
The Self-Stigma Process in Criminal Offenders

Kelly E. Moore,
Department of Psychology, George Mason University

June P. Tangney, and
Department of Psychology, George Mason University

Jeffrey B. Stuewig
Department of Psychology, George Mason University

Abstract

Upon conviction, individuals receive the stigmatizing label “criminal offender.” Existing 

stereotypes about criminal offenders may be integrated into the self-concept, a phenomenon 

known as self-stigma. In many stigmatized groups, self-stigma is a robust predictor of poor 

functioning (Livingston & Boyd, 2010; Schomerus et al., 2011). However, little is known about 

how self-stigma occurs (Corrigan et al., 2006), and there has been limited research with criminal 

offenders. This study examines a theoretical model of self-stigma in which perceived stigma leads 

to stereotype agreement, internalized stigma, and then to anticipated stigma. A sample of 203 male 

jail inmates completed assessments of these constructs just prior to release. Results show a 

significant indirect path from perceived stigma to stereotype agreement to internalized stigma, but 

not to anticipated stigma. However, perceived stigma was directly related to anticipated stigma. In 

conclusion, perceived stigma affects the self through two processes: it indirectly leads to 

internalized stigma through one avenue, and directly leads to anticipated stigma through a separate 

avenue. Race, criminal identity, and attitudes toward criminals were examined as moderators.
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The Self-Stigma Process in Criminal Offenders

Upon conviction, people receive the stigmatizing label “criminal offender.” Criminal 

offenders are a highly stigmatized group of people (LeBel, 2012). Sanctions placed on 

offenders marginalize them and severely restrict their participation in community activities 

(Legal Action Center, 2004). Job applications often require applicants to report criminal 

convictions. In many states, people with drug distribution convictions are permanently 

banned from receiving public assistance, those with violent offenses can be banned from 

public housing (Pogorzelski et al., 2005), and those with felonies can be permanently 

banned from voting (The Sentencing Project, 2012). Offenders also face restrictions on 
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loans, driver’s licenses, college enrollment, and custody of children (Pogorzelski et al., 

2005). For a list of state and federal restrictions on people with criminal records and 

information about the collateral consequences of a criminal record see Legal Action Center 

(2004) and National Research Council (2014).

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 (Dijker & 

Koomen, 2007). Employers are less likely to hire people with a criminal record (Pager, 

2003). In addition, a poll of 2,000 people in the public showed that half agreed with negative 

stereotypes about ex-offenders (Hirschfield & Piquero, 2010) and other studies show that the 

public supports structural sanctions against offenders (Dhami & Cruise, 2013), though 

college students seem to hold 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 the self. Yet, a cohesive model of self-stigma 

has not been examined in offenders.

A Theoretical Model of Self-Stigma

The term “self-stigma” is often used interchangeably with “internalized stigma,” but the two 

terms are distinct here. Here, “self-stigma” describes the overarching process through which 

stigma impacts the self (i.e., Corrigan, Watson, & Barr, 2006), and internalized stigma is one 

component in this process. It is important to note the conceptual confusion surrounding 

internalized stigma. There are a multitude of internalized stigma definitions (see Livingston 

& Boyd, 2010), and many measures of internalized stigma are confounded with other 

constructs such as enacted stigma (Dickerson et al., 2002), perceived stigma (Livingston & 

Boyd, 2010), or a combination of several constructs (Holzemer et al., 2009; Kanter, Rusch, 

& Brondino, 2008). Research supports the idea that acceptance of stereotypes as personally 

descriptive is the defining feature of internalized stigma (Nabors et al., 2014; Quinn & 

Earnshaw, 2013).

A clear conceptualization of the self-stigma process is presented by Corrigan et al., (2006). 

To be consistent with the literature, widely-used terminology is used here to describe 

components of the self-stigma process. Many researchers (Link et al., 1989; Thoits, 2011; 

Corrigan et al., 2006) agree that the process 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, group stigma by LeBel, 2012, and discrimination/
devaluation by Link, 1987). After perceiving stigma, people can agree that 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 true of the self1 (i.e., referred 

to as stereotype concurrence by Corrigan et al., 2006). We extend this process by suggesting 

that internalized stigma leads to anticipated stigma, the expectation of being discriminated 

1Low 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 et al., 2006), however, there are concerns about measuring self-esteem as a part of 
self-stigma (Corrigan & Calabrese, 2005). We conceptualize low self-esteem as a possible outcome resulting from internalized stigma 
rather than a component of the process. Therefore, self-esteem was not assessed in this study.
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against (Quinn & Chaudoir, 2009). Though similar, anticipated stigma is distinct from 

perceived stigma, as it focuses on the self rather than the group as a whole (Taylor et al., 

1994; LeBel, 2012) and emphasizes future expectations. This hypothesized model is 

displayed in Figure 1.

Figure 1 is a progressive model; more distal parts of the process (i.e., perceived 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 self-stigma in the understudied population of criminal 

offenders. Each link of the self-stigma process is described below, noting points at which 

this process may be unique for criminal offenders.

Empirical Research on the Self-Stigma Process

Perceived Stigma and Stereotype Agreement—Research on perceived stigma and 

stereotype agreement is mixed. These variables are unrelated in people with mental illness 

(Corrigan et al., 2006) and people who stutter (Boyle, 2013), but modestly correlated in 

other samples of people with mental illness (Corrigan et al., 2011), and people with alcohol 

dependence (Schomerus et al., 2011). These mixed results may reflect the nature of the 

stigmatized attribute. A physical disability (i.e., stuttering) is viewed as having low 

controllability (Corrigan, Markowitz, Watson, Rowan, & Kubiak, 2003); people in these 

groups may perceive a great deal of stigma, but disagree with stereotypes. Attributes like 

drug addiction or having a criminal record are generally viewed as controllable and hence 

worthy of blame, even among people with these attributes. Hence, these stigmatized people 

may perceive that others hold stigmatizing beliefs and personally believe that stereotypes 

apply to the group.

Stereotype Agreement and Internalized Stigma—When stigmatized people agree 

with stereotypes about their group, they must reconcile these negative beliefs with their 

membership in the group. Stereotype agreement and internalized stigma are consistently, 

positively related in people with mental illness (Corrigan et al., 2006; Corrigan et al., 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.

Internalized Stigma and Anticipated Stigma—When people believe they possess 

negative stereotyped qualities (i.e., internalized stigma), they may be especially likely to 

anticipate stigma 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, Quinn, and Park (2012) found that anticipated 

stigma from healthcare providers explained the link between internalized stigma and quality 

of life among people with chronic illnesses.

Perceived and Anticipated Stigma—Perceived stigma likely leads to anticipated 

stigma outside of the process through which stereotypes are internalized. Perceived stigma 

may not always lead to agreement with stereotypes, and therefore may not threaten the self 
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and cause internalized stigma (i.e., “People think criminals are dangerous, but I don’t think 

that about criminals or myself”). However, people who perceive stigma can still recognize 

discriminatory treatment as a possibility and anticipate stigma (i.e., “People think criminals 

are dangerous and even though I don’t, I expect discrimination.”). The two studies 

examining perceived and anticipated stigma (Moore et al., 2013; Moore, Stuewig, & 

Tangney, in press) show a direct relationship between these variables among criminal 

offenders.

Stigma Research with Offenders

Though research shows that prison and jail inmates do perceive and anticipate a great deal of 

stigma from their community (Winnick & Bodkin, 2008; LeBel, 2012; Moore et al., 2013), 

there have been no studies of stereotype agreement or internalized stigma, as defined here, 

with offenders. Two studies purporting to examine internalized stigma in offenders 

(Schneider & McKim, 2003; Chui and Cheng, 2013) were qualitative and examined the 

associated emotional, cognitive, and behavioral consequences of internalized stigma, but did 

not assess acceptance of stereotypes specifically.

Moderators of the Self-Stigma Process

Little research has examined moderators of the links in the self-stigma process. Because 

there is variation in how people experience stigma (Watson & River, 2007), certain 

characteristics likely moderate the process through which self-stigma occurs. The 

hypothesized model including moderators is displayed in Figure 2.

Strong identification with the stigmatized group (i.e., group identification) is thought to 

protect the self-concept in response to perceived stigma (Jetten, Branscombe, Schmitt, & 

Spears, 2001). Researchers operationalize group identification differently across studies, but 

two aspects were chosen in the current study: in-group affect (the degree of positive or 

negative feelings toward other members of the group; Cameron, 2004; Walters, 2003), and 

identification, the degree to which individuals see themselves as members of the group 

(Jetten et al., 2001). With regard to in-group affect, 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 

other offenders likely weakens the relationship between perceived stigma and stereotype 

agreement.

With regard to identification, stereotype agreement may be strongly related to internalized 

stigma when people identify as a member of the stigmatized group (Baretto, 2014; Thoits, 

2011). If inmates do not want the stigmatized group of “criminal” 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 distance themselves from the group or excel 

in stereotyped domains, which helps avoid internalizing stereotypes (Baretto, 2014).

Moderation by Race—Multiple relationships in the self-stigma process may be 

moderated by race. Black offenders are a highly stigmatized subset of offenders, as the 

prototypical image of the dangerous “Black criminal” is highly prevalent in the media 
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(Welch, 2007). For Black offenders, perceiving stigma toward criminals may be especially 

threatening to the self and activate self-protective responses even at this early stage in the 

process. Therefore, the link between perceived stigma and stereotype agreement may be 

attenuated for Black offenders. The relationship between stereotype agreement and 

internalized stigma may also be attenuated for Black offenders. Through experiences of 

discrimination, people with obvious stigmas develop coping strategies to deflect stigma 

away from the self (Branscombe, Schmitt, & Harvey, 1999). This may involve attributing 

fault to the outgroup for being unjustified in prejudice, or blaming failures on discrimination 

rather than personal faults (Major, 2012). In fact, Crocker and Major (1989) found racial 

minorities had higher self-esteem compared to non-minorities (e.g., non-stigmatized).

Present Study

This paper uses structural equation modeling to examine a process of self-stigma that draws 

upon Corrigan et al.’s (2006) conceptualization, in the understudied population of criminal 

offenders. This study extends the literature by 1) examining these variables at the 

multivariate level, 2) modeling anticipated stigma as part of the process, and 3) testing 

theoretically driven moderators, including two aspects of group identification and race. 

Certain types of psychological functioning, specifically self-esteem, depression, anxiety, are 

expected to influence the degree to which individuals report perceiving, agreeing with, 

accepting stereotypes, and anticipating stigma. Depressed mood and low self-esteem are 

characterized by negative outlook and view of the self, and anxiety can be characterized by 

overly negative predictions for the future. So, endorsement of internalized and anticipated 

stigma may be explained by psychological functioning rather than perceived stigma; Link et 

al., 2001) and will be controlled for. Finally, because Black and White inmates may 

experience multiple aspects of the self-stigma process differently, race will be tested as an 

exploratory moderator of all relationships.

Method

Participants and Procedures

Participants were 203 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. Demographic and moderator data were collected at Time 1 (baseline) 

and at Time 2 (post-intervention). 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 complete description).

Only inmates who had been sentenced were eligible to participate to reduce uncertainty 

about release dates. Inmates were excluded if they were likely to be transferred to 

Department of Corrections or sentenced to electronic monitoring, or if they had U.S. 

Immigration and Customs Enforcement detainers because of difficulty following up with 

deportees. Only general population inmates were eligible to participate to exclude those with 

serious psychopathology or medical problems. Inmates were informed that participation was 
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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, 105 in control). Of these, three withdrew 

from the study, four were dropped, two unexpectedly transferred, and one refused, leaving 

203 participants who completed the Time 3 assessment. Of these, 111 completed stigma 

measures (measures added late). Further, 79 participants completed the anticipated stigma 

measure (measure added late). Participants (N = 203) were male, about 33 years old (range = 

18 – 65), and 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) did not 

significantly differ from those who did not (N = 92) on key variables (i.e., age, race, criminal 

identity, self-esteem, anxiety/depression symptoms).

Measures

Descriptive statistics for all measures are shown in Table 1.

Perceived Stigma, Stereotype Agreement, and Internalized Stigma—The Self-

Stigma of Mental Illness scale (SSMI; Corrigan et al., 2006) was adapted for use with 

criminal offenders and entitled the Self-Stigma of Individuals with Criminal Records scale 

(SSICR). The SSMI scale assesses four aspects of stigma: stereotype awareness (i.e., 

perceived stigma), stereotype agreement, stereotype concurrence (i.e., internalized stigma), 

and self-esteem decrement. Self-esteem decrement was not assessed in this study. Research 

on offender stereotypes (Maclin & Hererra, 2006; Winnick and Bodkin, 2008; LeBel, 2012) 

was used to adapt the SSMI scale (see items in Table 3). Many stereotypes about people with 

mental illness applied to criminal offenders (e.g., dangerous, untrustworthy, disgusting, 

below average in intelligence, unpredictable, to blame, unable to keep a regular job, dirty). 

The inability to care for oneself and likelihood of not recovering/getting better items, were 

changed to stereotypes for offenders: “unable to be rehabilitated” and “are bad people.” 

Following the format of the SSMI scale, the SSICR used distinct 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 internalized stigma 

(Because I have a criminal record, I am…”). The wording “criminal record” was used 

because everyone in this sample had been convicted of a crime, and thus this phrasing 

applied to all participants. Labels like “criminal” or “offender” were not used because some 

inmates may not identify with these. 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 further examination, the item about being blame-worthy 

reduced internal consistency on all scales and had the lowest item-scale correlation for two 

of three scales. The concept that criminal offenders are to blame for their behavior may not 

be the best indicator of a negative stereotype. Most people, even offenders themselves, likely 

believe that criminal offenders are at fault for their law-breaking behavior, and taking 
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responsibility/accepting blame is valued in this population. Therefore, this item was 

dropped, resulting in 9 items on each scale. Reliabilities ranged from excellent to acceptable: 

Perceived Stigma α = .92, Stereotype Agreement α = .84, Internalized stigma α = .73. 

Perceived Stigma and Stereotype Agreement scales were normally distributed, and the 

Internalized stigma scale was skewed (see Table 1), with most responses being in the lower 

end of the range.

Anticipated Stigma—Anticipated stigma was assessed by adapting the Discrimination 

Experiences subscale of the Internalized Stigma of Mental Illness scale (ISMI; Ritsher et al., 

2003), a reliable measure of various stigma experiences. Four out of five items were used; 

the item, “People often patronize me, or treat me like a child, just because I have a mental 

illness” was not applicable. Items were reworded to reflect expectations of future treatment 

rather than past discrimination (e.g., “People discriminate against me…” was changed to “I 

expect people to discriminate against me…”). The adapted scale was entitled Personal 

Expectations of Discrimination (PED, α = .87). Responses range from “1” Strongly 

Disagree to “4” Strongly Agree.

Moderators

Race—Participants self-reported race upon entry into the jail; 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—The degree of positive/

negative attitudes toward the stigmatized group was assessed at Time 3 just prior to release 

using a single item to assess the in-group affect component of group identification. The 

question asked, “In general, my attitudes toward people with a criminal record are 

_______ ?” Response options ranged from “1” Very Negative and “7” Very Positive. This 

variable was normally distributed (see Table 1), with only 0.9% of participants reporting 

very negative attitudes and 18% reporting very positive attitudes.

Criminal Identity—The identification aspect of group identification 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 (see Table 1), with 40% of participants totally disagreeing 

they were a criminal.

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 (“1” Strong Disagree to “4” Strongly Agree, α = .87). This 

variable was slightly positively skewed (see Table 1). Depression and anxiety symptoms 

were assessed using a shortened version of the Personality Assessment Inventory (PAI; 

Morey, 2007), a widely used, validated measure of psychopathology (Morey, 2007). 

Responses ranged from 1 = “False, not at all true” to 4 = “Very true.” The PAI uses T-scores, 
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which are normed on a sample of average adults; the ranges were 35T - 97T for depression 

(24items, α = .89) and 34T - 89T for anxiety (24 items, α = .89). Because the sample in this 

study was drawn from a randomized controlled trial, treatment status was also controlled for. 

Treatment status was coded as ‘0’ if participants were assigned to the treatment as usual 

condition (N = 55), and ‘1’ if participants were assigned to the restorative justice 

intervention (N = 56).

Results

Bivariate correlations are displayed in Table 2. Data were analyzed using structural equation 

modeling in Mplus. Full Information Maximum Likelihood (FIML) was used to handle 

missing data. FIML uses other variables in the model that have full data available for 

participants to estimate missing data. This approach is encouraged over listwise deletion 

when data are missing at random (i.e., participants are not missing on variables for reasons 

relevant to the phenomenon being studied) (Schafer & Graham, 2002; Wothke, 2000; Little, 

Jorgensen, Lang, & Moore, 2014). Of the 203 participants in our study, there was missing 

data on the anticipated stigma measure (N = 79), and the other stigma measures (N = 111). 

Control and moderator analyses involved all participants who completed those measures.2 

So, in models with just stigma variables, the sample size is 111, but in models with 

additional variables, the sample size varies (see Table 1 for sample sizes). In our data, the 

stigma measures were added into the study mid-way; because this is unrelated to the 

phenomena being studying, it is considered missing at random. This was supported by 

analyses indicating people who completed stigma measures (N = 111) did not significantly 

differ from those who did not (N = 92) on key variables.

Measurement Model

Latent variables were created for Perceived Stigma, Stereotype Agreement, Internalized 

Stigma, and Anticipated Stigma (latent variable names are capitalized). The four items of the 

PED scale were used as indicators of Anticipated Stigma. Regarding Perceived Stigma, 

Stereotype Agreement, and Internalized Stigma, each scale of the SSICR consisted of 9 

items; instead of using all 9 items as indicators, we parceled (Little, Cunningham, Shahar, 

and Widaman, 2009) to create 3 indicators for each latent variable3. Further, certain items on 

the internalized stigma scale of the SSICR had low variance and hence were not strong 

indicators on their own. Parceling involves averaging multiple items to form one indicator, 

which simplifies structural equation models by decreasing the number of parameters 

estimated (Little, et al., 2009; Little et al., 2013).

To create parcels, we examined a one-construct measurement model for each scale in Mplus 

using the 9 respective items as indicators (Little et al., 2009). Factor loadings were 

inspected, and the highest three were chosen as anchors for three parcels. Items with the 

next-highest loadings were selected, and of those, the highest loading item was assigned to 

2Although race data was available for the full sample (N = 203), we did not use FIML to estimate model parameters in race 
moderation analyses in order to prevent missing data from solely being estimated based on inclusion of additional demographic data.
3Three indicators per latent variable is recommended in order to obtain a just-identified model, in which model misfit does not result 
from the measurement model, and therefore is more easily interpreted.
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the parcel with the lowest loading, etc. until each parcel had three items. This resulted in 

three balanced parcels each for Perceived Stigma, Stereotype Agreement, and Internalized 

Stigma that served as indicators for latent variables (see Table 3). All latent variances were 

set to 1 to identify the measurement model, freeing all factor loadings to be estimated. This 

model fit the data very well (χ2 (59) = 79.09, p = .04; RMSEA = .06, CI = .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 to determine whether Corrigan and 

colleagues’ (2006) “progressive” model was supported (i.e., variables close to each other are 

more correlated than those farther apart). The data mostly supported a progressive model; 

Perceived Stigma was more strongly related to Stereotype Agreement (r = .34, p < .001) than 

Internalized Stigma (r = .30, p = .005). Further, Stereotype Agreement was more strongly 

related to Internalized Stigma (r = .64, p < .001) than Anticipated Stigma (r = .07, p = .57). It 

is not uncommon for stereotype agreement to be uncorrelated with other variables 

(Schomerus et al., 2011). Further, Internalized and Anticipated Stigma were highly 

correlated (r = .39, p = .001). Anticipated Stigma, which was not included in Corrigan and 

colleagues’ (2006) model, was most highly correlated with Perceived Stigma (r = .43, p < .

001), the variable farthest away in the model.

Structural Model

Structural paths were added (see Figure 3a) except the direct path from Perceived to 

Anticipated Stigma, which was tested separately. This model fit acceptably (χ2 (62) = 91.84, 

p = .01; RMSEA = .07, CI = .03 − .09; CFI = .96, SRMR = .11). Perceived Stigma was 

positively related to Stereotype Agreement (β = .35, p < .001), which was positively related 

to Internalized Stigma (β = .63, p < .001), which was positively related to Anticipated 

Stigma (β = .30, p = .02). The indirect path from Perceived to Anticipated Stigma was 

marginally significant (β = .07, p = .06), indicating an indirect effect through Stereotype 

Agreement and Internalized Stigma (see Figure 3a). Bias-corrected bootstrapping was 

conducted to obtain the most unbiased estimate of the indirect effect (Cheung & Lau, 2007). 

When bootstrapped, the path between Internalized and Anticipated Stigma became 

marginally significant (β = .25, p = .08) and the indirect effect became nonsignificant (β = .

07, p = .12). Therefore, Internalized Stigma was not necessarily related to Anticipated 

Stigma. 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.

When the hypothesized direct path was added into the model from Perceived to Anticipated 

Stigma (see Figure 3b), model fit improved significantly, demonstrated by a change in model 

fit that surpassed the chi square value for 1 degree of freedom difference (χ2 (61) = 84.82, p 
= .02; RMSEA = .06, CI = .02 − .09; CFI = .96, SRMR = .08, AIC = 1513.11; χ2 (1) Δ = 

7.02, p < .05). When modeling this direct effect (β = 34, p = .004), all paths remain 

significant with the exception of the path between Internalized and Anticipated Stigma, 

which became marginally significant (β= .22, p = .09). The indirect effect from Perceived to 

Anticipated Stigma was no longer significant (β = .05, p = .13) when the direct path was 

modeled. We examined whether an indirect effect remained from Perceived to Internalized 
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Stigma (i.e., instead of Perceived to Anticipated Stigma). This does not change any 

parameters being modeled, but rather specifies a different indirect effect. Results showed a 

significant indirect effect from Perceived to Internalized Stigma (β = .22, p = .001), which 

remained significant after bootstrapping (β = .28, p = .01) and for which the confidence 

interval did not include 0 (CI = .13 to .58). This suggests full mediation from Perceived 

Stigma to Internalized Stigma, through Stereotype Agreement. 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.4

Controlling for Depression, Anxiety, Self-esteem, and Treatment Status

Depression, anxiety, self-esteem, and treatment status were controlled for to remove their 

influence on stigma variables. First, treatment status was controlled for; treatment status had 

a main effect on perceived stigma, but all effects in the model remained significant. 

Depression, anxiety, and self-esteem were then analyzed as observed variables, predicting 

each stigma variable in Figure 3b. Nonsignificant effects of control variables were pruned 

from the model while significant main effects anxiety on Perceived Stigma, depression on 

Internalized Stigma, and self-esteem on Anticipated Stigma were retained (see Figure 3c). 

When main effects of control variables were included, all previously significant paths 

remained and the path from Internalized to Anticipated Stigma was nonsignificant.5

Moderators

Interactions were analyzed using the Latent Moderated Structural equations (LMS) method, 

which multiplies two latent variables (Klein & Moosbrugger, 2000; Maslowsky, Jager, and 

Hempken, 2014). Moderator analyses did not include control variables so that all available 

variance could be explained by interaction effects, which may also aid with attempts to 

replicate moderation effects. Two models are tested: Model 0 contains the baseline model 

(see Figure 3b) 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 nested model comparison, 

Model 1 does not include fit statistics, precluding chi square difference testing. Therefore, fit 

statistics for Model 0 and 1 are not provided. 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 1. Significance is determined using the chi square table and degrees of freedom 

difference between Model 0 and 1. Each moderator was analyzed in a separate model as an 

observed variable6. In accordance with the LMS method, all variables were standardized to 

aid interpretation of parameter estimates.

4Due to the cross-sectional study design, alternative models were considered. Because it is plausible for anticipated stigma to cause 
internalized stigma (i.e., looking glass self; Maruna, LeBel, Naples, & Mitchell, 2009), a model including everything in Figure 3b, 
plus a path between internalized and anticipated stigma (i.e., reciprocal), was tested. This model fit well (χ2 (60) = 79.66, p = .05; 
RMSEA = .05, CI = .01 − .08; CFI = .97, SRMR = .06; AIC = 1509.95) and had a lower AIC than the model in Figure 3b. The path 
from Internalized to Anticipated Stigma was nonsignificant in this model, and the path from Anticipated to Internalized Stigma was 
significant. With no empirical research on the direction of the relationship between internalized and anticipated stigma, the model in 
Figure 3b was chosen as the superior model because it was strongly supported by theory.
5To check our missing data estimation, the model including control variables was also run on the smaller sample of participants who 
completed only the stigma measures (N = 111); parameter estimates remained significant and in the same direction as the model run 
with the FIML sample.
6When analyzing one item constructs with no information about reliability, the latent variable would have a residual variance of 0, and 
loading of 1, which constitute the same assumptions as observed variables.
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We hypothesized that having positive attitudes toward criminals would buffer perceived 

stigma, attenuating the relationship between Perceived Stigma and Stereotype Agreement. 

There was a main effect of attitudes toward criminals on Stereotype Agreement (β = −.22, p 
= .02), but the latent interaction was nonsignificant (β = −.16, p = .12). We also 

hypothesized that a stronger criminal identity would increase risk of internalization, 

strengthening the relationship between Stereotype Agreement and Internalized Stigma. 

Criminal identity was log-transformed to reduce positive skew. There was no main effect (β 
= .38, p = .33) or interaction (β = .30, p = .48).

Moderation by Race

Because racial minorities may possess more coping skills for deflecting stereotypes away 

from the self compared to their non-minority counterparts, race was hypothesized to 

attenuate certain pathways in the model, and was examined as an exploratory moderator of 

all other pathways. Race (Black, N = 38, White, N = 51) 7 was analyzed using the LMS 

method rather than a multigroup method because of sample size restrictions. Though 

analyzing a binary variable violates the assumption of normality, the LMS method is one of 

few approaches for testing the interaction of a categorical and latent continuous variable 

(Woods & Grimm, 2011). Muthen and Muthen (2015) approve the LMS method for this 

type of interaction, noting that Type 1 error can be inflated; results are interpreted cautiously.

We hypothesized being a racial minority may buffer the effect of Perceived Stigma on 

Stereotype Agreement. There was no main effect of race on Stereotype Agreement (β = −.

14, p = .18), but the latent interaction of race and Perceived Stigma was marginally 

significant (β = −.46, p = .06). Figure 4a shows that for White inmates, Perceived Stigma 

was strongly positively related to Stereotype Agreement, whereas this relationship was 

weaker for Black inmates.

Several steps were taken to test the robustness of interaction effects. Bivariate correlations 

were consistent with the interaction graph, showing that perceived stigma and stereotype 

agreement were highly correlated for White inmates (r = .49, p = .002), and not significantly 

correlated for Black inmates (r = .14, p = .32); a significance test of correlations (Fischer, 

1921) showed these correlations were significantly different (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)]), Model 1 fell just below the cutoff (3.84) for a 

significant degrees of freedom difference of 1 (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.

Similarly, we hypothesized being a racial minority may buffer the effect of Stereotype 

Agreement on Internalized Stigma. There was no main effect of race on Internalized Stigma 

(β = −.11, p = .31), and the latent interaction was nonsignificant (β = −.43, p = .13). 

Bivariate correlations were consistent, showing that stereotype agreement and internalized 

7Preliminary analyses show no significant differences in Black (M = 2.40, S.D. = .75) and White (M = 2.40, S.D. = .70) inmates’ 
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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stigma were positively correlated for White (r = .53, p = .001) and Black (r = .44, p = .001) 

inmates, and did not differ significantly (Z = .74, p = .46).

Exploratory Race Moderation Analyses

We explored whether race moderated other model paths (i.e., Internalized to Anticipated 

Stigma, Perceived to Anticipated Stigma). When examining the interaction of Internalized 

Stigma and race predicting Anticipated Stigma, there was no main effect (β = −.03, p = .81), 

but the latent interaction was marginally significant (β = .22, p = .09). Figure 4b shows that 

for Black inmates, Internalized Stigma is positively related to Anticipated Stigma, whereas 

these variables are unrelated for White inmates. Similarly, internalized and anticipated 

stigma were positively correlated (bivariate) for Black inmates (r = .34, p = .05), but 

unrelated for White inmates (r = .07, p = .74); these correlations are marginally different (Z 
= −1.80, p = .07). The log-likelihood ratio test showed that Model 1 just fell short of the 

cutoff (3.84) to conclude that Model 0 was a significant loss in fit. Therefore, the model 

without the interaction is a marginal loss in fit compared to the model with the interaction (D 
= −2[(−534.26) – (−532.69)], D = 3.14).

Finally, when examining the interaction of Perceived Stigma and race in predicting 

Anticipated Stigma, there was no main effect. In Model 1, the latent interaction was 

nonsignificant (β = .11, p = .46). Bivariate correlations did show differences in the 

relationships between Blacks and Whites. 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). These 

correlations were not significantly different (Z = −1.00, p = .31).

Discussion

Self-Stigma Process is Replicated in Criminal Offenders

This study provides the first quantitative examination of the self-stigma process in criminal 

offenders, and importantly, shows that a model of this process (based on Corrigan et al., 

2006’s conceptualization) is supported. Model-testing demonstrated that believing others 

hold negative stereotypes led to agreement with stereotypes, which led to acceptance of 

those stereotypes as personally descriptive. There was a significant indirect effect from 

Perceived to Internalized Stigma through Stereotype Agreement. Similar to other groups 

(Corrigan et al., 2006; Schomerus et al., 2011; Boyle, 2013), perceived stigma and 

stereotype agreement are prerequisites for internalizing stigma among criminal offenders.

It is important to note that levels of internalized stigma in this sample were low, with the 

mean being 1.12. It is not uncommon for internalized stigma levels to be much lower than 

perceived stigma and stereotype agreement (Schomerus et al., 2011), however, this suggests 

that the overwhelming majority of inmates did not endorse internalizing stereotypes. There 

is some theory to suggest that offenders are not likely to internalize “deviant labels” and are 

more likely to justify or minimize criminal behavior, blame others, and distance themselves 

from other criminal offenders (Sykes & Matza, 1957). Nevertheless, because internalized 

stigma is a predictor of harmful outcomes in other stigmatized groups, it will be important 
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for future research to examine the correlates and behavioral implications of internalized 

stigma among criminal offenders. In addition, identifying how preexisting mental health 

problems may increase vulnerability to internalized stigma in offenders is important to 

explore in future research.

One important difference in criminal offenders is the relationship between believing that 

others hold negative stereotypes about offenders (i.e., perceived stigma) and agreeing that 

those stereotypes apply to offenders as a whole (i.e., stereotype agreement). Similar to 

studies with people dependent on drugs (Schomerus et al., 2011), perceived stigma is closely 

linked to stereotype agreement in criminal offenders. These variables are unrelated in people 

with mental illness and people who stutter (Corrigan et al., 2006; Boyle 2013). Unlike 

people with mental or physical disabilities, people who commit crimes became stigmatized 

due to a choice they made; they are considered responsible for their stigmatized identities. 

Therefore, for culpable stigmatized groups, perceived stigma may incline even members of 

the stigmatized groups themselves to agree with negative stereotypes.

The Distinct Relationship between Perceived and Anticipated Stigma

By including anticipated stigma in this model, we examined whether self-stigma leads 

offenders to expect future discrimination from others. Contrary to our prediction, anticipated 

stigma did not directly follow from internalized stigma. When the direct effect from 

perceived stigma to anticipated stigma was modeled, the link between internalized stigma 

and anticipated stigma was attenuated, though still marginally positive. More importantly, 

the indirect effect of perceived stigma to anticipated stigma (i.e., through stereotype 

agreement and internalized stigma) was not significant. On the other hand, perceiving stigma 

from community members was directly related to anticipated stigma. This suggests that 

there are two processes through which perceived stigma impacts the self: in one avenue, 

offenders internalize stereotypes, and the implications of this in offenders is unknown. In a 

second avenue, offenders do not internalize stereotypes (e.g., stereotypes are deflected away 

from the self), but still expect others to discriminate against them. So, perceived stigma 

generates predictions of experiencing discriminatory treatment by community members, 

even though offenders may believe this treatment is unjustified. Moore et al., (in press) 

found that perceived and anticipated stigma predicted poor adjustment in the community, 

suggesting these variables alone have important implications for functioning.

In sum, the model analyzed in this study adds to the literature, as most studies of self-stigma 

do not include anticipated stigma. This model explained 19.6% of the variance in anticipated 

stigma, suggesting that other relevant variables may have been missing in our model. One 

such variable may be prior experiences with discrimination, as this would certainly influence 

perceived and anticipated stigma. This lays the groundwork for incorporating this important 

variable into other models.

Advancing the Research on Stigma in Criminal Offenders

Modeling the Self-Stigma Process—These results greatly expand the research on 

stigma in criminal offenders. This is the first study to examine stereotype agreement and 

internalized stigma in offenders, important components of the self-stigma process. In 
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addition, the current study used quantitative, multivariate methods to examine a theoretical 

model of how multiple stigma variables are related in a process. Results show that self-

stigma occurs in criminal offenders similar to other stigmatized groups.

Moderators of the Self-Stigma Process—Offenders who perceived stigma also agreed 

with stereotypes about criminal offenders, regardless of how positive or negative their 

attitudes were toward others offenders. 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 a socially unacceptable marker involving a great deal of blame, 

even among offenders themselves.

Contrary to our hypothesis, agreeing with stereotypes was strongly related to accepting those 

stereotypes as personally descriptive across inmates, regardless of how strong their social 

identity as a “criminal” was. This suggests that identifying as a “criminal” does not increase 

the chances that stereotype agreement will be harmful—it is harmful to the self regardless of 

whether people identify with that label. It is possible that inmates interpreted our single-item 

measure of criminal identity in different ways. For one inmate, strongly agreeing that he is a 

“criminal” may mean possessing typical qualities of an offender. For another inmate, this 

item may represent taking responsibility for illegal behavior, or literal interpretation of the 

item rather than consideration of social identity. Therefore, differences in interpretation 

could cancel out an interaction effect.

Participants’ race emerged as a moderator of key paths in this model. The relationship 

between perceived stigma and stereotype agreement was strong and positive for White 

inmates but nonsignificant for Black inmates. As hypothesized, for Black inmates, 

perceiving stigma toward offenders did not lead to agreement with stereotypes. Agreeing 

with negative stereotypes about the stigmatized group may be especially threatening to 

Black individuals’ self-concept. They must reconcile that they are Black individuals 

involved in the criminal justice system against the negative, stereotypical portrayal of Black 

“criminals.” If they agree most criminal offenders possess negative stereotypical traits, they 

are cognitively closer to believing they themselves 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 self-concept by disagreeing with stereotypes about 

offenders. Due to already possessing one stigmatized identity (i.e., racial minority), Black 

individuals are thought to possess cognitive strategies that reframe or deflect negative 

stereotypes away from the self-concept. White individuals, who may not have been exposed 

to stigma experiences, may not possess buffering cognitions that lead one to deflect 

stereotypes away from the self.

There were also race differences in the path between internalized and anticipated stigma. For 

Black inmates, internalized stigma was positively related to anticipated stigma, but these 

variables were unrelated 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 explained by perceived stigma, leaving no variance to be explained by 

internalized stigma; the stigma of having a criminal record may be so damaging that the 
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more stigma they perceive, the more they will anticipate, regardless of whether they agree 

with or internalize stereotypes. Determining whether the entire internalized stigma process 

differs for White vs. Black offenders would require a multigroup approach. However, post-

hoc analyses support this notion. The interaction of Internalized Stigma and race predicting 

Anticipated Stigma was examined without the direct effect of Perceived on Anticipated 

stigma; the interaction was nonsignificant. A graph of this null interaction showed that 

Internalized and Anticipated Stigma were positively related for Blacks and Whites when the 

direct effect was not modeled. Therefore, for White offenders, perceived stigma explains so 

much variance in anticipated stigma that internalized stigma no longer predicts anticipated 

stigma when taking perceived stigma into account.

This study did not show an interaction between Perceived Stigma and race predicting 

Anticipated Stigma. This is inconsistent with findings from another study of criminal 

offenders (Moore et al., 2013). Moore et al. (2013) found that perceived stigma interacted 

with race to predict anticipated stigma, such that perceived and anticipated stigma were 

more strongly positively correlated for Whites than Blacks. Because the current study also 

includes an indirect path through Stereotype Agreement and Internalized Stigma, the 

meaning of the direct relationship from Perceived to Anticipated Stigma changes; it reflects 

the offenders who did not internalize stigma, which may not vary by race. Further, though 

the current study did not find an interaction as was found in Moore et al. (2013), the patterns 

of correlations were consistent in both papers.

Including this study, there are now five studies demonstrating race differences in criminal 

offenders’ psychological experience with stigma (Winnick & Bodkin, 2009; LeBel, 2012; 

Moore et al., 2013; Moore et al., in press). Black offenders do not necessarily report lower 

mean levels on stigma variables compared to White offenders (Moore et al., in press), 

however, they appear to be less negatively impacted by stigma in various domains, 

supporting the idea that they possess a self-protective mechanism. Crocker and Major (1989) 

posed three self-protective mechanisms that Black individuals may use when confronted 

with stigma, including attributing poor outcomes to racial prejudice, comparing themselves 

only to others in their ingroup (i.e., other Black individuals), or devaluing the domains in 

which they are being stigmatized in. Notably, this study finds that both Black and White 

offenders experience a strong positive relationship between stereotype agreement and 

internalized stigma, and only Black offenders demonstrated a positive relationship between 

internalized and anticipated stigma, suggesting that a self-protective mechanism is not 

present at these points in the self-stigma process. Future research should continue to 

examine these relationships.

Limitations and Future Directions

A limitation of this study is the lack of information available about participants’ index 

offense, criminal history, and prior incarceration experience. This data was not yet collected 

and entered at the time of these analyses. The types of crimes a person has been convicted of 

would certainly influence the self-stigma process, especially when considering felony vs. 

misdemeanor convictions. Felony convictions are associated with many more sanctions and 

collateral consequences (Legal Action Center, 2004). Thus, those inmates convicted of 
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felonies or those with more extensive incarceration histories may experience higher levels of 

self-stigma. These are important variables to examine as correlates of the self-stigma process 

in future studies. The cross-sectional design limits conclusions about causality. Also, the 

process examined here would theoretically begin when someone first joins a stigmatized 

group. Because many inmates in this study had prior convictions and incarcerations, they 

may have had prior experiences with discrimination that influenced the self-stigma process. 

Prior discrimination experience may be a relevant variable to include in future research. This 

sample was all male, and from one specific jail. Therefore, generalizability to female 

inmates and inmates in different correctional facilities is yet to be determined. In particular, 

this research may not generalize to prisoners, who may have been convicted of more serious 

offenses and are incarcerated for longer periods of time in facilities farther from their 

communities of origin. Because there were too few participants of other races to analyze 

separately, we did not examine a broad range of race differences. People of other races/

ethnicities may experience offender stigma differently than Blacks and Whites. It is 

important to note that this process would vary greatly depending on the degree to which one 

thinks about their stigmatized identity (i.e., stigma consciousness; Pinel, 1999) and how 

important this identity is in their overall social identity (i.e., identity magnitude; Earnshaw & 

Quinn, 2012). Specifically, if the thought of possessing a criminal record was unimportant or 

infrequent, there would likely be less of a relationship between stereotype agreement and 

internalized stigma, as well as internalized and anticipated stigma. Along these lines, people 

in the justice system often have multiple stigmatized identities, and another identity (i.e., 

HIV positive, mental illness, substance use) may comprise a larger role in one’s overall 

identity and hence be a better predictor of behavior. Future research should examine identity 

centrality and salience.

Offenders who anticipate or internalize stigma may be at risk of mental health problems 

including hopelessness, low self-esteem, or general distress. In addition, internalized and 

anticipated stigma may lead to withdrawal from the community or maladaptive behavior. For 

example, internalized stigma is linked to stereotype-consistent behavior (i.e., difficulty 

refusing alcohol for people with substance dependence). Thus, offenders who internalize 

stereotypes may be at risk of continued law-breaking behavior. Future research is needed to 

examine how offenders cope with anticipated and internalized stigma. Finally, policies 

against former criminal offenders severely marginalize them from conventional community 

members and functions. Structural barriers can contribute to maladaptive cognitive patterns, 

such as internalized and anticipated stigma, that make it harder to become law-abiding 

citizens. It is worth considering whether such policies actually serve to foster reintegration in 

the community.
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Figure 1. 
Hypothesized Model of Self-Stigma Process.
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Figure 2. 
Hypothesized Moderators of Self-stigma Process.
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Figure 3. 
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Figure 4. 
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Table 2

Bivariate Correlations.

Perceived
Stigma

Stereotype
Agreement

Internalized
stigma

Anticipated
Stigma

Model Variables

Perceived Stigma 1.0 .28** .23* .33**

Stereotype Agreement .28** 1.0 .48*** .02

Internalized stigma .23* .48*** 1.0 .25*

Anticipated Stigma .33** .02 .25* 1.0

Controls

Self-esteem −.003 −.16 −.22* −.48***

Anxiety .20* .19 .21* .39***

Depression .07 .17 .32** .40***

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

Stigma Health. Author manuscript; available in PMC 2016 October 17.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Moore et al. Page 27

Table 3

Latent Variables with Parceled Items as Indicators.

Parcel 1 Parcel 2 Parcel 3

Perceived Stigma 1. cannot be trusted. 4. are dirty and unkempt. 2. are disgusting.

3. are unwilling to get
or keep a regular job.

6. are below average in
intelligence.

7. are unpredictable.

“The Public Believes
most people with a
criminal record…”

9. are dangerous. 10. are bad people. 8. cannot be rehabilitated.

Stereotype Agreement 1. cannot be trusted. 2. are disgusting. 4. are dirty and unkempt.

6. are below average
in intelligence.

3. are unwilling to get or
keep a regular job.

7. are unpredictable.

“I think most people
with a criminal

record…”
8. cannot be
rehabilitated.

9. are dangerous. 10. are bad people.

Internalized Stigma 1. I cannot be trusted. 2. I am disgusting. 6. I am below average in
intelligence.

4. I am dirty and
unkempt.

3. I am unwilling to get
or keep a regular job.

7. I am unpredictable.

“Because I have a
criminal record…” 10. I am a bad person.

8. I cannot be
rehabilitated. 9. I am dangerous.
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