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From:  Loddo, Lopez, Cilea, Dauvilliers, Provini, 2019. 

Therapeutic assistance with his diet and lifestyle 

recommendations from his PCP and substance use counseling 

(nicotine, alcohol).  The patient agreed. 

 

Discussion of Sleep Medicine Research and Concepts: 

 

Confusional arousals are considered a parasomnia sleep disorder 

with higher prevalence in children (17%) than adults (34%).  

Clinical reports have identified the occurrence of confusional 

arousals to be as the sleeper wakes up or immediately following 

waking up or as they sleeping or falling asleep.  The confusional 

arousal occurs as an abrupt interruption from nREM stage 3/4 

sleep. Sleepers are either amnestic or unable to clearly state what 

they have experienced in a confusional arousal.  Disruptions to 

the sleeper’s  sleep cycle from episodes of sleep deprivation, 

substance use, sleep disorders of Sleep Apnea or Periodic Limb 

Disorders, Psychotropic Medicines, Substance Abuse and Mental 

Disorder symptoms such as Post Traumatic Stress Disorder.  

Markov, Jaffe and Doghram (2006) reported 6% of 16-24 year 

population experienced confusional arousals with the 

characteristic sustained period of impaired vigilance, thinking and 

performance.  Confusional arousal as a break in the transition 

from nREM stage 3/4 sleep to  REM stage 2 then nREM stage 1 

then wake is triggered may also transition into a sleep terror as the 

case study sleep experienced (Markov, Jaffe & Doghram, 2006).  

Loddo, Lopez, Cilea, Dauvilliers and Provini (2019) recommend 

a diagnostic process of video-polysomnographic tools for more 

precise measurements and enhanced differential diagnosis (e.g., 

Confusional Arousals as measured in the laboratory with the  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

specified settings of Loddo, Lopez, Dauvilliers, Provini (2019). 

Stores (2020) indicated the importance in considering diagnostic 

clinical interview and polysomnogram measures to consider 

“overlap” conditions and nocturnal epilepsies.  

 

The Actigraphy measurement of sleep wake activity used in this 

assessment and treatment planning for this case is commonly done 

where son-compliance or uncertainty of the sleeper about their 

sleep behavior exists.  This validated, non-invasive accelerometer 

device provides objective patient information in a naturalistic 

environment. 

 

Itis noted that Actigraphy has a common use in the assessment of 

insomnia as a valid quantified measure of sleep behavior (Natale, 

Plazzi, & Martoni, 2009; Sexton-Radek, 2018). Insomnia is the 

most common sleep disorder with a 30% of adults and chronic 

insomnia by 10% (National Sleep Foundation). 

 

The CBTi treatment was modified to include processing of the 

confusional disorder, explanation of stress factors and stress 

management.  The emphasis in CBTi on sleep science basics, 

sleep hygiene, training n mindfulness, exploration of cognitive-

emotional factors related to sleep and the resetting of the patient’s 

sleep pattern were useful to the case study patient.  Mundt and 

Baron (2021) describe the utility of integrating behavioral health 

treatment for nREM parasomnias. 

CBTi session summary:  The patient used the session time for 

focused tasks of learning basics of sleep science, becoming more 

knowledgeable of his sleep schedule, using stimulus control 

techniques if it took him longer than thirty minutes to fall asleep.   

The patient used the reading of his microwave manual and re-

reading car and motor magazines as his tasks to elicit sleepiness. 

The patient presented more information about himself in the 

session.  During session 2 he brought in Figure 2 stating 

“something… somebody like this came at me.”  He stated he was 

unable to recall other figures but stated that family members and 

bed partners have commented on his thrashing in bed for a few 

seconds was repeated five to six times a night and adjusting and 

picking at his bed shirt.  The patient remarked that these reports 

have been since late teens but before that he sleepwalked and as a 

microscopy of isolated blood platelet fraction. More recently, 

Castejón (2017a,b) [8,9] described in details the contribution of 

electron microscopy to the diagnosis of schizophrenia and bipolar  
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Abstract 
Paranoia can be defined as an instinct and a process of thoughts of anxiety, fear, threat, 

suspicion integrated with delusions and irrationality. The classical symptoms include 

delusions, aggressiveness, suicidal thoughts, secretive. The causes of paranoia cannot 

be determined clearly but may be because of past traumas, drug-induced, or 

accompanied with other co-morbid psychotic disorders. The diagnosis and treatment 

of paranoia are difficult in comparison with other mental disorders. Paranoia is 

diagnosed in the form of paranoid personality disorder (PPD), paranoid schizophrenia 

and querulous paranoia. In the present article, varied aspects of paranoia like the social 

perception and behaviour, drug abuse, suicidality, personality traits, gender dysphoria 

along with the differences and similarities in male and female paranoic patients, case 

histories and their clinical features are discussed. 

Key words: paranoia; social perception and behaviour; suicidality; drug abuse; gender 

dysphoria; gender differences and similarities; diagnosis and treatment 

Introduction 

Paranoia is the state of intense anxiousness and fearful feelings, including thoughts of 

severe sufferings, threat and conspiracy. The paranoia is often said to occur with other 

mental disorders, particularly psychotic disorders [1]. It is one of the central symptoms 

of psychosis. It mostly leads to a point of delusion and irrationality [2]. Paranoia is 

diagnosed as paranoid personality disorder (PPD), paranoid schizophrenia and 

querulous paranoia [3].  

P.J. McKenna, the clinical psychologist described paranoia as a disorder whose every 

aspect including clinical features, boundaries, course are all controversial [4]. On the 

other hand, Jacques Lacan, a psychoanalyst, delineated psychosis as the prominent 

category of “functional psychosis” and also differentiated it from schizophrenia, to later 

mention it as an exemplary form of psychosis [5].   

Paranoia is usually associated to be caused by, stress, life events such as insecure 

attachment, abandons, early life adversity, abuse, trauma,  drug induced, psychiatric 

conditions and mood disorders such as anxiety, phobia, depression, but the exact reason 

is unlikely to be known on diagnosis [6]. The epidemiological studies of paranoia 

indicated no signs of categorical distributions and also the underlying causes of 

paranoia for continuous distribution among population is not completely understood 

[7]. 

The present review focuses on the varied effects and case studies of paranoia on gender, 

drug abuse, personality traits, social behaviour and gender dysphoria (fig 1).   

 

 

 

 

 

 

 

 

Material and Methods 

We have examined 75 infant patients ranging from 3 to 15 years-old with autism 

spectrum disorder. The children were clinically studied at the Clinical Neuroscience 

Outpatient Clinic of Clinical Neuroscience Institute at Clinical Home San Rafael de 
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Graphical abstract 

 
Fig 1: Common mental diseases and their drug of choice. 

 

Paranoia- social perception & behaviour: 

 

Researches on paranoia have suggested social function 

impairment in patients with high level of paranoia ideation. This 

interpersonal functioning is attributed to experience of being 

badly treated by others in clinical samples of patients whereas, 

negative feelings about others in non-clinical samples of patients 

[8].  

 

Case vignette 

Based on the paranoia scale (PS) two groups of patients were 

identified as high and low in subclinical paranoia. The patients 

with high subclinical paranoia showed greater depression, self-

consciousness, anxiety and lower self-esteem when compared to 

the low subclinical paranoia patients. Also, the high subclinical 

paranoia patients performed worse in laboratory measures of 

perception and social behaviour [9]. It was then reported that 

levels of paranoia directly affect the social behaviour and 

activeness.  

 

Clinically, level of oxytocin can be related with avoidance of 

social interaction in the paranoid patients. In a study pertaining 

with Approach-Avoidance task (ATT), reaction time is noted and 

the tendency to approach or avoid the gaze and happy or angry 

faces is noted. The basal plasma oxytocin levels of patients under 

study were measured and it was noted that, patients with higher 

level of oxytocin tend to avoid the angry faces, and in turn, this 

avoidance is co-related with the severe psychotic symptoms and 

the greater paranoia [10]. 

 

Paranoia and Suicidality: 

 

Suicidality is a delusional disorder (DD). In the recent literatures 

it was studied that the suicide rates are more in youth, males, 

educated subjects, and also the presence of co-morbid psychotic 

disorders [11].  Paranoia and suicidality are common traits in 

general population to a varying degree. 

 

Case studies:  

 

1) A population consisting of 4507 subjects with paranoia were 

assessed base on Spanish Green’s Paranoid Thoughts Scale 

(S- GPTS) for the suicidality behaviour or attempts. Among 

this population, 50 were having high degree of paranoia and 

the outcomes of their study revealed 6.4% had suicidality 

behaviour. It was concluded that the higher the paranoia 

scores higher will be the suicidality scores. These high-risk 

patients can be identified and put on a clinical intervention as 

preventive measures [12]. 

2) A study on the mentally ill patients in hospitals who 

committed suicide was carried out. The information’s of 29 

patients such as clinical condition, demography, location, 

suicide indicators was noted and compared with the current 

patients in hospital. The results of the study revealed that: 

80% patients who committed suicide were psychotic patients, 

66% were diagnosed with paranoia, 48% are the ones who 

were charged of murder or committed or attempted murder 

and 50% had attempted suicide in the past [13].  

 

Psychopathological corelation of suicide and delusional 

disorders: An empirical redefinition of delusional disorder and 

its phenomenology (DELIREMP) study was performed on 89 

patients and four psychopathological factors - paranoid, cognitive, 

schizoid and affective were identified and co-related. These 

psychopathological factors were compared with the external 

markers such as diagnosis of comorbid major depressive disorder, 

delusions, high risk of suicide. The results showed that there was 

a corelation between these external markers and paranoia [14] and 

thus was concluded that there is a suicidal tendency in patients of 

paranoia.  

 

Paranoia and drug abuse: 
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The literature survey showed that drug-induced paranoia is 

prominently due to cocaine. Although cocaine can cause various 

prominent psychotic disorders but inducing of paranoia is very 

frequent and is known as cocaine-induced paranoia (CIP) [15]. In 

a study it is concluded that 68% of cocaine users develop transient 

paranoia episodes gradually [16].  

 

Case study: 

 

A study on homeless subjects who were also high on paranoia 

revealed that they are most vulnerable to drug abuse, criminal 

behaviour, aggression and difficulty in controlling their emotions 

[17]. Thus, it can be concluded that drug abuse and paranoia are 

inter-related, that is, drug abusers are likely to develop paranoia 

and the ones suffering from paranoia can easily be tempted 

towards abusing of substances.  

 

Clinical results of levels of dopamine β-hydroxylase (DβH) 

protein in plasma and cerebrospinal fluid have shown co-relation 

with vulnerability to psychotic disorders such as paranoia. It was 

observed that the levels of DβH proteins in CIP patients was low. 

DBH locus is responsible for controlling levels of DβH proteins 

in plasma and cerebrospinal fluid [18]. 

 

Paranoia and personality traits: 

 

Paranoia patients are vulnerable in behaviour. They can be 

aggressive, concerned about body image, anxious, self-doubt. 

Chances of co-morbidities such as eating disorders, anorexia 

nervosa is high. Also, the adolescents are more prone to suffer 

from paranoia [19]. 

 

Case study:  

 

A study on paranoia patients based on body image concerns and 

paranoia was carried out. 35.7% subjects agreed that they feared 

of being overweight or obese. 12.7% revealed to have felt people 

making fun of them on their back and 1.1% of subjects believed 

that there was an unjust plot going on them of which their friends 

and family did not believe to be true [20]. Although, no clinical 

evidence of this behaviour has been established, this study paves 

a way for more exploration of concerns of body image in paranoic 

patients. 

 

A hypothetical idea suggests the obese or over-weight nature of 

paranoia subjects may be due to the anti-psychotic medications, 

psychosocial factors and obesogenic environment [21]. 

 

Other personality traits like aggression, dysregulated anger, self-

injurious behaviour, criminal behaviour has been observed in 

patients. The exact reason of these is not clearly known. 

 

Paranoia and gender dysphoria: 

 

A perpetual unhappiness related with one’s own gender is termed 

as gender identity disorder (GID) or simply gender dysphoria. 

Usually, patients with gender dysphoria are observed to have 

paranoia.  

 

Case study:  

 

A research interview by Case Western Reserve University gender 

identity clinic with 51 male subjects about gender dysphoria 

revealed that 78% were diagnosed with schizoid and borderline 

personality disorders like paranoia, 6% were undeniably 

psychotic, 8% had genital abnormalities and 8% expressed only 

gender dysphoria. Thus, it can be assumed that that majority of 

gender dysphoric patients suffer from varied degree of psychotic 

disorders. 

 

The common observation in the patients who seek sex conversion 

is that they are uncomfortable with their sexuality and would want 

to look like the opposite sex. They are also observed to have 

anxiety, lack familial support and extreme psychological distress 

[22,23]. 

 

Gender differences and similarities: 

 

Paranoia or Paranoid personality disorder is generally more in 

males when compared to females. Males and females with 

paranoia are observed to showcase some similar and different 

traits or even varied level of traits. Some of the differences and 

similarities are as depicted in (Table 1) 

 

Trait Male Female Reference 

Aggression 

and impulsive 

behaviour 

More 

aggressive and 

impulsive 

Less 

aggressive and 

impulsive  

[24] 

Suicidality Higher risk of 

suicide 

Lesser risk of 

suicide 

[25] 

Dysfunctional 

detachment 

Negative 

corelation 

with paranoid 

ideation 

Positive 

corelation with 

paranoid 

ideation 

[26] 

Onset of 

paranoia 

(age) 

No difference in onset of 

paranoia can be reported from 

the psychiatric consultations. 

Mean age of onset is 

54.13±13.67 years 

[27] 

Cocaine-

induced 

paranoia 

Men are more 

likely to suffer 

from CIP 

Women are 

less likely 

[28] 

Gender 

dysphoria 

Lesser reports 

of male 

dysphoria, also 

men cope 

more easily 

with gender 

dysphoria 

More reports 

of female 

dysphoria, 

women face 

difficulty for 

coping up with 

gender 

dysphoria 

[29] 

Table 1: Gender differences and similarities in paranoic patients 

 

Discussion: 

 

Mental disorders and their causes, nature and cure are related to 

the symptoms manifested by the specific disordered individual. 

Usually, the mental illness is co-related with personality or the 

brain. This poses great difficulty for the individual for even 

consulting the respective specialists due the fear of society [30]. 

Similarly, patients with paranoia are prone to suspicion on people 

and they do not trust anybody and tend to be more secretive and 

guarded. For the same reason the diagnosis becomes tricky as the 

patient does not easily trust the therapist. Paranoia is one the most 
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least understood psychotic disorder and also the one which is most 

difficult to be treated [31]. 

 

Paranoia is manifested in almost all psychotic disorders; hence it 

becomes difficult to diagnose paranoia individually. Patients with  

chronic paranoia may be diagnosed easily when compared to 

patients with lower degree of paranoia due to the intensity of 

delusions. Paranoic patients usually do not require hospitalisation, 

as some of the patients can easily cope up with the delusions. 

Whereas, in severe cases where patients are uncontrollable, 

hospitalisation may be required. These patients have high levels 

of anxiety and are prescribed with tranquilising agents such as 

chlorpromazine. Few of the common medications with their 

recommended doses are as given (Table 2) 

 

Sr. 

No. 

Drug Daily dose range (µg per 

day) 

1. Promazine 40-800 

2. Triflupromazine 30-50 

3. Acetophenazine 40-80 

4. Methotrimeprazine 40 - 120 

5. Levomepromazine 40 - 120 

6. Thioridazine 300 - 800 

7. Butaperazine 15 -100 

8. Trifluoperazine 10 - 40 

Table 2: Tranquilising agents used in paranoia 

 

True paranoia is usually mentioned to be incurable. Even though 

incurable these patients can easily live in the society on 

medications for anxiety and delusions. With medications the 

delusions of the patients can be kept at bay. In general, the 

diagnosis and prognosis of paranoia is difficult, but is not fatal 

and the patient can be managed to lead a normal life [32]. 

 

Conclusion: 

 

Paranoia as a mental disorder is not completely understood, be it 

be its nature, diagnosis, treatment and prognosis. Hence, there is 

a scope for research and development in this direction. Also, 

various aspects such as aggression, suicidality, drug abuse, gender 

dysphoria seems to be very common traits of paranoia, hence it 

necessitates early identification, prevention and cure.  
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