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Objectives. I tested the hypothesis that Black men with high levels of distrust (i.e.,
mild paranoia) are at greater risk of hospitalization for mental health problems than
their White counterparts.

Methods. Secondary analysis was conducted of data from a subsample of 180 men
in an epidemiological study. Mental health hospitalization was the outcome and ethnicity/
race, mild paranoia, and their interaction were main predictors in a logistic regression
analysis. The ethnicity/race by mild paranoia interaction tested the study hypothesis.

Results. The ethnicity/race by mild paranoia interaction was statistically significant. Con-
trary to the hypothesis, Black men with mild paranoia were less likely to be hospitalized.

Conclusions. Black men’s lack of trust regarding the mental health system may cause
them not to seek services. Factors critical to increasing their trust are acknowledgment
of racial biases in the mental health system and sincere efforts to eliminate racial dis-
parities in mental health treatment. (Am J Public Health. 2004;94:78–81)
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a continuum of severity extending from mild,
reality-based expressions of lack of trust, sus-
piciousness, and self-consciousness to the
florid delusions found in schizophrenia.9,10

Moreover, Whaley11,12 has demonstrated em-
pirically that cultural influences on paranoid
thinking occur at the mild end of the contin-
uum. The failure to recognize milder forms of
paranoia, such as distrust, as nonpathological
may contribute to the high rate of psychiatric
hospitalizations for Black men. The purpose
of this study was to examine the interaction
between ethnicity/race and level of mild
paranoia in terms of the risk of hospitalization
for mental health problems of Black men rela-
tive to their White counterparts. I hypothe-
sized that Black men with high levels of dis-
trust (i.e., nonpathological paranoia) would be
at greater risk than their White counterparts
of hospitalization for mental health problems.

METHODS

Participants
The participants were a subsample of 180

men from an epidemiological study of risk
factors for depression and schizophrenia.13

This subsample included 119 (66%) Whites
and 61 (34%) Blacks. Of the total subsample,
136 men (76%) were “well” or did not have a

diagnosed mental disorder. Demographic and
clinical characteristics by ethnicity/race are
presented in Table 1.

Measures
Hospitalization for mental health problems.

One item included in a methodological study
of the Psychiatric Epidemiology Research Inter-
view (PERI)14 asked respondents whether they
have ever been hospitalized for a mental health
problem. Fifty-eight (32%) respondents said
“never,” 10 (6%) reported 1 hospitalization,
and 15 (8%) reported more than 1 hospitaliza-
tion. The remaining 97 (54%) respondents had
missing data for the question. All respondents
with missing data and “never” responses were
treated as nonhospitalizations, and responses of
“once” and “more than once” were collapsed
into a single hospitalization category. Thus,
mental health hospitalization was coded as a
dichotomous variable of 155 (86%) nonhospi-
talizations and 25 (14%) hospitalizations.

Continuum of paranoia. Self-reports of mild,
moderate, and severe paranoia were assessed,
respectively, by the scales of Distrust, Per-
ceived Hostility of Others, and False Beliefs
and Perceptions of the PERI.14 The continuum
of paranoia captured in these 3 scales has
been shown to be reliable and valid.11,12 Indi-
vidual scale scores are derived by summing

Prevalence studies of inpatient samples have
revealed that paranoid schizophrenia is a
common diagnosis given to Blacks.1,2 Sev-
eral researchers attribute these findings to
biases associated with racial stereotypes, es-
pecially those about Black men. The stereo-
type that Black men are prone to violence
contributes to the misdiagnosis of paranoid
schizophrenia.3,4 Racial stereotypes of vio-
lence often operate at the unconscious level
in mental health clinicians’ diagnostic judg-
ments about Black men.5 The racial stereo-
typing of Black men, which has been eu-
phemistically labeled “racial profiling,” has
now been publicly acknowledged by criminal
justice and other governmental agencies.6

These racist experiences or cultural stereo-
types in American society and their conse-
quences contribute to the development of
what has been referred to in the past as
“healthy cultural paranoia,” or the more con-
temporary term of “cultural mistrust,” on the
part of Black men.7,8 Healthy cultural para-
noia or cultural mistrust is Black Americans’
distrust of White society as a defense against
threats of racism and discrimination. Paranoia
can therefore be viewed either as a symptom
of psychopathology or as a type of cultural
coping response in Black men.

Moreover, given the prominent role of
paranoia in the diagnosis and treatment of se-
vere mental illness, studies focusing on such
symptoms are warranted. Mental health ser-
vice providers must be able to distinguish be-
tween cultural and pathological aspects of
Black men’s coping responses to deliver com-
petent interventions. Clinicians need to be-
come familiar with these cultural coping re-
sponse styles to provide effective treatment
for Black men. Recent advances in the study
of paranoia may help mental health profes-
sionals to develop a better understanding of
cultural paranoia and mistrust. There is in-
creasing theoretical and empirical support for
the notion that paranoid symptoms fall along
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TABLE 1—Sociodemographic and Clinical Variables, by Ethnicity/Race, for an
Epidemiological Study Subsample of 180 Men

Black (n = 61) White (n = 119) Test Statistic

Mental health hospitalization, no. (%) �2 = 8.84, P < .005

Hospitalization 15 (25%) 10 (8%)

Nonhospitalization 46 (75%) 109 (92%)

Mean age, y (SD) 38.09 (10.34) 40.61 (11.00) t = .45, P = NS

Marital status, no. (%) �2 = 1.49, P = NS

Never married 17 (28%) 43 (36%)

Divorced 14 (23%) 21 (18%)

Married 30 (49%) 55 (46%)

Education, no. (%) �2 = 30.42, P < .001

Less than high school graduate 20 (33%) 16 (14%)

High school graduate 37 (61%) 48 (40%)

College graduate 4 (6%) 55 (46%)

Family income (in $), no. (%) �2 = 15.95, P < .001

0–6999 17 (28%) 16 (14%)

7000–14 999 20 (33%) 20 (17%)

15 000–24 999 16 (26%) 48 (40%)

≥ 25 000–50 000 8 (13%) 35 (29%)

Mean occupational prestige score (SD) 36.32 (12.68) 46.14 (13.69) t = 4.63, P < .001

Diagnosis of mental disorder, no. (%) �2 = 2.25, P = NS

Case 19 (31%) 25 (21%)

Noncase 42 (69%) 94 (79%)

Mild paranoia (distrust), no. (%) �2 = 1.89, P = NS

Low 21 (35%) 54 (46%)

High 39 (65%) 64 (54%)

Moderate paranoia (perceived hostility of others), no. (%) �2 = .48, P = NS

Low 25 (42%) 56 (48%)

High 34 (58%) 61 (52%)

Severe paranoia (false beliefs and perceptions), no. (%) �2 = .15, P = NS

Low 21 (35%) 44 (38%)

High 39 (65%) 72 (62%)

Mean social desirability score (SD) 0.63 (0.20) 0.55 (0.20) t = 2.76, P < .01

Note. NS = not significant.

the item scores and dividing the total score by
the number of items, yielding a range of 0–4.
A median split procedure was performed on
the scales of Distrust, Perceived Hostility of
Others, and False Beliefs and Perceptions to
derive categorical classifications of high (i.e.,
greater than or equal to the median) and low
(i.e., less than the median) scale scores.11

Social desirability. Social desirability, de-
fined as the tendency of individuals to re-
spond in ways that make a favorable impres-
sion on others, was measured with the
30-item scale developed by Crowne and Mar-
lowe.15 Social desirability is measured in the

PERI via items with the responses “True,”
“False,” or “Don’t Know” (scored as 2, 0, and
1, respectively). Half of the statements de-
scribe desirable traits, and the other half de-
scribe undesirable traits. “True” for desirable
traits and “False” for undesirable traits were
scored in the same direction. Total scores,
based on the sum of the item scores divided
by the total number of items, range from 0 to 2,
with higher total scores reflecting greater so-
cial desirability (i.e., a greater tendency to be-
have in a socially desirable manner).

Diagnosis of mental disorder. Clinical rec-
ords and unstructured clinical interviews

were used to make reliable research diag-
noses under the supervision of members of
the Biometrics Unit of the New York State
Psychiatric Institute.16 The psychiatric patient
group for the risk-factor study that focused on
schizophrenia (mainly DSM-III schizophrenia)
and depression included 96 men with depres-
sion and 65 men with nonorganic, nonaffec-
tive psychotic disorders, or “schizophrenia-
like” disorders.13 The subsample included 20
men with depression (40% Black, 60%
White) and 24 men with schizophrenia-like
disorders (46% Blacks, 54% Whites).

Procedure
The group of well Black and White men

was a subsample of a random sample drawn
from the population of the Washington
Heights community of New York City. The
full sample was selected by the following 3-
step procedure: (1) a random sample of
households was generated with telephone di-
rectories; (2) the eligibility of households was
determined by age (19–59 years) and ethnic-
ity/race (Blacks were oversampled); and
(3) up to 2 opposite-sex respondents were
randomly selected from each eligible house-
hold. Psychiatric patients were recruited
mainly from the outpatient clinic and from
an inpatient community service program at
Columbia–Presbyterian Medical Center in the
same New York City community. Patients be-
tween 19 and 59 years of age with a recent
episode of psychiatric disorder established
and dated to within a year of the interview
were deemed eligible.

RESULTS

Selected sociodemographic and clinical vari-
ables were compared between Black and
White respondents (Table 1). Bivariate analyses
revealed significant ethnic/racial differences in
the recoded mental health hospitalization vari-
able. The unadjusted odds ratio indicated that
Black men (25%) were 3.54 times more likely
than White men (8%) to be hospitalized for
mental health problems. Bivariate analyses also
showed significant ethnic/racial differences in
education, family income, and occupational
prestige (Table 1). All of these indicators of so-
cioeconomic status showed White men to be
more socially advantaged than Black men.
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TABLE 2—Results of Logistic Regression Analysis of Mental Health Hospitalization

Predictor � (SE) Odds Ratio (95% Confidence Interval)

Ethnicity 3.91** (1.51) 49.69 (2.60, 950.62)

Mild paranoia (distrust) 0.97 (1.27) 2.63 (0.22, 31.52)

Ethnicity � mild paranoia –3.64* (1.62) 0.03 (0.00, .63)

Age 0.03 (0.03) 1.03 (0.97, 1.10)

Marital status

Never married 0

Divorced 0.15 (0.78) 1.16 (0.25, 5.32)

Married –2.18* (0.97) 0.11 (0.02, 0.75)

Education

Less than high school graduate 0

High school graduate –0.33 (0.85) 0.72 (0.14, 3.81)

College graduate –0.83 (1.20) 0.44 (0.04, 4.59)

Family income, $

0–6999 0

7000–14 999 –0.37 (0.81) 0.69 (0.14, 3.41)

15 000–24 999 –0.54 (0.94) 0.58 (0.09, 3.68)

25 000–50 000 –1.02 (1.36) 0.36 (0.03, 5.21)

Occupational prestige –0.02 (0.03) 0.98 (0.93, 1.03)

Diagnosis of mental disorder 2.30** (0.73) 9.95 (2.37, 41.83)

Moderate paranoia (perceived hostility of others) –94 (0.88) 0.39 (0.07, 2.19)

Severe paranoia (false beliefs and perceptions) 2.14 (1.15) 8.47 (0.89, 80.92)

Social desirability –0.92 (1.81) 0.40 (0.01, 13.69)

Constant –5.35 (2.60) 0.01

Note. Each subcategory with a zero in the � column is the reference category for a given variable.
*P < .05; **P < .01.

Black respondents also scored significantly
higher than White respondents on the measure
of social desirability. However, no significant
ethnic/racial differences were evident for age,
marital status, symptoms of paranoia, or diag-
nosed mental disorder.

Logistic regression analysis was performed
on mental health hospitalization (0=nonhos-
pitalization, 1=hospitalization) with ethnicity/
race (1=White, 2=Black), mild paranoia
(0= low, 1=high), and the interaction be-
tween these 2 variables controlling for so-
ciodemographics, moderate and severe levels
of paranoia, a diagnosis of mental disorder,
and social desirability. The ethnicity/race–
by–mild paranoia interaction tested the hy-
pothesis that Black men exhibiting mild or
nonclinical paranoia were more likely than
their White counterparts to be hospitalized
for mental health problems. The results of the
regression analysis are presented in Table 2.
The logit model was statistically significant

(–2 log likelihood=77.77; χ2
13 =55.51;

P<.001), with an overall classification accu-
racy of 91%. We found significant ethnic/
racial main effects and ethnicity/race–by–
mild paranoia interactions. Black men were
more than 49 times more likely than White
men to have had a mental health hospitaliza-
tion. The ethnicity/race–by–mild paranoia in-
teraction is depicted in Figure 1. Black men
with high levels of mild paranoia were less
likely to be hospitalized. Married men were
significantly less likely to be hospitalized than
never-married men. There was also a greater
risk of mental health hospitalization among
men with diagnosed mental disorders.

DISCUSSION

This study tested the hypothesis that Black
men with high levels of mild or nonclinical
paranoia were more likely to be hospitalized
than their White counterparts for mental

health problems. Our findings did not sup-
port this hypothesis. Two possible explana-
tions can be offered for this result. First,
mental health gatekeepers may not recom-
mend hospitalization for mildly symptomatic
Black men as frequently as they do for
mildly symptomatic White men. However,
this interpretation is at odds with the fact
that ethnicity/race increased the chance of
mental health hospitalization for Black men
independent of demographic and clinical var-
iables. In addition, there is a body of litera-
ture indicating a greater risk for hospitaliza-
tion among Blacks relative to Whites3,4,17,18

Second, Black men with high levels of dis-
trust or mild paranoia may be less likely to
seek help for mental health problems. Conse-
quently, a lower number of Black men would
be available for hospitalization. In a community
study of ethnic/racial differences in treatment
seeking for depression, Sussman, Robins, and
Earls19 found that Black respondents tended to
delay treatment for a much longer period than
did White respondents. Some reasons given by
Black respondents were distrust of treatment
and fear of hospitalization. A more recent
meta-analytic study revealed a link between
cultural mistrust and lack of mental health ser-
vice utilization among Blacks.20 Both interper-
sonal distrust and cultural mistrust are forms of
nonclinical paranoia that are positively corre-
lated.12 Black males’ apprehension about seek-
ing mental health services is understandable,
given the finding that they are significantly
more likely to be hospitalized for mental health
problems irrespective of their level of psycho-
pathology or diagnosed mental disorder.

These findings have implications for the
mental health treatment of Black men. Ethnic/
racial differences in the hospitalization of men
independent of serious mental illness may re-
flect biases in clinical judgments about Black
men. Violent behavior is a key symptom in the
decision to hospitalize an individual for mental
health problems. Black men are stereotyped as
more violent than any other race–gender
group in the perceptions both of the public
and of mental health providers.3–5,21,22 Training
programs must address the cultural biases and
racial stereotypes that mental health profes-
sionals have toward Blacks in general, and to-
ward Black men in particular. Black men’s lack
of trust in the mental health system is another
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FIGURE 1—Number of respondents by ethnicity/race, hospitalization status, and level of
distrust.

concern that deserves attention. The issue of
trust is also likely to be an important topic of
discussion early in the mental health treatment
of many Black men.20,23 Critical factors to in-
creasing their trust are, first, acknowledgment
of racial biases in the mental health system
and, second, sincere efforts to eliminate racial
disparities in mental health treatment.
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