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ABSTRACT

A LONGITUDINAL MODEL OF INTERNALIZED STIGMA, COPING, AND POST-
RELEASE ADJUSTMENT IN CRIMINAL OFFENDERS

Kelly Moore, Ph.D.
George Mason University, 2015

Dissertation Director: Dr. June Tangney

Upon conviction and incarceration, individuals receive the stigmatizing label
“criminal offender.” Criminal offenders are exposed to stigma after being released from
jail or prison, with laws that marginalize them from community participation
(Pogorzelski et al., 2005) as well as stereotypes/discrimination from community members
(Hirschfield & Piguero, 2010). One consequence of this experience is that stereotypes
about criminal offenders may be internalized and integrated into the self-concept, a
phenomenon known as self- or internalized stigma. In various stigmatized groups,
internalized stigma predicts more mental health problems (Livingston & Boyd, 2010),
longer duration of alcohol dependence (Schomerus et al., 2011), and poor occupational
functioning (Yanos, Lysaker, & Roe, 2010). It is likely that internalized stigma occurs in
criminal offenders and impacts their functioning, but this has yet to be examined.

Drawing upon a sample of 111 jail inmates, two studies were conducted to examine a



comprehensive model of internalized stigma and its relation to subsequent behavioral
problems in the understudied population of criminal offenders.

Study 1 evaluates a theoretical model of how internalized stigma occurs in
criminal offenders, drawing upon Corrigan and colleagues’ (2006) mediational process in
which perceived stigma leads to stereotype agreement and then to internalized stigma. |
extend this process by proposing that anticipated stigma occurs as a result of internalized
stigma. Study 2 is an extension of Study 1, examining a theoretical model of how
anticipated stigma predicts a range of behavioral outcomes longitudinally. Theory (Link
et al., 1989) suggests that anticipated stigma impedes functioning when coped with in
maladaptive ways, and research shows that avoidance coping strategies like social
withdrawal/alienation predict deterioration in stigmatized individuals (llic et al., 2014;
Chronister, Chou, & Liao, 2013; Link et al., 2001). | propose that anticipated stigma will
predict mental health problems, poor community adjustment, recidivism, and substance
use via social withdrawal and alienation from the community at large. Studies 1 and 2
examine theoretically driven moderators of this process.

Results of Study 1 show that perceived stigma is positively related to stereotype
agreement, which is positively related to internalized stigma, which is then positively
related to anticipated stigma. Perceived stigma had a positive direct effect on anticipated
stigma, suggesting that some offenders circumvent internalized stigma altogether and still
expect discrimination. Results of Study 2 showed that anticipated stigma during
incarceration positively predicted social withdrawal/alienation three months post-release,

which predicted more mental health problems one year post-release. Race moderated



multiple pathways in both models, suggesting these relationships are more pronounced
for White offenders. Results identify avenues of intervention to target criminal offenders’
thoughts about and ways of coping with stigma, which will ultimately enhance post-

release community adjustment.



CHAPTER ONE: INTRODUCTION

In the past few decades, research on stigma has shifted from examining structural
and social stigma (i.e., policies that marginalize stigmatized groups, negative
attitudes/discrimination from community members) to the inner, psychological
experience that stigmatized people have in reaction to this, such as how it feels to be
stigmatized (Link & Phelan, 2001). Specifically, the construct of self-stigma, or
internalized stigma (used interchangeably), has become the focus of much of this
research. Internalized stigma, defined as the acceptance of negative stereotypes as truly
describing the self (Corrigan, Watson, & Barr, 2006), is consistently linked to poor
functioning in a variety of areas including mental health, adjustment in the community,
and maladaptive behaviors, across stigmatized groups (Livingston & Boyd, 2010).
Despite the growing research in this area, the causal mechanisms in the relationship
between internalized stigma and poor functioning are still unclear.

There is reason to believe that experiencing internalized stigma leads individuals
to expect unfair treatment from others (i.e., anticipated stigma), and consequently avoid
the situations in which they may experience unfair treatment. Such withdrawal from
conventional community activities is accompanied by alienation from non-stigmatized
others, and is thought to explain why stigmatized people have difficulty achieving

adaptive levels of functioning (Link et al., 1989). There is research examining



correlations among select variables in this stigma process (Schomerus et al., 2011), but
no studies include all relevant variables, and very little model-testing has been conducted.
Much more research is needed to understand how stigmatized people come to experience
internalized stigma and the impact this has on behavior in various domains.

Criminal offenders are one of the most stigmatized groups in society, yet they are
very rarely considered in research on stigma. People often think of criminal offenders as
being far removed from the community, in jails or prisons, but 95% of all inmates are
released back into the community at some point (Bureau of Justice Statistics, 2014).
Criminal offenders are community members, exposed to structural and social stigma, and
required to manage it just like people in other stigmatized groups. It seems highly
probable that criminal offenders experience internalized stigma, as other stigmatized
groups do, and that this may have implications for their behavior and functioning while in
the community. The few studies that have examined offenders’ thoughts and feelings
about stigma have not examined internalized stigma, and have narrowly focused on
criminal behavior as the outcome of interest. Therefore, we know very little about how
internalized stigma occurs, and the effect it has on behavior and adjustment more broadly
in this particular stigmatized group.

The two studies presented here use theoretical and empirical research to construct
a model of how internalized stigma unfolds to predict subsequent behavioral outcomes, in
the understudied population of criminal offenders. This is accomplished via two distinct
empirical papers, entitled Paper 1: The Internalized Stigma Process in Criminal

Offenders and Paper 2: Social Withdrawal/Alienation Mediates the Effect of Jail



Inmates’ Anticipated Stigma on Post-Release Adjustment: A Longitudinal Analysis. The
models presented in Paper 1 and 2 together represent a comprehensive model of the
internalized stigma process leading to behavioral outcomes, tested separately to conserve
power. The constructs and relationships in these models broadly apply to all stigmatized
groups, but specific elements relevant to criminal offenders are also included (i.e.,
recidivism).

Paper 1 examines a process through which internalized stigma occurs in the
understudied stigmatized group of criminal offenders. To accomplish this, Paper 1 tests a
theoretical model largely based on Corrigan and colleagues’ (2006) self-stigma process,
but also draws upon other stigma theory (Link et al., 1989) and research in social
psychology (Quinn & Chaudoir, 2009; Earnshaw & Quinn, 2012) to consider how
anticipated stigma fits into this process. Specifically, this model tests whether perceived
stigma leads to agreement with stereotypes, acceptance of stereotypes (i.e., internalized
stigma), and lastly to anticipated stigma. Therefore, in addition to extending current
theoretical models of the internalized stigma process, this paper provides the first test of
these constructs with criminal offenders. The second aim of Paper 1 is to test whether
theoretically-driven moderators, drawn from clinical psychology, social psychology, and
criminology literatures, influence key links in this model. Specifically, there is research
suggesting that the negative effects of stigma may be attenuated for racial minorities due
to previous experience coping with racial stigma, so it is included as a moderator of all

pathways in the model. Additionally, attitudes about the stigmatized group and one’s



social identity as a stigmatized group member are examined as moderators of the
internalized stigma process.

Paper 2 is an extension of the model presented in Paper 1, examining stigma
management and behavioral outcomes in criminal offenders. Here the focus is on
anticipated stigma, which is thought to result from internalized stigma and to be a
proximal cause of behavior (Quinn & Earnshaw, 2013). The first aim of Paper 2 is to
examine whether anticipated stigma predicts subsequent behavioral outcomes through the
use of maladaptive coping, specifically social withdrawal and alienation from non-
stigmatized others. To capture the multifaceted effects of stigma, functioning in the areas
of recidivism, substance abuse, mental health, and community adjustment were
examined. This builds upon the very limited research on offenders’ experience with
stigma by measuring coping responses as well as a variety of outcome variables. Also,
this paper is one of few longitudinal tests of the stigma process. The second aim of Paper
2 is to examine individual characteristics that may moderate key relationships in the
model, drawing upon psychology and criminology literatures. Specifically, Paper 2
examines whether having adaptive, resistant cognitions about stigma (i.e. stigma
resistance) and being more optimistic buffers the effect of anticipated stigma on social
withdrawal/alienation. Similar to Paper 1, Paper 2 also examines whether each pathway
in the model is attenuated for racial minorities.

Together, these studies present a significant contribution to the scientific literature
on the experience of stigmatized individuals and the process of how stigma affects

behavior. These studies are particularly relevant to criminal offenders as a stigmatized



group, however, the theoretical models presented herein were developed based upon
research with people with mental illness, people living with HIVV/AIDS, people who
stutter, people who have substance dependence diagnoses, and various other stigmatized
groups. Therefore, these models are thought to be broadly applicable and relevant to any

population with a concealable stigmatized identity.



CHAPTER TWO: THE INTERNALIZED STIGMA PROCESS IN CRIMINAL
OFFENDERS

Upon conviction and incarceration, people receive the stigmatizing label
“criminal offender.” Existing stereotypes about criminal offenders may be internalized
and integrated into the self-concept, a phenomenon known as self- or internalized stigma
(used interchangeably in the literature). The term internalized stigma will be used
throughout this paper. Not all stigmatized people experience internalized stigma, and in
fact, many score low on measures of internalized stigma (Corrigan et al., 2006;
Schomerus et al., 2011). People who report high internalized stigma are found to
experience more maladaptive outcomes compared to those who report low internalized
stigma; this includes poor mental health and low self-efficacy (Livingston & Boyd,
2010), longer duration of alcohol dependence (Schomerus et al., 2011), perceived
inability to integrate in the community (Ritsher, Otilingam, & Grajales, 2003), and poor
occupational functioning (Yanos, Lysaker, & Roe, 2010), making internalized stigma an
important predictor of behavior in stigmatized people. Despite this, internalized stigma

has yet to be examined in the highly stigmatized group of criminal offenders.

A Theoretical Model of Internalized Stigma

Measurement Concerns
Due to varied and vague conceptualizations, internalized stigma has not been

operationalized clearly or consistently. For example, Ritsher, Otilingam, and Grajales



(2003, pg. 32) define internalized stigma as “devaluation, shame, secrecy, and withdrawal
triggered by applying negative stereotypes to oneself.” Luoma and colleagues (2007, pg.
1332) define internalized stigma as “negative thoughts and feelings (e.g., shame, negative
self-evaluative thoughts, fear) that emerge from identification with a stigmatized group
and their resulting behavioral impact (e.g., treatment avoidance, failure to seek
employment, avoidance of intimate contact with others).” Researchers sometimes assess
the cognitive components of internalized stigma (Corrigan, Watson, & Barr, 2006), while
others assess emotional (Luoma et al., 2007) or behavioral components (Ritsher,
Otilingam, & Grajales, 2003). Also problematic, many measures of internalized stigma
are confounded with other stigma constructs such as enacted stigma (Dickerson et al.,
2002) and perceived stigma (Livingston & Boyd, 2010), or a combination of several
constructs (Holzemer et al., 2009; Kanter, Rusch, & Brondino, 2008). As a result, there is

a lack of conceptually clear models of internalized stigma.

Components of Internalized Stigma: Terminology
| propose a theoretical model of how internalized stigma unfolds. To be consistent

with the literature, widely-used terminology is used here to describe components of the
internalized stigma process. The proposed model is based heavily on Corrigan, Watson,
and Barr’s (2006) conceptualization of internalized stigma®, which assumes that there are

ways of thinking and feeling about stereotypes (prerequisites) that cause internalized

! Low self-esteem (referred to as self-esteem decrement by Corrigan et al. 2006) is sometimes
conceptualized as a component of internalized stigma (Luoma et al., 2007; Corrigan, Watson, & Barr,
2006), however, researchers have concerns about measuring self-esteem as a part of self-stigma (Corrigan
& Calabrese, 2005). | conceptualize low self-esteem as one of many psychological outcomes resulting
from internalized stigma rather than a component of the process of internalized stigma. Therefore, self-
esteem was not assessed in this study.



stigma. The process proposed here begins with perceived stigma, the perception that
others hold negative stereotypes about one’s group (i.e., referred to as stereotype
awareness by Corrigan et al., 2006 and discrimination/devaluation by Link, 1987). After
perceiving stigma, people can agree or disagree that negative stereotypes truly reflect the
group, referred to as stereotype agreement (Corrigan et al., 2006). This leads to
internalized stigma, the acceptance of negative stereotypes as being true of the self (i.e.,
referred to as stereotype concurrence by Corrigan et al., 2006). Internalized stigma can
then lead to anticipated stigma, the expectation of being discriminated against by others

(Quinn & Chaudoir, 2009). This model is displayed in Figure 1.

Stereotype
Agreement

Perceived
Stioma

Internalized
Stigma

Figure 1 Hypothesized Model of the Internalized Stigma Process

As in Corrigan et al.’s (2006) process, Figure 1 is a progressive mediation model;
each stigma construct leads to the other, and more distal parts of the process (i.e.,
perceived stigma and internalized stigma) should not be as strongly related as more
proximal parts (i.e., stereotype agreement and internalized stigma; Corrigan, Rafacz, &
Rusch, 2011). The current study examines a comprehensive model of how internalized

stigma occurs in the understudied population of criminal offenders. Each link of the



internalized stigma process is described below, noting the points at which this process

may be unique for criminal offenders.

The Internalized Stigma Process

The Effect of Perceived Stigma on the Self
Despite the structural and social stigma that exists for stigmatized groups (Link &

Phelan, 2001), researchers consistently state that stigma’s effect on the self begins with
perceived stigma, the perception that others hold negative stereotypes about the
stigmatized group (Link, 1987; Corrigan et al., 2006; Thoits, 2011). Perceived stigma in
itself puts the self at risk: stigmatized people who believe a great deal of stigma exists in
society are at a greater risk of experiencing damage to their self-concept (Link et al.,
2001).

Research supports an association between perceived stigma and harmful effects
on the self (Link et al., 1989). Decades of cross-sectional research shows that the more
people perceive stigma toward their group, the more mental health symptoms they
experience. This is mainly true of people with concealable stigmatized identities (i.e.,
stigma that is not readily apparent by looking at someone), including people who use
drugs (Semple et al., 2005; Ahern, Stuber, & Galea, 2007), people with HIV (Greeff et
al., 2010), and people with various physical illnesses (Else-Quest et al., 2009), as well as
sexual minorities (Lewis et al., 2003). Perceived stigma also longitudinally predicts low

self-esteem in people with mental illness (Link et al., 2001).

Agreement vs. Disagreement with Stereotypes
Stigmatized people who perceive stigma toward their group can either agree or

disagree with stereotypes, referred to as stereotype agreement (Corrigan, Watson, & Barr,



2006). In general, people are primed to agree with negative stereotypes. Society is
inundated with stereotypes about stigmatized groups which people are exposed to
throughout the life-course (Link, 1987). Research on the relationship between perceived
stigma and stereotype agreement is mixed. These variables are unrelated in some samples
of people with mental illness (Corrigan, Watson, & Barr, 2006) and people who stutter
(Boyle, 2013), but are modestly correlated in other samples of people with mental illness
(Corrigan, Rafacz, & Rusch, 2011), and people diagnosed with alcohol dependence
(Schomerus et al., 2011).

These mixed results may depend on the nature of the stigmatized attribute.
Specifically, having a mental illness, or stuttering, is generally not seen as resulting from
wrongdoing on the part of the stigmatized person. Therefore, people in these groups may
perceive a great deal of stigma from others, but not agree that stereotypes are true. On the
other hand, a stigmatized attribute like drug addiction may be universally viewed as bad
and worthy of blame, even among people with drug addiction. Hence, people with drug
dependence may perceive that others hold negative stereotypes and believe that the
stereotypes accurately reflect drug users. Criminal offenders may be similar in this
respect, in that offenders may be universally viewed as worthy of blame, even among
people with a criminal record. Perceived stigma and stereotype agreement may be closely

related for criminal offenders.

Accepting Stereotypes as True of the Self: Internalized Stigma
When stigmatized people agree with negative stereotypes about their group, they

must reconcile their negative beliefs about the group with their membership in the group.

10



This cognitive process is fraught with potential harm to the self. One way in which harm
to the self-concept can occur is when stigmatized people believe that the negative
stereotypes about the stigmatized group apply to them personally (i.e., internalized
stigma). Despite conceptual confusion surrounding internalized stigma, researchers
suggest that a major defining feature of internalized stigma is the acceptance of
stereotypes as being personally descriptive (Corrigan, Watson, & Barr, 2006; Nabors et
al., 2014; Quinn & Earnshaw, 2013).

Research on the relationship between stereotype agreement and internalized
stigma shows a consistent, positive relationship in people with mental iliness (Corrigan et
al., 2006; Corrigan, Rafacz, & Rusch, 2011; Watson, Corrigan, Larson, & Sells, 2007),
people with alcohol dependence (Schomerus et al., 2011), and people who stutter (Boyle,
2013). Because this positive relationship is found across stigmatized groups, it is also

expected to occur among criminal offenders.

Anticipated Stigma
Internalized stigma is related to problematic functioning, but the reason for this is

not always clear. Anticipated stigma, the expectation of experiencing discrimination due
to one’s stigmatized identity (Quinn & Chaudoir, 2009), may partially explain why
internalized stigma is associated with poor outcomes. Anticipated stigma is conceptually
distinct from perceived and internalized stigma, as it specifies the treatment an individual
personally expects to experience in the future as a result of his or her stigmatized identity

(Major and Sawyer, 2009; Quinn & Earnshaw, 2013).

11



Early stigma theory (Link, 1987) notes the substantial impact that expectations
about future discrimination can have on stigmatized individuals’ adjustment. Researchers
suggest that when people believe that they actually possess the negative qualities that are
stereotyped in their group (i.e., internalized stigma), they may be especially likely to
anticipate stigmatization in those domains, if not more generally, from outgroup members
(Earnshaw & Quinn, 2012). Though little research has assessed anticipated stigma, one
study supports this theoretical link. Earnshaw and Quinn (2012) found that anticipated
stigma from healthcare providers explained the link between internalized stigma and low
quality of life among people with chronic illnesses. People who perceive stigma, agree
with stereotypes, and accept stereotypes as personally accurate would likely anticipate

discrimination from community members.

Perceived and Anticipated Stigma
Perceived stigma likely has a direct relationship with anticipated stigma that

occurs outside of the process through which stereotypes are internalized. Not all
stigmatized people internalize negative stereotypes (Corrigan et al., 2006; Schomerus et
al., 2011). Specifically, perceived stigma may not always lead to agreement with negative
stereotypes, and therefore may not threaten the self and cause internalized stigma (i.e.,
“People think criminals are dangerous, but I don’t think that about criminals and I don’t
think that about myself.”). Despite this, people who perceive a great deal of stigma from
others can still recognize that discriminatory treatment is a real possibility, and anticipate
discriminatory treatment (i.e., “People think criminals are dangerous and even though I

do not buy into this, I expect people to discriminate against me because of it.””). This idea
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originates from early stigma theory (i.e., Labeling Theory; Link, 1987), which describes
how perceptions that others hold negative stereotypes about a stigmatized group turn into
expectations of rejection from others upon joining that stigmatized group. The only two
studies examining both perceived and anticipated stigma (Moore, Stuewig, & Tangney,
2013; Moore, Stuewig, & Tangney, in press) show a positive relationship between

perceived and anticipated stigma among criminal offenders.

Summary
In sum, internalized stigma is thought to occur in a causal process (Figure 1) in

which stigmatized people perceive that others hold negative stereotypes (i.e., perceived
stigma), agree with these stereotypes about the group (i.e., stereotype agreement), accept
that these stereotypes truly reflect the self (i.e., internalized stigma), and in turn expect
unfair, discriminatory treatment by community members (i.e., anticipated stigma).
Perceived stigma is also expected to directly cause anticipated stigma, even if stereotypes

are not internalized.

Criminal Offenders as a Stigmatized Group
Criminal offenders are a highly stigmatized group of people (LeBel, 2012).

Sanctions placed on offenders marginalize them from their communities, and severely
restrict their participation in community activities. Offenders can be permanently banned
from employment in public sector jobs and public schools. Many job applications,
regardless of the field, ask applicants to report criminal convictions, and employers are
less likely to hire people with a criminal record than those without one (Pager, 2003). In

some states, offenders with drug distribution convictions can be permanently banned
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from receiving public assistance, and those with a violent offense can be banned from
receiving public housing (Pogorzelski et al., 2005). As of 2012 in Virginia, people with
felony convictions are banned from voting for life (The Sentencing Project, 2012).
Offenders can also be banned from obtaining loans, holding a driver’s license, enrolling
in college, and having custody of or adopting a child (Pogorzelski et al., 2005).

In addition to structural sanctions, offenders endure a great deal of social stigma
(i.e., negative attitudes and discrimination from community members). Offenders are
often blamed for their status as a “criminal,” increasing the likelihood of stigmatization
from others (Dijker & Koomen, 2007). A poll of 2,000 people in the public showed that
about half of respondents agreed with negative stereotypes about ex-offenders
(Hirschfield & Piquero, 2010) and other studies show that the public supports structural
sanctions against criminal offenders (Dhami & Cruise, 2013), though college students
seem to have less negative attitudes toward offenders (Moore, Stuewig, & Tangney,
2013). Taken together with structural stigma, this presents a significant level of

stigmatization that has the potential to impact offenders’ self-concept.

Perceived Stigma among Offenders
There are three studies examining offenders’ perceived stigma; one study showed

that former prisoners agree that others deny offenders work, think they are less
trustworthy and smart, think they are dangerous, and view them as failures (Winnick &
Bodkin, 2008; LeBel, 2012), and another (Moore, Stuewig, & Tangney, 2013) showed
that most jail inmates agreed with statements that “most people think that criminals

cannot change” and “are bad people.” Therefore, offenders believe that others hold
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negative stereotypical beliefs about criminals, which is the first component of the

internalized stigma process.

Internalized Stigma among Offenders
There has been very little research on internalized stigma in criminal offenders,

despite internalized stigma being prominent in criminological theory. Labeling Theory
(Lemert, 1951) asserts that primary deviance occurs when individuals do not necessarily
view their offending behavior as part of themselves, and secondary deviance occurs when
offenders view themselves as others in society view them. Secondary deviance is
explained as a “looking-glass self-concept” reaction to societal stigma (Maruna, LeBel,
Mitchell, & Naples, 2006), mirroring conceptualizations of internalized stigma in the
psychology literature.

There have only been two studies of internalized stigma in offenders, both
qualitative. Schneider and McKim (2003) attempted to assess internalized stigma
(referred to as self-stigma) in 97 offenders on probation by asking about the offenders’
experience since being released from jail. Most participants reported feeling better about
themselves and participating in more activities since being released, though these
experiences are expected after release from jail and do not seem to capture internalized
stigma. In another study, Chui and Cheng (2013) interviewed 16 recently released
inmates in Hong Kong, asking about the cognitive, emotional, and behavioral
components of internalized stigma, such as negative self-evaluation, shame,
embarrassment, and avoidance of community activities. Six participants reported

negative self-evaluation and shame about their identity, and half reported
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cautiousness/suspiciousness during social interactions. Results must be interpreted
cautiously due to the small sample size and cultural differences between the U.S. and

Hong Kong.

Moderators of the Internalized Stigma Process
To date, research has focused on examining links in the internalized stigma

process at the bivariate level, and very little research has examined moderators of these
links. Because there is a great deal of variation in how people experience stigma (Watson
& River, 2007), it is plausible that certain characteristics will moderate the process
through which internalized stigma occurs. This study extends the literature by testing
several theoretically driven moderators that apply to stigmatized groups more broadly,
not just criminal offenders. The hypothesized model, including proposed moderators, is

displayed in Figure 2.

Attitudes
toward Criminal
Criminals Identity
Perceived Areotype l Internalized Anticipated
Stigma Agreement Stigma Stigma

Race

Figure 2 Hypothesized Moderators of the Internalized Stigma Process

16



Moderation of the Link between Perceived Stigma and Stereotype Agreement
People who generally have positive attitudes toward others in their stigmatized

group are likely to reject the veracity of stereotypes about the group (Rusch et al., 2009).
Therefore, having positive attitudes about one’s stigmatized group likely weakens the

relationship between perceived stigma and stereotype agreement.

Moderation of the Link between Stereotype Agreement and Internalized
Stigma

The relationship between stereotype agreement and internalized stigma may
depend on several factors. Agreeing with stereotypes may cause internalized stigma when
stigmatized people strongly identify as a member of the stigmatized group (Baretto,
2014; Thoits, 2011). For people who identify strongly as a member of the stigmatized
group, agreement with stereotypes about that group is relevant to the self. On the
contrary, when stigmatized people do not want the stigmatized group to comprise a large
role in their social identity, or do not see themselves as similar to others in the
stigmatized group (i.e., “I’m not like other criminals”), they may actively distance
themselves from the group or excel in stereotyped domains, which helps avoid
internalizing stereotypes (Baretto, 2014). Also, people who simply do not see themselves
as a member of the stigmatized group at all (i.e., “I’m not a criminal”’) would not be at
risk of accepting stereotypes because the stereotypes would not be self-relevant.

Therefore, identifying strongly with the stigmatized group should strengthen the

relationship between stereotype agreement and internalized stigma.
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Moderation by Race
In general, the internalized stigma process may vary for racial minorities vs. racial

majorities. Racial stigma is a visible or obvious stigma, which leaves individuals open to
more experiences of discrimination than those with concealable stigmas (Pinel, 1999).
Through experiences of discrimination, people with obvious stigmas develop coping
strategies to deflect perceived stigma away from the self (Branscombe, Schmitt, &
Harvey, 1999; Major, 2012). This may involve blaming the outgroup for being
unjustified in their prejudice, or attributing failures on unfair discrimination rather than
personal faults (Major, 2012). Consistent with this notion, Crocker and Major (1989)
found that racial minorities had higher self-esteem compared to their non-minority (e.g.,
non-stigmatized) counterparts. Other evidence to support this coping hypothesis shows
that people with both obvious and concealable stigmas have better mental health on
average compared to individuals with solely concealable stigmas (Frable, Platt, & Hooey,
1998). Therefore, because racial minorities may be more skilled at deflecting stigma
away from the self than their racial majority counterparts, being a racial minority may
buffer the effect of stereotype agreement on internalized stigma.

A competing hypothesis is that racial minorities may be more hypervigilant to
stigma as a result of experiencing discrimination. Such hypervigilance about racial stigma
has been associated with higher levels of psychological symptoms (Carter & Forsyth,
2010). Therefore, racial minorities may actually be more prone to the negative effects
stigma can have on the self-concept, strengthening the relationship between stereotype

agreement and internalized stigma.
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Race may influence additional relationships in the internalized stigma process for
criminal offenders. Unique to criminal offenders as a stigmatized group, Blacks are a
highly stigmatized type of offender. The prototypical image of the dangerous “Black
criminal” is prevalent in the media (Welch, 2007). As a result, for Black offenders,
perceiving stigma toward criminals may be especially threatening to the self, even at this
early stage in the internalized stigma process, and therefore not lead to stereotype
agreement. Therefore, the link between perceived stigma and stereotype agreement may
be attenuated for Black offenders. Further, there is reason to believe that Black inmates
may experience other aspects of the internalized stigma process differently than White
inmates, causing different implications for the self. Therefore, race will be tested as an
exploratory moderator of all of the relationships in the proposed model (i.e., perceived
stigma to stereotype agreement, stereotype agreement to internalized stigma, internalized

stigma to anticipated stigma, perceived stigma to anticipated stigma).

Present Study
This paper uses structural equation modeling to examine a process of internalized

stigma that draws upon Corrigan et al.’s (2006) conceptualization in the understudied
population of criminal offenders. This study extends the literature by testing a model of
these variables at the multivariate level, which has yet to be done. In addition to
examining perceived stigma, stereotype agreement, and internalized stigma, | examine
anticipated stigma to create a comprehensive model of internalized stigma that brings us
closer to understanding how these variables ultimately lead to maladaptive behavior.

Finally, I test theoretically driven moderators that should influence the links in this
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model, an approach that has rarely been used in stigma research. Certain types of
psychological functioning (i.e., levels of self-esteem, depression, and anxiety symptoms)
are expected to influence the degree to which individuals report perceiving, agreeing
with, and accepting stereotypes, as well as anticipating stigma, and will therefore be

controlled for in the model.

Method

Participants and Procedures
Participants were 111 male inmates recruited from an adult detention center in

2008-2010 as part of a randomized controlled trial of a restorative justice intervention
(Folk et al., 2015). Female inmates were not included because too few were incarcerated
at any given time to allow randomization into a group intervention. Demographic and
moderator data were collected at Time 1 (baseline assessment) and at Time 2 (post-
intervention assessment). Stigma measures were all administered concurrently at Time 3,
just prior to release into the community. Inmates received a $20 honorarium for
participating in the baseline assessment, and $25 for participating in the Time 3
assessment (see Folk et al., 2015 for a complete description of the study).

Only inmates who had already been sentenced were eligible to participate in order
to reduce uncertainty about release dates throughout the duration of the study. Inmates
were excluded if they were not likely to serve their sentence at the host jail (i.e., likely to
be transferred to DOC, sentenced to electronic incarceration), or if they had ICE detainers
because of the difficulty in following up with deported individuals. Only inmates housed

in the general population areas of the jail were eligible to participate in order to exclude
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those with serious psychopathology or medical problems. Inmates were informed that
participation was voluntary and that data were confidential, protected by a Certificate of
Confidentiality from DHHS.

Of the eligible inmates who consented to participate (N = 230), 213 were
successfully randomized to the intervention (108 in treatment group, 105 in control
group). Of the inmates who were randomized, three participants withdrew from the study,
four were dropped, two were unexpectedly transferred, and one person refused, leaving
203 participants who completed the Time 3 pre-release assessment. Of these individuals,
111 inmates completed measures of perceived stigma, stereotype agreement, and
internalized stigma due to this measure being added into the study late. Further, only 79
participants completed the assessment of anticipated stigma because this measure was
added into the study even later. Participants (N = 111) were male, about 33 years old on
average (range = 18 — 65), and were racially/ethnically diverse (43.8% Black, 38.4%
White, 4.4% Hispanic, 9.9% Mixed race/other race, 2.5% Asian/Pacific Islander, and
1.0% Middle Eastern). Attrition analyses showed that participants who completed stigma
measures (N = 111) were not significantly different from those who did not complete
these measures (N = 92) on key variables (i.e., age, race, criminal identity, levels of self-

esteem, anxiety symptoms, depression symptoms, treatment status).

Measures
All stigma measures were assessed at Time 3, just prior to release from jail.

Demographics and moderators were assessed either at baseline or other points during

incarceration (specified below).

21



Perceived Stigma, Stereotype Agreement, and Internalized Stigma
The Self-Stigma of Mental IlIness scale (SSMI; Corrigan, Watson, & Barr, 2006)

was adapted for use with individuals involved in the criminal justice system, and entitled
the Self-Stigma of Individuals with Criminal Records scale (SSICR). The SSMI scale
assesses four aspects of stigma: perceived stigma, stereotype agreement, internalized
stigma, and self-esteem decrement. Self-esteem decrement was not assessed in this study,
so the self-esteem decrement scale was not included.

Research on criminal offender stereotypes (Maclin & Hererra, 2006) and
anecdotal information from clinical work in the criminal justice system were used to
adapt the SSMI for criminal offenders. Many of the stereotypes on the SSMI about
people with mental illness were also applicable to criminal offenders (e.g., dangerous,
untrustworthy, disgusting, below average in intelligence, unpredictable, to blame, unable
to keep a regular job, dirty). Some items, such as the inability to care for oneself and
likelihood of not recovering/getting better, were changed to more common stereotypes
for criminal offenders: “unable to be rehabilitated” and “are bad people.” These
stereotypes are very similar to other assessments of stereotypes with criminal offenders;
items referring to employability, trustworthiness, and generally thinking poorly of
criminal offenders are mentioned in both Winnick and Bodkin (2008) and LeBel (2012),
items referring to dangerousness are included in LeBel (2012), and items referring to
intelligence and ability to be rehabilitated are included in Winnick and Bodkin (2008).
Following the format of the SSMI scale, the SSICR used different clauses to capture
perceived stigma (“The public thinks most people with a criminal record are...”),

stereotype agreement (“I think most people with a criminal record are...”), and
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internalized stigma (Because | have a criminal record, I am...”). Responses range from
“1” Strongly Disagree to “4” Strongly Agree.

Each scale of the Self-Stigma of Individuals with a Criminal Record (SSICR)
originally had 10 items (30 items total), but upon examination of inter-item correlations
and reliability, we found that the item “(The public thinks most people with a criminal
record are/l think most people with a criminal record are/Because | have a criminal
record, I am) to blame for their/my problems” reduced internal consistency on all scales.
For example, on the stereotype agreement scale, the alpha with all items was .79, but was
considerably higher (.84) if the blame item was removed. Similarly, on the internalized
stigma scale, the alpha was .65, but was higher (.73) if the blame item was removed.
Even in the perceived stigma scale, which already had a high alpha of .91, rose to .92
when the blame item was removed. Further, the blame item had the lowest item-scale
correlation for two of the three scales; the blame item was correlated with the total
perceived stigma scale at .48 when all other item-scale correlations ranged from .69 to
.80, and with the total stereotype agreement scale at .40 when all other item-scale
correlations ranged from .60 to .75.

The concept that criminal offenders are to blame for their behavior may not be the
best indicator of a negative stereotype in offender samples. This is because most people,
even offenders themselves, likely believe that criminal offenders are at fault for their law-
breaking behavior, and additionally, taking responsibility and accepting blame for one’s
behavior is valued in this population. This can be contrasted with people with mental

illness (or any stigmatized attribute with an organic nature) in which being blamed for
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their mental illness would constitute a negative stereotype. Therefore, this item was
dropped from each of the three scales, resulting in 9 items on each scale. Reliabilities
ranged from excellent to acceptable for these scales: perceived stigma o = .92, stereotype
agreement o = .84, internalized stigma o = .73. perceived stigma and stereotype
agreement scales were normally distributed, and the internalized stigma scale was
negatively skewed (skew = 2.54, S.E. = .23, kurtosis = 6.58, S.E. = .46), with the majority

of responses being in the lower end of the range.

Anticipated Stigma
Anticipated stigma was assessed by adapting select items from the Discrimination

Experiences subscale of the Internalized Stigma of Mental IlIness scale (ISMI; Ritsher,
Otilingam, & Grajales, 2003). The ISMI is a widely used, reliable measure capturing a
variety of stigma experiences. Four out of five items on the Discrimination Experiences
subscale were used; one item, “People often patronize me, or treat me like a child, just
because | have a mental illness” was not used because it did not apply to offenders.
Content of the other four items was relevant to criminal offenders. Items were reworded
to reflect an expectation about future treatment rather than past discrimination
experiences. For example, the ISMI item “People discriminate against me because I have
a mental illness” was reworded to “I expect people to discriminate against me because |
have a criminal record.” This adapted scale was entitled Personal Expectations of
Discrimination (PED). Responses ranged from “1” Strongly Disagree to “4” Strongly

Agree. Reliability was good (a = .87).
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Control Variables

Self-esteem, Depression, Anxiety, and Treatment Status
Levels of self-esteem, depression, and anxiety were assessed at Time 2 (post-

intervention). Self-esteem was assessed using the Rosenberg Self-Esteem scale
(Rosenberg, 1965). This scale contains 10 items assessing global self-worth with both
positively and negatively worded items (o = .87). Responses are rated on a Likert scale
rated from “1” Strong Disagree to “4” Strongly Agree. This variable was slightly
positively skewed (M = 3.27, S.D. = .58, range = 1.20 — 4.00). Depression and anxiety
symptoms were assessed using a shortened version of the Personality Assessment
Inventory (PAI; Morey, 2007). The PAI is a widely used, well-validated measure for
assessing Axis | and Il psychopathology (Morey, 2007). Item responses ranged from 1 =
“False, not at all true” to 4 = “Very true.” The PAI uses T-scores, which are normed on a
sample of average adults; the ranges for each scale were 35T - 97T for depression
(24items, o = .89) and 34T - 89T for anxiety (24 items, o = .89).

Because the sample analyzed in this study was drawn from a randomized
controlled trial of an intervention, treatment status was also controlled for in analyses.
Treatment status was coded as ‘0 if participants were assigned to the treatment as usual
condition, and ‘1’ if participants were assigned to the restorative justice intervention. In
the sample of participants who completed the stigma measures (N = 111), 55 participants

were in the treatment as usual group and 56 were in the treatment group.
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Moderators

Race
Race was assessed upon entry into the jail with a demographic questionnaire

asking participants to report their race. Race was coded as “0” White (N = 38) and “1”
Black (N = 51). There were too few participants from other racial/ethnic groups to

analyze separately.

Attitudes toward Individuals with Criminal Records
Attitudes toward the stigmatized group were assessed at Time 3 just prior to

release using a single item to determine how positively or negatively participants felt
about other people in their stigmatized group (i.e., criminal offenders). The question
asked, “In general, my attitudes toward people with a criminal record are 77
Response options ranged from “1” Very Negative and “7” Very Positive. This variable
was normally distributed (M = 4.85, S.D. = 1.40, range = 1 - 7), with only 0.9% of

participants reporting very negative attitudes and 18% reporting very positive attitudes.

Social Identity (Criminal Identity)
Social identity as a “criminal” was assessed at Time 2 (post-intervention).

Participants were asked to what degree they agreed with the statement “I am a criminal”
on a 6-point Likert scale from “1” “totally disagree” to “6” “totally agree.” This variable
was slightly skewed (M = 2.75, S.D. = 1.84, range = 1 - 6), with 40% of participants

totally disagreeing that they were a criminal.

Results
Overall levels of internalized stigma were low in this sample. The internalized

stigma range was restricted, as many people disagreed with internalized stigma items
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altogether. The levels of internalized stigma found here mimic what is found in other
stigmatized groups (Corrigan, Watson, & Barr, 2006). Bivariate correlations of all

variables in the model are displayed in Table 1.

Table 1 Study 1 Bivariate Correlations
Perceived  Stereotype Internalized  Anticipated

Stigma Agreement stigma Stigma
Model Variables
Perceived Stigma 1.0 28** 23* 33**
Stereotype Agreement .28%* 1.0 A48F*F* .02
Internalized Stigma 23* 48**x* 1.0 .25%
Anticipated Stigma .33** .02 .25* 1.0
Controls
Self-esteem -.003 -.16 -.22* - 48***
Anxiety .20* 19 21* 39***
Depression .07 A7 32** AQ*F**
Treatment Status -.25%* .00 -.01 14
Moderators
Race .001 -11 -13 -.05
Attitudes toward Criminals -.06 -.25** -.07 13
Criminal Identity .03 -.07 .05 .03

Note. p < .05%, p < .01**, p < .001***

Structural equation modeling via Mplus was used to analyze the data. The
measurement model and basic structural models were tested on the sample of 111 people
who completed the stigma measures. Full Information Maximum Likelihood (FIML) was
used to handle missing data. FIML is strongly encouraged over listwise deletion when
data are missing at random, which means that the participants are not missing on
items/variables for a reason that is relevant to the phenomenon being measured (Schafer
& Graham, 2002; Wothke, 2000; Little, Jorgensen, Lang, & Moore, 2014). In our data,

the stigma measure was added into the study part way through, so about half of our
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participants had already completed data collection before the stigma measure was
introduced into our interview packet. This was confirmed by analyses indicating that
people who completed stigma measures (N = 111) were not significantly different from
those who did not (N = 92) on all relevant variables. Because this reason for missing data

is unrelated to the phenomena being studying, it can be considered missing at random.

Measurement Model
Latent variables were created for Perceived Stigma, Stereotype Agreement,

Internalized stigma, and Anticipated Stigma. Latent variable names are capitalized
throughout the rest of the paper. The Anticipated Stigma latent variable used the four
items from the PED scale as indicators. Because certain items on the internalized stigma
scale had low variance, they were not strong indicators on their own. Instead, | used
parceled items as indicators (Little, Cunningham, Shahar, and Widaman, 2009). Parceling
involves combining (sum or average) multiple items; this technique simplifies structural
equation models by decreasing the number of parameters that must be estimated (Little,
Cunningham, Shahar, and Widaman, 2009; Little et al., 2013). Parcels were created for
Perceived Stigma, Stereotype Agreement, and Internalized Stigma using the respective 9
items in each of those scales of the SSICR.

To create the parcels, | used a technique described in Little, Cunnigham, Shahar,
and Widaman (2009). A one-construct model was created in Mplus for each scale (i.e.
Perceived Stigma, Stereotype Agreement, and Internalized Stigma) using the 9 respective
items as indicators. Factor loadings were inspected, and the highest three were chosen as

anchors for three parcels. Items with the next-highest loadings were selected, and out of
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those, the highest loading item was assigned to the parcel with the lowest loading, the

next-highest loading was assigned to the parcel with the next-lowest loading, etc. until

each parcel had three indicators. This resulted in three balanced parcels each for

Perceived Stigma, Stereotype Agreement, and Internalized Stigma that served as

indicators for latent variables (see Table 2).

Table 2 Latent Variables with Parceled Items as Indicators

Parcel 1 Parcel 2 Parcel 3
Perceived 1. cannot be trusted. 4. are dirty and 2. are disgusting.
Stigma unkempt.
3. are unwilling to get | 6. are below average | 7. are unpredictable.
“The Public or keep a regular job. | inintelligence.
Believes most 9. are dangerous. 10. are bad people. 8. cannot be
people with a rehabilitated.
criminal
record...”
Stereotype 1. cannot be trusted. 2. are disgusting. 4. are dirty and
Agreement unkempt.
6. are below average | 3. are unwilling to get | 7. are unpredictable.
“I think most in intelligence. or keep a regular job.
people with a 8. cannot be 9. are dangerous. 10. are bad people.
criminal rehabilitated.
record...”
1. I cannot be trusted. | 2. | am disgusting. 6. | am below
Internalized average in
Stigma intelligence.
4.1 am dirty and 3. lam unwilling to 7.1am
“Because I have | unkempt. get or keep a regular | unpredictable.
a criminal job.
record...” 10. I am a bad 8. | cannot be 9. I am dangerous.
person. rehabilitated.

The measurement model included latent variables for Perceived Stigma,

Stereotype Agreement, Internalized Stigma, and Anticipated Stigma. All latent variances

were set to 1 to identify the model, freeing all factor loadings to be estimated. This model
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fit the data very well (x % (59) = 79.09, p = .04; RMSEA = .06, Cl =.01 - .09; CFI = .97,
SRMR =.06), and all indicators loaded significantly onto their respective factors above
the accepted value of .40.

Correlations between latent variables were examined in order to determine
whether Corrigan and colleagues’ (2006) “progressive’” model was supported here (i.e.,
variables next to each other in the model should be more highly correlated than those that
are farther apart in the model). This is mostly supported here; Perceived Stigma is more
strongly associated with Stereotype Agreement (r = .34, p <.001) than it is with
Internalized Stigma (r = .30, p =.005). Further, Stereotype Agreement was more highly
correlated with Internalized Stigma (r = .64, p < .001) than it was with Anticipated
Stigma (r = .07, p = .57). It is not uncommon for stereotype agreement to be uncorrelated
with other variables in the model, as this is found in other research (Schomerus et al.,
2011). Further, Internalized Stigma and Anticipated Stigma were highly correlated (r =
.39, p =.001). Anticipated Stigma, which was not included in Corrigan and colleagues’
(2006) original model, was surprisingly most highly correlated with Perceived Stigma (r

= .43, p <.001), the variable it is farthest away from in the model.

Structural Model
Structural paths were added into the model, reflecting the sequential mediation

model in Figure 1, with the exception of the direct pathway from perceived stigma to
anticipated stigma, which was tested separately. This model fit the data well (y % (62) =
91.84, p =.01; RMSEA = .07, Cl = .03 - .09; CFI = .96, SRMR = .11). Perceived Stigma

was significantly related to Stereotype Agreement (5 = .35, p <.001), which was
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significantly related to Internalized Stigma (5 = .63, p <.001), which in turn was
significantly related to Anticipated Stigma (5 = .30, p =.02). The indirect pathway from
Perceived Stigma to Anticipated Stigma was marginally significant (8 = .07, p = .06),
indicating mediation from Perceived Stigma through Stereotype Agreement and
Internalized stigma, to Anticipated Stigma (see Figure 3a). This model was bootstrapped
to determine robustness of the indirect effect. When bootstrapped, the pathway between
Internalized and Anticipated Stigma became marginally significant (8 = .25, p =.08) and
the indirect effect became nonsignificant (8 = .07, p =.12). This suggests that the
pathway between Internalized and Anticipated Stigma, and the indirect effect from
Perceived to Anticipated Stigma may not be robust. This model explained 12.4% of the
variance in Stereotype Agreement, 40.2% of the variance in Internalized Stigma, and

9.1% of the variance in Anticipated Stigma.

Perceived Stereotype Internalized Anticipated

Stigma Agreement Stigma Stigma

p <.10+, p <.05*, p <.01**, p <.001***

% %(62) =91.84, p=.01, RMSEA = .07 CI = .03 - .09, CFI = .96, SRMR = .11, AIC: 1518.13
Indirect effect (Perceived Stigma to Anticipated Stigma): f =.07,p =.06

R? Internalized stigma: 40.2%

R? Anticipated Stigma: 9.1%

Figure 3 Internalized Stigma Process

When the hypothesized direct pathway was added into the model from Perceived

Stigma to Anticipated Stigma (see Figure 4), model fit improved significantly (y % (61) =
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84.82, p =.02; RMSEA = .06, Cl =.02 - .09; CFI = .96, SRMR = .08; 3 > (1) A=7.02, p <
.05). Further, results showed that when modeling the effect of Perceived Stigma on
Anticipated Stigma (# = .34, p = .004), all pathways remain significant with the exception
of the path between Internalized Stigma and Anticipated Stigma, which dropped to
marginal significance (# = .22, p = .09). Therefore, the relationship between Internalized
Stigma and Anticipated Stigma is largely accounted for by the effects of Perceived
Stigma. Further, the indirect effect from Perceived Stigma to Anticipated Stigma was no
longer significant (# = .05, p = .13) when the direct pathway was added into the model,
most likely because Internalized Stigma was only marginally associated with Anticipated
Stigma in this model. This model explained 12% of the variance in Stereotype
Agreement, 40% of the variance in Internalized Stigma, and 19.6% of the variance in
Anticipated Stigma.

Figure 4 was tested again, just specifying an indirect effect remained from
Perceived Stigma to Internalized Stigma (i.e., instead of Perceived Stigma to Anticipated
Stigma). This does not change any parameters or fit statistics, but simply specifies that
the indirect effect stops at Internalized Stigma and does not go through Anticipated
Stigma. Results showed a significant indirect effect from Perceived Stigma to
Internalized Stigma (5 = .22, p = .001), which remained significant after bootstrapping (5
=.28, p =.01) and for which the confidence interval did not include 0 (Cl = .13 to .58).
Taken together, these results suggest a) full mediation from Perceived Stigma to

Internalized Stigma, through Stereotype Agreement, and b) that Anticipated Stigma is
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uniquely associated with perceived stigma, and may not always follow from internalized

stigma.

Anticipated
Stigma

p < .10+, p <.10+, p <.05%, p < .01**, p < .001***
X2(61) =84.82,p=.02, RMSEA = .06 Cl =.02 - .09, CFI = .96, SRMR = .08, AIC: 1513.11
Indirect effect (Perceived Stigma to Anticipated Stigma): /= .05, p =.13

R? Internalized stigma: 39.6%

R? Anticipated Stigma: 19.6%

Figure 4 Internalized Stigma Process with Direct Pathway

Controlling for Depression, Anxiety, Self-esteem, and Treatment Status
Depression symptoms, anxiety symptoms, and self-esteem were controlled for in

analyses to rule out their influence on stigma variables. For example, endorsement of
internalized stigma may be explained by depressed mood or low self-esteem rather than
perceived stigma and stereotype agreement. For control variable analyses, FIML was
used to capitalize on the full sample of people who completed Time 3 data collection (N
= 203), which includes participants who completed stigma measures (N = 111) as well as
those who missed those measures but completed either depression, anxiety, or self-

esteem measures (N = 92).
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Depression symptoms, anxiety symptoms, and level of self-esteem were analyzed
as observed variables, in separate models. Each control was entered as a predictor of each
variable in Figure 4 (i.e., Perceived Stigma, Stereotype Agreement, Internalized Stigma,
Anticipated Stigma). When controlling for depression, anxiety, and self-esteem, despite
several main effects of these controls on the variables in the model, all pathways
remained significant that were previously significant, and the pathway from Internalized
Stigma to Anticipated Stigma was nonsignificant.

Because all variables in this model were assessed post-intervention in a
randomized controlled trial of an intervention, treatment status (i.e., intervention vs.
control) was controlled for in the model. Treatment status was entered as a predictor of
each variable in the model displayed in Figure 4. Same as above, even when controlling
for treatment status, all previously significant effects remained, as did the nonsignificant

path from Internalized Stigma to Anticipated Stigma.

Moderators
Interactions (see Figure 2) were analyzed using the Latent Moderated Structural

equations (LMS) method, which multiplies two latent variables (Klein & Moosbrugger,
2000; Maslowsky, Jager, and Hempken, 2014). Using this method, two models are tested:
Model 0 contains the baseline model (see Figure 4) plus the main effect of the moderator
on the variable of interest, and Model 1 contains everything in Model 0 plus the latent
interaction. Unlike typical nested model comparison, Model 1 does not include fit
statistics, precluding chi square difference testing (Maslowsky et al., 2014). Instead, the

log-likelihood ratio test (D = -2[(log-likelihood for Model 0) — (log-likelihood for Model
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1)]) is used to compare Model 0 and Model 1 (Maslowsky et al., 2014). Significance is
determined using the chi square table and appropriate difference in degrees of freedom
between Model 0 and Model 1 (Maslowsky et al., 2014).

Each moderator was analyzed in a separate model. Moderators were analyzed as
observed variables because they were all one-item constructs®. In accordance with testing
LMS models, all variables were standardized in order to aid with interpretation of

parameter estimates.

Moderation of the Link between Perceived Stigma and Stereotype Agreement
| first examined whether attitudes toward criminals moderated the relationship

between Perceived Stigma and Stereotype Agreement. | tested Model 0, which is the
baseline model (Figure 4) with the addition of the main effect of attitudes toward
criminals on Stereotype Agreement (y 2(73) = 110.82, p = .003; RMSEA = .07, CI = .04 -
.09; CFI =.95, SRMR = .08). There was a main effect suggesting that having more
positive attitudes toward criminals was related to less Stereotype Agreement (5 = -.22, p
=.02). | then examined Model 1, which adds the latent interaction between Perceived
Stigma and attitudes toward criminals in predicting Stereotype Agreement. The

interaction was not significant (5 = -.16, p = .12).

2 When constructs are assessed with just one item, the latent variable must have its residual variance set to
0, and its loading set to 1, which constitute the exact same assumptions that observed variables have. So,
there is no difference in analyzing the observed and latent variables of one-item constructs. The exception
to this is if there is existing literature noting the reliability of the construct because the reliability can
inform latent variable parameters. However, there is no such information available for the moderators used
in this study (i.e., attitudes toward criminals, criminal identity).
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Moderation of the Link between Stereotype Agreement and Internalized
Stigma

| then examined whether criminal identity strengthened the relationship between
Stereotype Agreement and Internalized Stigma. | performed a log transformation of the
criminal identity variable to reduce positive skew. | examined Model 0, which is the
baseline model (Figure 4) with the addition of the main effect of criminal identity on
Internalized Stigma (y 2(73) = 104.97, p = .01; RMSEA = .07, CI = .03 - .09; CFI = .95,
SRMR =.08). There was no main effect of criminal identity on Internalized Stigma (f =
.09, p =.38). I then examined Model 1, which adds the latent interaction between

Stereotype Agreement and criminal identity in predicting Internalized Stigma. The

interaction was not significant (# = .30, p = .48).

Moderation by Race
Race (Black, N = 38 vs. White, N = 51) was analyzed using the LMS method

rather than a multigroup method because there were fewer participants than parameters
being estimated in the multigroup model. Though analyzing a binary variable violates the
assumption of normality in the LMS method, the LMS method is one of the limited
approaches for examining the interaction of an observed categorical variable and a latent
continuous variable (Woods & Grimm, 2011). Further, Muthen and Muthen (2015)
recommend using either a multigroup or LMS method to estimate this type of interaction.

The risk of using the LMS method for this type of interaction is that Type 1 error can be
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inflated. Therefore, results must be interpreted with caution. Preliminary analyses show
no significant differences in Black and White inmates’ mean levels of stigma®.

To examine the interaction of Perceived Stigma and race in predicting Stereotype
Agreement, | first tested Model 0 (baseline model in Figure 4 plus main effect of race on
Stereotype Agreement). This model fit the data acceptably (y ?(73) = 108.79, p = .004;
RMSEA =07, Cl =.04 - .10; CFI = .94, SRMR = .08). There was no main effect of race
on Stereotype Agreement (5 = -.14, p = .18). | then examined the latent interaction
between Perceived Stigma and race in predicting Stereotype Agreement in Model 1. The
interaction marginally predicted Stereotype Agreement (5 = -.46, p =.06). Figure 5
shows that for White inmates, Perceived Stigma was strongly positively related to
Stereotype Agreement, whereas this relationship was weaker in magnitude for Black
inmates.

Several steps were taken to test the robustness of this interaction effect.
Examination of bivariate correlations was consistent with the interaction graph, showing
that perceived stigma and stereotype agreement were highly correlated for White inmates
(r =.49, p =.002), but were not significantly correlated for Black inmates (r = .14, p =
.32); in conducting a significance test of correlation coefficients (Fischer, 1921), these
correlations were significantly different from one another (Z = 2.50, p = .01). Further, in
comparing the two models using the log-likelihood ratio test (D = -2[(log-likelihood for

Model 0) — (log-likelihood for Model 1)]); Maslowsky et al., 2014), Model 1 was just

® Preliminary analyses showed no significant differences in Black (M = 2.40, S.D. = .75) and White (M =
2.40, S.D. = .70) inmates’ levels of perceived stigma (t(87) = -.01, p =.99), stereotype agreement (M for
Blacks = 1.51, S.D. = .41, M for Whites = 1.60, S.D. = .41; t(87) = 1.02, p = .31), or internalized stigma (M
for Blacks = 1.10, S.D. = .21, M for Whites = 1.16, S.D. = .28; t(87) = 1.23, p = .22).
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below the cutoff (3.84) for a significant degrees of freedom difference of 1 in the chi
square table (D = -2[(-533.40) — (-531.60)], D = 3.6). This suggests that the model
without the latent interaction represented a marginal loss in fit compared to the model

with the latent interaction.
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Figure 5 Interaction of Perceived Stigma and Race Predicting Stereotype Agreement

To examine the interaction of Stereotype Agreement with race in predicting
Internalized Stigma, | first examined Model 0 (baseline model in Figure 4 plus the main
effect of race on Internalized Stigma; x * (73) = 109.54, p = .004; RMSEA = 08, Cl = .04 -
.10; CFI = .94, SRMR = .09). Race did not have a significant main effect on Internalized
Stigma (# = -.11, p = .31). | then examined the latent interaction between Stereotype
Agreement and race in predicting Internalized Stigma in Model 1. The interaction was
nonsignificant (f = -.43, p = .131). Examination of bivariate correlations was consistent,

showing that stereotype agreement and internalized stigma were strongly positively
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correlated for both White (r = .53, p =.001) and Black (r = .44, p = .001) inmates.

Further, there was no significant difference between these correlations (Z = .74, p = .46).

Exploratory Race Moderation Analyses
In addition to the hypothesized moderators above, | also explored whether race

moderated other pathways in the model (i.e., path from Internalized to Anticipated
Stigma, and from Perceived to Anticipated Stigma). | first examined the interaction of
Internalized Stigma and race in predicting Anticipated Stigma. Model 0 (y 2(73) =
110.52, p =.003; RMSEA = .08, Cl = .05 - .10; CFI = .94, SRMR = .09) showed no main
effect of race on Anticipated Stigma (5 = -.03, p = .81). In Model 1, the interaction of
Internalized Stigma and race marginally predicted Anticipated Stigma (5 = .22, p =.09).
Figure 6 shows that for Black inmates, Internalized Stigma is positively related to
Anticipated Stigma, whereas for White inmates, Internalized Stigma is unrelated to
Anticipated Stigma. Examination of bivariate correlations was consistent, showing that
internalized stigma and anticipated stigma were positively correlated for Black inmates (r
= .34, p =.05), but essentially unrelated for White inmates (r = .07, p = .74); these
correlations are marginally different (Z = -1.80, p = .07). Using the log-likelihood ratio
test, results showed that Model 1 just fell short of the cutoff (3.84) necessary to conclude
that Model 0 was a significant loss in fit compared to Model 1. Therefore, we can
conclude that the model without the latent interaction represents a marginal loss in fit
compared to the model with the latent interaction (D = -2[(-534.26) — (-532.69)], D =

3.14).
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Figure 6 Interaction of Internalized Stigma and Race Predicting Anticipated Stigma

| also examined the interaction of Perceived Stigma and race in predicting
Anticipated Stigma. Model 0 (same fit indices as noted in previous paragraph) indicated
no main effect of race on Anticipated Stigma (see above). Model 1 included the latent
interaction of Perceived Stigma and race in predicting Anticipated Stigma, and this
interaction was not significant (# = .11, p = .46). Examination of bivariate correlations
did show differences in these relationships between Blacks and Whites. Specifically, for
White inmates, perceived stigma was positively, but not significantly, related to
anticipated stigma (r = .27, p = .18), whereas these variables were significantly positively
correlated for Black inmates (r = .41, p =.02). However, there was no significant

difference between these correlations (Z = -1.00, p = .31).

Discussion

Internalized Stigma Process is Replicated in Criminal Offenders
This study provides the first quantitative examination of internalized stigma in

criminal offenders, and importantly, shows that a model of the internalized stigma

process (based on Corrigan et al., 2006’s conceptualization) is supported in this
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population. Specifically, model-testing demonstrated that perceived stigma led to
agreement with stereotypes, which led to internalized stigma. There was a significant
indirect effect from Perceived Stigma to Internalized Stigma through Stereotype
Agreement, suggesting full mediation. Therefore, similar to other stigmatized groups
(Corrigan, Watson, & Barr, 2006; Schomerus et al., 2011; Boyle, 2013), perceiving
stigma and agreeing with stereotypes about criminal offenders appear to be prerequisites
for internalizing stigma among criminal offenders as well.

One important difference in criminal offenders, compared to other stigmatized
groups, is that perceived stigma and stereotype agreement are positively correlated in this
population, as hypothesized. Studies of these variables in people with mental illness and
people who stutter show that they are not related (Corrigan, Watson, & Barr, 2006; Boyle
2013). However, similar to studies with people who are dependent on drugs (Schomerus
etal., 2011), perceiving stigma is closely linked to agreeing with stereotypes about this
particular stigmatized group. Unlike people with mental illness or people who stutter,
people who use drugs and commit crimes became stigmatized due to a choice they made;
they are considered responsible for their stigmatized identities. Therefore, for culpable
stigmatized groups such as these, perceiving more stigma may incline even members of

the stigmatized groups themselves to agree with negative stereotypes about the group.

Extending the Internalized Stigma Process with Anticipated Stigma
By including anticipated stigma in this model, we extended Corrigan’s

conceptualization of the internalized stigma process. Perceiving stigma from community

members was strongly related to anticipated stigma, and accounted for much of the effect
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that internalized stigma had on anticipated stigma. Contrary to our prediction, anticipated
stigma did not always follow from internalized stigma. When a direct effect from
perceived stigma to anticipated stigma was included in the model, the link between
internalized stigma and anticipated stigma was attenuated, but still marginally positive.
This indicates that even when the self is protected from internalizing stereotypes (e.qg.,
stereotypes are deflected away from the self, not internalized), offenders may still
anticipate discriminatory treatment from others.

For many offenders, perceiving stigma from the community certainly generates
predictions of experiencing discriminatory treatment by community members, even
though they may believe discriminatory treatment is unjustified. Perceiving and
anticipating stigma in the absence of internalized stigma may have different implications
for post-release adjustment than the internalized stigma process does. For example, if a
stigmatized person does not internalize stigma and hence does not believe discrimination
toward them is justified, but still expects discrimination, this may incline that person to
prepare for obstacles and develop a plan for overcoming them. This is in contrast to a
stigmatized person who internalizes stereotypes, and hence likely thinks discrimination
toward him/her is justified, which may be more likely to lead to avoidance or withdrawal
from domains involving the potential for discrimination.

In sum, the model analyzed in the current study builds upon the stigma literature,
as most studies of internalized stigma do not include anticipated stigma, and this lays the

groundwork for incorporating this important variable into other models.
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Advancing the Research on Stigma in Criminal Offenders

Modeling the Internalized Stigma Process
These results greatly expand the research on the psychological experience of

stigma in criminal offenders. The only studies to date of internalized stigma in offenders
(Chui & Cheng, 2013; Schneider & McKim, 2003) used qualitative methods with small
idiosyncratic samples. The current study used quantitative methods in a larger, more
representative sample of offenders to examine internalized stigma, and performed
advanced multivariate analyses of these constructs, providing a model of internalized
stigma. This study shows that internalized stigma does exist in this population and occurs
through a similar process as has been observed in other stigmatized groups. Specifically,
perceiving that community members hold stereotypical beliefs about offenders directly
leads to the anticipation of being discriminated against, and also indirectly leads to the
anticipation of being discriminated against through agreement with stereotypes about

offenders and acceptance of stereotypes as being personally descriptive.

Moderators of the Internalized Stigma Process
The relationship between perceived stigma and stereotype agreement generalized

across inmates, regardless of how positive or negative their attitudes were toward others
with a criminal record. This means that offenders who perceive stigma from community
members, in general, also agree with negative stereotypes about criminal offenders, even
if they feel positively toward offenders on the whole. Thus, the hypothesis that feeling
positively about offenders would buffer this relationship was not supported. This may

reflect the notion that having a criminal record is an extremely socially unacceptable
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marker that involves a great deal of stigma and blame, even among people involved in the
criminal justice system.

The relationship between stereotype agreement and internalized stigma
generalized across inmates, regardless of how strong their social identity as a “criminal”
was. This suggests that identifying strongly with other offenders does not increase the
chances that stereotype agreement will be harmful—it is harmful to the self regardless of
whether people identify with the label “criminal.” So, contrary to my hypothesis, the
strength of one’s social identity did not affect this link in the internalized stigma process.
It is also possible that inmates interpreted our single-item measure of criminal identity in
different ways. For example, for one inmate, strongly agreeing that he is a “criminal”
may mean that he feels similar to other offenders, and believes he possesses typical
qualities of an offender. For another inmate, strongly agreeing that he is a “criminal” may
represent taking responsibility for his illegal behavior. Yet for another inmate, strongly
agreeing with this item may reflect literal interpretation of the item rather than a
consideration of one’s social identity. Therefore, differences in item interpretation could
cancel out an interaction effect.

Participants’ race emerged as a moderator of key pathways in this model. The
relationship between perceived stigma and stereotype agreement was strong and positive
for White inmates but nonsignificant for Black inmates. So, as hypothesized, for Black
inmates, perceiving stigma toward criminal offenders did not lead to agreement with
stereotypes. This may be because agreeing with negative stereotypes about the

stigmatized group is especially threatening to Black individuals’ self-concept. They must
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reconcile that they are Black individuals involved in the criminal justice system against
the very negative, stereotypical portrayal of Black “criminals.” If they agree that most
criminal offenders do possess negative stereotypical traits, then they are that much closer
to believing they indeed fit that mold. So, even though Black inmates perceive stigma
toward criminals, they may possess a self-protective mechanism that protects their racial
identity and sense of self by disagreeing with stereotypes about criminal offenders. There
is evidence that Black inmates possess coping skills that protect the self from stigma and
discrimination. Due to already possessing one stigmatized identity (i.e., racial minority),
Black individuals are thought to possess cognitive strategies that reframe negative
stereotypes, or deflect negative stereotypes away from the self-concept. White
individuals, who may not have been exposed to previous stigma experiences, may not
have any sort of buffering cognitions that would lead one to disagree with stereotypes, or
deflect stereotypes away from the self.

On the other hand, Black individuals are disproportionately represented in the
criminal justice system due to bias in various steps of the criminal justice process (i.e.,
profiling, arrest, conviction). So, it is entirely plausible that Black inmates have indeed
had more frequent contact with other criminal offenders, which we know from research
reduces stereotypical beliefs about a group. So, though Black inmates perceive a great
deal of stigma, they may be more accepting of criminal offenders, and more likely to
disagree with stereotypes about criminal offenders because of personally knowing many

people who have had criminal justice contact. However, there were no differences in
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mean, range, or variance in stereotype agreement for White (M = 1.60, S.D. = .41, range
=1.00 - 2.33) vs. Black (M = 1.51, S.D. = .41, range = 1.00 - 2.67) offenders.

There were also race differences in the pathway between Internalized Stigma and
Anticipated Stigma. For Black inmates, internalized stigma was positively related to
anticipated stigma, but there was no relationship between these variables for White
inmates. So, for White inmates, believing that stereotypes truly described the self did not
lead to expectations about being treated unfairly by the community. For White offenders,
the relationship between internalized and anticipated stigma may be completely explained
by perceived stigma, leaving no variance to be explained by internalized stigma. In other
words, the stigma of having a criminal record may be so devastating for White offenders
that the more stigma they perceive, the more they will anticipate, regardless of whether
they agree with stereotypes or internalize stereotypes. To analyze whether the entire
internalized stigma process occurs differently for White offenders would require a
multigroup approach that compared a model of the process for Whites vs. Blacks.
However, this was not possible due to the sample size available in the current study.

This study did not show a significant interaction between Perceived Stigma and
race in predicting Anticipated Stigma. This is inconsistent with findings from an earlier
study conducted with a separate sample of criminal offenders (Moore, Stuewig, &
Tangney, 2013). Moore et al. (2013) found that perceived stigma interacted with race to
predict anticipated stigma, such that perceived and anticipated stigma were strongly
positively correlated for Whites, and less strongly correlated for Blacks. However, the

current study includes an indirect path from Perceived to Anticipated Stigma through
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Internalized Stigma in addition to the direct path from Perceived to Anticipated Stigma.
This changes the meaning of the direct relationship from perceived to anticipated stigma
because it removes variance explained by internalized stigma. Therefore, the direct
relationship between Perceived and Anticipated Stigma in the current study reflects those
offenders who did not internalize stigma (i.e., accept that negative stereotypes are
personally accurate), and who rather expect reasonable obstacles and challenges to
community reentry in response to perceived stigma. It is plausible that this relationship
does not vary between Black and White offenders. Further, though the current study did
not find an interaction between Perceived Stigma and race in predicting Anticipated
Stigma, the patterns of correlations between Black and White inmates were consistent in
both papers. Specifically, perceived and anticipated stigma were positively correlated for

Whites and Blacks in both papers.

Limitations and Future Directions
A major limitation is that the model is cross-sectional, so causality among

perceived stigma, stereotype agreement, internalized stigma, and anticipated stigma
cannot be determined. Other limitations involve the generalizability of this research. This
sample was all male, and from one specific jail. Therefore, generalizability to female
inmates, and inmates in different kinds of correctional facilities, is yet to be determined.
In particular, this research may not generalize to prison inmates, who are typically
incarcerated for longer periods of time, and in facilities more removed from their
communities of origin than jail inmates. Because there were too few participants of other

racial/ethnic groups to analyze separately, we were unable to examine race differences
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across a range of races and ethnicities. It is possible that people of other races/ethnicities
experience criminal offender stigma differently than Blacks and Whites. This is a
direction for future research.

There is a chance that not all relevant variables were captured in this model. For
example, in regards to social identity, even if someone identifies as a member of a
stigmatized group, that does not mean that concerns about their identity take up a great
deal of cognitive resources (stigma consciousness), or that the identity is a large a part of
the overall social identity (identity magnitude; Earnshaw & Quinn, 2012). These nuanced
constructs are an important direction for future research. Finally, this study had a small
sample size, with 111 participants included in the general model analyses, and only 89 in
the race analyses. Despite obtaining good model fit and having sufficient power to detect
meaningful main and interaction effects, there may have been insufficient power to detect
small interaction effects.

In conclusion, prior research with other stigmatized groups would suggest that
offenders who accept criminal stereotypes as true of the self and expect discriminatory
treatment may be at risk of hopelessness, withdrawal from the community, or
maladaptive behavior. Offenders may be more inclined than other stigmatized
populations to use illegal substances to cope with the psychological experience of stigma.
This can have significant consequences for offenders, such as being reincarcerated and
more severe marginalization from the community at large. Future research is needed to
examine whether the internalized stigma process in offenders predicts such psychological

and behavioral outcomes (Moore, Stuewig, & Tangney, in preparation).
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CHAPTER THREE: SOCIAL WITHDRAWAL/ALIENATION MEDIATES THE
EFFECT OF JAIL INMATES’ ANTICIPATED STIGMA ON POST-RELEASE
ADJUSTMENT: A LONGITUDINAL ANALYSIS

Upon release from jail, criminal offenders face many challenges to successful
community reentry including securing housing, staying out of jail, staying sober,
reconnecting or initiating connections with employers, supporting themselves and their
families, taking care of their mental health needs, and finding transportation to and from
work. Navigating the community after incarceration is no easy feat. Before offenders
even encounter these real obstacles, they face the challenge of their own thoughts,
expectations, and fears about reentering the community. Will 1 be discriminated against
because of my record? Will | be given a fair chance by others in the community? Will |
be taken less seriously because of my record? Decades of research in clinical psychology
shows that pessimistic predictions and expectations about the future can be just as
detrimental to functioning as the obstacles themselves.

Research and theory suggest that anticipated stigma, the expectation of personally
being discriminated against by others because of one’s stigmatized identity (Quinn &
Chaudoir, 2009), is not only linked to psychological distress (Quinn & Chaudoir, 2009),
but it may ultimately predict poor functioning for stigmatized people. Anticipated stigma
mediates the relationship between internalized stigma and avoidance of treatment in

people with chronic illnesses (Earnshaw & Quinn, 2012), and mediates the relationship
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between perceived stigma and poor community adjustment in people with a criminal
record (Moore, Stuewig, & Tangney, in press). In these studies, thoughts about stigma
(i.e., perceived stigma, internalized stigma) negatively impacted behavior through the
anticipation of experiencing discrimination. Anticipated stigma is thought to be
proximally related to future behavior (Quinn & Chaudoir, 2009), providing a roadmap for
navigating through one’s environment.

Simply anticipating stigma may not cause behavioral problems in itself. After all,
most stigmatized people likely anticipate stigma to some degree, and research shows that
having negative expectations about the future can motivate people to perform instead of
deter them. According to Modified Labeling Theory (Link et al., 1989), anticipated
stigma likely causes deterioration in functioning when it is coped with in unhealthy,
maladaptive ways. For a high-risk group like criminal offenders, maladaptive coping
could have implications not only for community adjustment, but also for risky behaviors.
This paper examines whether anticipated stigma predicts a variety of behavioral
outcomes, through one particular form of maladaptive coping (i.e., social

withdrawal/alienation), in the understudied population of criminal offenders.

Conceptualizing Anticipated Stigma
Because people are inundated with negative stereotypes about stigmatized groups

throughout the life-course, they develop expectations about how stigmatized people are
and should be treated (Link, Mirotznick, & Cullen, 1991). When someone becomes a
member of a stigmatized group, his or her expectations about treatment of stigmatized

people become personally relevant (Link, Mirotznick, & Cullen, 1991). The degree to
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which someone anticipates stigma from others varies depending on how much that person
feels like a member of the stigmatized group, and how much that person thinks he/she
possesses the negative stereotyped qualities of the group (internalized stigma) (Earnshaw
& Quinn, 2012). Individuals who anticipate more stigma, and hence expect to be treated
unfairly and discriminated against to a great extent, are at risk of having more difficulty
functioning.

Anticipated stigma is distinct from other stigma constructs, such as perceived
stigma, the belief that others hold negative stereotypes about one’s group, and
internalized stigma, the acceptance of negative stereotypes into the self-concept.
Anticipated stigma (also referred to as anticipated enacted stigma by Blais & Renshaw,
2014) specifies the treatment an individual personally expects to experience in the future
(Major & Sawyer, 2009; Quinn & Chaudoir, 2009; Quinn & Earnshaw, 2013). This is
more broad than anticipated stigma in the sense of stereotype threat (Aronson & Steele,
2005); stereotype threat involves being primed about one’s stigmatized identity while in a
situation involving the potential for discrimination, which interferes cognitively (i.e.,
anxiety, stress) to the point of decreasing performance in that situation (Aronson &
Steele, 2005). Anticipated stigma here refers to the expectation of personally being
discriminated against by others because of one’s stigmatized identity (Quinn & Chaudoir,
2009).

Coping with Anticipated Stigma
Early stigma theory (i.e. Labeling Theory; Lemert, 1951) proposed that all

stigmatized individuals experience difficulties functioning because receiving a
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stigmatizing label was considered universally harmful. However, current theory
emphasizes that not all stigmatized people respond to stigma in the same way. Modified
Labeling Theory, for example, highlights the different ways in which people cope with
the anticipation of discrimination. Coping strategies include secrecy or in other words,
“passing as normal,” withdrawing from social interactions except for close
friends/family, and being open about one’s identity and educating others about it (Link et
al., 1989). Further, the coping literature underscores that stigmatized people vary greatly
in the ways they cope with stressors, some of which can be problematic (Miller & Kaiser,
2001). Therefore, anticipated stigma likely impairs functioning when people cope with it
in maladaptive ways.

Certain coping responses have the potential to impede functioning. Stigma
literature categorizes coping responses as being emotion-focused cognitive strategies
(i.e., changing one’s thoughts/emotions in response to stigma, not aimed at reducing
stigma experiences), active behavioral strategies (i.e., changing one’s environment and
life, not aimed at reducing stigma experiences), or defensive behavioral strategies (i.e.,
avoiding stigma-related stressors, aim is to reduce stigma experiences) (llic et al., 2014).
Similarly, coping literature more broadly categorizes responses as either engagement
coping, directly confronting the stressors with emotional or cognitive techniques, or
disengagement coping, withdrawing either physically or mentally from situations in
which one anticipates rejection, and instead interacting with people who are not

prejudiced (Miller & Kaiser, 2001).

53



Disengagement/defensive behavioral coping strategies, such as secrecy, selective
disclosure, and social withdrawal, can be problematic because they involve avoiding
experiences in order to reduce distress (llic et al., 2014). This can include avoidance of
important social or community activities necessary to maintain healthy functioning.
Further, social withdrawal occurs hand in hand with alienation, feeling different from or
inferior to non-stigmatized others (Ritsher, Otilingam, & Grajales, 2003). Therefore, the
term “social withdrawal/alienation” is used to describe the experience of avoiding
interactions and situations that involve the potential for discrimination, as well as feeling
alienated from the broader community, throughout the rest of the paper. Miller and
Kaiser (2001) suggest that complete social withdrawal and isolation can occur when
stigmatized people cannot find a social group of people who are not prejudiced.

Anticipated stigma may increase the likelihood of disengagement/defensive
behavioral coping responses, especially social withdrawal/alienation. From a cognitive
standpoint, if stigmatized people expect a great deal of discrimination from others, they
are less apt to participate in activities that have the potential for discrimination. Hence,
the larger the threat of discrimination, the more likely stigmatized individuals are to feel
the need to protect themselves from those experiences. In fact, correlational studies show
that perceived stigma, which is closely related to anticipated stigma, is associated with
social withdrawal coping (Kleim et al., 2008). From an emotional standpoint, anticipated
stigma may cause a variety of emotional responses, including defensive behavior,
distress, fear, and the urge to escape (Link et al., 2001) that are associated with avoidance

and withdrawal coping. In fact, correlational studies show that anticipated stigma is
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correlated with depression and anxiety in people with various concealable stigmatized
identities (e.g. mental illness, criminal records), and with low life satisfaction in people
with chronic illnesses (Earnshaw, Quinn, & Park 2012). Anticipated stigma may occur in
tandem with psychological distress, which may incline stigmatized people to reduce that
feeling via avoidance of stressors (Link et al., 2001).

Among stigmatized individuals, criminal offenders may be especially likely to
withdraw socially and feel alienated in response to anticipated stigma. The pervasive
structural and social stigma toward people with a criminal record, for example the threat
of being discriminated against when applying for jobs or housing, may weigh heavy on
criminal offenders during incarceration as they anticipate release back into the
community. Anticipated stigma during incarceration may cause avoidance of situations in
which the potential for discrimination exists upon release. Indeed, research among 450
former offenders showed that perceiving more stigma was associated with a higher
likelihood of anticipating that one would withdraw to cope with stigma (Winnick &

Bodkin, 2008).

The Impact of Coping via Social Withdrawal/Alienation
Defensive behavioral coping/disengagement coping is (with any type of

stress/problems) generally associated with poor functioning, physical illness, and
psychological distress (Kaiser & Miller, 2001; Major et al., 1998) and longitudinally
predicts poor mental health (Roubinov & Luecken, 2013). Of the
disengagement/defensive behavioral strategies, social withdrawal/alienation has received

the most attention in stigma research (Miller & Kaiser, 2001). This may be due to the
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multifaceted, harmful effects that social withdrawal/alienation in particular can have on
functioning. Anticipated stigma, paired with social withdrawal and alienation from

others, likely causes poor functioning in a variety of areas.

Social Withdrawal/Alienation and Mental Health Problems
Strategies such as social withdrawal/alienation are thought to have a negative

effect on mental health because avoidance of stigma creates a persistent cycle of distress
about stigma and avoidance of that stressor, which prevents learning and adapting to
stressors and creates negative thoughts and feelings about oneself and one’s environment
(Ilic et al., 2014). Further, social withdrawal/alienation can lead to isolation if one’s
social support is severely diminished, which itself can have negative effects on mental
health (Miller & Kaiser, 2001). Research has documented this effect longitudinally. In a
longitudinal study of 367 people in treatment for various mental health problems, the use
of social withdrawal to manage stigma at Time 1 predicted poor mental health at Time 2
(Mic et al., 2014).

Research also supports social withdrawal/alienation as a mediator of the link
between stigma and mental health problems. Though not longitudinal, Chronister, Chou,
and Liao (2013) found that social withdrawal coping mediated the relationship between
perceived stigma and poor mental health recovery. In longitudinal studies, perceived
stigma and withdrawal tendencies predicted low self-esteem at 6 and 24 month follow-up
points when controlling for baseline levels of self-esteem and depression (Link et al.,
2001). Among people with bipolar disorder, perceived stigma predicted poor social

interactions with non-family members at a 7-month follow-up through avoidance and
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psychological isolation (Perlick et al., 2001). These studies examined perceived stigma
rather than anticipated stigma, which is considered more proximal to behavior (Quinn &
Earnshaw, 2013). There may be an even stronger relationship among anticipated stigma,
social withdrawal/alienation, and subsequent mental health problems.

There is only one study that has examined anticipated stigma, coping, and
outcomes; Earnshaw, Lang, Lippitt, Jin, and Chaudoir (2015) examined whether adaptive
coping (actively confronting stigma stressors) moderated the association between
anticipated stigma and stress, but found that adaptive coping did not buffer this
relationship. In this study, they examined adaptive coping rather than maladaptive

coping, which may have a different role in the stigma process.

Social Withdrawal/Alienation and Impairment in Community Adjustment
In addition to causing mental health problems, social withdrawal/alienation is

thought to have a serious impact on participation in the community. Researchers note that
withdrawal from important activities or from too many areas can lead to failure to fulfill
responsibilities (i.e., paying bills, attending work/school) (Miller & Kaiser, 2001).
Further, researchers have noted that coping with stigma via social withdrawal/alienation
may have the most serious impact on employment and community participation because
it inhibits participation in activities with community members (Link et al., 1989).
Research has documented such harmful effects of using social withdrawal/alienation to
cope with stigma. In one study, Link, Mirotznick, and Cullen (1991) assessed perceived

stigma and coping strategies in 164 people with mental illness. They found that perceived
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stigma and social withdrawal were both significantly associated with unemployment in

regression analyses, controlling for demographic factors.

The Unique Relationship between Social Withdrawal and Antisocial Behavior
For criminal offenders, responding to anticipated stigma via social withdrawal

and alienation from the community may not only impair participation in key aspects of
the community and cause mental health problems, but it may increase maladaptive, illicit
behaviors. Labeling Theory suggests that social withdrawal from the conventional
community is the reason people continue to engage in criminal behavior (Lemert, 1951).
This theory suggests that because the conventional society/community at large is held
responsible for stigma, offenders are likely to anticipate stigma from various community
domains that would normally provide them with opportunities for rehabilitation and
participation as law-abiding citizens. Instead of participating in these activities, which
involve the potential for discrimination, offenders are more likely to surround themselves
with other people in their stigmatized group, in this case criminal offenders. Research
shows that having a peer group of offenders is associated with higher rates of illegal
behavior and substance use (Malouf, Stuewig, & Tangney, 2012; Cottle, Lee, &
Heilbrun, 2001). Sometimes referred to as “criminal embeddedness,” social
withdrawal/alienation from the community at large and subsequent association with
antisocial peers may mean engaging in high rates of illegal behaviors and substance use
(Bernburg, Krohn, & Rivera, 2006).

There is research support for a model in which having the stigmatizing label of

“criminal offender” predicts higher associations with criminal peers, which in turn
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predicts subsequent participation in illegal activities and substance use in juveniles.
Bernburg, Krohn, and Rivera (2006) assessed 870 adolescents at risk for delinquency,
and found that being officially involved in the juvenile justice system (as opposed to no
involvement) predicted subsequent involvement in delinquent peer networks, controlling
for prior delinquent peer networks. Involvement in delinquent peer networks then
predicted future delinquent behavior, and the mediation through peer delinquency was
significant. Social withdrawal and alienation from the community at large may not only
mediate the relationship between anticipated stigma and poor community integration, but
it may also mediate the effect between anticipated stigma and illegal behaviors/substance
use in criminal offenders.

In sum, anticipated stigma may cause stigmatized people to feel the need to
protect themselves from discrimination experiences, or may cause distressing emotional
states, both of which may prompt the use of social withdrawal/alienation as a coping
strategy. Social withdrawal/alienation is found to be harmful for subsequent mental
health and community functioning, and may explain the link between anticipated stigma
and poor functioning in these areas. For offenders, anticipated stigma and social
withdrawal/alienation from the community may also lead to illegal behaviors and
substance use, due to increased involvement with criminal peers. The hypothesized

model appears in Figure 7.
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Moderators of the Link between Anticipated Stigma and Social
Withdrawal/Alienation

People with certain personality characteristics, or who possess certain attitudes,
may be less likely to cope with anticipated stigma in maladaptive ways. Stigma
resistance, believing that one is not stunted by the negative effects of stigma (Thoits,
2011), is considered a positive way of thinking that is associated with adaptive coping
and functioning in stigmatized people. Stigma resistance resembles cognitively reframed
ways of thinking about one’s experience as a stigmatized person, as well as self-efficacy
beliefs that one can accomplish meaningful goals, which research shows is generally
adaptive for persevering through adversity (Mittal, Sullivan, Chekuri, Allee, & Corrigan,
2012). Ritsher, Otilingam, and Grajales’s (2003) stigma resistance subscale includes

items such as “In general, [ am able to live life the way I want to” and “People with

mental illness make important contributions to society.”
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The relationship between anticipated stigma and social withdrawal/alienation is
hypothesized to be attenuated for people with high stigma resistance attitudes. Research
shows that stigma resistance is associated with having less mental health symptoms and
higher self-esteem in stigmatized people (Sibbetz, Unger, Woppmann, Ridek, &
Amering, 2011). Stigmatized people who possess these resistance attitudes are thought to
have more self-efficacy about being able to deal with the discrimination they encounter
from others (Thoits, 2011). This is in direct contrast to the active avoidance of social
situations involving the potential for discrimination as is seen in social
withdrawal/alienation. Similarly, people who do not have these resistant attitudes about
stigma may be more likely to withdraw from others upon anticipating stigma; they would
not believe they could actually overcome discrimination to live the way they wanted to,
and hence would stay away from situations potentially involving discrimination.
Therefore, for people with lower stigma resistance attitudes, the relationship between
anticipated stigma and social withdrawal/alienation is expected to be strengthened.

Similar to stigma resistance, the relationship between anticipated stigma and
social withdrawal/alienation is likely attenuated for highly optimistic people. Optimism,
defined as a worldview in which people generally expect positive outcomes for
themselves, even when faced with adversity and real barriers (Carver, Scheier, &
Segerstrom 2010), is thought to buffer the negative effects of stigma. Research shows
that optimism is associated with using active, engagement coping and problem-solving
strategies (Carver, Scheier, & Segerstrom, 2010). Being highly optimistic likely inclines

people to cope with anticipated stigma via engagement rather than disengagement coping
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strategies, such as social withdrawal/alienation, because highly optimistic people likely
believe they can overcome unfair treatment from others. In the same vein, people low in
optimism may not believe that they can overcome discrimination and stigma-related
stressors, possibly strengthening the relationship between anticipated stigma and social
withdrawal/alienation.

Competing hypotheses are offered regarding the moderating effect of
race/ethnicity on the link between anticipated stigma and social withdrawal/alienation.
The relationship between anticipated stigma and social withdrawal/alienation may be
attenuated for racial/ethnic minorities. Racial stigma is a visible or obvious stigma, which
means that racial minorities likely encounter more discrimination than people with solely
concealable stigmas (Pinel, 1999). Therefore, people with obvious stigmatized identities,
such as race, may end up developing a repertoire of more active, engagement coping
responses because they have had to adapt to discrimination regarding their readily
apparent racial identity (Branscombe, Schmitt, & Harvey, 1999; Major, 2012). On the
contrary, people who only have concealable stigmatized identities do not have to disclose
their identity to others, and therefore development of active, engagement coping may
depend on whether they have actually disclosed their identity or not. In addition to
possibly having a repertoire of more adaptive coping skills, racial/ethnic minorities may
also feel less threatened by anticipated stigma, possibly not experiencing the same degree
of emotional turmoil that ethnic majorities may when anticipating stigma, and hence not
needing to avoid and withdraw from stressors. Managing racial stigma over one’s

lifetime may eventually result in less emotional reactivity to other stigma-related threats.
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Alternatively, some research suggests that experiences with previous
discrimination can lead racial minorities to be hypervigilant for experiences of stigma and
discrimination (Carter & Forsyth, 2010). Therefore, for racial/ethnic minorities,
anticipated stigma may be especially threatening, increasing the likelihood of
withdrawing from situations involving the potential for discrimination. Thus, an
alternative hypothesis is that the relationship between anticipated stigma and social

withdrawal/alienation with be stronger for racial minorities than for White offenders.

Moderators of the Link between Social Withdrawal/Alienation and Antisocial
Behavior

Specific to criminal offenders, the relationship between social
withdrawal/alienation and illicit behaviors may depend on attitudes about the stigmatized
group. Withdrawal and alienation from others who may possess stigmatizing beliefs
theoretically causes closer ties with the stigmatized group (Branscombe, Schmitt, &
Harvey, 1999). Having positive attitudes toward other offenders would likely increase the
relationship between social withdrawal/alienation and engaging in illegal behavior and
substance use. On the other hand, offenders who do not have positive attitudes toward
other offenders may withdraw socially from community members and offenders alike,
weakening the link between social withdrawal/alienation and criminal behavior/substance
use.

Finally, because minority offenders may be more aware of, and even
hypervigilant to, stereotypes about “black criminals,” the experience of anticipating
stigma, coping with it, and engaging in different behaviors may differ, in general, in this

stigmatized group. Race will be examined as an exploratory moderator of all other
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pathways in the model. The model including hypothesized moderators appears in Figure

8.
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Figure 8 Study 2 Hypothesized Model including Moderators

Present Study
This study examines a mediational model in which anticipated stigma predicts

various domains of functioning through social withdrawal/alienation. The effect of
anticipated stigma on these areas of functioning is hypothesized to be fully explained by
social withdrawal/alienation, so direct relationships between anticipated stigma and
subsequent functioning are not tested. This model is applicable to all stigmatized groups,
though certain aspects are only relevant to criminal offenders (i.e., recidivism). This
study provides the first test of these variables in criminal offenders, and extends the few
studies on offenders’ perceived stigma and anticipated use of withdrawal as a coping
strategy (Winnick & Bodkin, 2008). Not only does this study use a longitudinal design,

but it utilizes advanced model-testing techniques, both of which are rare in stigma
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research. Finally, this study tests theoretically driven moderators of this process to
pinpoint which types of offenders are vulnerable to the effects of anticipated stigma on

subsequent functioning.

Method

Participants and Procedures
Participants were 79 male inmates recruited from an adult detention center in

2008-2010 as part of a randomized controlled trial of a restorative justice intervention
(Folk et al., 2015). Female inmates were not included in this study because too few were
incarcerated at any given time to allow randomization into a group intervention. Relevant
data for this study were collected before the intervention (Time 1), post-intervention
(Time 2), just prior to release (Time 3), three months post-release (Time 4), and one year
post-release (Time 5). Participants received a $20 honorarium for completing Time 1
assessments, a $25 honorarium for completing Time 3, a $50 honorarium for Time 4, and
a $100 honorarium for Time 5. Post-release assessments were completed over the phone
or in correctional facilities (if reincarcerated).

Only inmates who had already been sentenced were eligible to participate in order
to reduce uncertainty about release dates throughout the duration of the study. Inmates
were excluded if they were not likely to serve their sentence at the host jail (i.e., likely to
be transferred to DOC facility, sentenced to electronic incarceration), or if they had ICE
detainers because of the difficulty in following up with deported individuals. Only
inmates housed in the general population areas of the jail were eligible to participate in

order to exclude those with serious psychopathology or medical problems. Inmates were
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informed that participation was voluntary and that data were confidential, protected by a
Certificate of Confidentiality from DHHS.

Sample retention is diagrammed in Figure 9. Of those eligible inmates who
consented to participate (N = 285), 213 were successfully randomized to the intervention
(108 in treatment group, 105 in control group). Of these, three participants withdrew from
the study, four were dropped, two were unexpectedly transferred, and one person refused,
leaving 205 inmates who completed the Time 3 assessment prior to release. Of these 205
participants, only 79 completed the anticipated stigma measure at Time 3. This measure
was added into the study late, and therefore a large proportion of participants did not
receive it. Participants (N = 79) were male, about 32 years old on average (range = 18 —
65), and were racially/ethnically diverse (41.8% African American, 34.2% Caucasian,

5.1% Hispanic, 13.9% Mixed race/other race, and 5.1% Asian/Pacific Islander).
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Consented: (N = 285)

Time 1: Randomized into
Intervention (N = 213)

Not eligible to be
randomized: (N =55)

Withdrew: (N = 3)
Dropped: (N =2)
Unexpectedly

67

transferred: (N = 2)
Refused: (N =1)

Time 2, 3: Completed post-
intervention and pre-release
assessments: (N = 205)

| Deceased: (N = 4)

— —— Withdrew: (N = 2)
Eligible to be interviewed at

Time 4° (N = 197)

Timed out®: (N = 13)
Refused: (N = 4)

Not available at time of
analysis: (N = 1)

Withdrew: (N = 3)

Time 4: Completed three
months post-release
assessment: (N = 179)

Eligible to be re-interviewed
at Time 5: (N =194)

Timed out: (N = 6)
Refused: (N = 1)

Not available at time of
analysis: (N =7)

Time 5: Completed one-year post-
release assessment: (N = 180)

*Participants timed out after a predetermined period of time allotted for each follow-up assessment. "Among the 205 participants
interviewed pre-release, those who withdrew from the study (n = 2) or were deceased (n = 4) were not eligible to be re-interviewed.

Figure 9 Sample Retention



This paper utilizes pre- and post-release data to achieve a longitudinal design. Full
Information Maximum Likelihood (FIML) was used to handle missing data. FIML is
strongly encouraged over listwise deletion when data are missing at random, which
means that the participants are not missing on items/variables for a reason that is relevant
to the phenomenon being measured (Schafer & Graham, 2002; Wothke, 2000; Little,
Jorgensen, Lang, & Moore, 2014). Stigma measures were added into the study late, so
about half of our participants had already completed data collection before the stigma
measure was introduced into our interview packet. Because this reason for missing data is
unrelated to the variables being analyzed, it is considered missing at random. Listwise
deletion can bias results because it deletes all participants who do not have complete data,
which is not representative of the true population. FIML uses all of the data available
about a participant, including other measures at that timepoint, to estimate model
parameters. Data values are not imputed. FIML allowed analysis of the full sample of
participants who completed outcome measures rather than being limited to the sample
who completed the anticipated stigma measure.

The 205 participants who completed Time 3 (pre-release) were followed up with
longitudinally after release from jail. Of these participants, 4 passed away before the next
phase of data collection and 2 withdrew from the study altogether before the next wave of
data collection, leaving 197 participants who were eligible to be re-interviewed at Time 4
(three months post-release). Of these, 13 were unable to be reached within the allotted
period to collect Time 4 data, 4 participants refused to complete the Time 4 assessment,

and 1 was not available at the time of analysis, leaving 179 participants who completed
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the Time 4 assessment. Of 197 people who were eligible to complete Time 4 data
collection, 194 were eligible to complete Time 5 (one year post-release), as 3 additional
participants withdrew from the study altogether between Time 4 and Time 5. Of these
194 participants, 6 were unable to be reached in the allotted time frame to collect Time 5
data, 1 refused to participate in the Time 5 assessment, and 7 were not available at the
time of analysis, leaving a final sample of 180 people who completed Time 5 data. A
total of 53 participants completed the stigma measures at Time 3, the social
withdrawal/alienation measure at Time 4, and the outcome measures at Time 5.

The sample analyzed in FIML (N = 197) included all people who completed a
Time 5 interview (N = 180), plus those participants who completed the stigma measures
but did not complete the Time 5 interview (N = 12) as well as participants who completed
a Time 4 interview but did not complete the Time 5 interview (N = 5). This sample was
descriptively similar to the sample of 79 people who completed the anticipated stigma
measure (Mean age = 33, S.D. = 10.89, range = 18 — 65; 45.7% African American,
37.1% Caucasian, 10.1% Mixed/Other race; 3.6% Hispanic, 2.5% Asian/Pacific Islander,

and additionally there were 1.0% Middle Eastern participants in this larger sample).

Measures
Descriptive statistics for each variable included in the model are displayed in

Table 3.
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Independent Variable

Anticipated Stigma
Anticipated stigma was assessed by adapting select items from the Discrimination

Experiences subscale of the Internalized Stigma of Mental IlIness scale (ISMI; Ritsher,
Otilingam, & Grajales, 2003). The ISMI is a widely used, reliable measure capturing a
variety of stigma experiences. Four out of five items on the Discrimination Experiences
subscale were used; one item, “People often patronize me, or treat me like a child, just
because | have a mental illness” was not used because it did not apply to offenders.
Content of the other four items was relevant to criminal offenders. Items were reworded
to reflect an expectation about future treatment rather than past experience. For example,
the ISMI item “People discriminate against me because I have a mental illness” was
reworded to “I expect people to discriminate against me because I have a criminal
record.” This adapted scale was entitled the Personal Expectations of Discrimination
(PED). Responses ranged from “1” Strongly Disagree to “4” Strongly Agree. This

variable was normally distributed and reliability was excellent (o = .87).
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Table 3 Univariate Statistics

Ske Kurto Possible  Actual
N M SD w SE sis SE Range Range
IV and Mediator
1.00- 1.00-
Anticipated Stigma 79 1.99 12 20 27 -11 54 4.00 4.00
Social Withdrawal/ 1.00- 1.00-
Alienation 107 2.15 51 32 23 169 46 4.00 4.00
Moderators
1.00- 1.00-
Stigma Resistance 107 2091 .65 -41 .23 .25 46 4.00 4.00
1.00- 1.00-
Optimism 190  3.05 .68 -39 .18 -14 .35 4,00 4,00
Attitudes Tow. 1.00- 1.00-
Criminals 111 4.85 140 -03 23 -41 46 7.00 7.00
DVs
Recidivism
SR Arrests 175 42 .68 202 .18 547 37 0-16.00 0-4.00
SR Offenses® 172 74 138 276 .19 975 .37 0-16.00 0-9.00
Substance Use Sxs®
Alcohol 145 .39 12 217 20 478 .40 0-400 0-3.87
Marijuana 149 .16 42 323 20 10.86 .40 0-400 0-2.39
Cocaine 149 .10 49 535 .20 3035 .40 0-4.00 0-3.70
Opiates 149 14 .69 503 .20 2412 .40 0-4.00 0-4.00
Hard drugs® 149 24 .83 361 .20 1210 .40 0-4.00 0-4.00
Mental Health Sxs
30-
Cognitive Anxiety 172 5241 1001 .79 .19 108 .37 110T  36-91T
30-
Affective Anxiety 172 5132 1091 111 19 224 .37 110T  34-96T
Physiological 30-
Anxiety 172 5090 1025 130 .19 238 .37 110T  38-97T
30- 37-
Cognitive Depression 172 51.76 1186 1.60 .19 419 .37 110T 107T
30-
Affective Depression 172 5441 1158 145 .19 281 .37 110T  39-99T
Physiological 30-
Depression 172 5226 1097 .68 .19 .35 .37 110T  36-86T
Community Adjust.
1222. 1223.
# Hrs Employed 178 11 55 137 18 390 .36 0-7843 0-7843
Community
Function. Index 177 32 19 .26 .18 -.25 .36 0-1.00 0-0.83

SR = Self-reported, arrests and offenses do not include possession of drugs. "30 participants who
were incarcerated the entire time period before the Time 5 interview were not given substance use
questions, causing missing data. Due to interviewer error, four participants were not asked alcohol
use questions, causing missing data. “Cocaine and opiate variables were skewed due to few
participants reporting symptoms, so they were combined (hard drugs) and analyzed. Note: 79
participants completed the anticipated stigma measure because it was added late.
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Control Variables

Treatment status
Because the sample analyzed in this study was drawn from a randomized

controlled trial of an intervention, treatment status was also controlled for in analyses.
Treatment status was coded as ‘0’ if participants were assigned to the treatment as usual
condition, and ‘1’ if participants were assigned to the restorative justice intervention. In
the sample of participants who completed the anticipated stigma measure (N = 79), 40

participants were in the treatment as usual group and 39 were in the treatment group.

Mediator

Social Withdrawal/Alienation
Social withdrawal/alienation was assessed at Time 4, three months post-release,

by adapting select items from the Social Withdrawal and Alienation subscales from the
Internalized Stigma of Mental IlIness Scale (ISMI; Ritsher, Otilingam, & Grajales, 2003).
Only certain items considered to be applicable to criminal offenders were selected and
adapted. Items from the Social Withdrawal subscale included “I avoid getting close to
people who don’t have a criminal record to avoid rejection” and “I stay away from social
situations in order to protect my family and friends from embarrassment.” Items from the
Alienation subscale included “I feel inferior to others who don’t have a criminal record”
and “I feel out of place in the world because I have a criminal record.” Social Withdrawal
(3 items) and Alienation (3 items) subscales were combined to form one scale (« =.70),

which was normally distributed.
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Dependent Variables

Community Adjustment
Community adjustment was assessed at Time 5, one-year post-release.

Community adjustment was conceptualized as involving both employment as well as
participation in other aspects of the community such as residential stability, having a
valid driver’s license, supporting one’s children, being legally married, and volunteering
in the community. Employment and community adjustment indicators were chosen from
a measure of detailed demographic information given at the one-year post-release
assessment and attempted to replicate a recent independent study of jail inmates Moore,
Stuewig, & Tangney (in press) *. Community adjustment data included employment and
community activities that occurred from three months post-release (i.e., since Time 4) up

until the date of the Time 5 interview. This time span was at least 9 months long (i.e.,

* Employment in the current study differed from Moore et al. (in press) because there was more specific
information available about this sample’s employment. The total hours employed variable used here is
considered more precise in comparison to that used in Moore, Stuewig, and Tangney (in press). For
example, in Moore et al. (in press) participants reported whether they held mostly full-time, part-time, or
odd-jobs across the period of one year, and hourly estimates were assigned to these categories in order to
estimate how many hours participants were employed. In the current study, participants reported the
specific hours worked for each job they held in the time frame being studied, so each participants’ precise
number of hours worked was computed. The community adjustment indicators analyzed here are different
from Moore et al. (in press) in the following ways: 1) the index used in Moore et al. (in press) included
homeownership and largest source of financial support, however, these indicators were not included here
because there was too little variance in homeownership in this sample (i.e. 99% of participants did not own
their own home), and participants in this study were not asked about their largest source of financial
support as they were in Moore et al. (in press). Among the indicators that were replicated (i.e., residential
stability, marital status, driver’s license, educational/vocational upgrades, support of kids, volunteerism),
marital status, driver’s license, and educational/vocational upgrades were parallel in both studies.
Residential stability was more precise in the current study because participants provided every address they
lived at throughout the time frame studied, and these were summed, whereas participants only self-reported
the number of residences they had in the previous study. Support of children in the previous study was
based on the number of children participants self-reported being responsible for vs. the number of children
they reported supporting, but in the current study, this variable was created based on the number of children
participants reported supporting and whether they paid their required child support payments. Finally,
volunteerism in this study referred to that which was not required by the court, a distinction not made in the
previous study.
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~270 days), and could have been up to 21 months long (i.e., ~636 days) depending on
when the Time 5 interview was completed.

Employment was assessed by asking participants about legal employment during
the time frame starting at 3 months post-release up until the date of the Time 5 interview.
Participants reported information about all of the employment they held during that time
period, including type of work, dates of employment, hours worked, and reason for
leaving. To quantify employment, I calculated the number of days participants were
employed in each separate period of employment, and multiplied the number of days
employed by the average number of hours worked at each job per day during that time
period, resulting in a variable for each job (i.e., Job1, Job2) that is the total number of
hours worked at that job. | added these values together for each person to obtain a final
score of the total number of hours employed, at any job, during the time frame (range =0
hours to 4847.86 hours, M = 1036.71 hours, S.D. = 1016.64). Only 48 participants of the
180 who completed the Time 5 assessment had been unemployed for the entire time
period, three of whom were incarcerated for the entire time period. Each person’s unique
amount of time spent in the community (i.e., time not incarcerated, able to work) was
accounted for by multiplying the total hours employed variable by a ratio of
employability (number of days in time period / number of days in community). This
prevents employment from being confounded with recidivism/incarceration, which is a
separate outcome of interest. The final variable represented the total hours employed,
while in the community from three months post-release to approximately one year post-

release (range = 0 to 7843.33, M = 1222.11, S.D. = 12223.55).
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The second aspect of community adjustment was involvement in various
prosocial community institutions and activities from the three months post-release date to
Time 5 (one year post-release interview). Indicators included 1) residential stability, 2)
current marital status, 3) valid driver’s license, 4) financial support of children, 5)
educational and vocational upgrades (e.g., taking vocational or college courses,
graduating high school, getting GED), and 6) volunteerism in the community. Participant
responses on each of the six items were evaluated in terms of the level of adaptive
functioning. These decisions were based on criminology research deeming which types of
community integration are prosocial and most beneficial for desistance from crime.
Responses deemed to be the most adaptive were given a score of 1, and the remaining
responses were given a score of 0. No value judgments are used in determining which
responses were adaptive.

For residential stability, participants were asked where they lived (i.e., street
address) starting at the three month post-release date up until the date of the Time 5
interview. The type of address participants lived at were categorized as either single
family home/townhouse, apartment/condo, mobile home/trailer, rehabilitation facility for
substance use problems, hospital, mental health facility, homeless (in street or shelter), or
incarcerated. The total number of addresses participants lived at (including periods of
homelessness, but excluding incarceration) were counted to capture how many times they
changed addresses, and hence, how residentially stable they were. Living in 2 or fewer
places since the 3-month post-release date was considered the most adaptive response and

was scored 1 (79.3%). Living in more than 2 places (17.9%) or being homeless for the
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entire time period (2.8%) was considered maladaptive. Regarding marital status,
participants responded whether they were legally married, divorced, separated, widowed,
never married, or other; being legally married was considered the most adaptive marital
status for the purposes of the index (Sampson & Laub, 1997). Eleven participants (6.2%)
were legally married at the Time 5 interview.

Participants were asked how many kids they were currently financially supporting
at Time 5, whether they were required to pay child support, and if so, how many
payments they were required to make and how many of those payments they made.
Participants who reported financially supporting any of their children received a score of
1 on this item, and those who denied supporting any children received a 0. Also,
participants who were required to pay child support, and made all of their required
payments maintained a score of 1 on this item, whereas participants who were required to
pay child support and did not make all of their required payments lost credit and received
a score of 0 on this item. About 40.1% of participants reported supporting children at
Time 5 and either were not required to pay child support, or if they were required, made
all of the required payments.

Participants were asked whether they participated in a number of
educational/vocational upgrades in the time between their three month post-release
follow-up until their Time 5 interview. Participating in any vocational or educational
upgrades, including graduating from high school, completing a vocational or technical
training program, completing the GED, working on the GED or any vocational/technical

training, taking college classes, or completing college, in the time frame was considered

76



adaptive and was scored 1 (23.9%). Not participating in any upgrades was scored as 0
(76.1%). Participants who reported having a valid driver’s license at the Time 5 interview
were given a score of 1 (26.6%), and those who did not were scored 0. Finally,
participants were asked whether they engaged in any non-required volunteer work after
their release from jail (i.e., since Time 3 interview). Participants who reported
participating in non-required volunteer work or community service between their three
month post-release date and their Time 5 interview were given a score of 1 (18.5%), and
those who did not were scored 0.

Three participants who were incarcerated for the entire time frame from their
three month post-release date up to the date of the Time 5 interview were made missing
on all index items. Scores were averaged across the six dichotomous community
functioning indicators to create a total functioning score (range =0 to .83, M = .32, S.D.
=.19). Because this is a formative construct composed of different areas of functioning
that are not necessarily expected to be correlated with one another (i.e., having a valid
driver’s license may not necessarily be linked to financially supporting one’s children),
Cronbach’s alpha was not calculated. The variable was normally distributed (see Table
3).

Recidivism

Recidivism was assessed at the Time 5 interview (one-year post-release) via self-
report of detected and undetected offenses. Recidivism data referred to the same time
period as community adjustment data, which was the three month post-release date up

until the date of the Time 5 interview. Participants were asked whether they had been
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arrested for (self-reported arrests) and whether they had committed without being
arrested (self-reported offenses) each of 16 types of crime (i.e., theft, robbery, assault,
murder, domestic violence, weapons offenses, major driving offenses, prostitution, drug
offenses, sex offenses, fraud, kidnapping, arson, resisting arrest, miscellaneous, and
other) from the three month post-release date to the date of the interview. A versatility
variable (the number of different types of crimes) was created for arrests and for offenses.
Versatility is used rather than frequency of arrest/offense because the latter is confounded
by the type of crime (e.g., illegal substance use vs. violent offenses). Versatility of arrests
ranged from O to 5 types of crimes, and from 0 to 10 types of crimes for undetected
offenses. Because many participants reported/were found to have zero arrests (62.9%)

and reported committing zero offenses (52.3%), each variable was skewed.

Mental Health Symptoms
Levels of mental health symptoms were assessed at Time 5, one-year post-release,

with a shortened version of the Personality Assessment Inventory (PAI; Morey, 2007),
which included the cognitive, affective, and physiological subscales of the Anxiety
(ANX) and Depression (DEP) clinical scales. Item responses ranged from 1 = “False, not
at all true” to 4 = “Very true.” The PAI is a widely used, well-validated measure (Morey,
2007). These scales use T-scores, which are normed on a sample of average adults; the
ranges for each scale were 35T-103T for Depression (24 items, a. = .89) and 34T-91T for

Anxiety (24 items, a = .86). These scales were all normally distributed (see Table 3).
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Substance Use Disorder Symptoms
Substance use disorder symptoms were assessed at Time 5, the one-year post-

release timepoint, using Simpson and Knight’s (1998) Texas Christian University:
Correctional Residential Treatment Form, Initial Assessment (TCU-CRTF). Questions
referred to substance use in the past three months prior to the Time 5 interview. A total of
30 participants were incarcerated for the entire three months prior to their Time 5
interview, and were therefore were not administered TCU substance use questions.

Four substance use disorder scales were created to capture symptoms of
dependency and abuse of alcohol, marijuana, cocaine, and opiates in the past three
months before the Time 5 interview. Each variable was composed of items that assess
each of the DSM-V substance use disorder domains (i.e., tolerance, withdrawal,
substance taken in larger amounts, persistent desire to cut down, excessive time spent
obtaining/using substance, giving up important activities to use substance, continued use
despite health problems, failure to fulfill major roles, engage in physically hazardous
situations due to substance use, and social/interpersonal problems as a result of substance
use), with the exception of the new DSM-V domain cravings, which was not included in
the measure. Item responses ranged from 0 = “Never” to 4 = “7 or more times.”
Responses were averaged within domain and a total score was computed by taking the
mean across the 10 domains (9 in the case of marijuana because withdrawal is not
considered part of the criteria). The TCU-CRTF has been shown to be reliable with jail
inmates (Stuewig et al., 2009). Each scale had excellent reliability (alcohol, 10 items, a =
.93; marijuana, 9 items, o = .86; opiates, 10 items, a. = .99; cocaine, 10 items, o = .97).

Given the similarities between cocaine and opiates (illegal, highly addictive) and the low
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rate of opiate and cocaine use in this sample, opiates and cocaine were combined into a
category of hard drugs. Dependence and abuse of cocaine/opiates was defined as the

higher of the two ratings for either cocaine or opiates. As there were a large number of
people with very few substance use disorder symptoms, each variable was skewed (see

Table 3).

Moderators

Race
Race was assessed upon entry into the jail with a demographic questionnaire

asking participants to report their race. Race (N = 79) was coded as “0” White (N = 27)
and “1” Black (N = 33). There were too few participants from other racial/ethnic groups

to analyze separately.

Optimism
Optimism was assessed at Time 3, just prior to release, using items from the

Values in Action inventory (VIA; Peterson and Seligman, 2001). This 4-item scale has
been shown to be reliable and valid with inmates (Heigel, Stuewig, & Tangney, 2010).
The items assessed trait optimism (e.g. “I can always find the positive in what seems
negative to others”). Responses were rated on a 4-point Likert scale where “1” was
“False, not at all true” and “4” was “Very true.” This scale had good reliability (a = .87),

and was normally distributed (see Table 3).

Attitudes toward Individuals with Criminal Records
Attitudes toward the stigmatized group were assessed at Time 3 just prior to

release using a single item to determine how positively or negatively participants felt

about other people in their stigmatized group (i.e., criminal offenders). The question
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asked, “In general, my attitudes toward people with a criminal record are 77
Response options ranged from “1” Very Negative and “7” Very Positive. This variable
was normally distributed (M = 4.85, S.D. = 1.40, range = 1 - 7), with 9.4% of participants

reporting very positive attitudes.

Stigma Resistance
Stigma resistance was assessed at Time 4 (three months post-release) using the

stigma resistance subscale from the Internalized Stigma of Mental Iliness scale (ISMI;
Ritsher, Otilingam, & Grajales, 2003). Item content in the stigma resistance subscale was
retained for the most part. An example item is “I can have a good fulfilling life, despite
my criminal record.” One item was changed because it did not apply to criminal
offenders (“I feel comfortable being seen in public with an obviously mentally ill
person”). This item was found to have questionable reliability in Ritsher, Otilingam, and
Grajales (2003); it was changed to “Having a criminal record has made me more
determined to work hard” to maintain similar scale content. This subscale is found to
have adequate test-retest reliability (Ritsher, Otilingam, & Grajales, 2003). Responses
were rated on a 5-point Likert scale where “1”” was “not at all like me” and “5” was “very
much like me.” This scale had low internal consistency in this sample (a = .47).
However, this construct is composed of items that capture different types of stigma
resistance that may not necessarily be correlated with each other; for example, some
items reflect being able to live life uninhibited by one’s criminal record, where others
reflect being more determined to work hard after having had a criminal record, and

thinking of oneself as having persevered through adversity due to one’s criminal record.
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Results
Bivariate correlations of all variables in the model are displayed in Table 4.

Structural equation modeling via Mplus was used to analyze the data. Missing data was
handled using Full Information Maximum Likelihood (FIML). FIML is strongly
encouraged over listwise deletion when data are missing at random, which means that the
participants are not missing on items/variables for a reason that is relevant to the
phenomenon being measured (Schafer & Graham, 2002; Wothke, 2000; Little, Jorgensen,
Lang, & Moore, 2014). In our data, the stigma measure was added into the study part way
through, so more than half of our participants had already completed data collection
before the stigma measure was introduced into our interview packet. Therefore, there are
no obvious variables that are related to this reason for missing data, and it can be
considered missing at random. This was confirmed by analyses indicating that people
who completed stigma measure (N = 79) were not significantly different from those who
did not (N = 101) on demographics (i.e., age, years of education), the mediator,

moderators, and all outcome variables.
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Table 4 Study 2 Bivariate Correlations

Attitudes Social
Anticipated Toward Stigma  Withdrawal
Stigma Optimism  Criminals  Resistance /Alienation

1V and Moderators®

Anticipated Stigma 1 -22+ -13 -.07 .16
Optimism =22+ 1 25** A7+ =11
Attitudes Toward

Criminals -13 25** 1 .16 -.24*
Stigma Resistance -.07 A7+ .16 1 - 42%*
Mediator (3 months post-

release)

Social Withdrawal/

Alienation .16 =11 -24* - 42%* 1

DV’s (1 year post-release)

Recidivism
SR® Arrests -23+ .04 .05 .07 -.09
SR Offenses -.10 - 13+ -10 .08 -12
Substance Use Sxs
Alcohol A3 =17+ -.09 -.07 .01
Marijuana .01 -.16+ .03 -.01 13
Hard drugs® -11 -13 .07 .07 .03
Mental Health Sxs
Cognitive Anxiety 21+ -.33** -.24* -12 32%*
Affective Anxiety 19 -.38** -.10 -13 .25%
Physiological Anxiety A7 -.29%* -.09 -.18+ 31**
Cognitive Depression .16 - 42%* - 31** -.29%* 31**
Affective Depression A7 -.35%* -.24* -.22* .25*
Physiological Depression .03 - 24%* -.06 -27* .35%*
Community Adjust.
Total # Hours Employed -.26* .20* -.01 .20* -.10
Community Functioning
Index .04 -.00 -.08 .04 .02

Anticipated stigma, optimism, and attitudes toward criminals were assessed at Time 3, prior to
release from jail. Stigma resistance was assessed at Time 4, three months post-release. °SR =
Self-reported. ‘Cocaine and opiate variables had low variance and were skewed due to few
participants reporting dependency symptoms, so they were combined (hard drugs) and analyzed.
Note: 79 participants completed the anticipated stigma measure; N’s ranged from 54 to 178.
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Measurement Model
Latent variables were created for all variables with the exception of single-item

moderators (i.e., attitudes toward criminals) ® and dichotomous variables (i.e., race,
treatment status), which were analyzed as observed variables. Latent variable names are
capitalized throughout the rest of the paper. The measurement model (i.e., confirmatory
factor analysis) was fitted for core variables in the model first, and then for moderators
separately.

Regarding core model variables, the Anticipated Stigma latent variable was
created using the four items from the PED scale as indicators. The Social
Withdrawal/Alienation latent variable was created using the 6 items from the ISICR
Social Withdrawal and Alienation subscales, which were parceled using a technique
described in Little, Cunningham, Shahar, and Widaman (2002). Parceling involves
combining (sum or average) multiple items; this technique simplifies structural equation
models by decreasing the number of parameters that must be estimated (Little,
Cunningham, Shahar, and Widaman, 2002). To create parcels, a one-construct model was
created in Mplus using the 6 Social Withdrawal and Alienation items as indicators. Factor
loadings were inspected, and the highest three were chosen as anchors for three parcels.
Items with the next-highest loadings were selected, and out of those, the highest loading
item was assigned to the parcel with the lowest loading, the next-highest loading was

assigned to the parcel with the next-lowest loading, etc. until each parcel had two

®> When constructs are assessed with just one item, the latent variable must have its residual variance set to
0, and its loading set to 1, which constitute the exact same assumptions that observed variables have. So,
there is no difference in analyzing the observed and latent variables of one-item constructs. The exception
to this is if there is existing literature noting the reliability of the construct because the reliability can
inform latent variable parameters. However, there is no such information for the moderators used in this
study (i.e., attitudes toward criminals).
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indicators. This resulted in three balanced parcels that served as indicators for the Social
Withdrawal/Alienation latent variable.

The measurement model for the Anticipated Stigma and Social
Withdrawal/Alienation latent variables was fit first, prior to fitting the measurement
model for the latent outcomes. This approach is used so that fit can be determined for
smaller pieces of the model prior to combining all latent variables in one measurement
model (Kline, 2005). The model was identified using the marker variable method, which
sets the first factor loading of each latent variable to 1. This model (N = 132)
demonstrated excellent fit (y 2 (13) = 12.23, p = .51; RMSEA = .00, Cl =.00 - .08; CFI =
1.0, SRMR =.03). All indicators and parcels loaded significantly onto their respective

factors above the accepted value of 0.4 (see Figure 10).
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Anticipated
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J9**

83**/  .86**

5%

Social
Withdrawal/
Alienation

2% J2x*

p <.05* p <.001**, two-tailed tests
¥*(13)= 12.3, p = .51, RMSEA=.00 (CI = .00-.08), CFI=1.0,

SRMR=.03

I expect Others will | expect Nobody will | feel inferior
people to think I can’t people to be interested to others who
discriminate achieve ignore, take in getting don’t have a
against me much in life me less close to me criminal
because | because | seriously just because | record, People
have a have a because | have a without
criminal criminal have a criminal criminal
record. record. criminal record. records could
record. not possibly
understand
me

| avoid getting
close to people
who don’t have a
record to avoid
rejection, Negative
stereotypes about
people with a
criminal record
keep me isolated
from the “normal”
world

Because of my
criminal record,
| stay away from
social situations
to protect my
family/friends
from
embarrassment,
| feel out of
place in the
world because |
have a criminal
record

Figure 10 Measurement Model for Independent Variable and Mediator




Regarding the latent outcomes, | attempted to replicate latent variable structures
used in a recent independent sample of jail inmates (Moore, Stuewig, & Tangney, in
press). The latent variable structures used in Moore, Stuewig, and Tangney (in press) are
as follows: Recidivism: self-reported arrests, self-reported undetected offenses, and
official records of arrests; Substance Dependence Symptoms: alcohol dependence
symptoms, marijuana dependence symptoms, and hard drug dependence symptoms
(cocaine and opiate dependence symptoms combined); Mental Health Symptoms:
anxiety, depression, BPD features, and stress; and Community Adjustment: employment
and an index of community functioning. There were several changes to these latent
variable structures: (1) official records of arrests were not available for this sample of
inmates, and therefore the Recidivism latent variable was composed of only self-reported
arrests and self-reported undetected offenses; (2) the Substance Use Disorder Symptoms
latent variable in the current study used both dependence and abuse symptoms in order to
be consistent with DSM-V criteria for substance use disorders; (3) the Mental Health
Symptoms latent variable was created as a higher order factor composed of two latent
variables: Depression, defined by cognitive, affective, and physiological depression
subscales, and Anxiety, defined by cognitive, affective, and physiological anxiety
subscales, and (4) the Community Adjustment latent variable was composed of the same
indicators in the current study (i.e., employment and index of community functioning),
but these variables were created slightly differently in the current study (see Methods

section).
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The measurement model including all latent outcomes (i.e., Recidivism,
Substance Use Disorder Symptoms, Mental Health Symptoms, Community Adjustment,
N = 180) was then fitted. Latent variables were identified using the marker variable
method, which sets the first factor loading of a latent variable to 1. Initially, the model
produced a nonpositive definite error because there was a linear dependency among the
Substance Use Disorder Symptoms and Recidivism latent variables. These variables were
too highly correlated (r = .87, p <.001), in part reflecting the fact that cocaine, opiate,
and marijuana substance use disorder symptoms (loading on Substance Use Disorder
Symptoms) necessarily entail possession of illegal substances, contributing substantial
duplicate variance to Recidivism. This was corrected by removing possession of drugs
from arrest and undetected offense indicators; the resulting correlation among Substance
Dependence and Recidivism was .77 and the model ran with no errors. This model
demonstrated excellent fit (y 2(57) = 101.51, p < .001; RMSEA = .07, Cl = .04 - .09; CFlI
= .95, SRMR =.05), and all indicators loaded significantly onto their respective factors
above the recommended value of .40 with the exception of one indicator, the community
functioning index, which had a loading of .26. Upon examination of model statistics, this
was determined to result from low variance in this indicator. Because this indicator still
loaded significantly onto the Community Adjustment latent variable, this was considered
acceptable. All correlations among latent outcomes were modeled (see Figure 11).

A final measurement model, containing the Anticipated Stigma, Social
Withdrawal/ Alienation, and all latent outcomes (i.e., Anticipated Stigma, Social

Withdrawal/Alienation, Recidivism, Substance Use Disorder Symptoms, Mental Health
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Symptoms, and Community Adjustment) was fitted. This model fit the data well (y 2
(153) = 220.26, p < .001; RMSEA = .05, CI =.03 - .06; CFI = .94, SRMR = .08). Model
modification indices were examined to determine whether the model should be adjusted
prior to entering and testing structural paths. No model modification indices appeared

theoretically relevant, so no adjustments to this measurement model were made.

83**
Y Self-reported Undetected Offenses

Recidivism
Self-reported Arrests

A41** Cocaine and Opiate Use Symptoms

Substance Use Alcohol Use Symptoms

Disorder
Symptoms

Marijuana Use Symptoms

.90** Affective Depression

Depression Cognitive Depression

Mental
Health
Symptoms

Physiolog. Depression

Affective Anxiety

Cognitive Anxiety

Physiological Anxiety

Community

Adjustment Total Hours Employed

Community Functioning Index

p <.05*, p <.001**, two-tailed tests
X2(57) =101.51, p <.001, RMSEA=.07 (Cl = .04-.09), CFI=.95, SRMR=.05

Figure 11 Measurement Model for Dependent Variables
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Structural Model
Structural paths from Anticipated Stigma to Social Withdrawal/Alienation, and

from Social Withdrawal/Alienation to each latent outcome were added to the model (see
Figure 6). This model showed that Anticipated Stigma during incarceration positively
predicted Social Withdrawal/Alienation three months post-release (5 = .36, p = .03),
which positively predicted Mental Health Symptoms one year post-release (8 = .52, p <
.001). The indirect pathway from Anticipated Stigma to Mental Health Symptoms was
marginally significant (5 = .19, p = .06), suggesting an indirect effect from Anticipated
Stigma to Mental Health Symptoms through Social Withdrawal/Alienation. The indirect
effect was bootstrapped to determine robustness, and the confidence interval did include
0, which means that the effect may not be different from 0. Due to the small sample size,
parameter estimates are less stable and there was less power available to detect a
significant indirect effect after bootstrapping.

The pathways from Social Withdrawal/Alienation to Recidivism, Substance Use
Disorder Symptoms, and Community Adjustment were nonsignificant, though two out of
three of these path coefficients were in the hypothesized direction. Specifically, though
nonsignificant, Social Withdrawal/Alienation three months post-release predicted more
Substance Use Disorder Symptoms and less Community Adjustment one year post-
release as hypothesized; however, Social Withdrawal/Alienation predicted less

Recidivism, contrary to the hypothesis. Because these pathways were nonsignificant, the
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indirect effects from Anticipated Stigma to these outcomes, via Social
Withdrawal/Alienation, were also nonsignificant.

The structural model fit the data well (y 2 (157) = 224.60, p < .001; RMSEA = .05,
Cl =.03-.06; CFl = .94, SRMR = .08), and predicted 12.6% of the variance in Social
Withdrawal/Alienation, 1.7% of the variance in Recidivism, 3.9% of the variance in
Substance Use Disorder Symptoms, 27.3% of the variance in Mental Health Symptoms,
and 5.2% of the variance in Community Adjustment. Modification indices did not
suggest any direct paths from Anticipated Stigma to any of the outcomes, and because

these pathways were not hypothesized au priori, they were not examined.

Recidivism

Social
Withdrawal
/Alienation

Substance

Anticipated
Stiama

p <.05* p <.001**, two-tailed tests
x*(157)= 224.60, p < .001, RMSEA=.05 (CI = .03-.06),
CFI=.94 SRMR=.08

Social Withdrawal R% 12.6%; Recidivism R? 1.7%;
Substance Use Symptoms R 3.9%; Mental Health
Symptoms R%: 27.3%; Community Adjustment R% 5.2%
Indirect path from Anticipated Stigma to Mental Health
Symptoms: (8 = .19, p = .06).

Adjustment

Figure 12 Structural Model
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Controls
Because all variables in this model were assessed post-intervention in a

randomized controlled trial of an intervention, treatment status (i.e., intervention vs.
control) was controlled for in the model. Treatment status was analyzed as an observed,
dichotomous variable and was entered as a predictor of each variable in the model.
Treatment status did not have a main effect on any variables in the model, and all

pathways remained the same when controlling for treatment status.

Moderators
Regarding moderators, a latent variable was attempted for Stigma Resistance

using the five items from the ISICR stigma resistance subscale. However, none of these
items loaded significantly onto one factor. This is consistent with the stigma resistance
subscale having low reliability when analyzed as an observed variable. Upon examining
the content of the items, “I can have a good life, despite my criminal record” and “In
general, [ am able to live life the way I want to, despite my criminal record” seemed the
most consistent with the construct. One of the other three items, “People with criminal
records can make important contributions to society,” referred to criminal offenders in
general, not the self, so it was considered to be fundamentally different from the other
items. The two remaining items, “Living with a criminal record has made me a tough
survivor,” and “Having a criminal record has made me more determined to work hard”
seemed to be capturing different content. Therefore, these three items were dropped from
analyses. A latent variable was tested with just the first two items as indicators, set to be
equal to each other in order to identify the model (Kline, 2005). When doing this, the

items loaded at .57 and .67 respectively. This measurement model was just identified
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(completely saturated, no degrees of freedom) resulting in perfect fit. A latent variable
was created for optimism using the 4 items of the VIA scale as indicators. The
measurement model for the Optimism latent variable fit well (y ?(2) = 5.94, p = .05;
RMSEA = .10, CI =.00 - .20; CFI = .99, SRMR =.02). Attitudes toward criminals, a
single item, was analyzed as an observed variable.

Each continuous moderator (i.e., Optimism, attitudes toward criminals, Stigma
Resistance) was analyzed separately. Moderation by race is described in a later section.
Interactions (see Figure 8) were analyzed using the Latent Moderated Structural
equations (LMS) method, which multiplies two latent variables (Klein & Moosbrugger,
2000; Maslowsky, Jager, & Hempken, 2014). Using this method, two models are tested:
Model 0 contains the baseline model (see Figure 7) plus the main effect of the moderator
on the variable of interest, and Model 1 contains everything in Model 0 plus the latent
interaction. Unlike typical nested model comparison, Model 1 does not include fit
statistics, precluding chi square difference testing (Maslowsky et al., 2014). Instead, the
log-likelihood ratio test (D = -2[(log-likelihood for Model 0) — (log-likelihood for Model
1)]) is used to compare Model 0 and Model 1 (Maslowsky et al., 2014). Significance is
determined using the chi square table and appropriate difference in degrees of freedom
between Model 0 and Model 1 (Maslowsky et al., 2014). In accordance with testing LMS
models, all variables were standardized in order to aid with interpretation of parameter

estimates.
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Moderation of the Link between Anticipated Stigma and Social
Withdrawal/Alienation

| first examined whether Stigma Resistance moderated the relationship between
Anticipated Stigma and Social Withdrawal/Alienation. | tested Model 0, which is the
baseline model (Figure 7) with the addition of the main effect of Stigma Resistance on
Social Withdrawal/Alienation (x % (195) = 270.03, p < .001; RMSEA = .04, CI = .03 - .06;
CFI =.94, SRMR = .09). There was a significant main effect of Stigma Resistance on
Social Withdrawal/Alienation (5 = -.68, p < .001). | examined Model 1, which adds the
latent interaction between Anticipated Stigma and Stigma Resistance in predicting Social
Withdrawal/Alienation. A negative residual variance for the Depression latent variable
was fixed to 0 because too much variance was being explained (Dillon, Kumar, &
Mulani, 1987)°. The interaction was significant (8 = -.35, p = .01). Figure 13 shows that,
as predicted, for offenders high in Stigma Resistance, Anticipated Stigma was unrelated
to Social Withdrawal/Alienation, but for those low in Stigma Resistance, Anticipated
Stigma was highly related to Social Withdrawal/Alienation. Further, in comparing the
two models using the log-likelihood ratio test (Maslowsky et al., 2014), Model 1
surpassed the cutoff for a significant degrees of freedom difference of 1 (3.84) in the chi
square table (D = -2[(-3084.71) — (-3079.95)], D = 9.52). This suggests that the model
without the latent interaction represented a significant loss in fit compared to the model

with the latent interaction.

® The confidence interval for the Depression latent variable’s residual variance was examined to determine
whether it included 0, in which case the negative residual variance can be attributed to random sampling
variation and set to 0 (Dillon, Kumar, & Mulani, 1987). This confidence interval ranged from -.19 to .13.
Therefore the negative residual variance was attributed to random sampling variation and set to 0.
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Figure 13 Interaction of Anticipated Stigma and Stigma Resistance in Predicting Social Withdrawal/Alienation

| then examined whether Optimism moderated the relationship between
Anticipated Stigma and Social Withdrawal/Alienation. | tested Model 0, which is the
baseline model (Figure 7) with the addition of the main effect of Optimism on Social
Withdrawal/Alienation (x % (237) = 367.95, p = .003; RMSEA = .05, Cl = .04 - .06; CFI =
.91, SRMR = .10). There was a main effect of Optimism on Social Withdrawal/Alienation
(6 =-.26, p =.01). | then examined Model 1, which adds the latent interaction between
Anticipated Stigma and Optimism in predicting Social Withdrawal/Alienation. The
interaction was significant (5 = -.54, p = .01). Figure 14 shows that, as hypothesized,
similar to stigma resistance, Anticipated Stigma was unrelated to Social
Withdrawal/Alienation for highly optimistic offenders, but Anticipated Stigma was
highly related to Social Withdrawal/Alienation for offenders low in Optimism. Further, in
comparing the two models using the log-likelihood ratio test (Maslowsky et al., 2014),
Model 1 surpassed the cutoff for a significant degrees of freedom difference of 1 (3.84) in

the chi square table (D = -2[(-3576.72) — (-3573.61)], D = 6.22). This suggests that the
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model without the latent interaction represented a significant loss in fit compared to the

model with the latent interaction.
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Figure 14 Interaction of Anticipated Stigma and Optimism in Predicting Social Withdrawal/Alienation

Moderation of the Link from Social Withdrawal/Alienation to Recidivism, and
Substance Use Disorder Symptoms

| examined whether attitudes toward criminals (observed variable) moderated the
relationship between Social Withdrawal/Alienation and Recidivism by testing Model 0,
which is the baseline model (Figure 7) with the addition of the main effect of attitudes
toward criminals on Recidivism (x % (176) = 270.42, p < .001; RMSEA = .07, Cl = .05 -
.09; CFI =.87, SRMR = .10). There was no main effect of attitudes toward criminals on
Recidivism (f = -.10, p = .35). | then examined Model 1, which adds the latent interaction

between Social Withdrawal/Alienation and attitudes toward criminals in predicting

Recidivism. The interaction was not significant (f = -.04, p =.76).
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| repeated the above steps, but with Substance Use Disorder Symptoms as the
outcome rather than Recidivism. In Model 0 (y 2 (176) = 270.92, p < .001; RMSEA = .07,
Cl=.05-.09; CFI = .87, SRMR =.10), there was no main effect of attitudes toward
criminals on Substance Use Disorder Symptoms (# = .07, p = .56). In Model 1, a negative
residual variance for the marijuana use disorder indicator was fixed to O because too
much variance was being explained in this variable (Dillon, Kumar, & Mulani, 1987)".
The interaction between Social Withdrawal/Alienation and attitudes toward criminals in

predicting Substance Use Disorder Symptoms was not significant (5 = .08, p = .18).

Moderation by Race
Race (Black, N =90 vs. White, N = 73) was analyzed as an observed,

dichotomous variable via the LMS method. Typically, a multigroup method is used to
examine dichotomous moderators because it allows for comparison of both the
measurement and structural models between groups. However, there were fewer
participants in each racial group than parameters being estimated in the model, so it could
not be analyzed. Though analyzing a binary variable in the LMS method violates the
assumption of normality, the LMS method is one of the limited approaches for examining
the interaction of an observed categorical variable and a latent continuous variable
(Woods & Grimm, 2011). Further, Muthen and Muthen (2015) recommend using either a

multigroup or LMS method to estimate this type of interaction. The risk of using the

” The confidence interval for the marijuana use disorder indicator’s residual variance was examined to
determine whether it included O, in which case the negative residual variance can be attributed to random
sampling variation and set to 0 (Dillon, Kumar, & Mulani, 1987). This confidence interval ranged from -
3.33 to 2.15. Therefore the negative residual variance was attributed to random sampling variation and set
to 0.
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LMS method for this type of interaction is that Type 1 error can be inflated. Therefore,
results must be interpreted with caution.

| first examined whether race moderated the relationship between Anticipated
Stigma and Social Withdrawal/Alienation® by testing Model 0, which is the baseline
model (Figure 7) with the addition of the main effect of race on Social
Withdrawal/Alienation (y 2 (176) = 261.20, p < .001; RMSEA = .05, CI =.04 - .07; CFI =
.91, SRMR =.10). There was no main effect of race on Social Withdrawal/Alienation (5 =
.02, p =.89). I then examined Model 1 (includes latent interaction between Anticipated
Stigma and race in predicting Social Withdrawal/Alienation) and the interaction was
significant (8 = -.39, p = .04). Figure 15 shows that for Black offenders, Anticipated
Stigma was unrelated to Social Withdrawal/Alienation whereas for White offenders,
these variables were strongly positively related. Correlations are consistent, showing that
anticipated stigma and social withdrawal are strongly positively correlated for Whites (r
= .45, p =.04) but not significantly correlated for Blacks (r = -.18, p = .46). A test for the
difference between independent correlation coefficients showed that these correlations
are significantly different from one another (Z = -4.15, p < .001). Further, in comparing
the two models using the log-likelihood ratio test (Maslowsky et al., 2014), Model 1
exceeded the cutoff for a significant degrees of freedom difference of 1 (3.84) in the chi

square table (D = -2[(-2308.306) — (-2306.189)], D = 4.23). This suggests that the model

® There were no significant differences between Black and White offenders’ mean levels of anticipated
stigma (Black Mean = 1.88, S.D. = .80; White Mean = 1.95, S.D. = .69; t(58) = -.38, p = .70) or social
withdrawal (Black Mean = 2.11, S.D. = .52; White Mean = 2.13, S.D. = .55; t(84) = -.19, p = .85).
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without the latent interaction represented a significant loss in fit compared to the model

with the latent interaction.
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Figure 15 Interaction of Anticipated Stigma and Race in Predicting Social Withdrawal/Alienation

Race was hypothesized to potentially influence all pathways in the model, so it
was also tested as an exploratory moderator of the pathway from Social
Withdrawal/Alienation to Recidivism, Substance Use Disorder Symptoms, Mental Health
Symptoms, and Community Adjustment. | examined whether race moderated the
relationship between Social Withdrawal/Alienation and Recidivism by testing Model 0,
which is the baseline model (Figure 7) with the addition of the main effect of race on
Recidivism (y 2 (176) = 260.47, p < .001; RMSEA = .05, Cl = .04 - .07; CFI = .91, SRMR
=.10) and there was no main effect of race on Recidivism (f =-.07, p = .37). | then

examined Model 1, which adds the latent interaction between Social
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Withdrawal/Alienation and race in predicting Recidivism. The interaction was not
significant (# = -.05, p = .68). | used the same approach to test whether race moderated
the relationship between Social Withdrawal/Alienation and the other latent outcomes.
Regarding the interaction of Social Withdrawal/Alienation and race in predicting
Substance Use Disorder Symptoms ( % (176) = 261.06, p < .001; RMSEA = .05, Cl = .04
-.07; CFl = .91, SRMR = .10), there was no main effect of race on Substance Use
Disorder Symptoms (5 = .04, p = .70), nor was the interaction in Model 1 significant (5 =
.05, p = .65). Regarding the interaction of Social Withdrawal/Alienation and race in
predicting Mental Health Symptoms (y 2 (176) = 260.58, p < .001; RMSEA = .05, Cl = .04
-.07; CFl = .91, SRMR = .10), there was no main effect of race on Mental Health
Symptoms (5 = -.06, p = .42), and the interaction was not significant (5 = -.03, p = .81).

Finally, regarding the interaction of Social Withdrawal/Alienation and race in
predicting Community Adjustment, Model 0 (y 2(176) = 259.92, p < .001; RMSEA = .05,
Cl =.04 - .07; CFI = .91, SRMR = .10) showed no main effect of race on Community
Adjustment (f = -.18, p = .23), but there was a significant interaction of Social
Withdrawal/Alienation and race in predicting Community Adjustment (5 = .38, p = .01).
Figure 16 shows that for Whites, Social Withdrawal/Alienation was negatively related to
Community Adjustment, but for Blacks, these variables were unrelated. Bivariate
correlations were consistent, showing that for White offenders, social
withdrawal/alienation was negatively related to the community functioning index (r = -
.21, p =.25) and employment (r = -.42, p = .02) whereas for Black offenders, social

withdrawal/alienation was unrelated to the community functioning index (r = .10, p =
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.53) and employment (r = .11, p = .46). The bivariate correlation between social
withdrawal/alienation and the community functioning index was significantly different
for Whites and Blacks (Z = -4.15, p < .001), as was the correlation between social
withdrawal/alienation and employment for Blacks and Whites (Z = -3.48, p < .001).
Further, in comparing the two models using the log-likelihood ratio test (Maslowsky et
al., 2014), Model 1 exceeded the cutoff for a significant degrees of freedom difference of
1 (3.84) in the chi square table (D = -2[(-2307.667) — (-2304.141)], D = 7.05). This
suggests that the model without the latent interaction demonstrated a significant loss in fit

compared to the model with the latent interaction.
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Figure 16 Interaction of Social Withdrawal/Alienation and Race in Predicting Community Adjustment

Because race moderated the pathway from Anticipated Stigma to Social

Withdrawal/Alienation, as well as the pathway from Social Withdrawal/Alienation to
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Community Adjustment, a separate model was examined including both of these latent
interactions in order to determine whether a model including both interactions was a
significantly better fitting model compared to one without both latent interactions. First,
Model 0 included the baseline model plus the main effects of race on Social
Withdrawal/Alienation, and on Community Adjustment. Model 0 (i * (175) = 259.92, p <
.001; RMSEA = .06, Cl =.04 - .07; CFI = .91, SRMR = .10) had about the same fit as was
seen in the Model 0’s examining each of these main effects separately. As was described
earlier, these main effects were not significant. Model 1 was examined, which included
both latent interactions of Anticipated Stigma and race in predicting Social
Withdrawal/Alienation, as well as the interaction of Social Withdrawal/Alienation and
race in predicting Community Adjustment. Again, this model showed the significant
interaction of Anticipated Stigma and race in predicting Social Withdrawal/Alienation (f
=-.35, p = .06) and the significant interaction of Social Withdrawal/Alienation and race
on Community Adjustment (# = .35, p = .02). The log-likelihood ratio test comparison
showed that Model O represented a significant loss in fit compared to Model 1 containing

both latent interactions, for a degrees of freedom difference of 2 (D = -2[(-2307.665) — (-

2302.325)], D = 10.68).

Discussion

Anticipated Stigma Predicts Post-release Mental Health Symptoms
through Social Withdrawal/Alienation

Criminal offenders who report anticipating stigma just prior to release from jail

are more likely to experience depression and anxiety symptoms one year post-release

through social withdrawal/alienation. Specifically, the more stigma offenders anticipated
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during incarceration, the more likely they were to withdraw from social interactions with
non-offenders and feel isolated from people without a criminal record three months post-
release, which then led to more subsequent mental health problems. This was
demonstrated by a marginally significant indirect effect from Anticipated Stigma to
Mental Health Symptoms through Social Withdrawal/ Alienation. Offenders who expect
unfair treatment would certainly avoid situations involving the potential for
discrimination, which over time may diminish social support and self-efficacy and in turn
lead to more symptoms of depression and anxiety.

Results of this study are consistent with theoretical conceptualizations of the
stigma process. Modified Labeling Theory (MLT; Link et al., 1989) emphasizes that
stigmatized individuals who cope with stigma in maladaptive ways will experience
detriments to functioning. Specifically, MLT states that secrecy about one’s identity
and/or withdrawal from important domains can be harmful for mental health. These
results also support the coping literature (Miller & Kaiser, 2001) which states that
experiencing a stressor such as stigma is not inherently harmful; stressors such as stigma
become problematic when they lead people to withdraw, avoid, and potentially keep their
stigmatized identity a secret from others.

The indirect effect found from anticipated stigma to mental health problems,
through social withdrawal/alienation is consistent with the empirical research in other
stigmatized groups. Research among people with various concealable identities shows
that anticipated stigma is concurrently associated with psychological distress (Quinn &

Chaudoir, 2009; Earnshaw et al., 2015). The current study extends this research first by
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showing that anticipated stigma predicts psychological problems longitudinally, which
has never been examined in any stigmatized group. Demonstrating these relationships via
a longitudinal design allows us to be more confident that anticipated stigma causes poor
coping, which causes mental health problems. Second, this study suggests a causal
mechanism through which this relationship occurs (i.e. social withdrawal/alienation).

The unique use of anticipated stigma as a predictor in this study builds upon the
existing theoretical conceptualizations of the stigma process. Specifically, studies on
people with mental illness show that perceived stigma is associated with poor coping and
mental health problems (Denton, Rostosky, & Danner, 2014), and that social withdrawal
and feelings of alienation/isolation mediate the relationship between perceived stigma
and poor functioning (Chronister, Chou, and Liao, 2013; Link et al., 2001; Perlick et al.,
2001). Where these studies examined the relationship between perceived stigma,
maladaptive coping, and outcomes, no studies have examined meditational relationships
between anticipated stigma, maladaptive coping, and outcomes. Because anyone, even
non-stigmatized people, can perceive stigma, perceived stigma may be less relevant to
behavior than anticipated stigma, which involves actual predictions about how one will
be treated by others. It may be that perceived stigma, which is thought to initiate the
stigma process (i.e., the effect of stigma on the self), leads to anticipated stigma, and this
then predicts coping and subsequent functioning. Previous research indeed demonstrates
a positive association between perceived and anticipated stigma (Moore, Stuewig, &

Tangney, 2013). Therefore, expecting to be discriminated against by others (i.e.,
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anticipated stigma) is theoretically more proximal to behavior, and demonstrates
predictive utility in this study.

Although there was evidence of a significant indirect effect in the current study,
the effect did not withstand bootstrapping so we cannot be confident that the indirect
effect is different from 0. However, because the sample of people who completed all
three time points of data was small (N = 53), power was limited to detect a strong indirect
effect, and increases confidence in the indirect effect that was observed. Additional

research is needed to replicate this effect.

Advancing the Stigma Research in Criminal Offenders
Just as is seen in other stigmatized groups, expecting to be treated unfairly

because of one’s stigmatized identity, paired with feeling alienated and isolated from
non-stigmatized individuals, is harmful for mental health. This is consistent with findings
from other stigmatized groups showing that thoughts and predictions about being
stigmatized that lead people to isolate themselves generally impede functioning. This
finding substantially extends the research on offenders’ experience with and management
of the stigma associated with having a criminal record in several ways. First, this study is
one of very few to examine the psychological experience of stigma in criminal offenders,
and none of the research on offender stigma (except Moore et al., in press) has included
mental health or psychological variables as outcomes. So, it was unclear up until now
whether thoughts and feelings about stigma had the same detrimental effect on mental
health, such as psychological distress and withdrawal, as they did in other stigmatized

groups. This study shows that they do. Therefore, interventions targeting stigma in this
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population are warranted. Second, the results of this study are consistent with and
replicate the limited research that has been done on criminal offenders’ experience with
stigma. Specifically, a study with former prisoners showed that perceived stigma was
associated with anticipated use of withdrawal as a way to cope with stigma (Winnick &
Bodkin, 2008); this study showed offenders who expect to be discriminated against
during incarceration are more likely to avoid interactions with non-offenders once
released into the community. This replication increases confidence in the effects found in
the current study.

A recent paper by Moore et al. (in press) did not find a direct path from
anticipated stigma to mental health symptoms post-release, possibly because anticipated
stigma in itself does not always lead to mental health problems. Anticipated stigma for
some offenders may lead them to over-prepare for discrimination challenges, either
cognitively or behaviorally, which would be described as an active behavioral coping
technique. Such coping techniques bolster rather than impede functioning. Anticipated
stigma may only cause mental health problems through the experience of withdrawing
from others and feeling alienated and inhibited from participating in the community.
Anticipated Stigma and Community Adjustment, Recidivism, and
Substance Use

This study showed that Anticipated Stigma did not predict Community
Adjustment, Recidivism, or Substance Use Disorder Symptoms via Social
Withdrawal/Alienation. It was hypothesized that anticipating discriminatory treatment
from others and resulting social withdrawal/alienation from the community at large

would lead offenders to engage in more illegal activities via a more antisocial peer group.
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However, there was a nonsignificant indirect pathway from Anticipated Stigma to
Recidivism, and from Anticipated Stigma to Substance Use Disorder Symptoms. If
anything, the results of this study showed that Anticipated Stigma and Social
Withdrawal/Alienation led to less Recidivism post-release, as there was a negative, but
nonsignificant, relationship between Social Withdrawal/Alienation and Recidivism.

The few existing studies of criminal offenders’ stigma (LeBel, 2012; Winnick &
Bodkin, 2008; Winnick & Bodkin, 2009) have found positive, concurrent relationships
between perceived stigma and having a more extensive criminal history (LeBel, 2012)
and having a violent felony (Winnick & Bodkin, 2008). Further, Moore, Stuewig, and
Tangney (2013) found that perceived stigma predicted violent recidivism. It is possible
that some offenders who anticipate stigma and withdraw from the community may be
deterred from engaging in future criminal behavior, and that these distinct pathways from
anticipated stigma to social withdrawal/alienation, and then to recidivism cancel each
other out. This concept may also apply to substance use problems.

The indirect relationship from Anticipated Stigma to Community Adjustment
through Social Withdrawal/Alienation was nonsignificant when examined in the full

sample, but seemed to be moderated by race, which is discussed below.

Moderators
This study found evidence of several important individual characteristics that

influence the effect of anticipated stigma on coping and subsequent functioning.
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Malleable Characteristics that Buffer the Effect of Anticipated Stigma on Social
Withdrawal/Alienation.

The effect of Anticipated Stigma on Social Withdrawal/Alienation was buffered
by optimism and possessing attitudes that one could persevere despite having a criminal
record (i.e., Stigma Resistance) as hypothesized. Anticipated stigma strongly predicted
Social Withdrawal/Alienation for inmates low in optimism and low in stigma resistance.
This relationship was attenuated for inmates high in optimism and among those who felt
they could persevere despite their offender status. People who possess stigma resistance
attitudes may in general be more self-efficacious or optimistic, and therefore believe that
they can overcome any adversity they experience. Or, they may be people who actively
engage in cognitive strategies in which they reframe negative predictions about
discrimination.

These interaction findings are consistent with research showing that optimism is a
protective factor for many forms of adversity, and that optimism is more likely to incline
active, engagement coping such as problems solving or cognitive reframing (Carver,
Scheier, & Segerstrom, 2010). Also, these findings support previous research showing
that stigma resistance is associated with adaptive psychological functioning in
stigmatized individuals (Sibbetz et al., 2011). This study provides the first test of stigma
resistance and optimism as moderators of stigma and poor coping. Both optimism and
stigma resistance appear to be important in buffering the negative effects of stigma on
maladaptive coping, and represent an important set of beliefs to bolster in stigmatized

people.
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Moderation by Race: Stigma leads to Social Withdrawal/Alienation, and Poor
Community Adjustment for White Offenders.

As hypothesized, race moderated the pathway from Anticipated Stigma to Social
Withdrawal/ Alienation, as well as the pathway from Social Withdrawal/Alienation to
Community Adjustment. Follow up analyses suggested that these pathways were
moderated in similar fashions, such that these variables were strongly positively related
for White offenders, and unrelated for Black offenders. Specifically, anticipating
discrimination from community members strongly predicted withdrawal from activities
and feelings of alienation, and experiencing social withdrawal and feelings of alienation
due to having a criminal record three months post-release predicted worse community
adjustment one year post-release for White offenders. For Black offenders, anticipating
discrimination was unrelated to social withdrawal/alienation, and social
withdrawal/alienation did not predict community adjustment.

Regarding the relationship between Anticipated Stigma and Social
Withdrawal/Alienation, Black offenders may be more likely to use active, engagement
coping skills rather than disengagement coping like social withdrawal or alienation.
Because Black offenders have experienced and had to cope with racial stigma, they may
have a larger repertoire of coping skills than White offenders do. Regarding the
relationship between Social Withdrawal/Alienation and Community Adjustment, for
White offenders, who may not possess the coping skills that Black offenders have built to
manage stigma, withdrawing socially may have more devastating behavioral
consequences. White offenders who withdraw socially may feel too ashamed,

embarrassed, nervous, or hopeless about applying for the same types of jobs that they
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held prior to incarceration, or about going to the DMV to get their license reinstated,
preventing them from doing these things. Black offenders may be able to navigate these
painful feelings more successfully having had to cope with prior discrimination. Research
demonstrates that Black stigmatized individuals are able to maintain high levels of self-
esteem compared to their nonstigmatized counterparts (Crocker & Major, 1989). So, even
if they are avoiding situations that involve the potential for stigma, believing that they are
isolated from the normal world because of criminal stereotypes, this may not negatively
effect their sense of self, and hence their ability to get a job and participate in the
community. These race interactions are consistent with a recent finding in Moore,
Stuewig, and Tangney (in press) in which anticipated stigma predicted worse community
adjustment only for White offenders, whereas this relationship was nonsignificant for
Black offenders.

An alternative explanation for this finding is that Black offenders have poorer
community adjustment one year post-release compared to White offenders on average,
and have less variance in Community Adjustment, causing no relationship between Black
offenders’ social withdrawal/alienation and community adjustment (i.e. floor effect). This
is plausible considering research suggests that White offenders have an advantage over
Black offenders in obtaining employment after release from prison (Pager, Western, and
Sugie 2009). | examined this by conducting t-tests of the difference in variance by race in
the Community Adjustment indicators (i.e., employment and community functioning
index). Whites and Blacks had equal amounts of variance in the Community Adjustment

indicators, and their mean levels of employment and community functioning were about
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the same. This lends more support to differential effects of social withdrawal/alienation

on post-release community adjustment found in this study.

Moderation by Attitudes Toward Criminals
The relationship between Social Withdrawal/Alienation and Recidivism, as well

as the relationship between Social Withdrawal/Alienation and Substance Use Disorder
Symptoms, generalized across offenders with varying attitudes toward criminal offenders
on the whole. This was demonstrated by nonsignificant interaction effects of attitudes
toward criminals and Social Withdrawal/Alienation in predicting Recidivism and
Substance Use Disorder Symptoms. The rationale behind this analysis was that for
offenders who are closer and more ingrained in a criminal peer group, there may be a
stronger relationship between Social Withdrawal/Alienation and Recidivism (or
Substance Use Disorder Symptoms) compared to those who do not feel close to other
offenders. However, it may be more likely that only certain types of offenders, such as
those high in antisocial or psychopathic traits, engage in more criminal behavior as a

result of anticipated stigma and social withdrawal/alienation.

Limitations and Future Directions
A major limitation of this paper is the sample size. A large proportion of

participants (60%) did not complete the anticipated stigma measure due to the measure
being added into the study late. Therefore, only 53 participants completed the anticipated
stigma, social withdrawal/alienation, and outcome measures. Even though FIML
increased the sample size, there were still too few participants to analyze the larger,

comprehensive process of how stigma ultimately affects behavior. A full model should
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theoretically include perceived stigma, stereotype agreement, and internalized stigma
(Moore et al., in preparation) in addition to the variables examined in the current study.
With a larger sample size, this full model could be examined, and the relationships
among multiple aspects of the stigma process (i.e., perceived stigma, internalized stigma)
with outcomes could be determined. This is an important direction for future research,
not only with offender populations, but with stigmatized groups in general.

Also, there was evidence that multiple relationships in the model varied for Black
and White offenders. Ideally, this model would have been analyzed using a multigroup
method to determine whether the entire model varied between Black and White
offenders. For example, the interaction results obtained in this study suggested that there
may be a significant indirect relationship between Anticipated Stigma and Community
Adjustment via Social Withdrawal/Alienation for White offenders, but | was unable to
test this separately because there were too few White participants. This is an important
direction for future research. Further, because there were too few participants of other
racial/ethnic groups to analyze separately, | was unable to examine race differences
across a range of races and ethnicities. Considering the variation observed between Black
and White offenders, it is likely that other racial/ethnic groups experience the stigma of
having a criminal record differently as well. This is also a direction for future research.

Other limitations involve the generalizability of this research. This sample was all
male, and from one specific jail. Therefore, generalizability to female inmates, and
inmates in different kinds of correctional facilities, is yet to be determined. Further, this

research may not generalize to prison inmates, who are typically incarcerated for longer
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periods of time, and in facilities more removed from their communities of origin than jail
inmates. A final limitation is that some stigma variables that are relevant to understanding
this process were not assessed here. For example, the decision to conceal versus disclose
one’s stigmatized identity is deemed important in research on anticipated stigma (Quinn
& Chaudoir, 2009). Keeping one’s identity a secret may cause more psychological
distress (Newheiser & Baretto, 2014) and explain why some people decide to withdraw
socially and feel alienated because of their stigmatized identity. Research suggests that
disclosing one’s stigmatized identity can have psychological benefits (Chaudoir & Quinn,
2010), however, this is unknown for offender populations, who may face significant
consequences, such as on the job market or in higher education, after disclosing their

identity. This is an important direction for future research.

Clinical and Applied Implications
Results showed that anticipated stigma indirectly predicted mental health

problems in this sample. Psychological interventions that can bolster mental health in jail
inmates are greatly needed, as inmates with mental health problems are more likely to
cycle in and out of the criminal justice system than those without mental health problems
(Pogorzelski et al., 2005). Anticipated stigma just prior to release from jail may be a
worthy point of intervention, especially for White offenders. Expectations about being
discriminated against, and ways of coping with these expectations, are malleable and can
be manipulated. In fact, internatlized stigma interventions often target cognitions about
stigma in order to reduce the impact of stigma on one’s self-concept, self-efficacy, and

behavior (Mittal et al., 2012). For example, cognitive-behavioral interventions that
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challenge discrimination expectancies have been shown to successfully reduce
internalized stigma in people with mental illness (Lucksted et al., 2011).

In addition to (or potentially in place of) cognitive interventions, interventions
that emphasize adaptive, behavioral engagement coping techniques, such as regulating
emotions and changing maladaptive behavioral responses, may be especially helpful in
buffering the effects of anticipated stigma. Anticipated stigma (i.e., negative expectancies
about the future) may be difficult to intervene directly with because there may not be
much evidence to contradict negative expectations, which is often how cognitive
interventions attempt to challenge unrealistic thoughts. Especially for criminal offenders,
the anticipation of future discrimination may be difficult, if not impossible, to challenge;
the community does stigmatize criminal offenders, and offenders will certainly face laws
that marginalize them, and will most likely face problems getting a job and completing
other activities in the community. Further, a therapist’s attempt to cognitively restructure
anticipated stigma may raise defensiveness in offender populations.

One example of an intervention that moves away from challenging cognitions,
and focuses more on behavior and adaptive coping, is Dialectical Behavior Therapy
(DBT). DBT teaches clients to intervene directly with their negative emotion or
maladaptive behavior by utilizing various healthy coping skills. Though traditional DBT
is a lengthy, intensive intervention (Linehan, 1993), an adapted, brief intervention
focused on responding to emotions and maladaptive behaviors that arise as a result of

anticipated stigma may be useful.
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CHAPTER FOUR: CONCLUSION

Despite the growing research on stigma in the past few decades, there have been
very few studies examining criminal offenders’ psychological experience with stigma.
Further, until now, there were no quantitative studies of internalized stigma in this
population. The conceptual framework used in the current studies was developed based
upon research on in other stigmatized groups, and was refined using knowledge of
criminal offender populations and the barriers they face post-release. The result is a
comprehensive theoretical model of how internalized stigma occurs in criminal offenders,
how they cope with it, and ultimately what the consequences are for functioning.

The current studies show that perceived stigma directly led to anticipated stigma,
and indirectly led to anticipated stigma through stereotype agreement and internalized
stigma. This suggests different pathways from perceived stigma, the initial step in the
stigma process, to the anticipation of discriminatory treatment. One route involves the
internalization of stereotypes and the other does not. Therefore, the more stigma criminal
offenders perceive, the more discriminatory treatment they will anticipate, regardless of
whether they internalize stereotypes or not. Results also showed that anticipated stigma
predicted social withdrawal/alienation, which predicted mental health problems.
Therefore, the more discriminatory treatment offenders anticipate, the more likely they

are to withdraw from social interactions and alienate themselves from the community at

116



large, which in turn leads to more symptoms of depression and anxiety. The sample size
in the current study was too small to examine these models together, in one large model.

In thinking of these models as a whole, it may be helpful to clarify the role of
internalized stigma in predicting behavioral outcomes. For example, the effect of
anticipated stigma on subsequent maladaptive coping and adjustment may be stronger for
people who internalize stigma. Someone who expects to be discriminated against, and
also believes that he possesses negative stereotyped traits may be especially likely to
withdraw/alienate himself from non-stigmatized others. In future research, when a full,
comprehensive model of internalized stigma can be tested, this interaction may be
important to examine.

Although anticipated stigma did not directly predict recidivism or substance use
in this sample, the internalized stigma process may still put people at risk of perpetual
involvement in the criminal justice system. Anticipated Stigma and social
withdrawal/alienation did predict mental health symptoms, and research shows that
mentally ill offenders tend to cycle in and out of the criminal justice system. Therefore,
anticipated stigma may indirectly contribute to continued legal problems via social
withdrawal and resulting mental health problems.

Upon examining race interactions across studies, it appears that the internalized
stigma process varies greatly between Black and White offenders. Perceived stigma was
positively associated with stereotype agreement in Whites, whereas this relationship was
attenuated for Blacks. Internalized stigma was unrelated to anticipated stigma for Whites,

whereas it was positively related to anticipated stigma for Blacks. White offenders had a
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positive relationship between anticipated stigma and social withdrawal/alienation,
whereas Black offenders did not. Finally, social withdrawal/alienation predicted poor
community adjustment for White offenders, whereas it did not for Black offenders.

The sample size in these studies was too small to examine race differences via a
multigroup method (i.e., in which every pathway is compared for Whites and Blacks).
However, the patterns of interactions suggest where the internalized stigma process varies
for Whites vs. Blacks. White offenders may not be at a greater risk of internalizing
stereotypes or anticipating stigma than Black offenders. Specifically, though the
relationship between perceived stigma and stereotype agreement was stronger for Whites
than Blacks, there were no differences in the relationship between stereotype agreement
and internalized stigma, suggesting both racial groups are equally at risk of internalizing
stereotypes as a result of perceived stigma and stereotype agreement. However, White
offenders may be at a greater risk of coping with internalized stigma in maladaptive ways
than Black offenders. When it comes to coping with anticipated stigma, Whites were
more likely than Blacks to cope via social withdrawal/alienation. This is meaningful
because social withdrawal/alienation led to poor community adjustment for Whites.
Interventions that target thoughts and feelings about stigma may be the most beneficial
when tailored to minority race vs. majority race offenders.

Results of these papers have implications for clinical intervention. Criminal
offenders experience internalized stigma and negative outcomes as is seen in other
groups, which is a worthy of intervention. Regarding the process through which

internalized stigma occurs, stereotype agreement may be the first point of intervention, as
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this is positively associated with internalized stigma for both Black and White offenders.
If treated the same as a community member who holds stereotypical beliefs toward
criminal offenders, criminal offenders themselves who hold stereotypical beliefs about
offenders may benefit from public stigma interventions, such as increasing positive
interactions with other people in the stigmatized group (Rusch, Angermeyer, & Corrigan,
2005). Criminology research also supports the idea of having an ex-offender “mentor”
who can serve as a positive role model and facilitate rehabilitation (Cook, McClure,
Koutsenok, & Lord, 2009). In addition to stereotype agreement, internalized stigma-
reduction interventions are being pilot-tested (Lucksted et al., 2011), and these often
involve cognitive approaches to challenge the acceptance of negative stereotypes as well
as the expectation of being discriminated against (Mittal et al., 2012). Regardless of
whether offenders internalize stereotypes, the majority anticipate stigma, which may
mean that anticipated stigma is a broadly applicable area of intervention for all offenders.
For White offenders especially, behavioral interventions teaching adaptive coping
techniques in response to stigma-related stressors may be especially beneficial in
preventing declines in mental health.

The experience of stigma in any group, not just criminal offenders, warrants a
discussion of policy implications. Many of the policies in place against former criminal
offenders severely marginalize them from conventional community members and
functions. Structural barriers can contribute to maladaptive cognitive and behavioral
patterns, such as internalized stigma, that make it even harder to become productive, law-

abiding citizens. It is worth considering how policies affect individuals in the criminal
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justice system, and whether such policies actually serve to foster reintegration in the

community and reduce reoffense.
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