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The Effects of Stigma on the Psychological Well-Being
and Life Satisfaction of Persons With Mental Illness*

FRED E. MARKOWITZ

Northern Illinois University

Journal of Health and Social Behavior 1998, Vol 39 (December): 335-347

Building on modified labeling theory, I examine the relationships between stig-
ma, psychological well-being, and life satisfaction among persons with mental
illness. The study uses longitudinal data from 610 individuals in self-help
groups and outpatient treatment. Results from cross-sectional and lagged
regression models show adverse effects of stigma on the outcomes considered.
However, much of the effects of anticipated rejection are due to discriminatory
experiences. The results also indicate that stigma is related to depressive-anxi-
ety types of symptoms but not psychotic symptoms. Although the findings show
that the negative effect of stigma on life satisfaction is partly mediated by self-
concept, reciprocal effects models indicate that the relationship between self-
concept and life satisfaction is bi-directional. The study suggests ways in which

stigma processes need to be explored in greater detail.

Persons with mental illness are more likely
to be unemployed, have less income, experi-
ence a diminished sense of self, and have fewer
social supports (Link and Cullen 1990).
Labeling theory attributes these deficits partly
to the stigma of mental illness (Link et al.
1989). Recent research has shown how stigma
affects psychological and social outcomes
(Link 1987; Link et al. 1989; Link, Mirotznik,
and Cullen 1991; Rosenfield 1997; Wright and
Gronfein 1996). In these studies, stigma refers
to undesirable characteristics linked to mental
illness and the adverse cognitive and behav-
ioral consequences (Goffman 1963; Link et al.
1997). This study further investigates the rela-
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tionship between stigma and important ele-
ments in the process of recovery, including
symptoms, self-concept, and life satisfaction
(Anthony 1993; Davidson and Strauss 1992;
Lehmann 1988; Nelson et al. 1995).

THEORY AND RESEARCH ON STIGMA

In the initial version of labeling theory, per-
sons exhibiting behaviors not easily defined
(residual deviance) may become labeled as
mentally ill by treatment professionals.
Persons who are labeled are rejected and dis-
criminated against when attempting to resume
normative roles, and they are relegated to play-
ing the role of patient (Scheff 1966). As a
result, a person’s identity is altered, leading to
behavior consistent with the expectations for
the role of “mentally ill.” In this version of the
theory, labeling and the reactions of others are
causes of sustained residual deviance.

Critics of the theory argued that the stigma
associated with mental illness is minimal and
does not affect the lives of persons diagnosed
as mentally ill. Rather, they contend that rejec-
tion and negative outcomes are due primarily
to the symptoms of mental illness. Critics also
argued that labels allow persons to receive ser-
vices and benefits which help improve their
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condition (Gove 1982; Gove and Fain 1973;
Huffine and Clausen 1979; Weinstein 1983).

In a recent, “modified” version of the theo-
ry (Link 1987; Link et al. 1989), the strong
claim that labeling causes “careers in residual
deviance” is replaced by a subtle approach to
how stigma affects the course of illness. In this
version, stereotypical attitudes about the men-
tally ill, (e.g. as incompetent and dangerous)
become personally relevant to an individual
diagnosed with a mental illness. Because of
these attitudes, those labeled expect to be
devalued and discriminated against. These
beliefs act as self-fulfilling prophecies, lead-
ing to lowered esteem and demoralization.
Moreover, in order to avoid rejection, persons
who are labeled engage in coping strategies,
such as secrecy, disclosure, or social with-
drawal, which may constrict social networks,
leading to unemployment and lowered income.
Drawing on stress research, the theory further
predicts that a low sense of self and reduced
social and material resources increases stress,
placing persons at greater risk for continued
symptoms (Pearlin et al. 1981; Turner 1981).
Thus, labeling and stigma indirectly leads to
sustained illness.

Tests of this theory have focused on how
stigma affects certain outcomes, operationaliz-
ing stigma using Link’s (1987) Devaluation-
Discrimination Beliefs Scale, which measures
anticipated social rejection (Link 1987; Link
et al. 1989, 1991; Rosenfield 1997; Wright
and Gronfein 1996). These studies, using com-
munity and patient samples, show that antici-
pated stigma is related to demoralization (a
composite measure of low self-esteem and
symptoms of sadness, anxiety, and confused
thinking (Dohrenwend et al. 1980)), lower
income, unemployment, and restricted social
networks (Link 1987; Link et al. 1989, 1991).

Two studies using longitudinal data include
both anticipated and experienced rejection. In
a study of 84 men in treatment for mental ill-
ness and substance addiction, Link et al.
(1997) found that, while depressive symptoms
improved over a one-year period, level of stig-
ma remained about the same. Lagged regres-
sion models showed ‘that stigma increased
symptoms over the study period, suggesting
that although treatment may help improve
symptoms, the adverse effects of stigma
remain. In another study of 88 persons
released from a psychiatric hospital, Wright
and Gronfein (1996) reported a negative effect
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of anticipated and experienced stigma on
change in self-esteem over a one-year period.
In Wright and Gronfein’s study, the effects of
expected and experienced stigma on self-
esteem were similar in magnitude. However, in
the Link et al. (1997) study, the effect of anti-
cipated stigma was no longer significant when
stigmatizing experiences were controlled.
Because of a small sample Link and col-
leagues were hesitant to draw the conclusion
that persons with mental illness anticipate
rejection because of their experiences.

A recent study using cross-sectional data
from 157 persons in a psychosocial rehabilita-
tion program (Rosenfield 1997) found that
anticipated rejection had negative effects on
life satisfaction, while aspects of the program
had positive effects on life satisfaction, con-
trolling for symptoms. Furthermore, drawing
on self-concept theory, Rosenfield found that
the effects of stigma and service use on life
satisfaction were largely mediated by self-
efficacy. Although her findings imply that self-
concept may have a beneficial effect on life
satisfaction, there is also reason to expect a
reverse effect. Self-perception theory suggests
that life satisfaction could also affect self-
concept because persons are likely to infer
their sense of self from their circumstances
(Bem 1972).

Present Study

This study builds upon the above research in
several ways. Since it is often difficult to
obtain data from mentally ill persons, general-
izability is an important issue in stigma
research (Cook and Wright 1995; Dworkin
1992). According to modified labeling theory,
persons who are currently in treatment, and
especially those recently hospitalized, may be
subject to greater stigma and difficulty in com-
munity adjustment (Link 1987; Link et al.
1989). Most tests of the theory rely on the
same data set, which includes community
respondents meeting the criteria for psychi-
atric disorder and persons in treatment (Link
1982, 1987; Link et al. 1989). While the larg-
er community samples offer confidence in the
generalizability of results, the most recent
studies discussed above, which investigate
stigma processes in greater detail (e.g., effects
of stigma over time, role of self-concept,
effects of discriminatory experiences), use
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smaller samples from specific treatment set-
tings (Link et al. 1997; Rosenfield 1997,
Wright and Gronfein 1996). This study exam-
ines whether these effects are similar in two
samples of persons with mental illness one
from outpatient clinics, the other from self-
help groups who may be more likely to accept
the label of mentally ill and respond by reach-
ing out to similar others. Results that are simi-
lar across the two groups, and consistent with
recent studies, will offer additional support for
modified labeling theory.

With the exception of the Link et al. (1997)
and Wright and Gronfein (1996) studies, most
of the recent research on stigma has relied on
cross-sectional data, which leaves authors ten-
tative about conclusions regarding causal
direction. Since critics of labeling theory argue
that deficits in psychological functioning lead
to rejection and lower levels of well-being,
longitudinal data is needed in order to isolate
the effects of stigma. The present analysis uses
data from a longitudinal study, permitting a
more stringent test of the effects of stigma on
certain outcomes (Finkel 1995).

Previous research has focused primarily on
affective states as dependent variables. In this
study, in addition to depression and anxiety
symptoms, the relationship between stigma
and more severe, psychotic symptoms is
examined. Psychotic symptoms may reflect
biologically-rooted causes and are perhaps less
influenced by social processes. Comparing the
relationship between stigma and both types of
symptoms is also useful in addressing an
important criticism of labeling theory—that
social rejection is due more to symptomatic
behavior than to stigma. Since psychotic
symptoms are more likely to induce behaviors
which lead to social rejection (Farina, Fisher,
and Fischer 1992), if persons are stigmatized
because of their symptoms, the bivariate
relationship between stigma and symptoms
should be stronger for psychotic, compared to
depression-anxiety types of symptoms.

In addition to self-esteem, an efficacy-
beliefs measure is included that is specifically
related to mental health. Self-efficacy is
increasingly considered an important psycho-
logical resource in dealing with mental illness
(Anthony 1993; Gecas 1989; Rosenfield 1992,
1997). This measure allows examination of
whether stigma is related to a more specific
dimension of self-concept in the same way that
it is related to general self-esteem. Some
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research implies that more specific aspects of
self-concept may have a greater impact on
behavior than global self-esteem (Rosenberg
et al. 1995).

Another important issue I address is
whether the effects of anticipated rejection on
well-being are comparable to, or perhaps
accounted for, by experienced rejection. The
findings from the above studies that included
both types of stigma are mixed. I estimate a
series of models for the effects of anticipated
stigma on well-being, with and without stigma
experiences included.

Finally, following Rosenfield (1997), I
examine the extent to which the relationship
between stigma and life satisfaction is mediat-
ed by self-concept and also consider the possi-
ble reciprocal nature of this relationship. As
mentioned above, it is quite likely that part of
the relationship between self-concept and life
satisfaction is due to the effect of life satisfac-
tion on self-concept. Taking advantage of lon-
gitudinal data, I estimate reciprocal effects
between self-concept and life satisfaction.

I expect that both anticipated and experi-
enced stigma will have adverse effects on
symptoms, self-esteem, self-efficacy, and life
satisfaction. However, the effect of stigma on
psychotic symptoms may be less than its effect
on depression and anxiety symptoms. I further
predict that a portion of the relationship
between anticipated stigma and the dependent
variables will be explained by stigma experi-
ences. While I expect that some of the effects
of stigma on life satisfaction will be mediated
by self-esteem and efficacy, I also explore the
possibility that these variables are reciprocally
related.

METHODS
Sample

I use data from a two-wave study of persons
with mental illness in consumer-run self-help
groups and outpatient settings in upstate New
York (Carpinello et al. 1995). The first wave of
data was obtained by identifying self-help
groups throughout the state and asking group
leaders to distribute questionnaires to their
members. Similarly, service providers were
asked to distribute surveys to their current
clients, but this was done only in one county.
Eighty-two percent of the group leaders and 52
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percent of the treatment providers agreed to
participate. A total of 875 persons from the
self-help sample and 190 from the outpatient
sample completed and returned the question-
naires (an estimated 60% response rate for
both groups). Eighty-four percent of these
respondents agreed to have their names and
addresses retained and were mailed a follow-
up survey 18 months later. My analysis is
based on the 610 respondents (520 from the
self-help sample and 90 from the outpatient
sample) who completed surveys in both waves
(overall, 57% of the respondents were
retained).

As is the case in several recent studies, the
subjects do not constitute a random sample of
persons with mental illness, but include indi-
viduals selected into service settings. Despite
the difficulties associated with obtaining sur-
vey data from persons with mental illness
(Cook and Wright 1995; Dworkin 1992), the
samples are well-suited to examining stigma
processes. According to labeling theory, per-
sons who are currently or recently involved in
treatment are most likely to experience the
effects of stigma (Link 1987; Link et al. 1989).
Most of the respondents in this study have
been hospitalized for psychiatric problems at
some time in their lives (72% in the self-help
and 82% in the outpatient sample; the differ-
ence is significant, p < .05) and about 50% of
those in the self-help sample were hospitalized
within the past five years (61% in the outpa-
tient sample; p < .05). About 11 percent in
both groups were hospitalized at least once
during the last six months. On average, respon-
dents in both groups visited a therapist about
eight times in the last six months. About 75
percent of the respondents were taking psychi-
atric medication at the time of the survey. A
range of diagnoses are represented (63%
depression; 19% schizophrenia; 19% person-
ality; 37% panic/anxiety; 19% post-traumatic
stress; and 6% substance abuse disorder).!

Demographically, the self-help members are
somewhat different than the outpatient sample.
They are older (46.2 vs. 43.2 years) and more
likely to be white (92% vs. 77%), married
(31% vs. 10%), employed (41% vs. 28%), and
living in a private residence (75% vs. 55%).
Differences were significant at the .05 level.
No significant differences in gender or educa-
tion were found. For the samples combined, 38
percent were male and, on average, have a
high-school education.
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To determine whether those retained in the
second wave of the study differed from those
who attrited, the log odds of remaining in the
sample was regressed on the outcome and con-
trol variables measured in the first wave
(Menard 1991). The only difference was that
respondents not retained were more likely to
be residing in group-type settings with higher
turnover. About 7 percent of the respondents
were unable to be contacted in the second
wave due to the lack of forwarding address
information.

Measures

Anticipated stigma was measured using
eight items from Link’s (1987) Devaluation-
Discrimination Beliefs Scale, which asks
respondents to indicate the extent that mental
patients in general will be rejected by most
persons in the community, with responses
coded on a scale from 1 (“strongly disagree”)
to 4 (“strongly agree”), so that higher scores
indicate greater expected rejection (alpha =
.78).2 Stigma experiences were measured by
asking respondents the following question:
“During the last six months, do you feel you
have been discriminated against or stigmatized
because of your mental illness diagnosis?”
This item was coded on a scale from 0 to 4
(“no, not at all,” “rarely,” “often,” “very often,”
“all the time”). Although having only a single
question to measure stigma experiences limits
the ability to assess reliability, a follow-up
question asking respondents to- describe a
recent instance provided evidence of the item’s
validity.> Examples of such experiences
involve employment or work difficulties
(17%), social exclusion (14%), verbal deroga-
tion (14%), denial of rights (6%), and adverse
treatment by service providers (3%).

Symptoms were measured using the
Colorado Symptom Index (Shern, Wilson, -and
Coen 1994), a 14-item scale with depression-
anxiety and psychotic subscales. Each item
was coded from 0 to 4 (“not at all,” “once or
twice a month,” “several times a month,”
“several times a week,” “at least every day”)
(alpha = .91 and .68 for the respective sub-
scales). Self-esteem was measured using the
Rosenberg (1965) scale. The 10 items were
each coded on a scale from 1 to 5, with higher
scores indicating a greater level of self-esteem
(alpha = .90).* Self-efficacy was measured
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using a set of items from the Mental Health
Confidence Scale (Carpinello, Knight, and
Markowitz 1994), designed to measure how
confident persons are in their ability to man-
age a variety of circumstances related to men-
tal illness. Each item was coded from 1 (“not
at all confident”) to 6 (“very confident”)
(alpha = .94). Item wording for the psycholog-
ical measures are given in the Appendix.

Interpersonal life satisfaction was measured
by two items asking respondents how satisfied
they are with the amount of time spent with
their family and friends (alpha = .60).
Similarly, three items were used as measures
of economic life satisfaction: satisfaction with
job status, the amount of money they have to
live on, and where they are living (alpha =
.61). These items were coded from 1 (“unhap-
py”) to 5 (“pleased”).5 To reduce the number
of missing cases, the average score for a mini-
mum number of items answered on each of the
above multiple-item scales were used.

Control variables included age (in years),
education (on a 7-point scale), gender (male),
race (white), marital status (married), employ-
ment status (working in a paying job), resi-
dence (private residence), self-reported diag-
noses (mood, schizophrenia, personality, post-
traumatic stress, panic-anxiety, and substance
abuse), psychiatric hospitalization in the last
five years, and hospitalization in the last six
months.

Analytic Strategy

First, I estimated a series of cross-sectional
ordinary least squares regression models for
the effects of stigma on each of the dependent
variables at time two. The second wave is used
because that was when the stigma variables
were measured. Two models are estimated, one
with just anticipated stigma, and the second
with experienced stigma added. I then re-
estimate the models, including each lagged
dependent variable as an independent variable,
indicating the effects of stigma on the change
in each dependent variable across the 18-
month interval. Next, for both sets of models,
I include self-esteem and efficacy in the life
satisfaction models in order to examine their
mediating effects. Lastly, I use the maximum
likelihood method in LISREL 8 (J6reskog and
Sorbom 1993) to estimate a series of models
for the reciprocal effects between self-concept
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and life satisfaction. The lagged (wave 1) val-
ues are employed as instrumental variables to
identify the equations (Kessler and Greenberg
1981; Finkel 1995). Both cross-lagged and
simultaneous models are estimated, with dif-
ferences across both sets of models noted.5

RESULTS

Descriptive statistics for the main variables
are presented in Table 1. Consistent with pre-
vious studies, on average, 72 percent of
respondents either “agree” or “strongly agree”
to items indicating that persons with a mental
illness—like themselves—will be devalued
and discriminated against. However, only
about half of the respondents indicated they
had experienced discrimination in the past six
months. No significant differences in the level
of stigma, symptoms, or life satisfaction were
found between the self-help and outpatient
samples, nor were any mean differences found
between variables measured at time one and
two.

Tests were performed to see whether any of
the coefficients from the series of models var-
ied between the self-help and outpatient sam-
ple groups.” No significant differences were
found, suggesting the results are similar for the
two groups. Thus, I present the findings from

TABLE 1. Descriptive Statistics For Main
Variables
Means
Variables Range Timel  Time2
Stigma
Anticipated?® 14 — 2.703
(.545)
Experienced® 04 — .808
(1.706)
Symptoms
Depression-Anxiety 04 1.684 1.580
(1.028)  (1.041)
Psychotic 04 .549 477
(.708) (.684)
Self-Concept
Esteem 1-5 3.385 3.446
(.899) (.887)
Efficacy 1-6 4.544 4.484
(928)  (1.111)
Life Satisfaction
Interpersonal 1-5 3.574 3.538
(:993) (.944)
Economic 1-5 3.214 3.249
(1.002) (.991)

Note: Standard deviations in parentheses.
Stigma variables not measured in wave 1.
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the combined sample. The results shown are those
using pairwise deletion of missing data. The results
using listwise deletion were substantively identical.

Cross-Sectional Models

Table 2, presents the results from the cross-sec-
tional models for the relationship between stigma
and outcomes. The estimates in columns 1, 5, 7, 9,
and 12 show that anticipated stigma is related to
depressive-anxiety symptoms, self-esteem, and life
satisfaction. However, as is evident in column 3,
psychotic symptoms are unrelated to anticipated
stigma. From the estimates in columns 2, 4, 6, 8, 10,
and 13, experienced stigma is significantly related
to all of the outcomes considered. The relationship
between discriminatory experiences and psychotic
symptoms is less than it is for depression-anxiety
symptoms. Once rejection experiences are includ-
ed, the initially significant coefficients for antici-
pated rejection are reduced by about 30 percent on
average, suggesting that a substantial part of the
effect of expected rejection may be due to stigma
experiences.?

Lagged Regression Models

As shown in Table 3, there is a considerable
degree of stability in each of the dependent variables
across the 18-month interval. Comparing the esti-
mates in columns 1, 3, 5, 7, 9, and 12 to those from
the cross-sectional models in Table 2, the effect of
anticipated rejection is substantially lower and sig-
nificant only for economic life satisfaction (column
12).

Since the measure of anticipated rejection is not
time-dependent (in contrast to the discriminatory
experience measure), including it in the lagged
models may be an overly conservative test. Its effect
on outcomes might have already occurred earlier
and thus may not affect changes across the 18-
month period. By controlling for time 1 levels of
each variable, some of the initial effects of discrim-
inatory beliefs on each of the dependent variables
may have already been partialled out.

Discriminatory experiences are significantly
related to all of the dependent variables except for
self-concept. The effect of stigma experiences on
self-esteem approaches significance (p < .10).
Discriminatory experiences have fairly consistent
adverse effects on each of the outcomes considered,
but those effects are substantially reduced in the
lagged models. In general, the results in Table 3
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TABLE 3. Continued.

Life Satisfaction

Self-Concept

Symptoms

Depression-

Economic

Interpersonal

Efficacy

Esteem

Psychotic

Anxiety

(14)

(13)
097
(.160)
072
(.081)
—.024
(.124)
367

12)
.104

(.163)

(11)
088
(.166)

(10

(O]
.051
(.171)
-.041
(.086)
—-072
(.133)

3
—.042
(.181)
—.069
(.092)

)
~170
(114)
~076
(.092)

(6)
~128
(123)
—.008

®)
-126

@ A3 “

O

112
(.160)
081
(.081)
014
(125)
375

049
(.179)
—.029
(.086)
—.069
(133)
206

223*
(.101)
—056

(.051)

220%
(.101)
—.048

(.051)

345%*
(.128)
—.063

339%+
(.130)

—.045

Substance Abuse

Disorder

(123)
—014

048
(.082)
—032

(132)

003
(.084)

Hospitalized
last S years
Hospitalized

(.062)
—199*
(.095)

(.062)

(.065)
~.029

(-065)
—.029

028
(.130)

—427**
(.140)
358

—429%*
(.140)
356

318*** —200*

(079)

318%*x
(079)

(.095)

(.100)
633

(.101)

last 6 months

R2

346

255

201

537

AT75 .536

469

.623

*p <.05; **p <.01; ***p < .001 (one-tailed tests)

Note: standard errors in parentheses.

indicate that stigma experiences have a small
adverse effect on change in symptoms and life
satisfaction across the 18-month interval.
Moreover, the effects of stigma are smaller than
the cross-sectional associations, suggesting that
part of the relationship between stigma and each
dependent variable may be due to an effect of ini-
tial levels of each variable on anticipated and
experienced stigma.

In analyses not shown, I considered the possi-
bility that the effects of stigma on the dependent
variables differed by hospitalization experience or
demographic factors. Interaction terms for these
effects were entered into each of the regression
models. F-tests suggest that the effects of antici-
pated stigma on change in economic life satisfac-
tion is somewhat higher for those who have been
hospitalized in the last six months (p < .05).

Mediating Effects of Self-Concept

In the cross-sectional models (Table 2), self-
esteem is found to be significantly related to both
dimensions of life satisfaction® When the self-
concept variables are included, the coefficients
for the relationship between experienced stigma
and life satisfaction are reduced by about 32 per-
cent (interpersonal) and 8 percent (economic) but
remain significant. Similarly, in the lagged
regression models (Table 3, columns 11 and 14),
self-esteem affects the change in both dimensions
of life satisfaction across the 18-month interval,
but the effect of stigma experiences on interper-
sonal life satisfaction is no longer significant. The
effects of stigma on economic life satisfaction are
reduced somewhat (by 9% for anticipated rejec-
tion and by 5% for experienced rejection) when
the self-concept variables are included. In gener-
al, the pattern of findings indicates that part of the
reason stigma is related to life satisfaction is
because of its effect on self-concept.

Reciprocal Effects Models

I estimated eight models involving each possi-
ble combination of the two dimensions of life sat-
isfaction (interpersonal and economic) and self-
concept (esteem and efficacy). Including the con-
trol variables did not alter the pattern of findings,
therefore I present the results of the trimmed
models. As shown in Table 4, the results for both
the cross-lagged and simultaneous models are
similar, although the simultaneous effects are
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somewhat larger. This suggests that self-con-
cept and life satisfaction are likely to affect
each other in a more contemporaneous man-
ner. Both dimensions of self-concept are found
to influence both dimensions of life satisfac-
tion, although the effect of the more specific
efficacy measure on economic life satisfaction
is somewhat larger than the effect of esteem.
When the reverse effects are considered, both
dimensions of life satisfaction are found to
affect self-esteem but not self-efficacy. In gen-
eral, the results suggest that the association
between self-esteem and life satisfaction can
be partitioned into reciprocal effects, but the
relationship between self-efficacy and life sat-
isfaction is largely due to the influence of the
former on the latter.

DISCUSSION

In general, the findings are consistent with
those of recent studies. The results were also
very similar across two sample groups, provid-
ing further evidence for the generalizability of
the adverse consequences of stigma predicted
by modified labeling theory. However, the
study suggests some important considerations
in the stigma process.

A stronger relationship between stigma and
symptoms of depression and anxiety was
found compared to psychotic symptoms.
While more affective types of symptoms may
be influenced by stigma, certain types of
symptoms, such as hallucinations, may be less
affected. Also, if symptoms lead to rejection,
as critics of labeling theory have argued, a
much stronger relationship between stigma
experiences and more severe symptoms
(which are likely to entail more disturbing
behavior) should have existed in the cross-
sectional models.

Using lagged regression models, the study
examined the effect of stigma on outcomes
while considering the possibility that sympto-
matic (non-normative) behavior may make
social interaction and role performance diffi-
cult, leading to rejection and a lowered sense
of self and life satisfaction (Farina et al. 1992).
The results indicate that recent discriminatory
experiences still have an adverse effect on life
satisfaction. Consistent with the study by Link
(1987), the findings also suggest that stigma
affects life satisfaction in the areas of employ-
ment, income, and housing. However, the
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associations of stigma with the dependent
variables in the cross-sectional models were
less than those found in the lagged models,
suggesting that some of the relationship
between stigma and the outcomes considered
may be due to the effects of psychological
well-being and life satisfaction on stigma.
Mentally ill persons may expect and experi-
ence rejection in part because they think less
of themselves, have limited social opportuni-
ties and resources, and because of the severity
of their illness. What is needed are measures
of both stigma experiences and outcomes at
several points in time, in order to gain a more
detailed understanding of how stigma both
affects and is affected by psychological and
social variables.

The results show that the effects of antici-
pated stigma depend on whether stigma expe-
riences are controlled. In both the cross-
sectional and lagged models, when discrimina-
tory experiences were included the effect of
anticipated rejection was substantially
reduced, suggesting that when only anticipated
rejection is included its effect may be overesti-
mated to some extent.

Consistent with Rosenfield’s (1997) study,
the findings indicate that stigma affects social
outcomes, in part through its effect on the self-
concept. However, the estimates from the non-
recursive models are consistent with both self-
esteem and attribution theories, as self-esteem
is also affected by satisfaction with one’s life
circumstances; this suggests that studies that
do not consider the bidirectional nature of the
relationship may overestimate the extent to
which the self-concept influences certain out-
comes. While longitudinal data allowed for the
examination of these reciprocal relationships,
because the study design was limited to two
waves across an 18-month interval, I could not
estimate models which included effects across
different intervals (Finkel 1995; Kessler and
Greenberg 1981).

Like previous studies, this research focused
on evaluative dimensions of self-concept from
the respondents’ perspective. However, exami-
nation of how stigma and symptomatic behav-
ior affect the identity component of self-
concept, taking into consideration the reac-
tions of social others, has been absent in recent
research on stigma and mental illness. An
example of the relationship between labeling
and identity is found in Matsueda’s (1992)
study of juveniles, which shows how deviant
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TABLE 4. Unstandardized Maximum Likelihood Estimates for the Reciprocal Relationships
Between Self-Concept and Life Satisfaction

Dependent Variables
Life Satisfaction Self-Concept
Interpersonal Economic Esteem Efficacy
Independent
Variables XL S XL S XL S XL S
Self-Concept
Esteem 132%** .198** .098** 147** — — — —
(.043) (.063) (.040) (.060)
Efficacy J171* A71%* J46%xk 227wk — — — —
(.039) (.060) (.037) (.059)
Life Satisfaction
Interpersonal — — — — 072%* 210%* .018 .051
(.028) (.080) (.040) (.110)
Economic — — — — .069** 138* .031 .062
(.027) (.054) (.039) (.078)

*p <.05; **p < .01; ***p < .001 (one-tailed tests)

Note: XL = cross-lagged estimates; S = simultaneous estimates; standard errors in parentheses.

behavior leads to appraisals, by self and sig-
nificant others, as deviant, thereby affecting
subsequent delinquency. Similar processes are
likely to be observed among persons with
mental illness, requiring a more elaborate
study design that includes source and context-
specific measures of stigma attitudes and
experiences.

In sum, the results of this study are general-
ly consistent with modified labeling theory.
However, the ways in which stigma influences
the well-being of persons with mental illness
still warrant more detailed examination.

NOTES

1. Since many of the respondents have more
than one diagnosis, these percentages,
when added, are greater than 100. The data
do not indicate which diagnosis was the
“primary” one.

2. Although the Devaluation-Discrimination
Beliefs Scale includes 12 items, 8 items
were chosen at random in order to shorten
the lengthy questionnaire.

3. The sensitivity of the effects of stigma
experiences to a range of estimates of unre-
liability (from 10 to 40%) were examined
using LISREL. No substantive differences
in the effects of stigma experiences were
found when these estimates were used.

4. Following Wright and Gronfein (1996),
the self-esteem items were divided into
those reflecting “self-worth” and “self-

deprecation.” The results are similar,
whichever esteem items are used, therefore
the findings using the 10-item measure are
presented.

5. Preliminary confirmatory factor analysis
suggested the life satisfaction items best
represent two underlying factors. Similar
results were also obtained when the sepa-
rate items were used.

6. The entire series of models were also esti-
mated using multiple-indicator, latent vari-
able techniques with LISREL. Since there
were no substantive differences between the
two methods, for the sake of parsimony, the
results using the single-indictor measures
are presented.

7. This was done using multiple group proce-
dures in LISREL 8 (Jaccard and Wan
1996). The difference in fit between models
(measured by model chi-square relative to
degrees of freedom) where the coefficients
were free to vary across the two groups was
compared to the fit of models with the co-
efficients constrained to be equal across the
two groups.

8. The correlation between anticipated and
experienced stigma is .23 (p < .05).

9. Although self-esteem and mental health
self-efficacy beliefs are substantially corre-
lated (r = .68; p < .05), when both variables
were included, the variance inflation factors
never exceeded 1.9, well below the value of
4 at which collinearity may be a concern.
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APPENDIX

Depression-Anxiety
How often in the last month:

1. have you felt nervous, tense, worried, frustrat-
ed, or afraid?

2. have you felt depressed?

3. have you felt lonely?

4. have you had trouble making up your mind
about something like deciding where you want
to go or what you are going to do, or how to
solve a problem?

5. have you had trouble thinking straight or con-
centrating on something you need to do (like
worrying so much or thinking about problems
so much that you can’t remember or focus on
other things)?

6. have you felt that your behavior or actions
were strange or different from that of other
people?

7. have you felt out of place or like you didn’t fit
in?

8. have you forgotten important things?

9. have you had problems with thinking too fast
(thoughts racing)?

Psychotic Symptoms
How often in the last month:
1. have others told you that you act paranoid or
suspicious?
2. have you heard voices, or seen things that other
people don’t think are there?
3. have voices, thoughts, or feelings interfered
with your doing things?
4. have you felt like hurting or killing yourself?
5. have you felt like seriously hurting someone
else?

Self-Esteem

How strongly do you agree or disagree with these

statements?

On the whole, I am satisfied with myself.

At times, I think I am no good at all.

I feel that I have a number of good qualities.

I am able to do things as well as most people.

I feel I do not have much to be proud of.

I certainly feel useless at times. .

I feel that I’m a person of worth, at least on an

equal level with others.

I wish I could have more respect for myself.

. All in all, I am inclined to feel that I am a fail-
ure.

10. I take a positive attitude toward myself.

Self-Efficacy

How confident are you right now that you can:

set goals for yourself?

stay out of the hospital?

say no to a person abusing you?

use your right to accept or reject mental health
treatment?

5. advocate for your needs?

Noundbwbhe—

\© %0

Pw =

JOURNAL OF HEALTH AND SOCIAL BEHAVIOR

REFERENCES

Anthony, William A. 1993. “Recovery From Mental
Illness: The Guiding Vision of the Mental Health
Service System in the 1990’.” Psychosocial
Rehabilitation Journal 16:11-23.

Bem, Daryl. 1972. “Self-Perception Theory.” Pp.
1-62 in Advances in Experimental Psychology,
vol. 6, edited by L. Berkowitz. New York:
Academic Press.

Carpinello, Sharon E., Edward L. Knight, and Fred
E. Markowitz. 1994. “Development of the
Mental Health Confidence Scale: A Measure of
Self-Efficacy in People With a Diagnosis on
Mental Illness.” Presented at the Annual
Meeting of the Eastern Educational Research
Association, March 6, Hilton Head, SC.

Carpinello, Sharon E., Edward L. Knight, Lynn
Videka-Sherman, Carla Sofka, Andrea Blanch,
and Fred E. Markowitz. 1995. “Participants and
Nonparticipants of Mental Health Self-Help
Groups.” Proceedings of the Fifth Annual
National Conference on State Mental Health
Agency Services Research. Alexandria, VA:
National Association of State Mental Health
Program Directors Research Institute, Inc.

Cook, Judith A. and Eric R. Wright. 1995. “Medical
Sociology and the Study of Severe Mental
Illness: Reflections on Past Accomplishments
and Directions for Future Research.” Journal of
Health and Social Behavior [Extra Issue]:
95-114.

Davidson, Larry and John S. Strauss. 1992. “Sense
of Self in Recovery From Mental Illness.”
British  Journal of Medical Psychology
65:131-45.

Dohrenwend, Bruce P, Shrout, Patrick E., Egri,
Gladys, and Frederick S. Mendelsohn. 1980.
“Nonspecific Psychological Distress and Other
Dimensions of Psychopathology: Measures for
Use in the General Population.” Archives of
General Psychiatry 37:1229-36.

Dworkin, Rosalind J. 1992. Researching Persons
With Mental Illness. Newbury Park, CA: Sage.

Farina, Amerigo, Jeffrey D. Fisher, and Edward H.
Fischer. 1992. “Societal Factors in the Problems
Faced by Deinstitutionalized Psychiatric
Patients.” Pp. 167-84 in Stigma and Mental
Iliness, edited by J. P. Fink and A. Tasman.
Washington, DC: American Psychiatric Press.

Finkel, Steven E. 1995. Causal Analysis With Panel
Data. Thousand Oaks, CA: Sage.

Gecas, Viktor. 1989. “The Social Psychology of
Self-Efficacy.” Annual Review of Sociology
15:291-316.

Goffman, Erving. 1963. Stigma: Notes on the
Management of Spoiled Identity. Englewood
Cliffs, NJ: Prentice-Hall.

Gove, Walter R. 1982. “The Current Status of the
Labeling Theory of Mental Illness.” Pp.
273-300 in Deviance and Mental Illness, edited
by Walter R. Gove. Beverly Hills, CA: Sage.



THE EFFECTS OF STIGMA ON PSYCHOLOGICAL WELL-BEING OF PERSONS WITH MENTAL ILLNESS

Gove, Walter R. and Terry Fain. 1973. “The Stigma
of Mental Hospitalization: An Attempt to
Evaluate Its Consequences.” Archives of
General Psychiatry 29:494-500.

Huffine, Carol L. and John A. Clausen. 1979.
“Madness and Work: Short and Long-Term
Effects of Mental Illness on Occupational
Careers.” Social Forces 57:1049-62.

Jaccard, James and Choi K. Wan. 1996. Lisrel
Approaches to Interaction Effects in Multiple
Regression. Thousand Oaks, CA: Sage.

Joreskog, Karl and Dag Sorbom. 1993. LISREL 8.
Chicago, IL: Scientific Software, Inc.

Kessler, Ronald C. and David F. Greenberg. 1981.
Linear Panel Analysis. New York: Academic
Press.

Lehmann, Anthony F. 1988. “A Quality of Life
Interview for the Chronically Mentally II1.”
Evaluation and Program Planning 11:51-62.

Link, Bruce G. 1982. “Mental Patient Status, Work,
and Income: An Examination of the Effects of a
Psychiatric Label.” American Sociological
Review 47:202-15.

. 1987. “Understanding Labeling Effects in
the Area of Mental Disorders: An Empirical
Assessment of the Effects of Expectations of
Rejection.” American Sociological Review
52:96-112.

Link, Bruce G. and Francis T. Cullen. 1990. “The
Labeling Theory of Mental Disorder: A Review
of the Evidence.” Pp. 202-33 in Research in
Community and Mental Health, vol.6, edited by
James Greenley. Greenwich, CT: JAI Press.

Link, Bruce G., Francis T. Cullen, Elmer Struening,
Patrick E. Shrout, and Bruce P. Dohrenwend.
1989. “A Modified Labeling Theory Approach
to Mental Disorders: An Empirical Assessment.”
American Sociological Review 54:400-23.

Link, Bruce G., Jerold J. Mirotznik, and Francis T.
Cullen. 1991. “The Effectiveness of Stigma
Coping  Orientations: Can  Negative
Consequences of Mental Illness Labeling Be
Avoided?” Journal of Health and Social Behavior
32:302-20.

Link, Bruce G., Elmer Struening, Michael Rahav,
Jo C. Phelan, and Larry Nuttbrock. 1997. “On
Stigma and Its Consequences: Evidence from a
Longitudinal Study of Men with Dual Diagnoses
of Mental Illness and Substance Abuse.” Journal
of Health and Social Behavior 38:177-90.

Matsueda, Ross L. 1992. “Reflected Appraisals,
Parental Labeling, and Delinquency: Specifying

347

a Symbolic Interactionist Theory” American
Journal of Sociology 97:1577-611.

Menard, Scott. 1991. Longitudinal Research.
Newbury Park, CA: Sage.

Nelson, Geoffrey, Colleen Wiltshire, G. Brent Hall,
Leslea Peirson, and Richard Walsh-Bowers.
1995. “Psychiatric Consumer/Survivors’ Quality
of Life: Quantitative and Qualitative
Perspectives.”  Journal of  Community
Psychology 23:216-33.

Pearlin, Leonard I., Elizabeth G. Menaghan,
Morton A. Lieberman, and Julia T. Mullan.
1981. “The Stress Process.” Journal of Health
and Social Behavior 22:357-56.

Rosenberg, Morris. 1965. Society and the
Adolescent Self-Image. Princeton, NJ: Princeton
University Press.

Rosenberg, Morris, Carmi Schooler, Carrie
Schoenbach, and Florence Rosenberg. 1995.
“Global Self-Esteem and Specific Self-Esteem:
Different Concepts, Different Outcomes.”
American Sociological Review 60:141-56.

Rosenfield, Sarah. 1992. “Factors Contributing to
the Subjective Quality of Life of the Chronically
Mentally Ill.” Journal of Health and Social
Behavior 33:299-315.

. 1997. “Labeling Mental Illness: The
Effects of Services and Perceived Stigma on
Life Satisfaction.” American Sociological
Review 62:660-72.

Scheff, Thomas J. 1966. Being Mentally Ill; A
Sociological Theory. Chicago: Aldine.

Shern, David L., Nancy Z. Wilson, and Anita S.
Coen. 1994. “Client Outcomes II: Longitudinal
Client Data from the Colorado Treatment
Outcome  Study”  Millbank  Quarterly
72:123-48.

Turner, Ralph J. 1981. “Social Support as a
Contingency in Psychological Well-Being.”
Journal of Health and Social Behavior
22:357-67.

Weinstein, Raymond M. 1983. “Labeling Theory
and the Attitudes of Mental Patients: A Review.”
Journal of Health and Social Behavior
24:70-84.

Wright, Eric R. and William P. Gronfein.1996.
“Deinstitutionalization, Social Rejection, and
the Self-Esteem of Former Mental Patients.”
Presented at the annual meetings of the
American Sociological Association, August 20,
New York, NY.

Fred E. Markowitz is Assistant Professor of Sociology at Northern Illinois University. He recently com-
pleted a National Institute of Mental Health Postdoctoral Fellowship at the University of Wisconsin at
Madison. His research interests are in the areas of violence, mental illness, and social control.



