five-
point response formats.

The scale of DST has the response format
“strongly agree” (0), “somewhat agree” (1), “neither
agree nor disagree” (2), “somewhat disagree” (3), and
“strongly disagree” (4). The scales of PHO and FBP
both have the response format “never” (0), “almost
never” (1), “sometimes” (2), “fairly often” (3), and
“very often” (4). Some items are reverse scored so
that all high scores on all scales represent more para-
noia. Scale scores are derived by summing item scores
and dividing by the number of items yielding a range
of 0 to 4. Internal consistency reliability in past re-
search has been satisfactory.39 The internal consis-
tency reliability of the continuum measures of DST,
PHO, and FBP were � � 0.56, 0.81, and 0.88,
respectively, in the current male subsample.

Fenigstein Paranoia Scale

This is a 20-item scale derived from the MMPI
paranoia scale with all items reflecting psychopathol-
ogy removed for use with nonclinical populations.
Interpersonal sensitivity is the predominant dimen-
sion underlying perceptions of external threat on the
MMPI paranoia scale.40,41 A sample item is “I have
often felt strangers looking at me critically.” Each
item has a five-point range from 1 “not at all” to 5
“extremely.” Total scores (1 to 5) were derived by
summing the item scores and dividing by the number
of items. High scores are indicative of more paranoia.
This measure has been used reliably with both college
students28 and a psychiatric population.42 The inter-
nal consistency reliability for the current male sub-
sample was � � 0.88.

Mistrust of Politics/Law

This 12-item subscale of the CMI taps African
Americans’ level of mistrust of whites in the areas of
politics and law (MPL).17 A sample item is “White
policemen will slant a story to make blacks appear
guilty.” Each item is rated on a seven-point scale
from 1 “strongly disagree” to 7 “strongly agree.”

Table 1 Comparison of Participants and Nonparticipants on Select
Background Variables

Variable Participant Nonparticipant Total

Mean age (SD) 38.09 (10.34) 40.61 (11.00) 39.35 (10.67)
Marital status

Never married 104 (92%) 70 (94.6%) 174 (93.0%)
Married/other 9 (8.0%) 4 (5.4%) 13 (7.0%)

Military veteran
Yes 12 (10.5%) 5 (6.7%) 17 (9.0%)
No 102 (89.5%) 70 (93.3%) 172 (91.0%)

Religious
Yes 97 (85.8%) 60 (83.3%) 157 (84.9%)
No 16 (14.2%) 12 (16.7%) 28 (15.1%)

Referral source
Bellevue Hospital 75 (65.8%) 55 (73.3%) 130 (68.8%)
Other hospital 39 (34.2%) 20 (26.7%) 59 (31.2%)

County of origin
New York City 88 (77.2%) 60 (80.0%) 148 (78.3%)
Other county 26 (22.8%) 15 (20.0%) 41 (21.4%)

Admission status
New 68 (59.6%) 39 (52.0%) 107 (56.6%)
Readmission 46 (40.4%) 36 (48.0%) 82 (43.4%)

Type of admission
Voluntary 11 (9.6%) 5 (6.7%) 16 (8.5%)
Involuntary 103 (90.4%) 70 (93.3%) 173 (91.5%)

Police assistance
Yes 40 (35.1%) 18 (24.0%) 58 (30.7%)
No 74 (64.9%) 57 (76.0%) 131 (69.3%)
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Some of the items are reverse scored so that high
scores indicate high levels of cultural mistrust. Total
scores (1 to 7) are obtained by summing ratings
across the 12 items and dividing by the number of
items. The total CMI has been shown to have ade-
quate reliability with college students17 and psychi-
atric patients.19 Internal consistency reliability of the
MPL for the male subsample in the current study is �
� 0.50.33

Rosenberg Self-Esteem Scale

This 10-item scale is a measure of global self-
esteem with both negative and positive self-state-
ments. Each item is scored on a five-point scale from
1 “strongly disagree” to 5 “strongly agree.” Negative
statements are reverse scored so that high total scores
reflect high self-esteem. Total scores range from 1 to
5 computed by summing item scores and dividing by
10. It is a widely used measure of global self-esteem
with very good internal consistency reliability.43

Cronbach’s � for internal consistency is 0.67 in the
current male subsample.

Need for Approval Scale

This scale is a measure of social desirability
adapted from the Social Desirability Scale by
Crowne and Marlowe.44 It is included in the PERI as
a scale of 15 items that can be responded to as “true”
(2), “false” (0), or “don’t know.” (1). Half of the
statements describe desirable traits and the other half
undesirable traits. “True” for desirable traits and
“false” for undesirable traits are scored in the same
direction. Higher total scores, based on the sum of
the item scores divided by total number of items,
range from 0 to 2 and reflect greater social desirabil-
ity. Cronbach’s � for internal consistency in the cur-
rent male subsample was 0.47.

Chart Diagnosis of Schizophrenia

Participants’ intake diagnoses during hospital ad-
mission were abstracted from their charts. Diagnoses
were classified as nonschizophrenia (0) or schizo-
phrenia (1).

Global Assessment of Functioning

Structured Clinical Interviews for DSM (SCID)
were performed and interviewers rated patients’
global level of functioning (GAF) as a part of the
SCID protocol.45 The GAF scores range from 0 to
100 with higher scores reflecting better functioning.

Comorbid Substance Abuse

The presence of comorbid substance abuse (0, no;
1, yes) was also derived from the SCID interview,
because it is more reliable than chart reviews or un-
structured clinical interviews.46 Also, the SCID mea-
sures of lifetime use are more reliable than measures
of current use, as well as being comparable with other
self-report and observer measures of substance abuse
as a single index of point prevalence, in research on
mentally ill patients.47

Procedure

All measures were administered by clinical inter-
viewers who were blind to the intake diagnoses of
participants and were not members of the treatment
facility staff. Interviewers at different stages of the
project were also unaware of the information col-
lected at the previous stages.

Screening Interview

After verbally consenting to be interviewed, par-
ticipants received a mental status examination to as-
sess their capacity to give written informed consent.
Those participants who passed and gave written in-
formed consent underwent the screening interview.
The screening interviews were conducted by two Af-
rican-American clinical psychologists, each with
more than five years of clinical experience. The
screening interview consisted of self-reported demo-
graphic background, psychiatric history, and inven-
tory measures. All items were interviewer adminis-
tered to ensure uniformity in reading comprehension
and to minimize missing data. Participants were de-
briefed at the end of the screening interview and, if
eligible, were invited to participate in the structured
clinical interview. They were paid $5.00 for their
participation or paid for the time spent in the case of
incomplete interviews at a rate of $5.00 per hour.

Structured Clinical Interview

Participants varied considerably in the length of
time between the SCID interview and the screening
interview (0–20 days) with the median being 4 days.
They had to sign a separate consent form to partici-
pate in this stage of the project. Research associates,
one black and the other white, with a master’s degree
in psychology administered the structured clinical
interviews. There was no statistically significant race
difference in interviewers’ perceptions of level of cul-
tural mistrust exhibited by patients.25 All clinical im-
pressions and diagnostic outcomes were based on the
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information obtained during the interview. Partici-
pants were paid $15.00 for completing the SCID
interview or for the time spent at a rate of $5.00 per
hour in the case of incomplete interviews.

Statistical Analyses

Two sets of statistical analyses were conducted.
The first set of analyses attempted to demonstrate the
continuum of severity reflected in the PERI paranoia
scales. Multiple t-tests of means differences between
the scales of DST, PHO, and FBP were conducted.
Lower mean scores reflect a lower frequency of symp-
toms, indicating greater severity. This analysis was
followed by intercorrelations among the scales. The
scales adjacent to each other on the continuum
should correlate more highly than those that are far-
ther apart. Second, a multivariate generalized linear
model (GLM) was tested with repeated measures for
the set of paranoia scales (i.e., DST, PHO, and FBP)
as the dependent measure with level of severity as the
within-subjects variable, and the Fenigstein and
MPL scales as between-subjects variable, controlling
for self-esteem, social desirability, intake diagnosis of
schizophrenia, GAF score, and lifetime comorbid
substance abuse. In other words, the PERI scales
were treated as a set of repeated measures reflecting
the continuum of severity of paranoia symptoms
within each participant. The interaction effects for
level of severity and independent measures of inter-
personal versus cultural measures of paranoia tested
the study hypotheses regarding their relationship to
the continuum of paranoia symptoms. Specifically,
two-way interactions between the severity level and
the independent measures of paranoia were done to
test the hypothesis of a positive linear association
limited to the interpersonal domain. The parameter

estimates across dependent variables from the re-
peated-measures GLM model were examined for
each independent variable with a significant effect.

Results

Continuum of Paranoia Severity

There were decreasing mean scores with move-
ment from the scale of DST to PHO to FBP. The
intercorrelations, means, and standard deviations for
the dependent variables are presented in Table 2.
Dependent t-tests showed a statistically significant
higher mean score on the scale of DST than on that
of PHO, t(110) � 2.19, p � .031; and of FBP, t(110)
� 3.91, p � .000. Also, the mean score on the scale
of PHO is significantly lower than on the scale of
FBP, t(110) � 2.22, p � .028. This pattern of mean
scores on these PERI scales are consistent with the
continuum model of paranoia. Additional support
for the severity continuum of paranoia is evident in
the correlations among the PERI scales. The DST
does not correlate significantly with the scales of
PHO or FBP. The correlation between the scales of
PHO and FBP is highly significant. That is, variables
closer together on the severe end of the continuum
correlate significantly.30

Cultural Versus Clinical Aspects of Paranoia

The unstandardized coefficients (B), standard er-
rors (SE), and standardized coefficients (beta) for
each independent variable across the continuum of
paranoia severity in the repeated measures GLM
model are presented in Table 3. Significant multivar-
iate tests were obtained for two-way interactions of
severity of paranoia by Fenigstein score: Wilk’s � �
0.871, F(2,103) � 7.61, p � .001; severity of paranoia

Table 2 Intercorrelations, Means, and Standard Deviations for Dependent and Independent Variables from Regression Models

Variable 1 2 3 4 5 6 7 8 9 10 Mean SD

1. Distrust — 1.90 0.82
2. Perceived hostility of others 0.18 — 1.64 1.07
3. False beliefs and perceptions 0.18 0.68*** — 1.47 0.97
4. Fenigstein paranoia scale 0.35*** 0.62*** 0.60*** — 2.64 0.71
5. Mistrust of politics/law 0.35*** 0.05 0.05 0.22* — 4.17 0.81
6. Rosenberg self-esteem scale �0.15 �0.17 �0.30** �0.30** �0.10 — 3.57 0.62
7. Need for approval scale �0.16 �0.14 �0.23* �0.32*** �0.02 0.44*** — 1.20 0.32
8. Chart diagnosis of

schizophrenia
0.06 0.08 0.15 0.05 �0.11 �0.14 0.22* — 0.56 0.50

9. Global assessment of
functioning

0.00 �0.12 �0.21* �0.10 0.09 �0.09 �0.05 �0.07 — 41.27 8.34

10. Comorbid substance abuse �0.02 0.24* 0.20* 0.13 0.18 �0.12 0.05 �0.06 0.01 — 0.58 0.50

*p � .05; **p � .01; ***p � .001.
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by MPL score: Wilk’s � � 0.891, F(2,103) � 6.33,
p � .003; and severity of paranoia by lifetime comor-
bid substance abuse: Wilk’s � � 0.941, F(2,103) �
3.22, p � .044. Parameter estimates indicated that
the Fenigstein scale was a significant correlate of the
scales of DST: t � 2.71, p � .008; PHO: t � 7.67,
p � .000; and FBP: t � 6.33, p � .000. Parameter
estimates also revealed that the MPL subscale corre-
lated significantly with the scale of DST: t � 3.51,
p � .001; but not with the scale of PHO: t � �1.45,
p � .150; and not with the scale of FBP: t � �0.98,
p � .328. Figure 1 depicts the standardized coeffi-
cients (beta), adjusted for covariates, comparing the
Fenigstein and MPL scales related to the continuum
of paranoia. Cultural mistrust was associated with
the mild end of the paranoia continuum, which re-

flects nonpathological psychosocial functioning. Fi-
nally, the measure of lifetime comorbid substance
abuse did not correlate significantly with the scale of
DST: t � �1.06, p � .291; or FBP: t � 1.86, p �
.065; but its correlation with the scale of PHO was
highly significant: t � 2.43, p � .017.

Discussion

The results of this study support the hypothesis
that the interpersonal dimension is relevant at all
levels of the continuum of severity inherent in the
expression of paranoia symptoms, while the cultural
dimension is only relevant to the mild end of the
continuum in the diagnosis and treatment of Afri-
can-American men with serious mental illness. The
continuum of paranoia was operationalized as scores
on the PERI scales of DST, PHO, and FBP. The
Fenigstein scale, the measure of interpersonal para-
noia, was significantly correlated with scores on all
three PERI scales. The MPL subscale of the CMI, a
measure of cultural paranoia, was a significant corre-
late only for the scale of DST. Whaley20,38 found in
past research that the Interpersonal Relations sub-
scale of the CMI has poor reliability in this sample of
patients. He argued that mistrust or paranoia at the
interpersonal level is distinct from cultural mistrust
or cultural paranoia.20,38 Another example is that
cultural mistrust had a significant negative relation-
ship with the severity continuum of paranoia, while
the measure of interpersonal paranoia had a positive
relationship. The current findings cross-validate pre-
vious ones with a different approach to analyses fo-
cusing specifically on mistrust of the criminal justice
system.

The distinction between interpersonal and cul-
tural dimensions of paranoia has implications for the
forensic evaluation and treatment of African Ameri-

Table 3 Parameter Estimates from Repeated-Measures GLM Analysis of the Paranoia Continuum

Variable

DST PHO FBP

B SE Beta B SE Beta B SE Beta

Fenigstein paranoia scale 0.30* 0.11 0.26 0.95** 0.12 0.64 0.71** 0.11 0.52
Mistrust of politics/law 0.32** 0.09 0.32 �0.15 0.10 �0.11 �0.09 0.09 �0.08
Rosenberg self-esteem scale 0.00 0.14 0.00 0.05 0.15 0.03 �0.17 0.14 �0.11
Need for approval scale �0.23 0.28 �0.09 0.08 0.30 0.02 �0.16 0.28 �0.05
Chart diagnosis of schizophrenia 0.15 0.16 0.09 0.10 0.17 0.05 0.20 0.16 0.11
Global assessment of functioning 0.00 0.01 0.00 �0.00 0.01 �0.03 �0.02 0.01 �0.15
Comorbid substance abuse �0.16 0.15 �0.10 0.40* 0.16 0.19 0.29 0.15 0.15
Constant 0.00 0.82 �0.66 0.91 1.19 0.83

*p � .01; **p � .001.

Figure 1. Standardized coefficients (beta) from repeated-measures
generalized linear model (GLM) analysis of the independent variables
of Mistrust of Politics/Law subscale and Fenigstein scale scores on the
outcome of the severity of the paranoia continuum reflected by the
scales of Distrust (DST), Perceived Hostility of Others (PHO), and False
Beliefs and Perceptions (FBP).
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can men with mental health problems. White mental
health clinicians need to understand that black men
with high levels of mistrust should not be approached
as if the issues are interpersonal in nature. They must
understand that African-American men seeking help
for mental health problems may see them first as
representatives of the larger European-American cul-
ture.48 They should also not interpret mistrust of
authority in the criminal justice system as an indica-
tion of mental disorder without adequate data to
support such a conclusion.5 Mental health clinicians
and black male patients may work together better if
they share the same cultural views. These clinicians
should be prepared to accept complaints about rac-
ism in the criminal justice system as a part of many
African-American male patients’ cultural perspec-
tive.20 Such concerns should be explored to deter-
mine their validity rather than discounted a priori as
delusional. Along the same lines, high levels of cul-
tural mistrust should not be interpreted as reflecting
a greater risk for violence among African-American
patients with mental health problems.

The significant positive association between scores
on the scale of PHO and the presence of comorbid
substance abuse is an interesting finding. This find-
ing suggests that African-American men with severe
mental illness who perceive the social environment as
threatening are more likely to abuse substances. It
may be that these patients use drugs and alcohol to
cope with perceived threat. Alternatively, it may be
that use of illicit substances increases feelings of being
threatened in African-American male psychiatric pa-
tients. The correct interpretation cannot be deter-
mined without a longitudinal design. The presence
of comorbid substance abuse in patients with mod-
erate levels of paranoia may also contribute to the
underdiagnosis of schizophrenia in African-Ameri-
can males.49,50 Based on the current findings, one
explanation is that mental health clinicians may be-
lieve that the psychotic condition is drug induced.
Thus, a careful assessment of substance abuse should
be conducted to establish its role in African-Ameri-
can detainees with mental health problems.

A number of methodological improvements
should be included in future replications of this
study. First, a longitudinal design should be used to
be able to establish causal links between different
measures of paranoia and the severity continuum.
Second, a larger sample size should be ascertained to
ensure that there is adequate power to examine cor-

relations among variables. Third, African-American
males who are involved with the criminal justice sys-
tem should be studied to validate these findings ex-
ternally. Finally, objective indicators of risk for vio-
lence should be included in studies of cultural
mistrust in African American men, to examine the
relationship more directly. Until the time that such
research is conducted, the present study should be
seen as suggestive rather than definitive of the role of
paranoia in the mental health treatment of African
American men with severe mental illness who are
suspicious of criminal justice authority.
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