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ABSTRACT 

Background. Justice-involved adults with co-occurring opioid use disorder (OUD) and 

mental health disorder (MHD) have complex health needs and underutilize healthcare 

services and evidence-based interventions to decrease fatal overdose risk, improve mental 

health symptoms and functioning, and reduce recidivism rates. Stigma and discrimination 

are commonly cited obstacles to healthcare access and community participation. 

Combined experiences of criminal-legal system involvements and co-occurring disorders 

are additionally influenced by other facets of identity and social group memberships, 

justifying use of an intersectional lens in understanding stigma and discrimination 

experiences and impacts in this population. However, valid and reliable instruments of 

intersectional stigma and discrimination have not yet been developed and 

psychometrically tested among justice-involved adults with co-occurring OUD and MHD. 

Objective. The objectives of this study were threefold and are presented as three 

manuscripts. First, a multidimensional measure of intersectional internalized stigma was 

developed and evaluated among justice-involved adults with co-occurring OUD and 

MHD (Manuscript 1). Next, the study psychometrically evaluated a recently created 

measure of intersectional discrimination and examined related health impacts, including 

psychological distress, active concealment/intentional non-disclosure, and health-related 

quality of life (Manuscript 2). Finally, internalized stigma, social support, and recovery 

capital were investigated as potential mediators and moderators of associations between 

intersectional discrimination and health impacts (Manuscript 3). 

Methods. Using a cross-sectional survey design, N=213 participants were recruited from 

community-based settings (e.g., street outreach, harm reduction organizations, treatment 
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clinics, re-entry programs, community resource fairs) from August 2023 to January 2024. 

Eligible participants completed thirteen survey modules on sociodemographic 

characteristics, intersectional stigma and discrimination, personal and interpersonal 

support mechanisms, and health impacts (i.e., psychological distress, active 

concealment/intentional non-disclosure, and health-related quality of life). Analytic 

methods included item reduction techniques, structural equation modeling, and 

mediation/moderation analyses. 

Conclusion. Results help advance the field of intersectional quantitative stigma and 

discrimination measurement sciences, elucidate health impacts of intersectional stigma 

and discrimination among justice-involved people with co-occurring disorders, and 

identify specific opportunities for empowerment-based resources and interventions to 

help mitigate the negative health impacts of intersectional stigma and discrimination – 

such as programs to promote recovery capital and social support (e.g., peer recovery 

programs and recovery-friendly workplaces).  
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CHAPTER 1 
BACKGROUND AND SIGNIFICANCE 

Justice Involvement, Opioid Use Disorder (OUD), and Mental Health Disorder 

(MHD) 

As of 2022, an estimated six million US adults had a past-year opioid use disorder 

(OUD).1 Given that adults with OUD are more likely to be involved with the justice 

system (i.e., incarcerated or under community corrections – community confinement, 

electronic monitoring, probation, or parole)2-4 and to have co-occurring mental health 

disorders (MHDs) compared to adults without an OUD2,5-8, the respective roles of both 

justice-involvement and co-occurring MHDs must be understood and addressed. 

However, studies of interventions to reduce fatal opioid overdose risk and improve OUD 

treatment outcomes among justice-involved populations have routinely excluded 

subgroups of individuals with co-occurring and/or untreated MHDs.9-15 Exclusion of 

adults with psychiatric comorbidities from research is concerning because 25% of US 

adults with an OUD have had past-year involvement with the justice system16, 64% to 

76% had any MHD7,17, and 27% had a serious mental illness (i.e., major depression, 

bipolar disorder, or schizophrenia).7 Similarly, a 2024 retrospective cohort study found 

that 47% of justice-involved adults with OUD in Indiana had a co-occurring mental 

health disorder.18 

Understanding experiences and challenges unique to people with OUD and a co-

occurring MHD is a public health priority because premature mortality attributable to 

both opioid use and mental health are higher than among people with an OUD with no 

co-occurring MHD. For example, patients with co-occurring OUD and depression had 

3.8 times the odds of opioid overdose and 7.9 times the odds of a suicide attempt 
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compared to patients without co-occurring depression.19 When justice-involvement and 

other social vulnerabilities are combined with OUD and MHD, premature mortality risk 

continues to be of concern. For example, a retrospective study of N=536,653 Scottish 

residents of Glasgow from April 2010 to March 2019 concluded that greater risk of pre-

mature mortality was associated with having experienced homelessness and/or housing 

security (adjusted HR: 2.2; 95% CI: 2.9, 2.5), OUD (adjusted HR: 6.7; 95% CI: 6.0, 7.5), 

custodial justice system involvement (adjusted HR: 3.3; 95% CI: 2.6, 4.4), community 

supervision involvement (adjusted HR: 1.8; 95% CI: 1.5, 2.3), and psychosis (adjusted 

HR: 2.5; 95% CI: 2.1, 2.8) during the study period. When any of these exposures (e.g., 

justice-involvement and OUD) were combined, risk of pre-mature mortality during the 

study period was even greater than a single exposure alone.20 Taken together, people’s 

experiences unique to the intersections of justice system involvement, mental illness, and 

OUD warrant greater attention and understanding of the factors and processes underlying 

the disproportionately higher rates of morbidity and pre-mature mortality. 

Theoretical Frameworks of Justice Involvement, OUD, and MHD 

Justice-involved individuals with co-occurring disorders have unique and 

complex health and social needs and frequently interact with people and organizations 

across many systems (e.g., probation and parole officers, healthcare providers and/or 

healthcare office staff, social services, housing administration, family, friends, peer 

support, sponsors, justice system representatives, neighborhood/community members). 

As such, theoretical frameworks for understanding and addressing the health needs of this 

population must consider the multiple levels of influence and the dynamic circumstances 

facing these individuals. 
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General Strain Theory 

Incarceration and other criminal justice system interactions are highly stressful 

and, often, traumatizing. For example, a survey of N=7,785 incarcerated men and women 

in the mid-Atlantic found that 21% had experienced physical victimization by another 

incarcerated person in the past six months. Additionally, almost one quarter of 

incarcerated men reported physical victimization by a correctional staff.21 Given the 

prevalence of violence experienced by incarcerated people, an important theory to 

consider is Agnew’s general strain theory.22,23 While the theory was originally developed 

to explain how stress contributes to crime perpetration, the theory has since been used to 

explain how stress within carceral facilities impacts post-release experiences and the 

behavioral outcomes of formerly incarcerated people.24,25 According to general strain 

theory, when people experience extreme stress (“strain”) – such as incarceration and/or 

violence victimization – substance use is a commonly used coping mechanism for 

reducing distress, psychiatric symptoms, and intolerable negative emotions.23,26 Distress, 

isolation, and negative affect are commonly experienced during re-entry into the 

community. For example, one longitudinal study found that 40% of Boston residents 

released from state prisons reported symptoms of social anxiety in the first week post-

release.27 Another longitudinal study found that substance use after release was positively 

linked to depression symptoms. However, the link between depressive symptoms and 

substance use post-release was moderated by social support by family members – where 

greater familial support was associated with lower odds of drug use.28 Additionally, 

qualitative evidence suggests that having feelings of needing to cope with unbearable 

levels of post-release stress and anxiety are associated with greater post-release overdose 
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risk.29 Thus, post-release negative affect, poor mental health, and initiation and/or 

continuance of substance use are well-explained by general strain theory. In this study, 

General Strain Theory helped inform and prioritize which health outcomes and 

moderating factors  - specifically psychological distress and social support – were 

potentially key to understanding how and why stigma and discrimination affect health 

among justice-involved adults who use opioids. 

Sequential Intercept Model (SIM) 

The sequential intercept model describes specific timepoints and circumstances 

where people with substance use and mental health disorders interact with the 

criminal/legal system.30 Importantly, the model helps delineate potential roles and 

responsibilities of government agencies, public health organizations, treatment providers, 

social services organizations, and harm reduction organizations in improving the health 

and wellbeing of justice-involved people with co-occurring disorders31, including mental 

illness and OUDs.32 The model also helps reframe approaches to the “revolving door” 

problem in the justice system, where people with substance use disorders and/or serious 

mental illness repeatedly have contacts with the justice system resulting in high rates of 

commitment and re-commitment into carceral facilities and overrepresentation of people 

with mental illness and co-occurring substance use disorders in carceral settings.30,33 

In sequence, the model begins with “Phase 0,” which posits that referrals to care 

and resources should be made to meet the substance use and mental health needs of 

individuals prior to any arrest or other justice-system interactions. For example, 

emergency phone calls and other alerts to law enforcement can be diverted or better 

supported by multidisciplinary crisis intervention teams with trained professionals and 
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peers with lived experience of mental illness, addiction, and recovery. The next intercept, 

“Phase 1”, occurs after arrest. Upon arrest, individuals are diverted from the justice 

system and instead connected to treatment and/or resources, such as through admittance 

to inpatient treatment programs.31 Intercept during phases 2 through 5 all occur after 

arrest at courts, within carceral facilities, at re-entry, and while on community 

supervision.30,34 In this study, this model helps to describe the heterogeneity of the 

frequency and extent of criminal/legal system interactions across justice-involved adults.  

The model is also be used to help situate results in relevant practical and clinical contexts. 

Gelberg–Andersen Behavioral Model for Vulnerable Populations 

Another relevant theoretical framework is the Behavioral Model for Vulnerable 

Populations, a model originally developed and tested among homeless adults that 

describes predictors of healthcare service utilization.35 The model has since been adapted 

and used to explain healthcare utilization among other vulnerable groups, including 

incarcerated Black/African American women36, children with incarcerated parent(s)37, 

and women experiencing poverty.38 The model posits that the health status of vulnerable 

populations are attributable to environmental and contextual factors that influence 

predisposing factors, enabling factors, and individuals’ needs. Subsequently, individuals’ 

predisposing factors, enabling factors, and needs determine engagement in individual-

level health behaviors, healthcare utilization, and overall health and wellbeing. Within 

this framework, health-related stigma and forms of discrimination can be classified into 

both environmental/contextual factors at the macro level and predisposing characteristics 

of the person and their environment at the individual and community levels.35,38 In this 

study, the Behavioral Model for Vulnerable Populations35 is used to contextualize 
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findings, particularly how interpersonal and community support modify associations 

between discrimination and health among justice-involved people with OUD and MHD. 

Public Health Impacts of Justice Involvement and Co-Occurring OUD and MHD 

In addition to underrepresentation in research and significant social vulnerabilities 

(e.g., housing instability, food insecurity, poverty, institutionalization)39-41, many justice-

involved adults with OUD and MHD have co-occurring health risks and conditions such 

as chronic pain6,42-44, HIV45, hepatitis C45, polysubstance use7,46, injury47, and suicidal 

risk48. Another risk of OUD is fatal opioid overdose, or death attributable to use of 

opioids49, particularly among formerly incarcerated adults.32,50-52 Since April 2021, over 

100,000 people in the US have died annually of a drug overdose, the majority of which 

were attributable to opioids.53 Incarceration is also associated with greater opioid 

overdose risk.32,50,51 For example, incarcerated adults have significantly greater opioid 

overdose risk than adults in the community (HR = 2.70, 95% CI: 1.91, 3.81).52  Adults on 

community supervision32,54 and adults recently released from incarceration are also at 

higher risk of fatal overdose because tolerance is lowered, social support is limited, and 

community healthcare connections are interrupted.26,32,55 The initial two weeks post-

release pose an especially significant risk for overdose death. For example, a 2018 study 

found that formerly incarcerated North Carolina adults were 40 times increased risk of 

opioid overdose death in the first two weeks post-release compared to other North 

Carolina adults.56 Co-occurring MHDs also put adults who use opioids at higher risk of 

fatal opioid overdose compared to those with only a MHD, with only an OUD, and 

without either condition.57 
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There are also significant costs associated with co-occurring OUD and MHD 

among justice-involved adults. For example, a co-occurring MHD adds additional risk of 

non-fatal overdose55, emergency department visits, high-cost hospitalizations, and 

recidivism among justice-involved adults with an OUD.58 At the population level, OUD 

results in significant economic burden. For example, OUD and fatal opioid overdoses had 

an estimated annual economic impact of $1.02 trillion in the US in 2017.59 Aside from 

monetary costs, significant productivity is also lost annually to OUD from 

unemployment, disability, reduced quality of life, and lost productivity during 

incarceration.59 Without receipt of treatment for OUD, adults in the US with an OUD lose 

approximately 11.6 discounted quality-adjusted life years (QALYs) over their lifetime, 

on average.60 Given the significant impacts of OUD and the disproportionate risk of 

opioid overdose death among justice-involved individuals with co-occurring OUD and 

MHD, exploring ways to best support and meets the needs of this population is of 

paramount public health significance. 

Stigma and Discrimination among Justice-Involved Adults with OUD and MHD 

Combined Stigma and Discrimination of Justice Involvement, OUD, and MHD 

Justice-involved people who use opioids report stigma and discrimination – both 

broadly and more specifically – regarding their drug use, treatment (e.g., use of 

medications for opioid use disorder [MOUD]), and justice system involvement.61-65 

Justice system-related stigma and discrimination is pervasive and long-lasting. For 

example, a study of NYC adults found that being arrested more strongly negatively 

impacted self-esteem of people who held stigmatizing views about justice system 

involvement than people with less stigmatizing views.66 Furthermore, discrimination 
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often continues even after people stop using drugs and/or are in recovery. For example, a 

national study of community-residing US adults in recovery from an alcohol use disorder 

found that one-quarter had experienced at least one form of discrimination attributable to 

their alcohol use, even after controlling for their years in recovery and their substance use 

severity.67 Additionally, having a MHD further exacerbates risk of experiencing stigma 

and discrimination, including healthcare discrimination. For example, one study of 

justice-involved adults found that having a MHD was associated with 50% greater 

adjusted odds of experiencing CJ-related discrimination in a healthcare setting compared 

to CJ-involved adults without a MHD.68  

Other characteristics further modify the experiences and impacts of justice-

involvement stigma and discrimination. For example, a study of CJ-specific stigma 

among youth in South Wales found that gender moderated the relationship between CJ 

stigma and recidivism. Specifically, feeling greater CJ-related stigma after a juvenile 

court hearing was predictive of recidivism for women but not for men.69 In addition, 

relationships with family and friends are also harmed because of the stigma of being 

associated with someone from the justice system (i.e., stigma by association or courtesy 

stigma).70 Due to discriminatory experiences and anticipated judgment from others, 

family and friends might distance themselves from their justice-involved loved one or 

socially withdraw entirely.71-73 Other research suggests that courtesy stigma does not 

fully capture the impact of justice involvement on families, part of which is financial 

strain.74 In other words, relationships with family/friends may be impacted as a result of 

combined consequences of justice system involvement, including courtesy stigma and 

financial strain. 
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Opioid Use Stigma and Discrimination. Discrimination attributable to opioid use 

is, in part, determined by publicly held attitudes about opioids – or public stigma. Opioid 

use-related stigma is a multidimensional construct that encompasses negative attitudes 

and beliefs about opioid use, including beliefs about the origins and reasons for opioid 

use.75-77 Attitudes and beliefs may be implicit or unconscious, meaning that individuals 

may not be overly aware of these thoughts, beliefs, and feelings.78 Specific beliefs may 

include cognitions such as personal responsibility for opioid use, dangerousness of people 

who use drugs, and negative affect.78,79 For example, a study of first responders found 

that open hostility towards people who use opioids and reluctance to use naloxone – a 

lifesaving drug to reverse an opioid overdose – was associated with first responders who 

placed blame on the patient, who felt that the patient was less deserving, and who felt like 

administering naloxone was enabling further drug use.80 These attitudes and beliefs are 

formed and further reinforced through multiple levels of influence, including social 

interactions, cultural norms, public policies, employers, media exposure, and 

organizational practices.81-83  

Stigmatized beliefs and attitudes are subsequently enacted towards the 

stigmatized person or individuals as discriminatory or other rejection behaviors, such as 

declining to provide care, avoidance or social distancing, and coercive treatment practices 

(e.g., confrontational approaches to care and paternalism).78,84 For example, a study in 

Ohio of pregnant individuals with a history of opioid use or who were taking MOUD 

found that opioid use-related discrimination affected women at the structural level (e.g., 

discriminatory insurance practices; punitive and paternalistic opioid treatment practice) 

and at the interpersonal level with their healthcare providers (e.g., mistreatment, 
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judgment, blame).85 This, in turn, led to decreased willingness to engage with healthcare 

as well as significant levels of anticipated future discrimination from their own healthcare 

providers and the broader healthcare system.85 In a recent qualitative study, healthcare 

providers and court personnel in Pennsylvania concurred, too, that the underlying beliefs 

that patients who use opioids are to blame for their problems and that patients who use 

opioids lack motivation to recover drives much of the ensuing stigma and mistreatment in 

both healthcare and the criminal/legal system.86  

Finally, internalized stigma of OUD is the process of 1) developing awareness of 

negative attitudes, beliefs, and stereotypes about opioids and people who use opioids, 2) 

endorsing or agreeing with stereotypes and negative attitudes, and 3) the resulting harms 

to the self (e.g., isolation, withdrawal, lowered self-esteem, negative affect, distress, 

reduced help-seeking and treatment motivation).87,88 For example, a 2023 qualitative 

study of interviews with people in Utah with lived experience of OUD found that 

experiences and perceptions of public stigma could be categorized into: 1) 

misconceptions, 2) labeling and criminalization of opioid use, and 3) longevity of stigma 

and discrimination.89 

Mental Illness Stigma and Discrimination. Public stigma, or widespread negative 

attitudes about mental illness, is a significant, longstanding public health issue that harms 

both people living with mental health disorders and their immediate social networks, 

including their families.90-93 Similar to research on other types of stigma and 

discrimination, mental illness stigma is typically explored from both the perspectives of 

the stigmatized person (i.e., the person with a mental health disorder) and also the 

“stigmatizer” – the person, usually without a mental health disorder, who makes 
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assumptions, places judgement, or enacts discriminatory practices towards a person (or 

people) diagnosed with mental health disorders.94-97 Mental illness stigma is pervasive, as 

evidenced by its existence and persistence even amongst clinical psychologists and 

trainees in modern day – a setting and time where, if anywhere, it might be expected that 

less judgment of others’ mental health symptoms and diagnoses would occur in a group 

of supposedly likeminded individuals in a helping profession.98 Researchers describe 

prior negative experiences, fears of personal and professional consequences of disclosure, 

and the perceived utility of sharing as key reasons why mental health professionals might 

self-disclosure their mental health diagnoses or experiences of emotional distress.98,99  

Awareness and agreement with negative public attitudes can result in people with 

mental illness internalizing these beliefs about themselves, reinforcing self-stigma of 

mental illness and anticipating negative and inequitable treatment by other people in the 

future – also known as anticipated discrimination.100 Another impact of mental illness 

stigma is greater secrecy or non-disclosure of their mental illness and associated history 

of help-seeking.101 This secrecy – or active concealment – of mental illness is further 

associated with significant mental health effects, such as more suicidal ideation101, 

greater psychological distress102, and more isolation and loneliness.103 Other factors, such 

as gender norms and specific cultural attitudes towards mental illness, can further 

exacerbate mental illness stigma, the associated impacts, and people’s willingness to seek 

help.103-105 In addition to external factors, internal factors can further exacerbate the link 

between mental illness stigma and non-disclosure, such as more severe depression 

symptoms.  
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Although programs and interventions across various levels of influence have been 

implemented in the US106-108 and internationally109,110 to help reduce discrimination and 

public stigma of mental illness, there is mixed evidence on whether public stigma has 

actually decreased over time.111,112 In terms of anti-stigma intervention outcomes, studies 

have had some success identifying programmatic impacts on knowledge, attitudes, and 

behavioral intentions over time but have found limited evidence of actual behavioral 

change over time108,109,113, which is consistent with the Theory of Planned Behavior and 

the discrepancy between behavioral intentions versus actual behavioral change.114,115 

Moreover, studies finding improvements in public stigma over time have largely been 

driven by specific types of MHDs (e.g., depression) and have noted that these 

improvements have not extended to serious mental illnesses (e.g., schizophrenia)111,112,116 

and personality disorders.117,118 Furthermore, some researchers point out that the public 

health focus on the medical model of mental illness initially may have reduced some 

stigma about mental illness by focusing attention on biology rather than individual choice 

or behaviors as causes of mental illness but that, ultimately, the medical model focus still 

focuses on differences and “defects” in people with mental health disorders, furthering 

the division between people with and without mental health disorders.119  

Despite efforts to reduce mental illness stigma, significant gaps also remain in 

valid and reliable measurement, in effective and durable interventions for reducing 

mental illness stigma and discrimination, and in understanding specific mental illness 

stigma mechanisms – particularly among people diagnosed with multiple mental health 

disorders. Another weakness of the current literature on public stigma of mental illness is 

its focus on single diagnosis mental illness stigma (e.g., depression stigma), which 
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opposes reality where most people diagnosed with a mental health disorder will be 

diagnosed with at least one more in their lifetime.120 Additionally, there is limited 

research on instruments measuring mental illness stigma and discrimination focused 

specifically on the experiences and perceptions of people diagnosed with mental 

illnesses. For example, in a review of over 400 measures of mental illness stigma and 

discrimination, Fox et al. (2018) found that measures prioritizing the perspective of the 

stigmatized person (e.g., self-stigma and anticipated stigma and discrimination) were far 

less common than measures of public stigma, discrimination, and stereotypes.94 Within 

an even more specific subpopulation, such as justice-involved people with a mental 

health disorder and/or people with co-occurring OUDs, even fewer validation and 

psychometric studies have been conducted on instruments assessing mental illness self-

stigma and discriminatory experiences. 

Criminal/Legal System Stigma and Discrimination. It has been well-established 

that stigma and discrimination associated with criminal/legal system involvement is 

common and negatively affects people with a variety of justice system involvement, 

including currently incarcerated people, formerly incarcerated people, and people under 

community supervision (probation/parole).121-126 Despite being common, the strength of 

CJ-related stigma and discrimination can vary depending on what type(s) of convictions 

people receive. For example, employers are less willing to employ a person with a history 

of violence crime convictions than a person with drug use convictions.127 Charge severity 

can matter, too. For example, an experimental study found that college students were less 

likely to recommend hiring qualified job candidates with a felony charge history than 

qualified candidates with a misdemeanor charge history (p < .001) and qualified 
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candidates with no criminal/legal history (p < .001).128 The impacts of these negative 

attitudes and beliefs about criminal/legal system involvement (i.e., public stigma) are far-

reaching, such as greater support for punitive policies for people who use drugs and less 

support for using rehabilitative practices and policies in drug treatment, courts, and re-

entry programs.129  

While much research has developed and refined tools to measure stigma and 

discrimination of mental illness and drug use, there has been little research on 

quantitative measures of stigma and discrimination unique to carceral system 

involvement and the post-release experiences of formerly incarcerated people.121,129 

Public stigma about criminal/legal system involvement aligns with much of the stigma 

and discrimination that has been described qualitatively by justice-involved people. For 

example, specific beliefs associated with people with a history of justice system 

involvement include: 1) dangerousness beliefs (e.g., “people in prison are dangerous”), 2) 

dehumanization beliefs (e.g., “people in prison lack self-restraint, like animals”), beliefs 

about natural predisposition towards crime (e.g., “people in prison committed crimes 

because they are too lazy to get a job to earn money”), and desires to maintain social and 

emotional distance from justice-involved people (e.g., “I would not want to work with a 

person who had been in prison”).129 The internalized stigma subscale of the Self Stigma 

of Individuals with Criminal Records (SSICR), a measure of self-stigma (i.e., internalized 

stigma) associated with criminal/legal system involvement, characterizes the degree to 

which justice-involved people agree with these stereotypes and misperceptions about 

people with prior justice system involvement, including dangerousness, lack of 

rehabilitation capacity, and unpredictability/lack of control beliefs.130 
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Theoretical Frameworks of Stigma and Discrimination 

Models and theories of stigma and discrimination tend to focus predominantly on 

the stigmatized person or group or on the person/group who holds or enacts the stigma 

(i.e., the “stigmatizer”).131,132 Given that the present study is about marginalized persons’ 

experiences of stigma and discrimination and related health impacts, the ensuing theories 

predominantly focus on the perspectives and environments of the stigmatized persons 

and/or groups.  

Goffman’s Theory of Social Stigma 

Central to work about stigma and discrimination is Goffman’s seminal work on 

social stigma as the mechanism by which other peoples’ reactions harm people from 

socially marginalized groups.133 Goffman describes the Greek origins of the word 

“stigma” meaning “a mark” or “a sign”, which historically were physical marks burned or 

branded onto a person’s skin to label them as a  “slave, criminal, or traitor” to further de-

credit and de-value them.133,134 Throughout history, societal responses have shaped the 

public’s negative attitudes and beliefs about people thought of as deviating from the 

“norm”, including people with mental illness. For example, it was the norm to shun, lock 

up, incarcerate, alienate, and generally avoid being around people with a mental illness in 

ancient Greece, ancient Rome, and during the Middle Ages.135-137 The culture and public 

acceptance of the mistreatment and discrimination of people with MHD is attributable, in 

part, to the broader theory of moral panic.138-140 Moral panic is a publicly held concern 

that a person, issue, or social group threatens the present social order, morality, and/or 

other societal values – such as negative public attitudes towards women accused in the 

Salem Witch Trials or people who use drugs in the “War on Drugs.”138,141  
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In contrast to public stigma, internalized stigma (i.e., self-stigma) is the process 

by which stigmatized people become aware of public stigma and other negative attitudes 

and beliefs (e.g., stereotypes, prejudice) about their membership in stigmatized group(s), 

the degree to which they agree with those attitudes and beliefs, and how they act or feel 

harmed in response to that awareness and/or agreement.87,133,142 Behavioral and 

psychological responses include feeling discredited, inadequacy, poor mental health, and 

avoidance of social situations.133,143,144 Self-stigma is an essential construct for 

understanding health impacts because it is predictive of healthcare use and social 

engagement.142 

Framework Integrating Normative Influences on Stigma 

Another model for understanding determinants and impacts of stigma and 

discrimination among justice-involved adults with OUD and MHD is the Framework 

Integrating Normative Influences on Stigma (FINIS).145 The utility of this model is its 

integration of determinants of perpetration of stigma and discrimination (i.e., 

“stigmatizers”)94,145 and the impacts on survivors of these stigmatizing and discriminatory 

experiences. For intervention development, this framework is particularly useful for 

mapping and tailoring components of multilevel interventions to address intercategorical 

stigma and discrimination across various sources and settings (e.g., households, 

healthcare facilities, probation and parole offices, social service organizations, and 

workplaces). FINIS suggests that stigma awareness, stereotype threat, and attributional 

ambiguity are chief psychological constructs that affect stigmatized individuals’ life 

course and illness trajectory. However, the model also considers factors across other 

levels – such as institutional policies, treatment organizations’ culture and climate, and 
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treatment systems’ available options and modalities – in determining individuals’ 

treatment engagement and response.94,145 In sum, FINIS is a strong framework for 

developing and/or evaluating multi-level programs and interventions to address stigma 

and discrimination experienced by justice-involved people with co-occurring disorders to 

promote healthcare access and engagement. 

Health Stigma and Discrimination Framework 

The Health Stigma and Discrimination Framework describes the impacts of 

health-related stigma, their intersections with other types of stigma (e.g., race, gender, 

age, sexual orientation), and their combined impacts on health and social outcomes 

through mechanisms of pre-disposing factors (e.g., drivers and facilitators), intersectional 

forms of health and non-health-related stigma, and stigma labeling/marking and 

manifestations of stigma (e.g., stereotypes, prejudice, discrimination, self-stigma, and 

associative stigma).146 Prior studies have established that anticipated stigma and 

discrimination reduce treatment-seeking intentions, lower treatment engagement rates, 

and worsen OUD and MHD treatment outcomes among justice-involved adults with 

OUD147-149 and MHDs.150-153 This framework has promise for identifying particularly 

salient health-related stigma mechanisms and outcomes not necessarily addressed in more 

general models of stigma, such as FINIS.145 Another strength of this framework is its 

significant overlap with the socioecological model and intersectionality. However, the 

Health Stigma and Discrimination Framework has not yet been applied specifically to 

justice-involved people with co-occurring OUD and MHD. 
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Intersectionality 

Originating in 1989 from Black feminist theory by Dr. Kimberlé Crenshaw,154,155 

intersectionality is now widely recognized as a paradigm, theoretical orientation, and 

analytic tool for understanding stigma, discrimination, and public health impacts.156-158 In 

the proposed study, intersectionality is herein defined as a conceptual framework and 

methodological approach for understanding how sociocultural, structural, and systemic 

conditions intersect and interact to collectively determine, convey, and perpetuate power, 

opportunities, oppression, discrimination, advantage/disadvantage, privilege, and other 

social conditions. Subject to change over time159 and within contexts, intersectionality 

encompasses intercategorical memberships, including perceived memberships, across 

socially constructed groups such as race, ethnicity, skin color, gender identity, sexuality, 

age, educational attainment, socioeconomic status, religion, culture, language, political 

affiliation, nationality, citizenship, neurodiversity, body size, justice-involvement, and 

health status. Operating across multiple levels, intersectional stigma and discrimination 

are fundamental causes of health and social inequities160,161 and substantially impact the 

recovery outcomes of justice-involved US adults with co-occurring OUD and MHD.26 

This is above and beyond identity and affiliation group-based disparities in drug use 

stigma162 and outcomes and encompasses the processes, contexts, and trajectories of 

individuals’ drug use, day-to-day experiences, and recovery. These combined stigmas 

and discriminatory experiences include, but are not limited to, racial context and 

socialization processes that can directly and differentially impact psychological wellbeing 

and depression symptoms.163 Figure 1 modifies a figure from the Health Stigma and 

Discrimination Framework146 to visualize these spheres of influence and to demonstrate 
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why intersectionality is a strong theoretical framework for understanding sources of 

intersectional stigma and discrimination and their health impacts among justice-involved 

adults. 

Figure 1. Intersectional stigma and discrimination among justice-involved adults with 
co-occurring OUD and MHD 

 
Notes. Figure is adapted from the Health Stigma and Discrimination Framework146 to be more 
specific to the experiences and contexts of justice-involved people with co-occurring OUD. 
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Socio-Ecological Model 

Similar to intersectionality in its understanding of multilevel sociocultural 

contexts on health inequities156-158, the socio-ecological model can also help explain 

sources of stigma and discrimination experienced by justice-involved adults with co-

occurring OUD and MHD.164-166 Formative work on the socio-ecological model 

distinguishes between four levels of influence on an individual: 1) microsystem, 2) 

mesosystem, 3) exosystem, and 4) macrosystem.164 First, a person has their microsystem, 

which is their immediate, local context and their most familiar social networks (e.g., 

family, friends, colleagues) and their direct interactions with people and places they 

commonly frequent (e.g., church, school). Second, the mesosystem layers on interactions 

between a person’s own microsystem and their other microsystems, such as dynamics 

among colleagues and classmates within a workplace or school, family and friend 

interactions, family therapy, or family outings. Next, a person’s mesosystem is impacted 

by and intersects with a person’s exosystem, which includes an even broader social and 

cultural context, such as workplace and organizational structures, media, neighborhood, 

healthcare policies and practices, social services, and transportation networks. Finally, the 

macrosystem (i.e., social conditions and cultural forces) exerts further impact across all 

of these other levels of influence including, but not limited to, public attitudes and 

broader social norms, cultural values, and laws and public policies.164,167 

In conjunction with principles of intersectionality, the socio-ecological model is 

used in this study to explain the interactions between individuals’ membership in 

sociocultural groups and the resulting strength of public stigma and discrimination based 

on identity and social group memberships. Interpersonal sources of stigma and 
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discrimination include verbal and non-verbal communication, clinical encounters, 

probation meetings, confidentiality concerns, and a lack of support from family, friends, 

healthcare providers, first responders, and the justice-system (e.g., probation and parole 

officers).148,165,168-171 These sources of stigma and discrimination influence fatal opioid 

overdose risk through mechanisms such as internalized stigma, anticipated 

discrimination172, psychological distress173, limited treatment engagement26, greater use 

of opioids and other drugs to cope174, and greater intensity of mental health symptoms.175 

Mesosystem interactions, too, including dynamics between a person’s assigned 

community corrections officer and their healthcare providers, can exert influence on a 

person’s recovery outcomes and their overall health and wellbeing.176 The socio-

ecological model also supports the integration of social and community factors, such as 

community belonging, in protecting individuals from fatal opioid overdose risk.177,178 

Finally, social conditions, norms, and policies – or the macrosystem – hold power to both 

directly and indirectly improve health and wellbeing of justice-involved people, people 

who use drugs, and people with mental health disorders.179,180 

Intersectional Stigma and Discrimination and Related Impacts 

Intersectional stigma and discrimination occur and build upon each other across 

settings and contexts, resulting in significant health impacts. At the individual level, 

stigma and discrimination have significant impacts on psychosocial wellbeing and 

recovery outcomes of people who are justice-involved26,41,181-185, who use opioids26,186, 

and have MHDs.185,187-189  Experiences of discrimination, anticipated future 

discrimination, and internalized stigmatizing attitudes and beliefs are also further 

compounded by multiple levels of stigma, such as from treatment providers. For 
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example, a recent study found that treatment providers with greater OUD-related stigma 

provided fewer referrals to MOUD compared to treatment providers with less OUD-

related stigma.190 Outside of healthcare contexts, the impacts of intersectional stigma and 

discrimination persist and negatively impact access to social, housing, and employment 

opportunities.191,192 Stigma also negatively impacts post-release outcomes of justice-

involved people with MHDs. For example, mental illness stigma was predictive of less 

medication adherence and greater recidivism among formerly incarcerated people with 

MHDs.193  

Additional attention to the intersections of racism, sexism, and classism are 

particularly important to understand stigma and discriminatory experiences of justice-

involved people with co-occurring OUD and MHD. For example, fifteen percent of 

adults in California who used substance use or mental health treatment in the past year 

reported experiences of healthcare discrimination.194 In tandem with recent drug policy 

changes, patients receiving chronic pain management at primary care clinics in northern 

California reported experiencing opioid-related discrimination from their healthcare 

providers that they attributed to a combination of both racism and drug use-related 

discrimination.195 Healthcare providers from northern California, too, witnessed these 

discriminatory experiences and attributed similar reasons (i.e., racism; drug use stigma) 

for physicians who made unfair assumptions of opioid misuse and differentially applied 

opioid tapering practices.195 Similarly, adjusted odds of experiencing healthcare 

discrimination were significantly higher for Latinx adults (aOR: 2.08, vs. non-Latinx 

adults), uninsured adults (aOR: 2.77, vs. insured adults), and people diagnosed with 
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mental health disorders (aOR: 2.51, vs. adults without a MHD) relative to their respective 

reference groups.194  

Differential Impacts of Intersectional Stigma 

Research also suggests that incarceration-related stigma affects men and women 

differently, where women are subjected to moral stigma related to perceived inadequacy 

in parenting and fulfilling normative expectations of feminine gender roles and/or 

identity.84,196-198 In contrast, justice-involved men are often stereotypically portrayed with 

hypermasculine traits199,200, though some research suggests that the carceral facility 

culture perpetuates toxic masculinity among incarcerated men.200 Further interactions 

between normative gender expectations and racism are common among Black men for 

whom masculine norms of limiting emotional expression moderated the associations 

between experienced racism and depressive symptoms. Additionally, younger men (i.e., 

30 years and younger) experienced significantly more depressive symptoms associated 

with both experiencing more racism and projecting less outward emotional expression.201  

Consistent with an intersectionality framework, additional social group 

memberships further modify discrimination from various sources and settings at higher 

levels – such as through racism and housing discrimination41,125,202 or through gender 

discrimination and preferential employment opportunities.203,204 Housing discrimination 

and inequitable practices in public housing policies disproportionately harm people who 

use drugs, formerly incarcerated people, and people with mental health disorders. Public 

stigma towards people who use drugs and the resulting discriminatory practices and 

harms rage on as the “War on Drugs” continues – particularly against people who use 

opioids. At the root of discriminatory housing policies and practices are opinions about 
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who is deserving of resources – and who is not. Examples of discriminatory policies 

continue into modern day – for example, public housing authorities can deny housing to 

anyone who uses drugs and to anyone who has been previously evicted for “drug-related 

criminal activity” – without any standardized documentation, review, or appeal 

process.205 Other examples of housing discrimination include threats of eviction from 

shelters attributable to use of medications for opioid use disorder (MOUD), which some 

people view as another type of drug use.206 Regardless of the cause, eviction itself 

directly harms health207, including greater risk of alcohol- and drug-involved accidental 

overdose and mortality.208 

Intersectional Stigma and Psychological Distress 

Another key impact of intersectional stigma and discrimination is psychological 

distress.209 For people who use drugs, studies have also found that the effects of 

discrimination on substance use severity have been mediated by psychological distress.210 

Even in long-term recovery and after controlling for years since last use, discrimination 

continues to be associated with greater psychological distress67, suggesting that 

discrimination continues and/or has long-lasting mental health impacts. Justice-involved 

populations, too, experience discrimination that negatively affects their psychological 

wellbeing.211 More broadly, studies have consistently demonstrated the detrimental 

impacts of stigma and discrimination on mental health symptoms212 and engagement with 

treatment and healthcare services over time.213-215  

Intersectional Stigma and Active Concealment 

Active concealment (i.e., intentional non-disclosure) of a chronic condition or 

marginalized identity is one behavioral response to stigma and discrimination, and active 
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concealment of a chronic condition (e.g., OUD or MHD) may have particularly 

detrimental impacts on one’s health and wellbeing. For example, researchers found that 

active concealment of a mental illness and of a chronic physical illness predicted poorer 

quality of life compared to concealment of sexual minority status.216 Concealing parts of 

one’s identity, diagnoses, and justice-involvement history can be a cognitively and 

emotionally burdensome. Seemingly routine tasks, such as filling out paperwork at a 

doctor’s office, may require serious considerations about what information to include (or 

not) about past and present drug use, mental health, and/or justice involvement. These 

decisions are made repeatedly throughout each day across many contexts (e.g., meeting 

someone new, choosing whether to wear long sleeves to hide scars or other body marks, 

completing employment or medical record forms about health history, completing 

background checks) both consciously and subconsciously.217 Contextual factors may also 

be incorporated into the decision-making process, such as whether concealment of that 

aspect of identity will result in differential treatment by healthcare providers, new friends, 

sexual or romantic encounters, employers, and even strangers. These concerns are not 

unfounded, as evidenced by significant public stigma towards people with histories of 

incarceration, MHD, and SUD.218 Finally, active concealment is important because it is 

associated with lower likelihood of help-seeing, such as going to treatment or using 

recovery resources.219 

Intersectional Stigma and Health-Related Quality of Life 

Health-related quality of life (e.g., physical and social/emotional wellbeing) is 

also negatively impacted by experiences of discrimination among justice-involved 

individuals.220 Similarly, a negative effect of discrimination on health-related quality of 
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life has been observed among people with SUDs.221 This association has also been 

observed in people with MHDs, where stigma and discrimination are both pervasive and 

consistently negatively associated with health-related quality of life over time.96,192,222-225  

Roles of Recovery Capital and Social Support 

The processes by which stigma and discrimination negatively impact recovery are 

complex, but social support and recovery capital are two interpersonal mechanisms that 

mitigate the harms of stigma on wellbeing.226-228 Recovery capital includes all of the 

personal, interpersonal, and community assets, supports, and strengths that a person has 

access to that can support their recovery and wellbeing and help them navigate barriers 

during the recovery process.229-231 In the context of discrimination and health, this is 

important because researchers have suggested that increasing recovery capital can 

improve life quality, improve person-centered recovery outcomes, and help people avoid 

the harms associated with substance use-related discrimination in healthcare settings.226  

While recovery capital includes supportive mechanisms operating across a variety of 

levels of influence, social support is more specific to interpersonal ties to other people 

and the more immediate community.232  Social support can also be broken into multiple 

subtypes of support including emotional, instrumental, informational, companion, and 

esteem support.232 This interpersonal support can help people who experience stigma and 

discrimination to feel less negative affect and distress.233 For example, one study found 

that perceived social support mediated the relationship between perceived stigma and 

depressive symptoms among people with SUDs.234  
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Review of Measures of Internalized Stigma, Anticipated Stigma, and Discrimination 

 Justice-involved people with co-occurring OUD and MHD are at significant risk 

of experiencing discrimination and its impacts. However, little is known about the 

validity and reliability of measures on discrimination and stigma specifically among 

justice-involved people with co-occurring disorders. This is because this specific 

population has often been explicitly excluded from psychometric and interventional 

studies, often to increase internal validity, reduce heterogeneity, or reduce concerns about 

decisional-capacity and autonomy.235-237 For example, Vargas and colleagues published a 

2020 review on people experiencing multiple forms of discrimination and mental health 

impacts.215 However, none of the reviewed studies included people who were justice-

involved and/or who had co-occurring OUD. 

While there is an apparent dearth of instruments to measure stigma and 

discrimination experienced by justice-involved people with co-occurring disorders, 

development of a novel instrument requires an understanding of which stigma 

instruments exist, what construct(s) and subscales they measure, and their psychometric 

properties tested to date. Therefore, the following uses the Psychometric and Pragmatic 

Evidence Rating Scale (PAPERS)238 to review and evaluate instruments measuring 

internalized stigma, anticipated stigma, and/or discrimination of justice-involved people 

who either use opioids or have a mental health disorder to summarize: 1) the state of the 

field, and 2) the quality of the existing instruments. Instead of fully restricting eligibility 

to justice-involved people with co-occurring disorders, this review included both justice-

involved people who either use opioids or who have a mental health disorder because 
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already very few stigma and discrimination instruments exist that have been evaluated 

among justice-involved populations. 
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Methods  

 Search Strategy. Keywords and search terms were adapted based on PubMed 

search strategies used in prior systematic reviews of similar constructs (i.e., survey 

instruments, stigma and discrimination, justice-involvement3, opioid use3, and mental 

health disorder. A search was conducted in PubMed on 3/29/2023 using a curated search 

strategy using keywords on titles and abstracts and medical subject headings (MeSH) 

terms as follows: (instrument[tiab] OR survey[tiab] OR questionnaire[tiab] OR 

instrument[tiab] OR “surveys and questionnaires”[MeSH Terms] OR measure[tiab] OR 

measurement[tiab] OR inventory[tiab] OR scale[tiab] OR index[tiab] OR 

psychometric*[tiab] OR validity[tiab] OR reliability[tiab]) AND ("social stigma"[MeSH 

Terms] OR discrimination[tiab] OR stigma*[tiab] OR mistreat*[tiab] OR attitude[tiab] 

OR prejudice[tiab]) AND ("prisoners"[MeSH Terms] OR jail[tiab] OR prison*[tiab] OR 

reentry[tiab] OR re-entry[tiab] OR incarcerat*[tiab] OR post-release[tiab] OR 

parole*[tiab] OR probation*[tiab] OR justice-involv*[tiab]) AND (("Narcotic-Related 

Disorders"[MeSH Terms] OR opioid[tiab] OR opiate[tiab] OR heroin[tiab] OR 

prescription[tiab] OR methadone[tiab] OR suboxone[tiab] OR sublocade[tiab] OR 

buprenorphine[tiab] OR naltrexone[tiab] OR medication*[tiab] OR MOUD[tiab]) OR 

(mental[tiab] OR depress*[tiab] OR anxiety[tiab] OR schizophreni*[tiab] OR 

personality[tiab] OR “Mental Health”[MeSH Terms] OR “Mental Disorders”[MeSH 

Terms])). See Appendix A for the full PubMed search strategy and results.  

 Inclusion/Exclusion. Studies were included if they had at least one quantitative 

measure of self/internalized stigma, anticipated stigma, perceived/felt stigma, or enacted 

stigma/discrimination among justice-involved adults with either a MHD or an OUD. 
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Studies were excluded if they contained only non-human participants, were another 

ineligible population (e.g., youth; non-stigmatized group – e.g., healthcare providers; 

correctional officers), used an ineligible study design (e.g., qualitative), lacked at least 

one quantitative measure of self/internalized stigma, anticipated stigma, perceived/felt 

stigma, or enacted stigma/discrimination. While the entire sample did not have to be 

justice-involved, the quantitative measure of stigma or discrimination had to be reported 

separately for a justice-involved portion of participants.  Additionally, participants had to 

be either diagnosed with an OUD or a MHD or the study had to measure opioid use or 

mental health symptoms.  

Reviewing Studies for Eligibility. Studies were reviewed for eligibility and 

reason(s) for each study’s eligibility determination were documented in a spreadsheet. If 

eligibility could not be determined solely by the title and abstract, the article was 

maintained for an additional full-text review. 

Data Extraction. Study characteristics (first author, year of publication, country of 

publication,  stigma and discrimination instrument name(s), population, sample size) and 

psychometrics were summarized in a spreadsheet. Included studies were further coded for 

whether they included one or more of the following types of stigma and/or 

discrimination: 1) justice-involvement related stigma, 2) opioid use/OUD-related stigma, 

3) mental illness or MHD-related stigma, 4) any combination of these – including dual 

diagnosis stigma, co-occurring disorders stigma, or 5) another kind of stigma or 

discrimination (e.g., racism, HIV). 

Using the PAPERS tool238, nine psychometric properties were extracted and 

classified at the instrument-level for all quantitative measures of stigma and 
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discrimination: reliability/internal consistency, construct validity (i.e., convergent, 

discriminant, known groups), criterion validity (i.e., predictive, concurrent), 

dimensionality/structural validity, responsiveness/sensitivity to change, norms, cost to 

administer, language/readability, assessor burden (i.e., ease of training and 

interpretation), and instrument length (i.e., number of items).238 For each of the nine 

items, rating options ranged from a low of “-1” reflecting “poor” quality to a high of “4” 

reflecting “excellent” quality. If a measure and its items could not be obtained in the 

public domain and instructions were not provided by the authors on how and where to 

obtain the measure, the item received a rating of “0” – which was the method indicated 

within the PAPERS tool.238 For example, the “Reliability/Internal Consistency” item had 

specific thresholds for each rating. For this item, “-1 (Poor)” was coded when an 

instrument or its subscales had at least one Cronbach’s α of < 0.50. “0 (None)” was coded 

when Cronbach’s α was unavailable or unreported. A rating of“1 (Minimal/Emerging)” 

was given when Cronbach’s α was between 0.50-0.69 and a rating of “2 (Adequate)” was 

given when Cronbach’s α was between 0.70-0.79. A rating of “3 (Good)” was given 

when Cronbach’s α was 0.80-0.89 and a rating of “4 (Excellent)” was given when 

Cronbach’s α was ≥ 0.90. 

Results 

The initial search in PubMed resulted in k=140 studies for further title and 

abstract review. Of the 140 studies, 18 were determined to be eligible for review. Table 1 

describes why studies were determined as ineligible and classifies the 18 eligible studies 

into three groups: 1) justice-involved sample with only a mental health diagnosis or 

mental health symptoms (CJ + MH only; k = 9), 2) justice-involved sample with only 
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opioid use (CJ + OUD only; k = 5), and justice-involved sample with both opioid use and 

either a mental health diagnosis or mental health symptoms (CJ + MH + OUD; k = 4). 

Since running this PubMed search, a systematic review on a similar topic has recently 

been published that describes studies measuring any type of stigma among justice-

involved people that includes some health-related impact.239 This review is still different 

than the present one as it does not require the study population to have either a OUD or a 

MHD. 

Table 1. Summary of reviewed articles and eligibility determinations (k=140) 

!"#$%&'(")*"+(,-./'0"1'2-'3'45" " 678"

!"9:'/-;-&/'"+(,-./'0 " 6<<"
Ineligible Study Design 34 

Ineligible Population - Not Adults 16 
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Ineligible - No Stigma Measure 24 
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CJ + MH only: ! " !
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 !
Table 2 summarizes the characteristics of the 18 studies included in the present 

review. Eligible studies were published between 2011 and 2023, with a mean and median 

publication year of 2018. Just under half (44%; k=8) of studies were published in the US, 

and specific types of stigma and discrimination were variable (e.g., racism, mental illness 

stigma, transgender stigma, HIV-related stigma, gender-based violence victimization, 

healthcare discrimination, drug use stigma, treatment-related stigma [psychiatric 

medication; HIV medication], and housing-related discrimination240). Eight studies (44%) 

had entirely justice-involved participant samples241-243, eight studies (44%) included 

justice-involvement as a covariate240,244-248, one study (6%) included justice-involvement 
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for subgroup analysis249, and one study (6%) only reported descriptively that most of 

their sample (i.e., between 72% to 93%) had prior justice system involvement.250 

Table 2. Characteristics of eligible articles (k=18) 
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Table 2 (continued). 
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Within each eligible study, each stigma or discrimination type (e.g., OUD vs. 

MH-related self-stigma) and their associated quantitative instrument was evaluated 

separately, resulting in a total of 28 construct/instrument-level summaries and 

psychometric evaluations using the PAPERS tool.238 Overall, very few instruments 

measuring stigma or discrimination have undergone rigorous psychometric testing and 

have been validated for use among justice-involved people with either OUD and/or a 

MHD. Some of the eligible studies used instruments or measures of stigma or 

discrimination, but the authors likely had not planned to undertake a psychometric 

analysis of their selected measure, newly created measure, or adapted measure before 

using it. Some of these studies used a single-item measure of discrimination, meaning 

that some of the psychometric properties evaluated in the PAPERS tool were not 

applicable (e.g., structural validity and dimensionality). Additionally, none of the studies 

examined the responsiveness of the instruments – meaning that the sensitivity of the 

instruments to detect change in the outcome (i.e., stigma or discrimination) over time, 

such as pre/post anti-stigma intervention, remains unknown. Longitudinal studies on the 

impacts of stigma and discrimination were rare, meaning that the field lacks clarity on 

how well these instruments can predict future health and other impacts. In fact, there 

were no reviewed instruments that tested predictive validity. There was also wide variety 

in the reading level of the instruments that were publicly available, where 33% (8/24) of 

the instruments were below the 8th grade reading level, 42% (10/24) were between an 

8th-12th grade reading level, 17% (4/24) were at a college reading level, and 8% (2/24) 

were at the graduate school reading level. 
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There were some notable strengths of the reviewed instruments. For example, this 

review found that all measures of stigma and discrimination that have been used among 

justice-involved people with OUD or MHD are free to use in research and almost all 

were available publicly. Across measures reviewed, there was very little assessor burden 

because either no formal interviewer training was required or because the participant 

could self-administer the survey measure. Table 3 summarizes additional details of the 

psychometric properties of quantitative instruments measuring stigma and discrimination 

among justice-involved people with either a OUD or a MHD. 

Table 3. Psychometric properties of eligible articles using PAPERS tool (k=18) 
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Table 3 (continued). 
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Table 3 (continued). 
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Notes. A = Reliability - Internal Consistency, B = Construct Validity – Convergent, C = 
Construct Validity – Discriminant, D = Construct Validity - Known Groups, E = Criterion 
Validity - Predictive, F = Criterion Validity – Concurrent, G = Dimensionality - Structural 
Validity, H = Responsiveness, I = Norms, J = Cost, K = Language, L = Assessor Burden (Ease of 
Training), M = Assessor Burden (Easy to Interpret), N = Length. 
+
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Conclusion  

Results from the review help place the present study into the current context of 

stigma measurement science among justice-involved people with OUD and MHD. This 

review found few instruments measuring stigma or discrimination among justice-

involved people with OUD and/or MHD, meaning that there would be even fewer 

instruments for the present study’s population of justice involved adults with both a OUD 

and a MHD. For the instruments that did exist, the strengths were that instruments were 

free, publicly available, and had very little assessor burden.  

Finding very few instruments that quantitatively measure discrimination and 

stigma – particularly co-occurring, dual/multiple stigmas, or intersectional stigma – 

among justice-involved adults is not surprising. In fact, a 2022 systematic review of 

empowerment-based approaches to measuring intersectional stigma’s impact on health 

found no studies measuring specifically justice-involvement related stigma or OUD 

stigma.259 While one study included in the review examined the interactive effects of 

incarceration, mental illness, and homelessness, only racial stigma and stigma of 

homelessness were measured.259,260 Similarly, a 2021 integrative review of instruments 

measuring stigma affecting people who use drugs published in peer-reviewed journals 

between January 2002 and April 2019 found only six eligible studies.261 Moreover, none 

of these studies examined justice-involved populations or people with co-occurring OUD 

and MHD. Thus, exploring how to quantitatively measure intersectional stigma in justice-

involved individuals with both OUD and MHD is a novel, substantive scientific 

contribution.  
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CHAPTER 2 

CURRENT STUDY, OBJECTIVE, AND SPECIFIC AIMS 

Stigma and discrimination are commonly reported by justice-involved adults with 

opioid use disorder (OUD) and mental health disorder (MHD) in a variety of contexts, 

including within healthcare settings. These experiences diminish psychological 

wellbeing, reduce quality of life, and negatively impact engagement with healthcare and 

social services. This study combined intersectionality theory with frameworks of health-

related stigma to address methodological gaps in understanding the associations between 

intersectional stigma and discrimination, psychological distress, substance use recovery, 

and healthcare services engagement among justice-involved adults with co-occurring 

OUD and MHD. Specifically, the proposed study developed and tested the validity of 

novel instruments for measuring intersectional stigma and discrimination in this 

population. In addition, the study examined internalized stigma, social support, and 

recovery capital as potential mediators and moderators of the associations between 

anticipated stigma and health outcomes (i.e., psychological distress, active concealment, 

and health-related quality of life) among justice-involved adults with co-occurring OUD 

and MHD. This is significant because internalized stigma, social support, and recovery 

capital have previously been identified as key mechanisms linking discrimination to 

health impacts,226,227,262 but these pathways have not been elucidated for justice-involved 

people with co-occurring disorders. 

Rationale 

There are several rationales for the present study. First, better measurement of 

intersectional stigma and discrimination is needed to understand the extent and 
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mechanisms of their impacts on justice-involved people with OUD and MHD. In fact, 

HealthyPeople 2030 lists discrimination as a social determinant of health and specifically 

identifies improving the measurement of discrimination and its impacts on health as a key 

public health priority.263 The present study was also aligned with high-priority research 

areas from the National Institutes of Health (NIH), National Institute on Drug Abuse 

(NIDA), and Substance Abuse and Mental Health Services Administration (SAMHSA) 

stated within their Strategic Plans and professional education initiatives, specifically 

research on ways to address drug use-related stigma.264,265 Second, justice-involved 

people with co-occurring disorders have unique needs and are often underrepresented 

and/or excluded from biomedical research, clinical trials, and psychometric studies. This 

results in widespread dissemination of programs and policies with limited generalizability 

that will fail to meet the needs of this population, resulting in continued health and social 

inequities. Finally, targeted anti-stigma and discrimination interventions resulting from a 

better understanding of stigma, discrimination, and its impacts among justice-involved 

people with OUD and MHD could reduce societal costs (e.g., recidivism and high-cost 

justice system interactions), improve re-entry programs, and increase access and 

engagement with integrated MHD/SUD care and/or harm reduction services. 

Conceptual Framework 

The study was informed by several transdisciplinary and multilevel frameworks 

relevant to intersectional stigma and discrimination and their impacts on health. 

Specifically, the conceptual framework is informed by intersectionality154,155 and health -

related stigma theories (e.g., Health Stigma and Discrimination Framework146 and 
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Pescosolido’s Framework for Integrating Normative Influence on Stigma (FINIS).266,267 

Figure 2 shows the conceptual framework for the present study. 

Figure 2. Study Conceptual Framework 

 
 

Research Objectives and Specific Aims 

Stigma and discrimination are common among justice-involved adults with co-

occurring OUD and MHD, and are pervasive barriers to treatment engagement, 

psychosocial wellbeing, and health equity.26,41,181-189 Yet, the impacts of stigma and 

discrimination remain unclear because of methodological gaps in the measurement of 

stigma and discrimination that is attributable to the combined experiences of justice-

involvement, opioid use, and mental illness. Most existing instruments rely on domain-

specific measurements (e.g., drug use stigma; HIV stigma; racism; sexism), resulting in 

validity concerns because people identifying with multiple marginalized groups may have 

trouble attributing beliefs and experiences to one facet of their identity.268 Furthermore, 

existing instruments may lack sensitivity and specificity to capture the breadth of stigma 

and discrimination arising from membership in multiple, marginalized social groups.269 
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This is problematic because high-quality, validated, and reliable instruments are needed 

to estimate overall impacts and to optimize treatments and social services for justice-

involved people with co-occurring OUD and MHDs. 

Present Study. This study thus combined intersectionality theory154,155,270, health-

related stigma frameworks146, and quantitative advances in intersectionality270-273 to 

address methodological gaps in elucidating the complex relationships between 

intersectional stigma and discrimination and their impacts among justice-involved adults 

with co-occurring OUD and MHD. This study’s statistical analysis plan also aligned with 

intersectionality principles, specifically using latent variables and structural equation 

modeling (SEM).271-273 First, the study developed and psychometrically tested an 

integrated instrument to assess stigma and discrimination unique to the intersections of 

the justice system, opioid use, and mental illness in a sample of justice-involved adults 

with co-occurring OUD and MHDs. Second, psychometric qualities of a novel 

intersectional discrimination instrument were evaluated via SEM to quantify the impacts 

of intersectional stigma and discrimination on psychological distress, active concealment 

(intentional non-disclosure of OUD, MHD, and justice-involvement), and quality of life – 

which are each linked to OUD and MHD treatment engagement and recovery 

outcomes.210,274,275 Third, the study examined mechanisms (internalized stigma 

[mediator]; social support and recovery capital [moderators]) of anticipated 

discrimination’s impacts on psychological distress, active concealment, and health-

related quality of life. Specific aims were: 

Aim 1. Create and evaluate an integrated instrument that measures 

intersectional internalized stigma among justice-involved adults with co-occurring 
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OUD and MHD. The two research questions for Aim 1 were: RQ1: Can an integrated 

instrument measure intersectional internalized stigma among justice-involved adults with 

co-occurring OUD and MHD, and RQ2: What is the factor structure of the integrated 

instrument of intersectional internalized stigma? To address Aim 1, items from three 

previously validated measures of internalized stigma relating to mental illness, opioid 

use, and justice involvement were combined. Next, cross-sectional survey data were 

collected and item reduction techniques (e.g., exploratory factor analysis [EFA]) reduced 

items to facilitate parsimony, reduce redundancy, and minimize participant burden while 

maintaining validity and reliability. The initial model examined in Aim 1 RQ2 is 

displayed visually in Figure 3.  

Figure 3. Proposed exploratory factor analysis of intersectional internalized stigma items 
among justice-involved adults with co-occurring opioid use disorder (OUD) and mental 
health disorder (MHD) 

 
Notes. MH = mental health; ISMI = Internalized Stigma of Mental Illness. OUD = opioid 
use disorder; CJ = criminal justice; SSCIR = Self-Stigma of Individuals with a Criminal 
Record.  
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Aim 2. Evaluate the factor structure and psychometric properties of the 

Intersectional Discrimination Index (InDI) among justice-involved adults with co-

occurring OUD and MHD. The study used confirmatory factor analysis (CFA) and 

structural equation modeling (SEM). Specific hypotheses were: H1: Anticipated 

discrimination has high factor loadings and internal consistency. H2: Anticipated 

discrimination is positively associated with psychological distress and active 

concealment. H3. Anticipated discrimination is inversely associated with physical health-

related quality of life and mental health-related quality of life. H4: Major Discrimination 

has high factor loadings. H5. Major Discrimination is positively associated with 

psychological distress and active concealment. H6. Major Discrimination is inversely 

associated with physical health-related quality of life and mental health-related quality of 

life. H7: Day-To-Day Discrimination has high factor loadings. H8: Day-To-Day 

Discrimination is positively associated with psychological distress and active 

concealment. H9. Day-To-Day Discrimination is inversely associated with physical 

health-related quality of life and mental health-related quality of life. Aim 2 hypotheses 

are displayed visually in Figure 4.  
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Figure 4. Overview of the hypotheses in Manuscript 2 
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Aim 3. Examine personal and interpersonal mediators and moderators linking 

anticipated discrimination to psychological distress, active concealment, and health-

related quality of life among justice-involved adults with a co-occurring OUD and 

MHD. To address Aim 3, the study examined mediators and moderators of anticipated 

discrimination’s impact on psychological distress, active concealment, and health-related 

quality of life. Hypotheses were: H10: Association between anticipated stigma and 

psychological distress is mediated by internalized stigma. H11: Association between 

anticipated stigma and active concealment is mediated by internalized stigma. H12: 

Association between anticipated stigma and physical health-related quality of life is 

mediated by internalized stigma. H13: Association between anticipated stigma and 

mental health-related quality of life is mediated by internalized stigma. H14. Greater 

social support mitigates the impact of anticipated stigma on psychological distress, active 

concealment, and health-related quality of life.  H15. Greater recovery capital mitigates 

the impact of anticipated stigma on psychological distress, active concealment, and 

health-related quality of life. Aim 3 hypotheses are displayed visually in Figure 5. 
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Figure 5. Overview of the mediation and moderation hypotheses in Manuscript 3 

  

 
 
Research Approach 

Design 

The present study conducted primary data collection using a cross-sectional 

survey questionnaire among a sample of justice-involved adults with co-occurring OUD 

and MHD. Data analysis methods included item reduction techniques (e.g., EFA), 

confirmatory factor analysis (CFA), structural equation modeling (SEM), mediation 

analysis, and multi-group mediation analysis. The target sample size was determined 

based on prior psychometric studies which suggested N=300 participants as the minimum 

sample size needed to estimate reliable, stable factors.276-278 However, latent variable 

models require 10 times the number of observed indicators in the model. The model with 

the greatest number of observed indicators had 26 indicators, suggesting a sample size of 

N=260 would be adequate. Upon IRB approval of study procedures and upon approval 
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from individual study recruitment sites, data collection occurred between August 2023 to 

January 2024. 

Participants 

Eligible participants were justice-involved adults with a co-occurring OUD and 

MHD. Specifically, participants were: 1) adults ages 18 years and older, 2) had a past-

year moderate to severe OUD (i.e., screened positive for opioid dependence on the Rapid 

Opioid Dependence Screen with a sum score of ≥ 3279) or self-reported taking 

medications for opioid use disorder (MOUD) in the past year, 3) self-reported perceiving 

themselves to have a MHD, 4) self-reported having been incarcerated and/or on 

community corrections (e.g., probation, parole) within the past five years, and 5) were not 

receiving inpatient or residential treatment as a condition of probation or parole. See 

Appendix B for details of items, response options, and eligibility in the draft participant 

screener. 

Self-reported perception of having a mental health disorder was used to determine 

eligibility instead of chart review or a more formal, clinical diagnostic instrument 

because answering questions about mental health self-stigma and experiences of 

discrimination are more salient to participants who self-identify as having a mental health 

disorder. Additionally, mental health disorders are often underdiagnosed among justice-

involved individuals280 and are underreported to healthcare providers281,282 Therefore, 

self-reported mental health disorders may, in fact, capture a broader group of participants 

who feel they have a mental health disorder but who may not have formally reported their 

condition or sought treatment to date. Additionally, self-reported mental health diagnosis 
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has been used successfully previously in similar studies of mental health self-stigma and 

discrimination.283,284 

Procedures 

Survey Questionnaire. A survey questionnaire was developed that measured all 

study constructs based on results from a review of existing instruments, consultation with 

professionals and people with lived experiences of addiction, mental illness, and/or 

justice-system involvement, and pilot testing. Internalized stigma was measured with 

items from the Internalized Stigma of Mental Illness Inventory – 9-Item Version (ISMI-

9)285, and the Brief Opioid Stigma Scale286, and the Self-Stigma of Individuals with 

Criminal Records (SSICR).287 Intersectional discrimination was measured with the 

Intersectional Discrimination Index (InDI).288 Health outcomes were measured with the 

Kessler Psychological Distress Scale289, Quinn Active Concealment Scale (QUACS)216, 

and the PROMIS – Global Health (v1.2) scale.290 The eight-item modified Medical 

Outcomes Study Social Support Survey (mMOS-SSS)291 measured social support and the 

ten-item Brief Assessment of Recovery Capital (BARC-10)292 measured recovery capital. 

All study constructs and corresponding instruments are listed and described in greater 

detail in Table 4 and also in the following manuscripts. 
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Table 4. Study constructs and instruments 
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Instrument Development. An integrated instrument was developed to assess 

intersectional internalized stigma among justice-involved adults with co-occurring OUD 

and MHD, a critical construct for improving the health and wellness of this priority 

population. A pooled item bank was created comprised of items and responses from 

three, validated measures of internalized stigma: 1) Self-Stigma of Individuals with 

Criminal Records (SSICR),287 2) Internalized Stigma of Mental Illness Inventory – 9-

Item Version (ISMI-9),285 and 3) Brief Opioid Stigma Scale.286 After reviewing the 

pooled item bank with a small group of people with lived experiences of justice system 

involvement and/or co-occurring disorders, items were revised or removed from the item 

bank. After the item bank was finalized, selected items were included in a larger 

questionnaire disseminated to a sample of justice involved adults with co-occurring OUD 

and MHD. 

Recruitment. Participants were recruited via posted flyers, targeted web-based 

recruitment, in-person street intercept, in-person recruitment at community events, and 

in-person outreach at treatment facilities, harm reduction organizations, and other 

community sites in Philadelphia, Massachusetts, and Rhode Island. Recruitment sites 

included probation/parole offices, drop-in/warming rooms, waiting rooms, social 

services, and harm reduction organizations. Both passive (e.g., posting flyers inside of 

treatment clinics and responding to participant phone and online inquiries) and active 

(e.g., approaching prospective participants both inside of harm reduction clinics and 

outside on the streets and asking if they wanted to learn more about the present study) 

recruitment strategies were used. See Appendix B for the participant recruitment flyer. 
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Prior to screening participants for eligibility, participants were given a brief 

description of the study and its objectives. Participants were informed that the survey 

included questions about experiences and feelings about stigma and discrimination 

relating to justice system involvement, mental health, and drug use. When applicable, 

participants were also informed that their study participation would not, in any way, 

affect services they receive and/or their eligibility for services at the 

organization/locations where the survey took place.  

Informed Consent. Prior to taking the eligibility screener, participants provided 

informed consent. To address any concerns about limited decisional capacity to give 

informed consent (e.g., psychosis, under the influence of drugs or alcohol), the informed 

consent process included a three-question teach-back component, where participants were 

asked two open-ended questions about what the study was about and what their 

participation in the study would entail. Interviewers were trained on how to probe for 

more information and details to determine whether participants understood what they 

consenting to participate in. One additional binary (yes/no) question was asked to 

determine if participants understood that they were able to discontinue or stop 

participating in the study at any time. Participants were able to ask questions throughout 

the informed consent process and decisional capacity questions could be asked multiple 

times, if necessary. Upon determining that a participant had decisional capacity to 

provide informed consent, they were asked if they wanted to consent to continue on to 

take the eligibility screening. 

Screening and Survey. Participants who consented to participate were screened 

for eligibility. See Appendix C for details of items, response options, and screening 
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criteria for the participant eligibility screening. Participant inclusion and enrollment is 

summarized in a flowchart in Figure 6.   

Figure 6. Participant inclusion and enrollment flowchart (N=213) 

 
 

Consented, eligible participants were invited to complete the full survey. Whether 

participants completed the survey in-person or virtually, participants were offered the 

choice of either self-administering the survey or having the interviewer administer the 

survey to them. The full survey included twelve survey modules with a total 187 

questions and took approximately between 30-45 minutes to complete during pilot 

testing. 



 55 

Compensation. Participants who completed the full survey were given a $25 gift 

card in recognition of their time and in appreciation of their contributions. Participants 

who completed the survey in-person were given a physical gift card, and virtual 

participants were offered a choice of an e-gift card delivered via email or a physical gift 

card delivered via postal mail. All participants were offered snacks and water, including 

people who declined to participate and people who screened as ineligible to participate. 

Ethics. This study and its procedures were reviewed and approved by Temple 

University’s Institutional Review Board (IRB) and determined to be Exempt (Protocol 

#30697). As applicable, community partners and recruitment sites also reviewed the 

study with their respective review committees and ethical review boards and provided 

documentation of their approval prior to commencing recruitment at their sites (e.g., 

Rhode Island Department of Corrections (RIDOC) Medical Review Advisory 

Committee, CODAC Behavioral Healthcare’s Research Review Committee, and 

Gaudenzia DRC). 

Survey Administration 

All survey data were administered and stored in REDCap, a secure platform for 

storing participant data.303,304 For both in-person and virtual/remote formats, participants 

chose whether to self-administer or have an interviewer administer the survey to them. 

When in-person, data collection via 1:1 interviews in a private location was prioritized 

for privacy and confidentiality. Virtual/remote participants were invited to complete the 

survey via a secure link to the web survey or via a phone call with study staff. See 

Appendix D for details of items and response options for the participant survey 

questionnaire.  
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Description of Three Manuscripts 

In people from multiple minoritized groups, such as justice-involved people with 

OUD and MHD, a robust understanding of intersectional stigma and discrimination is 

key to promoting health, including increasing access and engagement with healthcare, 

harm reduction, and social services. Best practices for measuring intersectional stigma 

and discrimination are in development and this study adds to the field of measurement 

science in intersectional discrimination in several ways. The first manuscript conducted 

preliminary testing of a shorter and less burdensome measure of combined self-stigma 

among justice-involved people with OUD and MHD so that researchers and practitioners 

may be able to understand intersectional, internalized stigma through asking fewer 

emotionally burdensome questions. In practice, too, a combined instrument could be used 

to measure progress and to conduct impact evaluations after the implementation of 

programs that aim to reduce stigma and discrimination among justice-involved people 

with co-occurring disorders.  

The second manuscript explored how valid and reliable a new measure of 

intersectional discrimination is in a sample of justice-involved people with OUD and 

MHD. When an instrument has not been validated for use in specific populations, which 

could lead to inaccurate or invalid study conclusions. By understanding how major, day-

to-day, and anticipated discrimination operate among justice-involved people with OUD 

and MHD and how these constructs relate to health outcomes of psychological distress, 

active concealment, and health-related quality of life, researchers can be more confident 

that this instrument is valid and does, in fact, measure what it is supposed to measure. In 

turn, this will lead to more credible research findings and a more clinically useful 
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assessment tool for possible use evaluating programs to reduce discrimination and 

detrimental impacts of stigma among justice-involved people with co-occurring OUD and 

MHD.  

The third manuscript tested three types of self-stigma harm  – OUD-, MHD-, and 

CJ-related self-stigma – as multiple, parallel mediators of the associations between 

anticipated discrimination and health. Given the variety of programs and interventions 

with potential to reduce harms of self-stigma (e.g., counseling, mindfulness meditation, 

peer support), knowing how much potential impact these initiatives could have helps 

support the rationale for greater investment, implementation, and research in these areas 

of work. This third manuscript also explored for whom anticipated discrimination most 

detrimentally impacts health. For example, the study explored if the link between 

anticipated discrimination and health depends on higher versus lower levels of social 

support and recovery capital among justice-involved people with OUD and MHD. 

Findings help researchers and practitioners tailor and prioritize efforts to intervene on 

stigma and discrimination at multiple levels of influence and also to help protect 

individuals from direct and indirect negative health effects of discriminatory experiences. 
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CHAPTER 3 

MANUSCRIPT 1 

Title. Validating a measure of intersectional internalized stigma among justice-involved 

adults with co-occurring opioid use and mental health disorders 

Abstract 

Objective. Self-stigma is pervasive in mental health, drug use, and carceral settings and 

poses a significant challenge for accessing and engaging healthcare providers, social 

services, interpersonal/social networks, and the larger external community. There is 

limited research on multiple types of self-stigma, such as mental illness and drug use, 

particularly overlap and intersect. In specific population groups, such as justice-involved 

adults, even less is known. Therefore, this study describes the feasibility and validity of 

creating an integrated instrument of intersectional self-stigma among justice-involved 

adults with co-occurring opioid use disorder (OUD) and mental health disorder (MHD). 

Methods. Participants were N=213 justice-involved adults with co-occurring OUD and 

MHD from clinics and community-based settings. Cross-sectional survey data collected 

from 08/2023 to 01/2024 included sociodemographic characteristics; three, previously 

validated measures of domain-specific self-stigma (i.e., OUD, MHD, and criminal 

justice-specific (CJ) self-stigma); and health outcomes (i.e., psychological distress, active 

concealment/intentional non-disclosure, mental health-related quality of life, and physical 

health-related quality of life). Analyses included exploratory factor analysis (EFA), 

confirmatory factor analysis (CFA), and structural equation modeling (SEM). 

Results. Four EFA models were created and compared. One with 12 items (cut down 

from the original 29 items) was selected after examining fit indices, standardized factor 
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loadings, and the meaning and clinical significance of items within each factor. Three, 

correlated factors of harm-related OUD-, MHD-, and CJ-related self-stigma were 

identified, each with four indicators. Preliminary SEM results indicated that higher levels 

of MHD self-stigma were associated with greater psychological distress (p < .001), more 

active concealment (p < .001), and poorer mental health quality of life (p = .001). Greater 

CJ self-stigma was associated with more active concealment (p = .007) and also with 

better mental health life quality (p < .001). While strongly correlated with both MHD and 

CJ self-stigma (p’s < .001), OUD self-stigma was not directly linked to any of the four 

health outcomes (p’s > .05). 

Conclusion. OUD, MHD, and CJ-related self-stigma are correlated yet distinct 

constructs, but they can be measured within a single, shortened instrument. Preliminary 

construct validity of the abbreviated 12-item measure of OUD, MHD, and CJ-related 

self-stigma was supported, in part, by significant associations with poorer health 

outcomes, including greater psychological distress, more active concealment of a 

stigmatized identity, and poorer mental health-related life quality. Additional 

psychometric work would yield greater insights into the validity and reliability of this 

brief, combined measure of intersectional self-stigma. 
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Background 

Internalized stigma, or self-stigma, describes the process through which people 

from stigmatized group(s) become aware of negative public attitudes and beliefs (e.g., 

stereotypes, prejudice) about belonging to a stigmatized group(s), the degree to which 

people from stigmatized group(s) agree with those attitudes and beliefs, and how people 

react or respond (e.g., feel harmed) to that awareness and/or agreement.87,133,142 Examples 

of stigmatized groups who experience significant health inequities (e.g., healthcare 

underutilization, poorer health, poorer quality healthcare) are: people with mental health 

disorders, people with a disability, people who are overweight or obese, people living 

with HIV, people of color, and people from gender and sexual minoritized groups.160 

Longitudinal studies have found that public attitudes and stigma are predictive of self-

stigma over time, which has inspired the implementation of large scale interventions, 

health communication, and media campaigns to reduce stigma and negative attitudes at 

the population level.305 That said, many of these public service announcement (PSA) 

campaigns have had limited success with long-term effectiveness.306 Behavioral and 

psychological responses to public stigma and self-stigma include feeling discredited, 

inadequacy, shame, poor mental health, and avoidance of social situations.133,143,144 

Therefore, self-stigma is an essential construct for understanding health impacts because 

it is predictive of healthcare use, help-seeking, and social engagement.142  

For justice-involved people, internalized stigma can arise from opioid use, having 

an MHD, justice system and criminal/legal system involvement, or any other part(s) of 

their identity or chronic health conditions. Opioid self-stigma is unique, in that it is 

distinct from other types of drug use self-stigma286,307 and is intimately tied to treatment-
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related discrimination and stigma for people who take or contemplate taking medication 

for opioid use disorder (MOUD).308 Mental health self-stigma, also often called “mental 

illness self-stigma”, follows the same general process as opioid use disorder (OUD) self-

stigma – awareness, agreement and harm.309,310 MHD self-stigma is particularly pervasive 

and diminishes help-seeking intentions and people’s willingness to seek treatment, when 

needed.309 Relative to OUD and MHD self-stigma, there is comparatively less known 

about self-stigma of criminal/legal system involvement. One unique part of criminal 

justice (CJ) self-stigma is how individuals’ CJ histories can be very publicly documented 

and available for other people to see, supporting very real concerns about public negative 

attitudes and any associated risks/harms of carrying a label of CJ-involvement.311 These 

types of self-stigma, in combination with other types of internalized stigma (e.g., 

internalized sexism, internalized racism, internalized weight stigma), intersect with each 

other, compound negative health outcomes, and can lead to avoidance coping and health 

risk behaviors – such as the initiation and continuation of drug use.172  To date, each of 

these three types of internalized stigma has been measured separately but have not been 

simultaneously measured among justice-involved people with OUD and MHD.  

Public Health Needs of Justice-Involved Adults with Co-Occurring Disorders 

There is a high prevalence of co-occurring substance use and OUDs among 

justice-involved adults, and these individuals have significant excess risk for recidivism 

and overdose mortality. For example, a large retrospective cohort study of British 

Columbia residents found that overdose risk was highest among those with co-occurring 

substance use and mental health disorders, relative to people with only a MHD, people 

with only a substance use disorder, and people without either diagnosis.57 Internationally, 
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about half of all people in prison with a mental health disorder (MHD) have a co-

occurring substance use disorder.312  

An OUD diagnosis is associated with significant excess risk of recidivism and 

overdose risk post-release. For example, in Indiana, approximately half (47%) of 

formerly incarcerated adults receiving forensic treatment for an OUD were diagnosed 

with a co-occurring mental health disorder.18 Moreover, having a co-occurring disorder 

was predictive of higher recidivism rates at both three and six months after initiating 

treatment.18 There is also an elevated risk of overdose among justice-involved adults with 

co-occurring disorders relative to their justice-involved counterparts with only an opioid 

use or a mental health disorder.313 

Unmet social and health needs among justice-involved people with co-occurring 

OUD and MHD further exacerbate the already elevated risks of drug overdose and other 

adverse health outcomes. Given the high prevalence of co-occurring OUD and MHD 

among those who have also been justice-involved and the associated health risks, social 

determinants of health must be identified and better addressed. Recent data indicate that 

formerly incarcerated people with co-occurring disorders face significant challenges after 

release, including lack of adequate health insurance, limited job opportunities, housing 

instability, limited transportation access, and histories of experiencing trauma and 

violence.314 For example, a recent evaluation of a re-entry program of Massachusetts 

adults with co-occurring OUD and MHD recently released from jail, almost three-

quarters (71.5%) indicated a history of trauma, 44.8% had less than a high school 

diploma or GED, 90.6% were unemployed, and 89.3% were unstably housed in the past 

month.315  
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In addition to significant unmet social needs, traditional approaches to healthcare 

services and service delivery – such as community-based behavioral healthcare – may 

vary in their effectiveness, depending on if a person has a co-occurring disorder.316 

Similarly, traditional approaches to treatment vary in effectiveness for people with co-

occurring disorders depending on which specific diagnoses are targeted in treatment. 

Generally speaking, meta-analytic research has found that integrated treatments that 

incorporate care for both substance use and mental health concurrently are more effective 

than single diagnosis treatments alone.317 When people have co-occurring disorders, 

internalized stigma of drug use, mental illness, and other parts of their identity (e.g., 

criminal/legal system involvement) can pose significant barriers to help-seeking, 

treatment retention, and healthcare assess and engagement.318 Clinicians and healthcare 

practitioners would benefit from having more insight into specific treatment gaps, 

underlying attitudes and beliefs associated with avoidance or discontinuation of 

treatment, and any other specific barriers and/or challenges that justice-involved 

individuals with OUD and MHD face in accessing healthcare and social services. 

Study Objective 

There is limited research on how overlapping and intersecting forms of self-

stigma, such as mental illness and drug use self-stigma, affect populations. In specific 

population groups, such as justice-involved adults with OUD and MHD, even less is 

known. Moreover, few – if any – self-stigma instruments have been psychometrically 

tested and validated for use with justice-involved adults with co-occurring OUD and 

MHD. Therefore, the purpose of this study was to develop and evaluate an integrated 

instrument of intersectional internalized stigma for justice-involved adults with co-
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occurring OUD and MHD using three, previously validated measures of domain-specific 

self-stigma (i.e., OUD, MHD, and justice system-specific self-stigma). The two, specific 

research questions examined were: 1) Can an integrated instrument measure 

intersectional internalized stigma among justice-involved adults with co-occurring OUD 

and MHDs, and 2) What is the factor structure of the integrated instrument of 

intersectional internalized stigma?  

Methods 

Participants 

Participants were N=213 justice-involved adults with co-occurring OUD and 

MHD recruited from various community and clinic settings from August 2023 to January 

2024. Specifically, eligible participants were justice-involved adults with a co-occurring 

OUD and MHD. Specifically, participants were: 1) adults ages 18 years and older, 2) had 

a past-year moderate to severe OUD (i.e., screened positive for opioid dependence on the 

Rapid Opioid Dependence Screen with a sum score of ≥ 3279) or had taken MOUD in the 

past year, 3) self-reported perceiving themselves to have a MHD, 4) self-reported having 

been incarcerated and/or on community corrections (e.g., probation, parole) within the 

past five years, and 5) were not receiving inpatient or residential treatment as a condition 

of their probation or parole. Figure 1 (Figure 6 in dissertation) shows the inclusion and 

enrollment flowchart for the N=213 eligible participants. 
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Procedures 

Most participants (85%; n=180) were recruited in-person at treatment clinics, 

harm reduction organizations, social services organizations, public transit stations, street 

intercept, and public parks. Another 12% (n=26) were recruited via flyers placed in 

community organizations or on social media and 3% (n=7) were referred by previous 

participants.  

Surveys were done either in-person or via virtual/remote formats (i.e., phone or 

Zoom) and participants chose whether to self-administer or have an interviewer 

administer the survey to them. Most surveyed were self-administered in-person (80%; 

n=170), 13% (n=28) were self-administered virtually/remotely, 3% (n=7) were 

interviewer-administered in-person, 3% (n=6) were interviewer-administered 

virtually/remotely, and 1% (n=2) used a combination of survey modes. All survey data 

were entered into REDCap, a secure platform for storing participant data.303,304 

Verbal informed consent was obtained from all participants before the eligibility 

screening because the screening data were used in analyses. Eligible participants who 

completed the survey received a $25 gift card in recognition of their time and 

contributions. Additionally, water, snacks, first aid supplies, and weather-specific items 

(e.g., gloves) were given out, regardless of their participation or eligibility in the study. 

Study procedures were reviewed and approved by Temple University’s 

Institutional Review Board and determined to be Exempt (Protocol #30697). Permission 

was granted from each recruitment site before any study activities were conducted or 

flyers were posted at that site. Several sites required a formal review process, and those 

approvals were obtained prior to collecting data. 
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Measures 

The full survey instrument had twelve survey modules and 187 items and took 

participants approximately 30-45 minutes to complete. Constructs selected for use in this 

study were sociodemographic characteristics, domain-specific internalized stigma (MHD, 

OUD, and justice-involvement), psychological distress, active concealment, mental and 

physical health-related quality of life, social support, and recovery capital. 

Sociodemographic Characteristics. Variables included gender, sexual orientation, 

age, race, ethnicity, educational attainment, annual household income, healthcare access, 

substance use, mental health conditions, and recency of justice system involvement. 

Internalized Stigma - MHD. Internalized stigma of MHD was measured with the 

Internalized Stigma of Mental Illness Scale-9 (ISMI-9), a nine-item, unidimensional 

measure of mental illness-related internalized stigma.285 While the original scale used a 

4-point Likert scale, the present study collected responses on a 5-point Likert scale to be 

consistent with the other measures of internalized stigma and to allow for greater 

variation in participants’ responses which ranged from 1 to 5 where “1” indicated strong 

disagreement and “5” meant strong agreement. Individual items were used in analyses 

(i.e., no scoring). Additionally, responses from the two reverse-coded items (i.e., “In 

general, I am able to live life the way I want to” and “I can have a good, fulfilling life, 

despite my mental illness”) were recoded prior to analysis.  

Internalized Stigma – OUD. Internalized stigma of OUD was assessed using the 

“agree” and “harm” subscales of the Brief Opioid Stigma Scale.286 In the original 

instrument, there were four items for each of three dimensions (stereotype awareness, 

stereotype agreement, and self-esteem decrement/harm).286. Response options were on a 
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5-point Likert scale, with “1” indicating strong disagreement and “5” indicating strong 

agreement. Individual items were used in analyses (i.e., no scoring), and no items had to 

be re-coded. 

Internalized Stigma – Justice-Involvement. Internalized stigma was measured with 

the internalized stigma subscale of the Self-Stigma of Individuals with Criminal Records 

(SSICR).287 This subscale has nine items about the internalized stigma of criminal/legal 

system involvement with response options on a four-point Likert scale. Like the other 

measures of internalized stigma used in the present study, responses were collected on a 

5-point Likert scale to increase variation in participants’ responses where “1” was strong 

disagreement and “5” was strong agreement. This is particularly important for this scale 

because the preliminary validation studies found relatively low levels of self-reported CJ 

internalized stigma among justice-involved people.287 

Psychological Distress. Psychological distress, a construct that has repeatedly 

been linked to stigma and discrimination209,319,320, was measured with the Kessler 

Psychological Distress Scale (K6).289 This scale has six items that ask about past-30 day 

psychological distress feelings and experiences with response options on a five-point 

Likert scale, ranging from “0” indicating “none of the time” and a “4” reflecting “all of 

the time.” Responses are then used to calculate a total score ranging from 0 to 24, with 

higher scores reflecting greater psychological distress. 289 The K6 has been validated for 

use among adults with various MHDs293, SUDs294,295, co-occurring disorders296,297, and 

justice-involvement.296,298 

Active Concealment. Active concealment was measured with an adapted version 

of the Quinn Active Concealment Scale (QUACS), which has fifteen items about active 
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non-disclosure about a stigmatized identity.216 For example, one item reads: “I use vague 

language when talking about my personal life to keep having an a [opioid use 

disorder/mental health disorder/criminal justice history] hidden.” Response options 

range from 1 to 5, where “1” means “never” and “5” means “always.” Given that these 

items were originally written and designed to ask about a single stigmatized/marginalized 

identity, the scale was repeated three times to ask about MH-related, OUD-related, and 

justice-involvement.  One item was reverse worded (“I don't do anything special to hide 

my OUD/MHD/justice-involvement because if someone asked me about it, I would just 

tell them the truth”). Items across MH, OUD, and justice-involvement were then used to 

calculate an overall average score reflecting active concealment across these three 

domains. 

Health-Related Quality of Life. Health-related quality of life was measured with 

ten items from the PROMIS – Global Health (v1.2)/PROMIS-10, a patient-reported 

outcome measure of physical function, pain, fatigue, emotional distress, and social health 

over the past week.290,299 Nine items were collected on a 5-point Likert scale, and a tenth 

item was measured on an 11-point scale. Six items (e.g., In general, would you say your 

health is...?)) had response options reflecting health status ranging from "1" meaning 

"Poor" to "5" meaning "Excellent". A seventh item asked, "How well were you able to 

carry out your everyday physical activities?" Response options ranged from "1" of "not at 

all" to "5" of "completely." The eighth item asked about how often the participant had 

been bothered by emotional problems and response options ranged from “1” of “always” 

to “5” of “never.” The ninth item asked about the participant’s average level of fatigue 

over the past week, and the response options ranged from “1” of “very severe” to “5” of 
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“none.” The tenth item, pain, was measured on an 11-point scale ranging from “0” (no 

pain) to “10” (worst pain imaginable). Responses from two reverse-worded items were 

re-coded so that all responses were measured in a consistent direction. Based on scoring 

guidelines, two scores for physical and mental health-related quality of life were 

calculated by converting raw summed scores to T-scores, which reflects how much a 

person’s score deviates from the population average, where a T-score of “50” reflects the 

population mean.290 

Social Support. The modified Medical Outcomes Study Social Support Survey 

(mMOS-SSS), an eight-item instrument, was used to measure social support.291 Four 

items assess tangible/instrumental social support and four items measure emotional 

support. Items are framed positively by asking about the extent to which people have 

supports and resources readily available if they were to need support. For example, one 

instrumental social support item said, “If you needed it, how often is someone available 

to help you if you were confined to bed?” One emotional support item said, “If you 

needed it, how often is someone available who understands your problems?” Likert-scale 

response options range from 1 to 5, where “1” means “none of the time” to  “5” which 

means “all of the time.” Scoring includes averaging all items and then transforming the 

average score to a zero to 100-point scale, where higher scores reflect greater social 

support. The mMOS-SS has excellent construct validity, discriminant validity, reliability, 

and has been used previously among justice-involved people and people who use 

opioids.291,321-323  

Recovery Capital. The Brief Assessment of Recovery Capital (BARC-10), a 10-

item unidimensional measure of internal and external resources available to support an 
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individual’s recovery, was used to measure recovery capital.292 Response options are on a 

Likert scale ranging from 1 to 6, where “1” means “strongly disagree” and “6” means 

“strongly agree.” Scoring includes summing all items to calculate a total score ranging 

from 10 to 60, where higher values reflect a greater amount of recovery capital. The 

BARC-10 has demonstrated good internal consistency (α = .90) and concurrent validity 

with another previously validated measure of recovery capital.292 Using differential item 

functioning to test if items behaved differently between groups, researchers also found no 

evidence of measurement invariance in the BARC-10 with respect to gender.292  

Statistical Analysis 

Sample characteristics are presented with univariate statistics, including 

sociodemographic characteristics, recruitment site, types of prior justice system 

involvement, lifetime mental health treatment status, discriminatory physical and sexual 

violence history, opioid dependence severity, physical and mental health quality of life, 

social support, and recovery capital. For each of the three included self-stigma measures, 

descriptive statistics were run including means, standard deviations, skewness, kurtosis, 

corrected item-total correlations (CITCs), and both item-level and scale-level Cronbach’s 

alphas. 

Item Reduction Techniques. Next, all internalized stigma items from the pooled 

item bank were included in an exploratory factor analysis (EFA), an item reduction 

technique. Before running the EFA, the Kaiser-Myer-Olkin (KMO) Test for Sampling 

Adequacy was evaluated to determine how well suited the data were for factor analysis. 

Specifically, KMO must be ≥.60 to run an EFA.324 In the EFA, between one and six 

factors were retained and reviewed using principal axis factoring extraction, which has no 
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distributional assumptions. An oblique factor rotation to allow factors (i.e., types of 

internalized stigma) to correlate was used.325-327  

The Kaiser-Guttman’s criterion of eigenvalues greater than 1 was used to 

determine dimensionality, and a minimum of four items with standardized factor loadings 

of .30 or higher were retained for each factor.327-330 Additionally, polytomous, Likert-

scale items with little variation and that had mean neutral values were explored as 

candidates for removal. From these findings, the fewest possible items that retained 

sufficient information and validity were retained for further evaluation in a single, 

proposed instrument for measuring intersectional internalized stigma.  

Measurement Model. The preliminary measurement model for the single-

proposed instrument was then tested using confirmatory factor analysis (CFA). Indicators 

were treated as ordinal variables with a diagonally weighted least square (WLSMV) 

estimator and missing data were handled using full-information maximum likelihood 

(FIML).331,332 Relative and absolute fit indices were computed and evaluated to determine 

model fit. Model fit was determined by evaluating absolute (i.e., root mean square error 

of approximation [RMSEA]) and relative (i.e., Comparative Fit Index [CFI] and Tucker-

Lewis index [TLI]) fit indices. Thresholds that determined acceptable fit were: RMSEA 

≤.06, CFI ≥ .95, TLI ≥ .95, and SRMR ≤ .08.333 Internal consistency was measured with 

McDonalds’ omega coefficient334, which more accurately measures reliability than 

Cronbach’s alpha for ordinal indicators.335 McDonald’s omega was calculated in StataSE 

Version 18.0 by adding parameter constraints and setting factors’ variances equal to 1 

using the “omegacoef” module.336 Acceptable internal consistency was established as 

having a McDonald’s coefficient omega of ≥ 0.7.337 
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Structural Equation Modeling. Finally, structural models were run to evaluate the 

proposed, combined instrument’s concurrent validity, linking intersectional internalized 

stigma to related health outcomes (i.e., psychological distress, active concealment, and 

health-related quality of life). Indicators were treated as ordinal variables with a WLSMV 

estimator and missing data were handled using FIML.331,332 The same fit indices as those 

used in the CFA were used to evaluate the SEM model fit. Similarly, acceptable internal 

consistency using McDonald’s omega was set at ≥ 0.7.337 All analyses were run in MPlus 

Version 8.6 and StataSE Version 18.0.338  

Results 

The majority of participants were male (68.1%; n=145), non-Hispanic white 

(59.3%; n=124), and heterosexual (91.7%; n=188). On average, participants were 40.9 

years old (SD = 10.0) and over three-quarters of participants were recruited from 

Pennsylvania (77.5%; n=165). In the past five years, 71.3% (n=149) of participants had 

been both incarcerated in a jail or prison for at least one night and also on community 

supervision (probation and/or parole). Additionally, 28.6% (n=61) had not finished high 

school or obtained a GED. Most participants had taken medications for opioid use 

disorder (MOUD) within the past year (86.3%; n=176) and had ever received mental 

health treatment (79.8%; n=162). Table 1 (Table 5 in dissertation) has more details about 

participant characteristics. 
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Table 5. Characteristics of study participants (N=213)  
  %(n)/M(SD) 
Gender 

 

Male 68.08% (145) 
Female 30.99% (66) 

Transgender Female 0.47% (1) 
Gender Non-Conforming/Non-Binary 0.47% (1) 

Sexual Orientation  
Homosexual (Gay or Lesbian) 1.95% (4) 

Heterosexual 91.71% (188) 
Bisexual 5.37% (11) 

Pansexual 0.49% (1) 
Asexual 0.00% (0) 

Another sexual orientation 0.49% (1) 
Age, M(SD) 40.89 (10.00) 
Age Category  

18-24 Years 1.90% (4) 
25-34 Years 28.23% (59) 
35-44 Years 41.43% (87) 
45-54 Years 16.67% (35) 
55-64 Years 10.00% (21) 

65+ Years 1.90% (4) 
Race and Ethnicity 

 

Non-Hispanic White 59.33% (124) 
Non-Hispanic Black/AA 17.22% (36) 

Non-Hispanic American Indian or Alaskan Native 1.91% (4) 
Non-Hispanic Asian 0.48% (1) 

Non-Hispanic Another Race 1.91% (4) 
Non-Hispanic Multiple Races 6.22% (13) 

Hispanic/Latinx 12.92% (27) 
Educational Attainment 

 

Less than 9th grade 1.88% (4) 
Some HS 26.76% (57) 

HS Graduate/GED 45.54% (96) 
Some College (1-3 Years) 19.25% (41) 

College Graduate (4 Years) 2.82% (6) 
Graduate Degree 3.76% (8) 

Annual Household Income 
 

Less than $10k 62.91% (134) 
$10k to <$15k 9.39% (20) 
$15k to <$20k 4.23% (9) 
$20k to <$25k 1.41% (3) 
$25k to <$30k 1.41% (3) 
$25k to <$30k 2.35% (5) 
$50k to <$75k 0.00% (0) 

$75k+ 1.41% (3) 
Missing/Invalid 16.90% (36) 
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Table 5 (continued). 
 
  

%(n)/M(SD) 
Recruitment State  

Pennsylvania 77.46% (165) 
Rhode Island 21.60% (46) 

Massachusetts 0.47% (1) 
Georgia 0.47% (1) 

Past 5-Year Justice System Involvement  
Both Incarceration and Community Supervision 71.29% (149) 

Incarceration Only 23.44% (49) 
Community Supervision Only 5.26% (11) 

Ever Received Mental Health Treatment? 
 

Yes 79.80% (162) 
No 20.20% (41) 

Past-Year MOUD 
 

Yes 86.27% (176) 
No 13.73% (28) 

Discriminatory Physical Assault Victimization  
Never 30.52% (65) 
Once 33.33% (71) 

More than once 36.15% (77) 
Discriminatory Sexual Assault Victimization  

Never 55.66% (118) 
Once 20.28% (43) 

More than once 24.06% (51) 
RODS Score, range: 0 to 7, M(SD) 6.49 (1.37) 
PROMIS Global Physical Health, t-score range: 16.2-67.7, M(SD) 37.74 (5.44) 
PROMIS Global Mental Health, t-score range: 21.2-67.6, M(SD) 38.28 (5.44) 
Social Support - range: 0 to 100, M(SD) 51.29 (20.22) 
Recovery Capital - BARC-10 score range: 12-60, M(SD) 34.45 (9.48) 
Notes.  M = mean; SD = standard deviation; AA = African American; HS = high school; 
MOUD = medications for opioid use disorder; RODS = Rapid Opioid Dependency Screener; 
BARC = Brief Assessment of Recovery Capital. Recruitment state was self-reported by 
participants who self-administered the survey, and one participant wrote in Georgia. 
Incarceration includes any overnight stay in jail or prison within the last five years; 
Community supervision includes any time on probation and/or parole within the last five 
years; Some college includes vocational and/or technical school. Physical health and mental 
health quality of life scores are standardized t-scores. Missing/invalid responses <10% were 
omitted from this table, including sexual orientation (n=8), age (n=3), age category (n=3), 
race and ethnicity (n=4), educational attainment (n=2), past 5-year justice system 
involvement (n=4), lifetime mental health treatment (n=10), past-year MOUD status (n=9), 
discriminatory sexual assault victimization (n=1), and RODS score (n=11).  
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Descriptive statistics, corrected item-total correlations (CITCs), and Cronbach’s 

alphas are presented for the items in the three internalized stigma instruments in Tables 2, 

3, and 4 (Tables 6, 7, and 8 in dissertation). Four models were created during the item 

reduction techniques procedures. The initial model (Model 1) used all 29 items from the 

three internalized stigma instruments. Model 2 removed two items from the ISMI-9 scale 

because their Kaiser-Myer-Olkin (KMO) test for sampling adequacy was < .60. 

Furthermore, the specific wordings in both of these items were overly general. Model 3 

removed the four “agreement” subscale items and kept only the “harm” subscale items 

from the Brief Opioid Stigma Scale.286 Finally, Model 4 retained only four indicators per 

factor, reflecting latent factors of harm-related self-stigma of having an opioid use 

disorder, mental health disorder, and justice system involvement. Four indicators for both 

OUD and MHD self-stigma were selected in Model 4 among the items from Model 3 that 

reflected harm (i.e., self-esteem and/or devaluation) and had the least residual variance. 

Items included in Model 4 – the proposed, abbreviated measure of intersectional self-

stigma for justice-involved adults with OUD and MHD – are shown in Table 5 (Table 9 

in dissertation). The readability of the proposed, abbreviated measure was good at about 

an eighth-grade reading level (Flesch-Kincaid Grade Level = 8.3). 
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Table 6. Self-Stigma of Individuals with a Criminal Record (SSICR) item means, 
standard deviations, skewness, kurtosis, corrected item-total correlations (CITCs), and 
Cronbach’s alpha (N=213) 

!$)(3&$+J+*(9$+(+)%:#:<(4+%$)"%2g+ @,7O0& 7P$H<$&&+ a3%5"&:&+ 8J[8 + 8%"<'()*h&+
(4=*(+,i0+

gJ+)(<<"5+'$+5%3&5$2@++ M@YX+,M@.]0+ M@M^+ /@_Y+ @^M.+ @X._+
gJ+(#+2:&G3&5:<G@++ M@]b+,.@Xb0+ M@/.+ _@-/+ @]_.+ @YXb+
gJ+(#+3<H:44:<G+5"+G$5+"%+P$$=+(+
%$G34(%+C"'@+ -@.]+,M@M]0+ M@/+̂ M@..+ @b]-+ @X.]+

gJ+(#+2:%5D+"%+3<)4$(<@++ M@^X+,.@X_0+ M@_-+ _@b]+ @]Y+̂ @YX-+
gJ+(#+'$4"H+(9$%(G$+:<5$44:G$<)$@++ M@^_+,.@XX0+ M@^M+ _@XM+ @]^X+ @YX/+
gJ+(#+3<=%$2:)5('4$@++ M@Y_+,M@.-0+ M@.]+ /@/.+ @^^X+ @X..+
gJ+)(<<"5+'$+%$*(':4:5(5$2@++ M@].+,.@X^0+ M@b_+ b@MM+ @^^/+ @X.M+
gJ+(#+2(<G$%"3&@++ M@].+,.@XY0+ M@_.+ _@-/+ @^X]+ @YXY+
gJ+(#+(+'(2+=$%&"<@+++ M@bb+,.@X.0+ M@X-+ ^@bY+ @^YX+ @YXX+

["5(4+ + + + + @X.X+
Notes. Response options ranged from 1 to 5, where “1” reflected strong disagreement and “5” 
indicated strong agreement. 
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Table 7. Brief Opioid Stigma Scale – harm and agreement subscale item means, standard 
deviations, skewness, kurtosis, corrected item-total correlations (CITCs), and Cronbach’s 
alpha (N=213) 
+ @,7O0& 7P$H<$&&+ a3%5"&:&+ 8J[8 + 8%"<'()*h&+

(4=*(+,i0+

J+'$4:$9$+5*(5+(+=$%&"<+H*"+:&+
(22:)5$2+5"+"=:":2&+)(<<"5+'$+
5%3&5$2@++

-@_.+,M@/M0+ .@_+̂ M@X/+ @bb_+ @]Y]+

J+'$4:$9$+5*(5+(+=$%&"<+H*"+:&+
(22:)5$2+5"+"=:":2&+:&+2(<G$%"3&@++ -@/-+,M@-Y0+ .@_X+ M@XY+ @^-.+ @]]Y+

1+=$%&"<+H*"+:&+(22:)5$2+5"+
"=:":2&+:&+5"+'4(#$+?"%+5*$:%+
=%"'4$#&@++

-@^-+,M@-Y0+ .@M-+ M@Y-+ @/_Y+ @YM]+

J+'$4:$9$+5*(5+(+=$%&"<+H*"+:&+
(22:)5$2+5"+"=:":2+:&+4(TD@+ M@XX+,M@M^0+ .@Xb+ -@XM+ @bb+̂ @]Y]+

J+%$&=$)5+#D&$4?+4$&&+'$)(3&$+J+
)(<<"5+'$+5%3&5$2+23$+5"+*(9:<G+
(<+"=:":2+3&$+2:&"%2$%@+

-@Mb+,M@/.0+ .@^X+ -@Mb+ @^.-+ @]Y.+

J+%$&=$)5+#D&$4?+4$&&+'$)(3&$+J+
(#+2(<G$%"3&+23$+5"+*(9:<G+(<+
"=:":2+3&$+2:&"%2$%@+

M@Yb+,M@M_0+ M@--+ /@_]+ @b^X+ @]Yb+

J+%$&=$)5+#D&$4?+4$&&+'$)(3&$+J+
(#+4(TD+23$+5"+*(9:<G+(<+"=:":2+
3&$+2:&"%2$%@++

M@XY+,M@-.0+ .@Yb+ -@/Y+ @_YY+ @]X]+

J+%$&=$)5+#D&$4?+4$&&+'$)(3&$+J+
(#+5"+'4(#$+?"%+*(9:<G+(<+
"=:":2+3&$+2:&"%2$%@+

-@-.+,M@/.0+ .@]M+ -@-b+ @_Yb+ @]X]+

["5(4+ + + + + @YM/+
Notes. Response options ranged from 1 to 5, where “1” reflected strong disagreement and 
“5” indicated strong agreement. 
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Table 8. Internalized Stigma of Mental Illness Scale-9 (ISMI-9) item means, standard 
deviations, skewness, kurtosis, corrected item-total correlations (CITCs), and Cronbach’s 
alpha (N=213) 

+ @,7O0& 7P$H<$&&+ a3%5"&:&+ 8J[8 + 8%"<'()*h&+
(4=*(+,i0+

75$%$"5D=$&+('"35+5*$+#$<5(44D+
:44+(==4D+5"+#$@++

-@-M+,M@M.0+ .@b+̂ -@/X+ @b-/+ @]/b+

J<+G$<$%(4A+J+(#+('4$+5"+4:9$+4:?$+
5*$+H(D+J+H(<5+5"@++

-@X_+,M@M^0+ F.@M-+ M@X/+ @.]b+ @]XX+

R$G(5:9$+&5$%$"5D=$&+('"35+
#$<5(4+:44<$&&+P$$=+#$+:&"4(5$2+
?%"#+5*$+j<"%#(4k+H"%42@++

-@^_+,M@Mb0+ .@Mb+ -@M_+ @bY/+ @]-b+

J+?$$4+"35+"?+=4()$+:<+5*$+H"%42+
'$)(3&$+J+*(9$+(+#$<5(4+:44<$&&@++

-@^_+,M@-.0+ .@M+̂ -@.M+ @^./+ @]--+

!$:<G+(%"3<2+=$"=4$+H*"+2"<k5+
*(9$+(+#$<5(4+:44<$&&+#(P$&+#$+
?$$4+"35+"?+=4()$+"%+:<(2$d3(5$@++

-@^.+,M@M_0+ .@-+̂ -@.X+ @^-_+ @]MX+

U$"=4$+H:5*"35+:44<$&&+)"342+<"5+
="&&:'4D+3<2$%&5(<2+#$@++

-@^.+,M@-.0+ .@-b+ -@.-+ @b^b+ @]-Y+

R"'"2D+H"342+'$+:<5$%$&5$2+:<+
G$55:<G+)4"&$+5"+#$+'$)(3&$+J+
*(9$+(+#$<5(4+:44<$&&@++

-@MX+,M@.X0+ .@]X+ /@..+ @b].+ @]-]+

J+)(<h5+)"<5%:'35$+(<D5*:<G+5"+
&"):$5D+'$)(3&$+J+*(9$+(+#$<5(4+
:44<$&&@++

M@YX+,M@.-0+ M@--+ _@M]+ @_]Y+ @]_-+

J+)(<+*(9$+(+G""2A+?34?:44:<G+4:?$A+
2$&=:5$+#D+#$<5(4+:44<$&&@+

/@--+,M@/^0+ F.@/.+ M@Y_+ @.Yb+ @X]Y+

["5(4+ + + + + @]^Y+

Notes. Response options ranged from 1 to 5, where “1” reflected strong disagreement and 
“5” indicated strong agreement. 
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Table 9. Items included in the abbreviated, 12-item instrument of intersectional self-
stigma 
?=/&1"$IJ10-,<.&B&E.%<&
J+%$&=$)5+#D&$4?+4$&&+'$)(3&$+J+)(<<"5+'$+5%3&5$2+23$+5"+*(9:<G+(<+"=:":2+3&$+2:&"%2$%@++
J+%$&=$)5+#D&$4?+4$&&+'$)(3&$+J+(#+2(<G$%"3&+23$+5"+*(9:<G+(<+"=:":2+3&$+2:&"%2$%@++
J+%$&=$)5+#D&$4?+4$&&+'$)(3&$+J+(#+4(TD+23$+5"+*(9:<G+(<+"=:":2+3&$+2:&"%2$%@++
J+%$&=$)5+#D&$4?+4$&&+'$)(3&$+J+(#+5"+'4(#$+?"%+*(9:<G+(<+"=:":2+3&$+2:&"%2$%@+

@E/&1"$IJ10-,<.&B&E.%<&
R$G(5:9$+&5$%$"5D=$&+('"35+#$<5(4+:44<$&&+P$$=+#$+:&"4(5$2+?%"#+5*$+j<"%#(4k+H"%42@+
J+?$$4+"35+"?+=4()$+:<+5*$+H"%42+'$)(3&$+J+*(9$+(+#$<5(4+:44<$&&@++
!$:<G+(%"3<2+=$"=4$+H*"+2"<k5+*(9$+(+#$<5(4+:44<$&&+#(P$&+#$+?$$4+"35+"?+=4()$+"%+:<(2$d3(5$@+
U$"=4$+H:5*"35+:44<$&&+)"342+<"5+="&&:'4D+3<2$%&5(<2+#$@+

;R&1"$IJ10-,<.&B&E.%<&
!$)(3&$+J+*(9$+(+)%:#:<(4+%$)"%2A+J+(#+2:&G3&5:<G@++
!$)(3&$+J+*(9$+(+)%:#:<(4+%$)"%2A+J+(#+2:%5D+"%+3<)4$(<@+
!$)(3&$+J+*(9$+(+)%:#:<(4+%$)"%2A+J+(#+'$4"H+(9$%(G$+:<5$44:G$<)$@+
!$)(3&$+J+*(9$+(+)%:#:<(4+%$)"%2A+J+(#+(+'(2+=$%&"<@+++

Notes. OUD = opioid use disorder; MHD = mental health disorder; CJ = criminal justice.  
 

Fit indices for all four EFA models are shown in Table 6 (Table 10 in 

dissertation). Model fit indices were acceptable across all four models, but the chi-

squared test of model fit was only acceptable in Model 4 with the 12 items. Geomin 

rotated factor loadings from the exploratory factor analyses for all four models are 

presented in Tables 7-10 (Tables 11, 12, 13, and 14 in dissertation).  

Table 10. Summary and model fit indices for four exploratory factor analysis models 
(N=213) 

V"2$4+ J5$#&+ Q()5"%&+ l ! ,2?0A+Q+ 8QJ+ [>J + LV7;1+ +
,X.m+8J0+ 7LVL +

M+ -^ + _+ _-.@M__,M__0A+Q+n+@...M+ .@X^-+ .@X_b+ .@.^/++
,.@.b_A+.@.]-0+ .@.bM+

- + -_+ _+ /_b@Mb_,MY^0A+Q+n+@...M+ .@X^Y+ .@Xb-+ .@.^/++
,.@.b/A+.@.]_0+ .@._X+

/ + -. + / + /_Y@b^M,M//0A+Q&n+@...M+ .@Xb-+ .@X/M+ .@.Y]++
,.@.]^A+.@.XY0+ .@.bb+

_+ M-+ / + /]@-YX,//0A+Q+o+@-]Y/+ .@XXY+ .@XX]+ .@.-b++
,.@...A+.@.bY0+ .@.- +̂

Notes. Model 1 = ismi-9, ssicr, and agreement and harm subscales of brief opioid stigma 
scale; Model 2 = ismi-9, ssicr, and agreement and harm subscales of brief opioid stigma 
scale; Model 3 = 2 overly general ismi-9 items removed; harm subscale of brief opioid 
stigma scale only; Model 4 = harm subscale of brief opioid stigma scale only; maintain 4 
strongest indicators per factor. 
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Table 11. EFA and geomin rotated factor loadings for Model 1 with all original self-
stigma items loadings (N=213) 
+& Q()5"%+M+ Q()5"%+-+ Q()5"%+/+ Q()5"%+_+
8W+7$4?F75:G#(+J5$#&+

+ + + +

!$)(3&$+J+*(9$+(+)%:#:<(4+%$)"%2g+
+ + + +

gJ+)(<<"5+'$+5%3&5$2@++ .@.^-+ POQRST& F.@./_+ F.@M^^p+
gJ+(#+2:&G3&5:<G@++ F.@./_+ POUUQT& F.@._]+ .@..M+
gJ+(#+3<H:44:<G+5"+G$5+"%+P$$=+(+%$G34(%+C"'@+ .@M/bp+ POVWVT& .@.].+ F.@.Y]+
gJ+(#+2:%5D+"%+3<)4$(<@++ F.@.bY+ POXSXT& F.@.-M+ .@.M_+
gJ+(#+'$4"H+(9$%(G$+:<5$44:G$<)$@++ F.@./_+ POUUUT& .@...+ .@.X+̂
gJ+(#+3<=%$2:)5('4$@++ .@.bM+ POQSYT& .@MM_+ F.@.XM+
gJ+)(<<"5+'$+%$*(':4:5(5$2@++ F.@./_+ POVZVT& .@.^M+ POSZWT&
gJ+(#+2(<G$%"3&@++ .@._X+ POVRUT& F.@.M_+ POSVRT&
gJ+(#+(+'(2+=$%&"<@+++ .@.Y-+ POVPYT& .@.b/+ POZRYT&

Z6O+7$4?F75:G#(+J5$#&+
+ + + +

J+'$4:$9$+5*(5+(+=$%&"<+H*"+:&+(22:)5$2+5"+"=:":2&+)(<<"5+
'$+5%3&5$2@++

POVQQT& .@./_+ .@MY_+ IPOSPYT&

J+'$4:$9$+5*(5+(+=$%&"<+H*"+:&+(22:)5$2+5"+"=:":2&+:&+
2(<G$%"3&@++

POQWUT& .@.b/+ .@Mb_+ F.@---+

1+=$%&"<+H*"+:&+(22:)5$2+5"+"=:":2&+:&+5"+'4(#$+?"%+5*$:%+
=%"'4$#&@++

POZQXT& F.@.b-+ .@./]+ F.@-Mbp+

J+'$4:$9$+5*(5+(+=$%&"<+H*"+:&+(22:)5$2+5"+"=:":2&+:&+4(TD@+ POVSQT& .@.b]+ .@./]+ F.@.-X+

J+%$&=$)5+#D&$4?+4$&&+'$)(3&$+J+)(<<"5+'$+5%3&5$2+23$+5"+
*(9:<G+(<+"=:":2+3&$+2:&"%2$%@+

POVSRT& .@--Xp+ F.@./]+ .@.bb+

J+%$&=$)5+#D&$4?+4$&&+'$)(3&$+J+(#+2(<G$%"3&+23$+5"+
*(9:<G+(<+"=:":2+3&$+2:&"%2$%@+

POVSVT& .@MY.p+ F.@../+ .@.]/+

J+%$&=$)5+#D&$4?+4$&&+'$)(3&$+J+(#+4(TD+23$+5"+*(9:<G+(<+
"=:":2+3&$+2:&"%2$%@++

POVZWT& F.@.--+ F.@.M/+ .@-]M+

J+%$&=$)5+#D&$4?+4$&&+'$)(3&$+J+(#+5"+'4(#$+?"%+*(9:<G+(<+
"=:":2+3&$+2:&"%2$%@+

POQYZT& F.@.]M+ F.@MYYp+ .@MbY+

VIO+7$4?F75:G#(+J5$#&+
+ + + +

75$%$"5D=$&+('"35+5*$+#$<5(44D+:44+(==4D+5"+#$@++ F.@.b-+ .@MXbp+ POVSWT& .@.M+̂
J<+G$<$%(4A+J+(#+('4$+5"+4:9$+4:?$+5*$+H(D+J+H(<5+5"@++ .@._]+ F.@-Mb+ .@.b_+ POSVYT&
R$G(5:9$+&5$%$"5D=$&+('"35+#$<5(4+:44<$&&+P$$=+#$+
:&"4(5$2+?%"#+5*$+j<"%#(4k+H"%42@++

.@M/M+ F.@.Y_+ POVQWT& .@.^_+

J+?$$4+"35+"?+=4()$+:<+5*$+H"%42+'$)(3&$+J+*(9$+(+#$<5(4+
:44<$&&@++

F.@./M+ F.@.Y_+ POUVZT& .@..Y+

!$:<G+(%"3<2+=$"=4$+H*"+2"<k5+*(9$+(+#$<5(4+:44<$&&+
#(P$&+#$+?$$4+"35+"?+=4()$+"%+:<(2$d3(5$@++

F.@.].+ .@./b+ POUSUT& F.@.-M+

U$"=4$+H:5*"35+:44<$&&+)"342+<"5+="&&:'4D+3<2$%&5(<2+#$@++ .@.YX+ F.@.M]+ POQWVT& F.@MM-+

R"'"2D+H"342+'$+:<5$%$&5$2+:<+G$55:<G+)4"&$+5"+#$+
'$)(3&$+J+*(9$+(+#$<5(4+:44<$&&@++

.@MY/+ .@M]/+ POZURT& .@-..+

J+)(<k5+)"<5%:'35$+(<D5*:<G+5"+&"):$5D+'$)(3&$+J+*(9$+(+
#$<5(4+:44<$&&@++

.@MX-+ .@-.Y+ POSSPT& POSPST&

J+)(<+*(9$+(+G""2A+?34?:44:<G+4:?$A+2$&=:5$+#D+#$<5(4+
:44<$&&@+

F.@-_]+ .@M^M+ .@..-+ PORSPT&

Notes. * p < .05; Geomin (oblique) rotated loadings are bolded if the standardized factor loading 
was greater or equal to .300 
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Table 12. EFA and geomin rotated factor loadings for Model 2 with two overly general 
mental health self-stigma items removed (N=213) 
++ Q()5"%+M+ Q()5"%+-+ Q()5"%+/+ Q()5"%+_+
8W+7$4?F75:G#(+J5$#&+

+ + + +

!$)(3&$+J+*(9$+(+)%:#:<(4+%$)"%2g+
+ + + +

gJ+)(<<"5+'$+5%3&5$2@++ .@.X]& F.@.M/& POQRST& F.@.X_+
gJ+(#+2:&G3&5:<G@++ F.@../& F.@._M& POUZQT& .@.^Y+
gJ+(#+3<H:44:<G+5"+G$5+"%+P$$=+(+%$G34(%+C"'@+ .@M^^p& .@.YM& POVRYT& F.@.X.+
gJ+(#+2:%5D+"%+3<)4$(<@++ F.@._]& F.@..X& POUSVT& .@M]b+
gJ+(#+'$4"H+(9$%(G$+:<5$44:G$<)$@++ F.@.MX& .@..M& POQUPT& .@--Xp+
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POVSVT& F.@./-& .@-.bp+ .@.]/+
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POVSST& .@...& .@M/X+ .@M.X&
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POVSQT& F.@./_& F.@.-/+ .@M^X&
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POQPZT& F.@MX/p& F.@.^/+ .@.Xb&
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Table 13. EFA and geomin rotated factor loadings for Model 3 with harm subscale items 
only (N=213) 
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Table 14. EFA and geomin rotated factor loadings for Model 4 with 12 harm-related self-
stigma items (N=213) 
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The preliminary measurement model using CFA for the proposed, 12-item 

instrument of intersectional self-stigma is shown in Figure 2 (Figure 7 in dissertation). 

Using both absolute and relative fit indices, the measurement model had acceptable fit 

(χ2=79.62(51), p=.0063, CFI=.988, TLI=.985, RMSEA = .051, SRMR=.041). Factor 

loadings were strong, and all standardized factor loadings were at or above 0.5, which is 

standard practice across various research disciplines.339-341 Factor loading cut-offs have 

been set even lower in some addictions research.342-344 As was expected, the three factors 

were correlated (p’s < .001). Additionally, each of the three subscales had high internal 

consistency (McDonald’s omegas range: 0.73 to 0.88). 
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Figure 7. Confirmatory factor analysis (measurement model) for intersectional 
internalized stigma (N=213) 

 
Notes.'ISMI = Internalized Stigma of Mental Illness; CJ = criminal justice; SSCIR = Self-Stigma 
of Individuals with a Criminal Record. 

 
Figure 3 (Figure 8 in dissertation) shows the full structural model of intersectional 

internalized stigma and four health outcomes (psychological distress, active concealment, 

PH QOL, and MH QOL). Using both absolute and relative fit indices, the structural 

model had acceptable fit (χ2=117.08(87), p=.0174, CFI=.988, TLI=.984, RMSEA = .040, 

SRMR=.040). Higher levels of mental health-related self-stigma were associated with 

greater psychological distress (p < .001), more active concealment (p < .001), and poorer 

mental health quality of life (p = .001). Self-stigma related to criminal/legal system 

involvement was also associated with more active concealment (p = .007). Counter to 

what was expected, however, greater justice system involvement-related self-stigma was 

associated with better mental health life quality (p < .001). While strongly correlated with 

both mental health and criminal/legal system-related self-stigma (p’s < .001), opioid use-

related self-stigma was not directly linked to any of the four health outcomes (p’s > .05). 
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Figure 8. Full structural model of intersectional internalized stigma and health outcomes 
(psychological distress, active concealment, PH QOL, and MH QOL) (N=213) 

 
Notes. PH = physical health; QOL = quality of life; MH = mental health; ISMI = Internalized 
Stigma of Mental Illness; CJ = criminal justice; SSCIR = Self-Stigma of Individuals with a 
Criminal Record. 

Discussion 

This study describes the feasibility of combining three measures to create a single, 

integrated measure of internalized stigma suitable for use among justice-involved adults 

with co-occurring OUD and MHD. Factor analyses indicate that these types of 

internalized stigmas are correlated yet distinct from one another, but also that these self-

stigmas can be measured within a single, shortened instrument. Structural validity was 

supported by strong factor loadings across self-stigma items in the combined and 

abbreviated, 12-item instrument. Other strengths of the instrument are its minimal 

assessor burden, which requires no training and, in fact, can be participant self-

administered. Additionally, there is no cost to administer this instrument. Construct 

validity of the integrated instrument of self-stigma was also largely supported by 

significant associations with poorer health outcomes, including greater psychological 
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distress, more active concealment of stigmatized identity, and poorer mental health-

related quality of life. However, these direct associations for all health outcomes were 

only observed for mental health self-stigma.  

While opioid self-stigma was significantly correlated with both mental health and 

CJ stigma, opioid self-stigma was not directly linked to any health outcomes after 

accounting for mental health and CJ self-stigma. Importantly, this does not mean that 

opioid use stigma is unrelated to these health constructs. Instead, after accounting for 

mental health and CJ self-stigma, opioid use self-stigma did not further influence health. 

To date, there does not appear to be any quantitative research that includes all three of 

these types of self-stigma and their associations with health. While this finding might 

initially appear to contradict some of the prior research on public stigma which found that 

the general public held stronger discriminatory attitudes and beliefs about people who use 

drugs than people with a mental illness345-347, the present study was not set up as a 

comparison study of the relative strengths of these types of self-stigma. Rather, the 

present study sought to test a specific model where three types of self-stigma are 

correlated and can predict health outcomes among justice-involved people with OUD and 

MHD.  

One unanticipated finding was that greater criminal/legal system related self-

stigma was associated with better mental health quality of life. Some prior studies have 

offered some explanations for this unexpected effect direction. For example, Moore and 

colleagues suggested that people with more severe mental health issues might be less 

likely to identify as “criminals” or might place blame on their criminal/legal system 

involvement on their mental illness, rather than on themselves – which would otherwise 
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potentially lead to greater CJ self-stigma.130 People who are doing well, in terms of their 

mental health, might also act in accordance with theories of social distancing or 

“othering.” Given that these were cross-sectional analyses, the direction of the effect or 

the causality of this relationship cannot truly be known. It is possible, then, that people 

with better mental health consciously or unconsciously distance themselves from people 

they perceive as “less than” – such as people with criminal/legal system involvement, 

possibly as a coping strategy or psychological protective mechanism. It is also possible 

that other factors, such as time since CJ involvement or extent of CJ involvement, are 

correlated with mental health quality of life and CJ stigma and obscure the true effect of 

this relationship. 

No significant associations were observed between CJ self-stigma and physical 

health, which is less surprising in context when mental health – both psychological 

distress and mental health quality of life – have been accounted for. In one study of CJ 

self-stigma, mental health, physical health, and community integration showed that CJ 

self-stigma was associated with poorer mental health but not physical health311 – 

consistent with the present study’s findings related to physical health. It is also possible 

that after mental health self-stigma has been accounted for, CJ self-stigma has limited 

additional influence on health above and beyond that already explained by mental health 

self-stigma. Future research may consider mediation analyses to explore these questions. 

In future work, it would also behoove researchers to consider collaborating with people 

with lived experience of justice system involvement, mental illness, and opioid use 

disorder across all stages of measure development, measure refinement, recruitment site 

selection and participant recruitment strategies, and the interpretation of psychometric 
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results. By doing so, recruitment may be more effective and efficient, unexpected 

findings could be explained in context and through explanations not readily available in 

existing literature, and results can be more rapidly and meaningfully conveyed back to 

the study population. 

Normative data to establish population averages to make comparisons and 

references should be collected from a larger sample of justice-involved people with OUD 

and MHD and also from specific populations who may experience self-stigma differently 

(e.g., groups with specific mental illnesses, such as depression versus schizophrenia). 

Given that there is no quantitative data to date on the population averages of opioid use, 

mental illness, and CJ self-stigma among justice-involved people with OUD and MHD, 

comparisons and interpretations of measures are made challenging and less useful. In 

other words, it remains unclear how strong any specific person’s OUD, MH, or CJ self-

stigma is relative to other people from similar backgrounds. From a practitioner or 

program evaluator’s perspective, knowing the average scores of opioid harm self-stigma 

in a given population relative to their specific program, patient, or study sample can yield 

useful information about how to proceed and better support that person and/or group. For 

example, if a group has significantly higher MHD self-stigma than the average CJ-

involved person with OUD and MHD, perhaps more initiatives to improve MH self-

stigma should be explored for the purpose of improving health and wellbeing.  

In addition to normative data, specific thresholds yielding clinical significance 

and pragmatic utility should be identified in this specific population. This might require 

additional segmentation within those with greater MH self-stigma. A 2003 study found 

that MH stigma measured with the 27-item long-version (ISMI) of the ISMI-9 scale used 
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in this study that used a 4-point Likert scale ranging from 1 to 4 had proposed cut-point 

of 2.51 (2.51-4.00) to indicate people with high mental illness self-stigma versus a range 

of 1.00-2.50 to indicate people with low mental illness self-stigma.348 However, this 

study was conducted in a sample of people diagnosed only with a mental illness. A 

second study to identify cut-points was conducted, which identified four categories using 

the same, original 27-item long-version ISMI, but this study was also done in a different 

study population – people diagnosed with schizophrenia spectrum disorders.349 In 

addition to collecting normative data and establishing cut-points, researchers should also 

explore the responsiveness of the combined self-stigma measure to change over time. For 

example, the ranges of self-stigma response options in this study were collected on a 5-

point Likert scale, but future research might need to expand on that range (e.g., 7-point; 

11-point) to be able to observe changes over time.  

Limitations 

This study had some limitations. First, given the wide variety of passive and 

active recruitment strategies that were used, a survey response rate could not be 

calculated. Additionally, there are other types of internalized stigma that may impact the 

development of self-stigma related to justice-involvement, opioid use disorder, mental 

illness, and/or their combinations. For example, a study of adults experiencing 

homelessness found that the stigma of homelessness was predictive of greater treatment 

avoidance and psychological distress for those reporting low or moderate levels of racial 

stigma. Participants reporting high levels of racial stigma reported poor psychological 

well-being and greater treatment avoidance irrespective of how much homelessness 

stigma they experienced.260 Therefore, unmeasured forms of internalized stigma 
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potentially salient to this population – such as internalized racism and classism – may 

limit the validity of these results. Additionally, this study’s sample size of N=213 meant 

that the Model 1 factor analysis may have had limited power. This is because Model 1 

had 26 observed indicators, which would ideally have had a sample size of at least 260 

participants following the N:q rule of 10:1 observations per observed indicator.278 It also 

would have been preferable for the factor analysis/EFA to have been run in a separate or 

independent sample from the CFA and structural models. Finally, this was a cross-

sectional survey which limits inferences to causality and directionality – including 

directionality of paths in the structural models.  

Conclusion 

This study found preliminary evidence that OUD, MHD, and CJ-related self-

stigma are correlated yet distinct constructs among justice-involved people with OUD 

and MHD, and that these constructs can be measured within a single, shortened 

instrument. Preliminary construct validity of the 12-item abbreviated and combined 

measure of OUD, MHD, and CJ-related self-stigma was supported, in part, by significant 

associations with poorer health outcomes, including greater psychological distress, more 

active concealment of a stigmatized identity, and poorer mental health-related life quality 

using latent, structural models. However, while all three types of self-stigma were 

strongly correlated, only mental health self-stigma was consistently associated with three 

of the four health outcomes in the hypothesized effect direction (i.e., greater self-stigma 

associated with poorer health outcomes). Additional research with a larger sample, 

test/re-test data, longitudinal data, known group validity, and additional variables known 
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to correlate and not correlate with these self-stigma constructs will help further support 

the validity and reliability of this brief, combined measure of intersectional self-stigma.  
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CHAPTER 4 

MANUSCRIPT 2 

Title: Evaluating the factor structure and psychometric properties of the Intersectional 

Discrimination Index (InDI) and exploring health impacts among justice-involved adults 

with co-occurring opioid use and mental health disorder 

Abstract 

Purpose. Justice-involved adults with co-occurring opioid use disorder (OUD) and 

mental health disorder (MHD) have complex health needs and underutilize healthcare 

services. Stigma and discrimination pose barriers to healthcare access and community 

participation. Having a co-occurring disorder and criminal-legal system involvement 

justifies use of an intersectional lens to understand stigma and discrimination. This study 

conducted the first psychometric evaluation of a novel self-report instrument of 

intersectional stigma and discrimination (i.e., the Intersectional Discrimination Index 

[InDI]) in a sample of justice-involved adults with OUD and MHD and also examined 

associations between intersectional discrimination and four health impacts. 

Methods. N=213 justice-involved adults with OUD and MHD from clinics and 

community-based settings were surveyed from 08/2023 to 01/2024. Variables were 

sociodemographic characteristics, intersectional discrimination (i.e., anticipated, day-to-

day, and major lifetime discrimination), and health impacts (i.e., psychological distress, 

active concealment, and health-related quality of life [QOL]). Analyses included 

confirmatory factor analysis (CFA) and structural equation modeling (SEM). 

Results. The measurement model for anticipated discrimination had inconsistent fit 

indices (χ2=226.95(27), p<.0001, CFI=.940, TLI=.920, RMSEA = .186, SRMR=.060), 
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but standardized factor loadings were strong (all >= .665) and internal consistency was 

high (α = .90). Using structural equation modeling, anticipated discrimination was 

associated with more psychological distress (p < .001), more active concealment (p < 

.001), and poorer mental health quality of life (QOL) (p = .001) – but not physical health 

QOL (p = .686). The measurement model for day-to-day discrimination was acceptable 

(χ2=60.42(27), p=.0002, CFI=.991, TLI=.988, RMSEA = .076, SRMR=.026), and more 

day-to-day discrimination was associated with greater psychological distress, active 

concealment, and poorer mental health QOL – but not physical health QOL. The original 

measurement model for major lifetime discrimination lacked good fit (χ2=202.91(65), 

p<.0001, CFI=.914, TLI=.897, RMSEA = .100, SRMR=.084), but an alternate 2-factor 

model separating violence victimization from other types of major discrimination yielded 

better fit indices and acceptable model fit (χ2=122.01(64), p<.0001, CFI=.964, TLI=.956, 

RMSEA = .065, SRMR=.064). While other types of major discrimination were predictive 

of more active concealment (p = .002), discriminatory violence victimization was not 

associated with any health outcomes. 

Clinical Relevance. Stigma and discrimination may be underestimated and invalid when 

participants are expected to know why they anticipate mistreatment or unfair judgement, 

as has been done previously. These findings can help us understand how combined 

experiences of stigma and discrimination relate to health and life quality – especially 

people with multiple chronic conditions, justice system involvement, and membership in 

minoritized group(s). 
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Background 

Intersectional Discrimination 

Multiple and intersecting forms of stigma and discrimination pose significant 

challenges to healthcare access, community participation, and overall health and 

wellbeing for justice-involved adults with co-occurring opioid use disorder (OUD) and 

mental health disorder (MHD). This includes, but is not limited to, discrimination that 

arises from criminal/legal system involvement stigma121,191,211,350,351, mental illness 

stigma94,191, opioid use stigma352,353, and treatment-specific stigma (e.g., psychiatric 

medication stigma243 and medications for opioid use disorder [MOUD] stigma351,354,355). 

Other forms of discrimination can occur, too, and further harm health, such as ageism, 

racism, and sexism and gender discrimination.215,356-358 Further perpetuated and 

reinforced by social, community, and structural contexts (e.g., discriminatory institutional 

practices), intersectional stigma and discrimination can influence justice-involved people 

with OUD or MHD throughout their lives, including in accessing basic needs like 

healthcare, education, and housing.95,359 

Historically, specific types of stigma and discrimination have mainly been studied 

individually and among populations described somewhat homogenously as having a 

single identity or a single health condition that one could attribute their experiences of 

stigma and discrimination.87,96,119,121,286,310,360 Researchers have also explored multiple 

forms of marginalization and discrimination using terminology such as “double 

stigma”361-366, “dual stigma”367,368, “triple stigma”357,369,370, and “multiple stigma.” While 

these approaches consider that people can experience multiple types and overlapping 

types of stigma and discrimination, the human experience is often much more complex 
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than single and dual stigma models can convey, particularly models and analyses that 

take a standard additive or multiplicative approach.371 For example, people can 

experience stigma of having co-occurring health conditions as well as stigma of having 

perceived membership in multiple minoritized social group(s), leading to exposure to 

negative public attitudes, prejudice, mistreatment, and the internalization of those 

experiences.146 Often, stigma exposure and discriminatory experiences cannot be 

attributed to a single part of one’s identity.158,262,372 Therefore, a more complex, person-

centered research approach is justified to better understand intersecting and combined 

measurement and related impacts of intersectional stigma and discrimination experiences,  

such as those experienced by justice-involved people with an OUD and MHD.   

Public health and governing agencies, such as the U.S. Department of Health and 

Human Services, have more recently focused on intersecting forms of stigma and 

discrimination.263 In 2022, the National Center for Health Statistics (NCHS) unit of the 

Centers for Disease Control and Prevention (CDC) released recommendations made by 

its Board of Scientific Directors on whether to include and how to measure 

discrimination within its nationally representative surveys. The Board recommended 

measuring discrimination in its surveys and allowing respondents to select multiple 

reasons for discrimination attribution (i.e., select all that apply). The Board also noted the 

significance of intersectional stigma and discrimination and their impacts on health, but 

ultimately determined that intersectional discrimination measures would benefit from 

greater testing of respondent cognitive processes before including measures of 

intersectional discrimination in their surveys.373 
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Despite widespread agreement about multiple types of stigma and discrimination 

and their negative impacts on health66-68,146,270,371,374,375, little is known about combined 

and intersecting forms of stigma and discrimination among justice-involved people with 

OUD and MHD. Moreover, what is known has been largely based on qualitative 

studies354,376,377 and case studies.351 For example, a 2024 qualitative study on 

intersectional stigma and discrimination in a sample of 25 adults receiving MOUD in the 

US highlighted the complexity and impacts of the combined prejudice and oppression 

associated with having multiple socially marginalized identities, such as a history of drug 

use, co-occurring health conditions and disability status, prior criminal/legal system 

involvement, low socioeconomic status, and/or minoritized group status associated 

race/ethnicity, gender, age, or sexual orientation.354 In a 2021 case study of five formerly 

incarcerated people who inject drugs who missed healthcare and/or social services 

appointments, participants with co-occurring mental health disorders described 

experiences of disrespectful communication, inadequate care (e.g., withholding 

psychiatric medication and withholding of preferred type of MOUD), and mistreatment 

by correctional officers and carceral facility healthcare staff.351 These negative 

experiences, in turn, led to feelings of distrust and suspicion towards healthcare providers 

and service providers more generally.351  

Measuring Intersectional Discrimination 

 Despite the importance of the role of intersectional stigma, there is limited 

quantitative evidence of the extent to which combined discriminatory experiences 

coalesce to influence health of justice-involved people with OUD and MHD. This is 

partly because existing measures of discrimination have had challenges and limitations. 



 97 

For example, one scale commonly used in public health research to measure 

discriminatory experiences is the Everyday Discrimination Scale378, which was 

developed in 1997 from insights from a 1991 book comparing racism experiences 

between women in the US and The Netherlands.379 However, many people – especially 

people with multiple chronic health conditions and people belonging to multiple 

minoritized groups – struggle to pinpoint a single or specific cause associated with 

incidents of discrimination and mistreatment.158,262,372 Knowing the causes of 

discriminatory experiences would require reading another person’s mind or would require 

the person/people enacting the discrimination to make their reasons explicitly known,  

verbally or otherwise. Other existing measures of discrimination have measured only a 

single type of discrimination (e.g., mental illness-related discrimination348,380) or have 

measured discrimination only within a single setting (e.g., healthcare 

discrimination381,382). To understand intersectional discrimination and its impacts on 

justice-involved people with OUD and MHD, a self-report, quantitative instrument is 

needed that captures frequency and quantity of experiences of intersectional 

discrimination regardless of the cause across a variety of potential stigma sources and 

settings. 

Intersectional Discrimination Index (InDI) 

 A strong candidate for measuring intersectional discrimination among justice-

involved adults with co-occurring OUD and MHD is the Intersectional Discrimination 

Index (InDI)288 because the InDI was originally developed to describe and elucidate the 

impacts of discrimination in groups at risk for experiencing multiple forms of stigma and 

discrimination. The InDI has three subscales of day-to-day discrimination, major 
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discrimination, and anticipated discrimination, a level of detail that helps further clarify 

how much and the ways that discrimination impacts people.288 Day-to-day discrimination 

reflects current, ongoing experiences with enacted stigma and discrimination, such as a 

person overhearing other people laughing or talking about them, being pointed at or 

stared at in public, or being treated by other people as if they were unhelpful or rude 

because of their identity.288 Major discrimination encompasses larger incidents of 

discriminatory experiences that are less likely to be experienced routinely, such as 

experiencing sexual or violence victimization, eviction or housing denial by a landlord or 

housing authority, or a refusal by a healthcare provider to provide care because of one’s 

identity and/or health condition(s).288,383 Anticipated discrimination includes current 

expectations, fears, and concerns about experiencing unfair, prejudicial, or discrimination 

treatment from others, such as being treated unfairly by workplace supervisors or 

employers, having trouble finding friendship or romance, and having concerns about 

being attacked physically by other people because of who they are, including their 

identity, criminal/legal history, and health conditions.288 

Another strength of the InDI is that it does not require people to know the reasons 

or causes of why they were mistreated, unfairly judged, or experiencing prejudicial or 

discriminatory treatment.288 The InDI also has psychometric strengths, in that researchers 

have found strong convergence of the instrument with other measures of discrimination 

and strong construct validity through significant associations with health outcomes linked 

previously to discrimination - including psychological distress.288 However, the InDI has 

not yet been validated for use specifically among justice-involved people with co-

occurring OUD and MHD. 
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Objective 

The aim of this study was to evaluate the factor structure and psychometric 

properties of the Intersectional Discrimination Index (InDI288) and its associations with 

health outcomes among justice-involved adults with co-occurring OUD and MHD using 

confirmatory factor analysis (CFA) and structural equation modeling (SEM). CFA 

examined measurement model properties and SEM evaluated relationships of day-to-day, 

major, and anticipated intersectional discrimination with health outcomes that have been 

linked previously to discrimination in prior studies. The hypotheses were: H1: 

Anticipated discrimination has high factor loadings and internal consistency. H2: 

Anticipated discrimination is positively associated with psychological distress and active 

concealment. H3. Anticipated discrimination is inversely associated with physical health-

related quality of life and mental health-related quality of life.  H4: Major Discrimination 

has high factor loadings. H5. Major Discrimination is positively associated with 

psychological distress and active concealment. H6. Major Discrimination is inversely 

associated with physical health-related quality of life and mental health-related quality of 

life. H7: Day-To-Day Discrimination has high factor loadings. H8: Day-To-Day 

Discrimination is positively associated with psychological distress and active 

concealment. H9. Day-To-Day Discrimination is inversely associated with physical 

health-related quality of life and mental health-related quality of life. 

Methods 

Participants 

Participants were N=213 justice-involved adults with co-occurring OUD and 

MHD recruited from various community and clinic settings from August 2023 to January 
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2024. Most participants (85%; n=180) were recruited in-person, 12% (n=26) were 

recruited via flyers or social media, and 3% (n=7) were referred by previous participants. 

Most surveys were self-administered in-person (80%; n=170), 13% (n=28) were self-

administered virtually/remotely, 3% (n=7) were interviewer-administered in-person, 3% 

(n=6) were interviewer-administered virtually/remotely, and 1% (n=2) used a 

combination of survey modes. All survey data were administered and stored in REDCap, 

a secure platform for storing participant data.303,304  

Verbal informed consent was obtained from all participants before the eligibility 

screening because the screening data were used in analyses, and eligible participants who 

completed the survey received a $25 gift card to recognize their time and contributions. 

Study staff carried and distributed items for basic needs, such as water, snacks, first aid 

supplies, and weather-specific items (e.g., gloves), to people at the study recruitment sites 

regardless of their participation or eligibility for the study. Study procedures were and 

approved by Temple University’s Institutional Review Board and determined to be 

Exempt (Protocol #30697). Permission was granted from each recruitment site before any 

study activities began and before flyers were posted at that site. Several sites required a 

formal review process, and those approvals were obtained before commencing any 

recruitment or study activities at those sites.  

Measures 

Variables were participant characteristics, anticipated intersectional 

discrimination, major intersectional discrimination, day-to-day intersectional 

discrimination, psychological distress, active concealment, and mental and physical 

health-related quality of life. 
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Participant Characteristics. Participant characteristics included gender, sexual 

orientation, age, race, ethnicity, educational attainment, annual household income, 

healthcare access, substance use, and recency of justice system involvement. 

Intersectional Anticipated Discrimination. Anticipated discrimination was 

measured with nine items from the anticipated discrimination subscale (InDI-A) of the 

Intersectional Discrimination Index (InDI).288 Response options were on a five-point 

Likert scale, ranging from “1” meaning “strongly disagree” to “5” meaning “strongly 

agree.” The full instrument has demonstrated satisfactory validity and reliability in a bi-

national sample.288 These items were treated as ordinal variables. One adaptation was 

made to this measure, for all of the subscales, where the instructions were changed to 

include explicit reference to criminal/legal system history as a possible reason for 

discriminatory experiences. Specifically, the instructions read: “These questions are 

about experiences related to who you are. This includes both how you describe yourself 

and how others might describe you. For example, your skin color, ancestry, nationality, 

religion, gender, sexuality, age, weight, disability, mental health issue, drug use, or legal 

history or justice system involvement, education, or income.” 

Intersectional Major Discrimination. Major discrimination was measured with 

thirteen items from the major discrimination (InDI-M) subscale of the InDI.288 Response 

options are on a three-point Likert scale, corresponding to categorical lifetime frequency 

of having experienced major discrimination events (0 = never, 1 =  once, and 2 = more 

than once).288 These items were treated as ordinal variables in analyses. 

Intersectional Day-to-Day Discrimination. Day-to-day discrimination was 

measured with nine items from the major discrimination (InDI-D) subscale of the InDI.288 
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Response options are on a four-point Likert scale, corresponding to a combined lifetime 

and past-year frequency of having experienced day-to-day discrimination events (0 = 

never, 1 = yes, but not in the past year, 2 = yes, once or twice in the past year, and 3 = 

yes, many times in the past year).288 These items were treated as ordinal variables in 

latent variable models. 

Psychological Distress. Psychological distress, a construct that has repeatedly 

been linked to stigma and discrimination209,319,320, was measured with the Kessler 

Psychological Distress Scale (K6).289 The K6 has six items that assess past-month 

psychological distress feelings and experiences, and the K6 has been validated for use 

among adults with various MHDs293, SUDs294,295, co-occurring disorders296,297, and 

justice-involvement.296,298 Response options were on a five-point Likert scale, ranging 

from “0” indicating “none of the time” and a “4” reflecting “all of the time.” A total score 

was calculated using a sum score ranging from 0 to 24, with higher scores reflecting 

greater psychological distress. 289 This outcome variable was treated as continuous in 

analyses. 

Active Concealment. Active concealment was measured with an adapted, 15-item 

version of the Quinn Active Concealment Scale (QUACS), a measure that assesses active 

non-disclosure about a stigmatized identity, illness, or chronic condition.216 Given that 

these items were originally written and designed to ask about a single 

stigmatized/marginalized identity, the scale was repeated three times to ask about MH-

related, OUD-related, and justice-involvement.  One item was worded in reverse (“I don't 

do anything special to hide my OUD/MHD/justice-involvement because if someone 

asked me about it, I would just tell them the truth”), so it was reverse-coded before 
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analysis. Participants responded to each item using a 5-point Likert scale ranging from 1 

to 5, where “1” meant “never” and “5” meant “always.” An average score across MH-

related, OUD-related, and justice involvement-related active concealment was calculated, 

and this variable was treated as a continuous variable in analyses. 

Health-Related Quality of Life. Health-related quality of life was measured with 

ten items from the PROMIS – Global Health (v1.2)/PROMIS-10, a patient-reported 

outcome measure of physical function, pain, fatigue, emotional distress, social 

health.290,299 Nine items are collected on a 5-point Likert scale, however pain is measured 

on an 11-point scale ranging from “0” (no pain) to “10” (worst pain imaginable). 

Responses from two reverse-worded items were re-coded so that all responses are 

measured in a consistent direction. Based on scoring guidelines, two scores for physical 

and mental health-related quality of life were calculated by converting raw summed 

scores to T-scores, which reflects how much a person’s score deviates from the 

population average, where a T-score of “50” reflects the population mean.290 Both of 

these variables were treated as continuous outcomes. 

Statistical Analysis 

Participant characteristics were described using univariate statistics, including 

sociodemographic characteristics, drug use characteristics, types of mental health 

conditions, and recency of justice system involvement. To evaluate the factor structure 

and psychometric properties of a new instrument for assessing self-reported intersectional 

discrimination (i.e., InDI288) among a previously unexamined population, three 

measurement models were tested. All analyses were run in MPlus Version 8.6 and 

StataSE Version 18.0.384  
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Model Specification. From a measurement properties perspective, the anticipated 

discrimination subscale of the Intersectional Discrimination Index288 was developed and 

originally tested using a reflective measurement model. Therefore, CFA was used to 

evaluate the reflective measurement model of anticipated discrimination (InDI-A288).  

In the initial scale publication, the authors of the InDI said that the two subscales 

of major discrimination and day-to-day discrimination follow a formative measurement 

model, requiring use of causal-formative indicators rather than reflective indicators.288 

While reflective measurement models assume an underlying latent construct exists that 

can be measured with observed indicator variables, formative measurement models assert 

that a construct is formed by a specific combination of causes that are measured with 

causal indicators.385 These distinctions are important for model specification because 

while confirmatory factor analysis (CFA) is used for reflective measurement models, 

CFA cannot be used for formative measurement models.386-388 However, in a more 

recently published protocol for an ongoing, psychometric study, Scheim and colleagues 

are no longer using causal-formative indicator models for their day-to-day and major 

discrimination subscales because they have found that discrimination-related items have 

tended to be strongly correlated and have demonstrated strong factor structures in prior 

research.389 Therefore, reflective measurement models using CFA were used for each of 

the three subscales of the InDI in the present study. 

Confirmatory Factor Analysis (CFA). Next, three CFA models evaluated the 

reflective measurement models separately for each of the three subscales in the InDI (i.e., 

anticipated discrimination (InDI-A), day-to-day discrimination (InDI-D), and major 

lifetime discrimination (InDI-M).288 Given that the indicators are not temporally linear 
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and the distance between response values cannot be assumed to be equal, observed 

indicators were modeled as ordinal. Therefore, a robust, diagonally weighted least 

squares estimator (WLSMV) and theta parameterization were used. Model fit was 

evaluated with both absolute (i.e., root mean square error of approximation [RMSEA]) 

and relative (i.e., Comparative Fit Index [CFI] and Tucker-Lewis index [TLI]) fit indices. 

The following thresholds determined acceptable fit: RMSEA ≤.06, CFI ≥ .95, and TLI ≥ 

.95.333 McDonalds’ omega coefficient334 evaluated internal consistency, which is a better 

measure of reliability than Cronbach’s alpha for ordinal indicators.335 McDonald’s omega 

was calculated by adding parameter constraints and setting factors’ variances equal to 1; 

acceptable internal consistency is a McDonald’s coefficient omega of ≥ 0.7.337 To be 

consistent with data from prior research and benchmarks used for other psychometric 

studies, univariate descriptive statistics, corrected item-total correlations (CITC’s), and 

Cronbach’s alpha were also calculated for items in each of the three subscales. 

Nested Model Comparisons. Nested, equivalent models for unidimensional and 

two-factor models of intersectional major lifetime discrimination were compared. 

Specifically, a chi-square difference test “difftest” was calculated in MPlus because 

diagonally-weighted least squares (WLSMV) estimators were used in the measurement 

models. A significant chi-square value for this test indicates that the more complex model 

with more parameter constraints should be used.390 

Structural Equation Modeling (SEM). To assess construct validity, three SEMs 

were used to examine associations between anticipated stigma, major discrimination, and 

day-to-day discrimination and their health impacts on four health outcomes (i.e., 

psychological distress, active concealment, physical health-related quality of life, and 
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mental health-related quality of life).209 Missing data were considered missing at random 

(MAR), and full information maximum likelihood (FIML) will be used for all 

analyses.338 Absolute and relative fit indicates were calculated, and standardized factor 

loadings are presented. The same thresholds as those used in the CFA models were used 

to determine acceptable fit: RMSEA ≤.06, CFI ≥ .95, and TLI ≥ .95, and SRMR ≤.08.333 

Similarly, acceptable internal consistency using McDonald’s omega was set at ≥ 0.7.337 

Results 

Participants (N=213) were an average of 40.9 years old (SD = 10.0) and 

predominantly male (68.1%; n=145), non-Hispanic white (59.3%; n=124), and 

heterosexual (91.7%; n=188). Most participants (77.5%; n=165) were recruited from 

Pennsylvania and most (71.3%; n=149) had been on community supervision (probation 

and/or parole) and also incarcerated (jail and/or prison for at least one night) within the 

past five years. Over a quarter (28.6%; n=61) had not completed high school or a GED. 

Additionally, most participants had taken medications for MOUD in the past year 

(86.3%; n=176) and had received mental health treatment in their lifetime (79.8%; 

n=162). Figure 1 (Figure 6 in dissertation) shows the inclusion and enrollment flowchart 

for the N=213 eligible participants, and Table 1 (Table 5 in dissertation) has more details 

about participant characteristics. Descriptive statistics and internal consistency values for 

each of the subscales of the Intersectional Discrimination Index are displayed in Table 2 

(Table 15 in dissertation).
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Table 15. Intersectional Discrimination Index – anticipated discrimination, day-to-day 
discrimination, and major lifetime discrimination item means, standard deviations, 
skewness, kurtosis, corrected item-total correlations (CITCs), and Cronbach’s alpha by 
subscale (N=213) 

InDI-A: Because of who I am… M(SD) Skewness Kurtosis CITC Cronbach's 
Alpha (α) 
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Table 15 (continued).&
InDI-M: Because of who you 

are… M(SD) Skewness Kurtosis CITC Cronbach's 
Alpha (α) 
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Intersectional Anticipated Discrimination 

Because of their identity, half of participants (49.7%; n=106) agreed or strongly 

agreed that a healthcare provider might treat them poorly. Additionally, due to their 

identity, over half (54.5%; n=116) were concerned they would have trouble getting an 

apartment or house and over half (55.4%; n=118) were concerned they would be treated 

unfairly by a teacher, supervisor, or employer. Most participants (63.4%; n=135) were 

concerned about being harassed or stopped by police officers or security because of their 

identity. Over one-third of participants (38.4%; n=81) feared that their identity would 

challenge them and prevent them from making friends and finding romantic partners. 

Consistent with Hypothesis 1 (anticipated discrimination has high factor loadings 

and internal consistency), the measurement model for anticipated intersectional 

discrimination (InDI-A) had inconsistent fit indices (χ2=226.95(27), p<.0001, CFI=.940, 

TLI=.920, RMSEA = .186, SRMR=.060), but standardized factor loadings were strong 

(all ≥ .665) and significant (p ‘s < .001) and internal consistency was high (α = .90; 

McDonald’s omega = 0.91). Figure 2 (Figure 9 in dissertation) shows the standardized 

factor loadings and covariances for the measurement model for intersectional anticipated 

discrimination. 
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Figure 9. Confirmatory factor analysis (CFA) measurement model for anticipated 
intersectional discrimination (InDI-A) among justice-involved adults with co-occurring 
OUD and MHD (N=213) 

 
Notes.'InDI-A = intersectional discrimination index – anticipated discrimination subscale. 
 

Hypothesis 2 (anticipated discrimination is positively associated with 

psychological distress and active concealment) was supported, but Hypothesis 3 

(anticipated discrimination is inversely associated with physical health-related quality of 

life and mental health-related quality of life) was only partially supported. Using SEM, 

anticipated discrimination was associated with more psychological distress (p < .001), 

more active concealment (p < .001), and poorer mental health QOL (p = .001), but not 

physical health QOL (p = .686). The model had inconsistent fit indices, only one of 

which (i.e., SRMR) yielded acceptable model fit (χ2=258.82(59), p<.0001, CFI=.944, 

TLI=.926, RMSEA = .126, SRMR=.052). Figure 3 (Figure 10 in the dissertation). shows 

the standardized factor loadings, standardized path coefficients, and covariances and for 

the full structural model of intersectional anticipated discrimination and health outcomes. 
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Figure 10. Structural model for anticipated intersectional discrimination (InDI-A) and 
health outcomes among justice-involved adults with co-occurring OUD and MHD 
(N=213) 

 
Notes.'InDI-A = intersectional discrimination index – anticipated discrimination subscale. Non-
significant pathways are represented by dashed lines. 
 
Intersectional Major Lifetime Discrimination 

Almost all (96%, n=204) participants reported at least one instance of major 

intersectional discrimination during their lifetime. Perceived causes and reasons for these 

major discrimination experiences varied, with the leading ten factors being substance use 

(74%), opioid use (67%), mental health (61%), housing situation – including being 

unhoused (47%), income (45%), criminal/legal system history (42%), use of MOUD 

(35%), race (30%), skin color (28%), and educational attainment (23%). The three 

reasons less commonly cited in this study were citizenship (6%), language (7%), and 

sexual orientation (9%). Within open-text responses, participants wrote in some of the 

other perceived causes and sources of their major intersectional discrimination 

experiences, such as their clothing, being an “easy target”, rumors that had been spread 

about them, and discrimination related to relationship status. The complete list of 

perceived causes and reasons for experiences of major intersectional discrimination are 

summarized in Table 3 (Table 16 in dissertation). 
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Table 16. Self-reported causes and reasons for discrimination among people who reported 
at least one type of major intersectional discrimination in their lifetime (N=204) 
 % (n) 
Substance use 74.0% (151) 
Opioid use 66.7% (136) 
Mental health 60.8% (124) 
Housing situation (e.g., unhoused) 46.6% (95) 
Income 45.1% (92) 
Criminal/legal system involvement or history 41.7% (85) 
Use of medications for opioid use disorder (MOUD) 34.8% (71) 
Race 29.9% (61) 
Skin color 28.4% (58) 
Education 22.6% (46) 
Age 22.1% (45) 
Disability 22.1% (45) 
Gender 21.6% (44) 
Weight 21.6% (44) 
Ethnicity 17.2% (35) 
Religion 16.2% (33) 
Sexual orientation 9.3% (19) 
Language 7.4% (15) 
Other reason(s) 6.9% (14) 
Citizenship 6.4% (13) 

 

Hypothesis 4 (major discrimination has high factor loadings) was not supported 

by original measurement model. The original measurement model for major lifetime 

intersectional discrimination (InDI-M) lacked good fit (X2=202.91(65), p<.0001, 

CFI=.914, TLI=.897, RMSEA = .100, SRMR=.084), but an alternate correlated 2-factor 

model separating violence victimization from other types of major discrimination 

experiences yielded better fit indices and acceptable model fit (X2=122.01(64), p<.0001, 

CFI=.964, TLI=.956, RMSEA = .065, SRMR=.064). Comparing these nested models, a 

chi-square difference test yielded a value of 34.755 with one degree of freedom and a p-

value of < .0001, so the unidimensional model with fewer parameter constraints was 

rejected. Therefore, the two-factor measurement model was selected for parameter 

estimate interpretations and subsequent use in a full, structural model. All factor loadings 
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were strong and significant (p ‘s < .001) and internal consistency values were high (α = 

0.82 [other discriminatory experiences] and 0.80 [violence victimization]; McDonald’s 

omegas = 0.82 [other discriminatory experiences] and 0.80 [violence victimization]). 

Figure 4 (Figure 11 in the dissertation) shows the standardized factor loadings and 

covariances for the two-factor measurement model for intersectional major lifetime 

discrimination. 

Figure 11. Confirmatory factor analysis (CFA) measurement model for major lifetime 
intersectional discrimination (InDI-M) among justice-involved adults with co-occurring 
OUD and MHD (N=213) 

 
Notes. InDI-M = intersectional major lifetime discrimination 

 
Neither Hypothesis 5 (major discrimination is positively associated with 

psychological distress and active concealment) nor Hypothesis 6 (major discrimination is 

inversely associated with physical health-related quality of life and mental health-related 

quality of life) was supported. However, it is also important to note that a two-factor 

model of major discrimination was used, which differed from the originally hypothesized 

unidimensional model of major discrimination and health. Using SEM to explore the 

two-factor model of major discrimination and health, discriminatory violence 
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victimization was not associated with any health outcomes, but other experiences of 

major lifetime intersectional discrimination were predictive of more active concealment 

(p = .002). Across all fit indices, the model had acceptable fit  (X2=161.09(108), p=.0007, 

CFI=.968, TLI=.960, RMSEA = .048, SRMR=.058). Figure 5 (Figure 12 in dissertation) 

shows the standardized factor loadings, standardized path coefficients, and covariances 

and for the full structural model of intersectional major lifetime discrimination and health 

outcomes. 

Figure 12. Structural model for major lifetime intersectional discrimination (InDI-M) 
and health outcomes among justice-involved adults with co-occurring OUD and MHD 
(N=213) 

 
Notes. InDI-M = intersectional major lifetime discrimination; Non-significant pathways are 
represented by dashed lines. 
 
Intersectional Day-to-Day Discrimination 

A third of participants (33.0%; n=70) reported hearing people laughing and joking 

about them many times in the past year, while 27.4% (n=58) reported it once in the past 

year, 17.0% (n=36) reported it happening to them but not in the last year, and 22.6% 

(n=48) said it had never happened to them. Over a quarter of participants (27.0%; n = 59) 

said they had been treated like they were less smart or less capable than other people 
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many times in the past year, while. 27.7% said they had experienced that 1-2 times in the 

past year, 21.6% said they had experienced it but not in the past year, and 23.0% said 

they had never been treated as less smart or capable than other people. 

Consistent with Hypothesis 7 (day-to-day discrimination has high factor 

loadings), the measurement model for day-to-day discrimination (InDI-D) was acceptable 

(X2=60.42(27), p=.0002, CFI=.991, TLI=.988, RMSEA = .076, SRMR=.026). All factor 

loadings were strong and significant (p ‘s < .001) and internal consistency was high (α = 

.92; McDonald’s omega = 0.92). Figure 6 (Figure 13 in dissertation) shows the 

standardized factor loadings and covariances for the measurement model for 

intersectional day-to-day discrimination.  

Figure 13. Confirmatory factor analysis (CFA) measurement model for day-to-day 
intersectional discrimination (InDI-D) among justice-involved adults with co-occurring 
OUD and MHD (N=213) 

 
Notes.'InDI-D = intersectional discrimination index – day to day subscale. 
 

Hypothesis 8 (day-to-day discrimination is associated with more psychological 

distress and active concealment) to was supported, but Hypothesis 9 (day-to-day 

discrimination is associated with poorer mental and physical health-related QOL) was 
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only partially supported. In a full structural model, more day-to-day discrimination was 

associated with greater psychological distress, active concealment, and poorer mental 

health QOL, but not physical health QOL (p = .073). The model had acceptable fit 

(X2=112.01(59), p<.0001, CFI=.987, TLI=.983, RMSEA = .065, SRMR=.038) according 

to most of the fit indices (i.e., CFI, TLI, and SRMR). Figure 7 (Figure 14 in dissertation) 

shows the standardized factor loadings, standardized path coefficients, and covariances 

and for the full structural model of intersectional day-to-day discrimination and health 

outcomes. 

Figure 14. Structural model of day-to-day intersectional discrimination (InDI-D) and 
health outcomes among justice-involved adults with co-occurring OUD and MHD 
(N=213) 

 
Notes.'InDI-D = intersectional discrimination index – day-to-day subscale. Non-significant 
pathways are represented by dashed lines. 
 
Discussion 

This was the first study to examine the validity and reliability of a novel measure 

of intersectional discrimination among a sample of justice-involved adults with co-

occurring OUD and MHD. This study also confirms how prevalent and pervasive 

intersectional discrimination is in the lives of justice-involved people with OUD and 
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MHD, further supporting the idea that addressing intersecting and combined forms of 

stigma and discrimination is a justified public health priority.  

Significant day-to-day and major intersectional discrimination experiences were 

reported across the entire sample. Additionally, most participants anticipated and 

expected discriminatory experiences and mistreatment at the hands of other people and in 

various settings. This is consistent with other studies’ findings that discrimination is 

rampant in the day-to-day and lifetime experiences of justice-involved people, 

particularly upon re-entry.68 In this study, the leading causes and reasons that participants 

attributed to having experienced major incidents of discrimination were substance use, 

opioid use, and mental health. This was somewhat consistent with a 2015 study, which 

found that mental illness is a leading cause of discrimination among justice-involved 

people with mental illness.391 That same 2015 study also highlighted the role of racism in 

people’s discriminatory experiences391, which was less commonly cited in the present 

study. Specifically, only 30% of people in this study who reported at least one experience 

of major discrimination attributed their discriminatory experiences to their race, but this 

could have been partially because of the predominantly non-Hispanic white sample 

(59%). By comparison, only 7% of participants were white in the 2015 study highlighting 

the role of internalized racism in understanding CJ and mental illness self-stigma and 

treatment outcomes.391  

Dimensionality, Factor Structure and Internal Consistency  

Dimensionality, factor structure, and internal consistency of the three 

intersectional discrimination subscales were tested and confirmed, after a slight 

modification to major discrimination. Both measurement models for anticipated 
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discrimination and day-to-day discrimination fit well and had strong factor loadings with 

the hypothesized unidimensional factor structure, supporting Hypothesis 1 and 

Hypothesis 7, respectively. However, the measurement model for major discrimination 

revealed two related factors (i.e., discriminatory violence victimization versus all other 

types of major discrimination) – providing only partial support for Hypothesis 4. 

Dimensionality and structural validity were also strongly supported by the high factor 

loadings observed across the three subscales of the Intersectional Discrimination Index 

after modifying major lifetime discrimination subscale to be two factors. Internal 

consistency across each of the three subscales was also supported, both by Cronbach’s 

alpha and McDonald’s omega. In fact, internal consistency of the major and day-to-day 

subscales were on the higher end of reliability estimates from prior psychometric work 

(α = 0.70-0.91), though both of these studies were conducted in very different populations 

than the present study.262,288  

Lack of acceptable model fit for major discrimination using the original, 

hypothesized unidimensional model should be explored further. While the present study 

proposed and used an alternate, two-factor model of major discrimination subscale, this 

decision was made after viewing the data and how the data fit within the unidimensional 

model. It would have been preferable to have identified and then tested the single-factor 

model versus two-factor model in two separate and independent samples. Arguably, the 

unidimensional model should have been selected and used because that was the original 

measure and how it has been used in prior literature with people from racial/ethnic 

minoritized groups and LGBTQ+ individuals.262,288 However, the model fit indices did 

not support estimating and interpreting the model parameters from the unidimensional 
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model of major intersectional discrimination. Poor unidimensional model fit for lifetime 

major discrimination could also be an issue of timing – specifically that there is so much 

variation in the timing and recency of lifetime discrimination experiences and perhaps a 

more recent timeframe (e.g., past-year; past 5 years) could be more informative and less 

potentially affected by recall bias.  

Convergent Validity 

Convergent validity was supported for intersectional anticipated discrimination 

(Hypothesis 2) and day-to-day discrimination (Hypothesis 8) through their significant 

associations with hypothesized, related health outcomes of psychological distress and 

active concealment. Convergent validity was also partially supported for anticipated 

(Hypothesis 3) and day-to-day discrimination (Hypothesis 9) with respect to mental 

health-related QOL, but not physical health-related QOL. Neither Hypothesis 5 nor 

Hypothesis 6 were supported, which tested convergent validity between major 

discrimination and health outcomes. This could partially be explained by measurement 

model issues. Important health outcomes or covariates could also be missing from the 

structural model, which could affect model fit and the subsequent parameter estimates. In 

fact, it is also possible that the selected health outcomes for the present study were not 

appropriate with respect to modeling the impacts of major lifetime discrimination. Future 

work on measuring intersectional major lifetime discrimination might also consider ways 

to model the dynamic impact of major discrimination over time, such as by applying life 

course analysis, to be able to better account for the effect of time in both discrimination 

exposure and health outcomes.392 Finally, there might also be intermediate process 

variables (e.g., psychological processes; coping; substance use; health behaviors) omitted 
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from the present study that could help better explain the associations between major 

lifetime discrimination and health outcomes – particularly health outcomes in later life. 

For example, one study found that the internalizing affective process mediated the 

associations between racism and health outcomes of physical health status and alcohol 

use among Black women.393 Another study found that discrimination affects health 

through the discomfort associated with discriminatory experiences, or the appraisal of 

these experiences.394  

None of the three types of discrimination were related to physical health – though 

this must be interpreted in the context of other significant, observed relationships 

between discrimination experiences and psychological distress, active concealment, and 

mental health quality of life. One explanation could be that discrimination’s influences on 

psychological wellbeing and health are more imminent and direct than discrimination’s 

influences on physical health – which could be a slower and/or less direct process. 

Alternatively, other measures of physical health and physical health-related quality of 

life, such as those that might be more responsive to change as a function of 

discrimination, may need to be explored. Additional work is needed to better understand 

the temporality and longitudinal effects of discrimination on physical health, including 

operationalizing specific look-back periods for discrimination that best predict health 

outcomes. 

Limitations 

Despite its innovations and strengths, there are limitations of the proposed study. 

While variables were considered missing at random (MAR) and full-information 

maximum likelihood (FIML) was applied to maximize use of all observations, this was 
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an assumption that may not have been met – particularly as the missingness of the 

discrimination-related items may not be random and, in fact, could be associated with 

other variables in the proposed models. Additionally, these data were collected at a single 

time-point and cross-sectional data are not sufficient to determine causality or establish 

other forms of validity and reliability, such as predictive validity and rest-retest 

reliability. Finally, in a larger sample of participants it would have been ideal to have 

oversampled people from specific sociodemographic groups with known greater 

intersectional discrimination experiences, such as people from sexual and gender 

minority groups who are also from a racial and/or ethnic minoritized group.288 A larger 

sample size would also allow for multiple group comparisons, which would give better 

testing options for intersectional analyses (e.g., racism, sexism, classism, homophobia, 

weight stigma).389 

In an ideal psychometric study, surveys would have been administered in a single 

mode (e.g., self-administered online only; interviewer administered only) for consistency, 

but multiple modes were offered to maximize participant comfort and ability to 

participate at all levels of intoxication, dexterity, and literacy. While some people might 

consider the variation in survey modes a limitation, participant choice in mode and 

method of survey administration was a unique strength of this study that afforded 

participants autonomy over their preferred way to participate in research. Given that the 

study topics included uncomfortable subjects (e.g., violence victimization; discriminatory 

experiences), it was unsurprising that many participants chose to self-administer the 

survey.  
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Finally, a balance had to be struck between allowing people to skip questions that 

they were uncomfortable with while also trying to get complete survey data. Therefore, 

interviewers collecting data in-person were trained to skim all self-administered surveys 

and to ask participants if they had intentionally skipped any question(s) with missing 

data. Participants were reminded they could skip any questions they were uncomfortable 

answering, but that we just wanted to verify they had intentionally skipped entire 

questions. This practice meant that missing data were uncommon in interviewer-

administered and in-person self-administered surveys because participants were given a 

second chance to answer missing questions. By comparison, people who self-

administered online surveys were not prompted by an interviewer to complete missed 

questions. However, only 13% (n=28) of surveys were self-administered online so this 

was likely not a significant issue. 

Conclusion 

Despite the prevalence of co-occurring disorders in justice-involved populations, 

there are no current standards or best practices for measuring intersectional 

discrimination experiences of justice-involved people with co-occurring OUD and MHD. 

Existing measures of stigma and discrimination often require people to know or 

understand why they were mistreated or unfairly judged, resulting in biased or invalid 

parameter estimates. While the Intersectional Discrimination Index was originally 

developed and tested based on intersections of gender identity, minoritized race groups, 

and sexual minority status288, this study describes validity and internal consistency of this 

novel measure of attribution-free, intersectional discrimination and its subscales in a 

previously untested population of justice-involved adults with co-occurring OUD and 



 123 

MHD. In combination with making additional progress in quantitative intersectionality 

research, these findings can help researchers, clinicians, practitioners, and policymakers 

better understand how combined experiences of stigma and discrimination relate to health 

and life quality – especially people with multiple chronic conditions, justice system 

involvement, and membership in minoritized group(s). 
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CHAPTER 5 

MANUSCRIPT 3 

Title: Intersectional anticipated discrimination and health among justice-involved adults 

with co-occurring opioid use and mental health disorder: Examining the roles of 

internalized stigma, social support, and recovery capital 

Abstract 

Background. Combined and intersecting forms of stigma and discrimination are 

prevalent and harmful to justice-involved people with co-occurring opioid use disorder 

(OUD) and mental health disorder (MHD). One consequence of repeated exposure to 

public stigma and intersectional discrimination is anticipated discrimination, which can 

lead to social withdrawal, healthcare avoidance, hypervigilance, and poor mental health. 

No study to date has examined if psychological processes (e.g., intersecting forms of self-

stigma) and interpersonal support (e.g., social support; recovery capital) can help explain 

and mitigate the links between anticipated intersectional discrimination and health among 

justice-involved people with OUD and MHD. 

Objectives. The present study uses latent variable mediation models to test whether the 

associations between anticipated intersectional discrimination and health outcomes (i.e., 

psychological distress, active concealment, and health-related quality of life) are 

mediated by OUD, MHD, and criminal justice (CJ) self-stigma. Next, latent variable 

moderation models are used to test if the associations between anticipated discrimination 

and health are dependent on a person’s level of social support and recovery capital.  

Methods. N=213 justice-involved adults with OUD and MHD were recruited and 

surveyed from 08/2023 to 01/2024 in clinics and community-based settings. Constructs 
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were sociodemographic characteristics, three types of self-stigma (i.e., OUD, MHD, and 

CJ), intersectional discrimination (i.e., anticipated, day-to-day, and major lifetime 

discrimination), social support, recovery capital, and health outcomes (i.e., psychological 

distress, active concealment, and mental and physical health-related quality of life 

[QOL]). Statistical analysis included t-tests, chi-squared tests, latent variable parallel 

mediation models, and latent variable moderation with multi-group structural equation 

modeling (SEM) and Wald tests. 

Results. Parallel mediation models showed that intersectional anticipated discrimination 

was indirectly related to psychological distress through mental health self-stigma (0.875, 

SE = 0.219, p < .001), but not specifically through opioid use (0.143, SE = 0.137, p = 

.299) or criminal justice self-stigma (0.106, SE = 0.080, p = .181). Intersectional 

anticipated discrimination was indirectly related to active concealment through mental 

health (0.875, SE = 0.219, p < .001), opioid use (OUD stigma only: 0.143, SE = 0.137, p 

= .001), and criminal justice (CJ stigma only: 0.106, SE = 0.080, p = .019) self-stigma. 

Recovery capital modified associations between anticipated discrimination and health 

outcomes of psychological distress and physical health. Social support did not modify 

any associations between anticipated discrimination and health outcomes.  

Clinical Relevance. Recovery capital and several types of internalized stigma moderated 

and mediated the associations between anticipated discrimination and health among 

justice-involved adults with OUD and MHD. Findings help identify ways to help 

improve the re-entry, community supervision, and recovery experiences of adults with 

co-occurring disorders, such as using housing first initiatives and peer support to reduce 

intersecting forms of self-stigma and to increase recovery capital. 
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Background 

Intersectional Discrimination 

Public stigma – or general negative attitudes and beliefs –  is common towards 

mental illness111,395,396, drug use67, and carceral system involvement121,129,397, so justice-

involved people with opioid use disorder (OUD) and mental health disorder (MHD) 

experience disproportionately higher rates of enacted stigma and discrimination which 

directly harms their health and reduces their treatment engagement and healthcare 

utilization.239,308,350,398-400 This is, in part, why having more concealable and stigmatized 

conditions is associated with poorer mental and physical health.401 Therefore, a public 

health priority is finding more ways to protect people from experiencing these 

intersecting, combined forms of stigma and discrimination from the direct and indirect 

harms on psychological, social, and physical health and wellbeing. 

Anticipated Intersectional Discrimination 

When people belong to multiple, minoritized social groups and/or have multiple 

stigmatized chronic health conditions, high levels of chronic stress and exhaustion 

attributable to repeated exposure to discriminatory practices, policies, and interpersonal 

exchanges are common.402 One consequence of repeated exposure to public stigma and 

discrimination is expectations of continued discrimination and mistreatment in the future, 

also known as anticipated discrimination.403-405 Anticipated discrimination is also shaped 

by a combination of historical context, early life experiences, personal experiences of 

stigma and discrimination, and sociocultural context (e.g., exposure to public stigma, 

depictions of mental illness, drug use, and criminal/legal system involvement in popular 

media, discriminatory employment and housing practices).406-408  
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Impacts of Anticipated Intersectional Discrimination 

Research has found that greater expectations of experiencing discrimination are 

associated with more psychological distress233,320,409-411, more emotional suppression and 

non-disclosure of marginalized or stigmatized components of one’s identity and health 

conditions (i.e., active concealment)412,413, and poorer health-related quality of life – 

including both mental and physical life quality.402,414 Each of these outcomes alone is a 

negative health impact and have additional consequences for a person and their health 

when combined. For example, psychological distress comes with greater levels of 

hypervigilance, fear, depression, and anxiety – none of which support overall 

psychological, social,  and physical health.415 More active concealment of parts of one’s 

identity, history of carceral system involvement, and chronic health conditions (e.g., 

MHD and OUD) can lead to greater self-devaluation and poorer self-esteem416 as well as 

negative social impacts like more isolation, social withdrawal, and loss of 

relationships.411  Finally, anticipated discrimination impacts more generally mental and 

physical life quality, in part because a lot of cognitive and emotional energy is spent both 

consciously and unconsciously deciding when to self-disclose potentially stigmatizing 

parts of one’s identity and history.417,418 Additionally, in alignment with psychological 

theories of expectancy-subject effects, behavioral forecasting, and consequences of 

stereotype threat, greater anticipation of discriminatory experiences in conjunction with 

internalized negative beliefs about one’s self can lead to a self-fulfilling prophecy of loss 

of health and wellbeing through avoidance of applying for educational and career 

advancement opportunities, going to job interviews, or applying for housing due to fears 

and concerns about being rejected or declined.419-421 This avoidance can then 
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subsequently result in fewer economic opportunities and less access to resources and 

social mobility – which has the potential to influence further reductions in life quality and 

continued anticipation of future discrimination.419,421 

Intersectional Internalized Stigma 

It has been well-established that stigma and discrimination affect health and 

recovery239,308,350,398-400, but the specific pathways to health and best ways to protect 

people from these detrimental effects are complex and not yet fully understood. One 

hypothesized mediating factor in the link between expectations of stigma and 

discrimination and wellbeing is internalized stigma, or the process where a person 

becomes aware of negative public perceptions of part(s) of their identity and/or health 

condition(s), the extent to which that person agrees with those public perceptions and 

stereotypes, and the resulting devaluation and lowered self-esteem that can result from 

the combination of awareness and agreement with those negative attitudes and 

beliefs.144,422 Greater anticipated discrimination has been linked to higher levels of 

internalized stigma in multiple study populations, such as among people with gambling 

disorders423 and people with mental health disorders.403 This internalization can further 

result in differences in coping styles and healthcare decision-making strategies, such as 

more use of avoidance coping and less use of approach coping strategies (e.g., problem-

solving, information-seeking, healthcare decision-making, and help-seeking).424  

Although criminal justice (CJ) self-stigma has been studied separately with 

mental illness self-stigma369,425,426 or substance use self-stigma376,398, the combination of 

all three has rarely, if ever, been studied. There are also few validated, quantitative 

instruments to measure CJ self-stigma. For example, a 2021 systematic review of 
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quantitative instruments to measure CJ self-stigma only yielded six studies.121 While 

studies have consistently found that mental health, opioid use, and CJ-related self-stigma 

all correlate negatively with poorer health and life quality173,311,360,369,427, the combined 

roles of CJ, OUD, and MHD internalized stigma in the associations between 

discrimination and health among justice-involved people with co-occurring OUD and 

MHD remain less understood. 

Social Support 

Social support has been identified previously as a key mechanism linking 

discrimination to health outcomes among people who use drugs.428 Interpersonal support 

– such as social support and recovery capital – can help by mitigating some of the 

negative impacts of discrimination on wellbeing.226,227 Interpersonal support can also help 

protect specific vulnerable and marginalized population groups – such as justice-involved 

people, people who use drugs, and people with MHDs –  from the harmful impacts of 

stigma and discrimination. For example, one study found that perceived social support 

mediated the relationship between perceived stigma and depressive symptoms among 

people with substance use disorders.234 Research has also found that social support 

operates similarly as a protective mechanism among justice-involved individuals. For 

instance, one moderated mediation analysis of incarcerated men living with HIV found 

that social support moderated the influence of HIV-related stigma on health-related 

quality of life through depression.258 Specifically, greater social support protected men 

from the harmful effects of depression on their health-related life quality.258 

Despite widely cited benefits of social support on health, some researchers have 

found mixed evidence for social support as protective against the effects of stigma and 



 130 

discrimination on health. For example, one study of Asian and Pacific Islander adults 

found that social support did not significantly buffer against the effects of intersectional 

discrimination on internalizing symptoms.429 Other researchers have warned that social 

support can actually have harmful effects on people’s health and wellbeing because not 

all social support is positive (e.g., peer pressure to use drugs from friends).430,431 Part of 

the complexity in interpreting the role of social support in health may be partially due to a 

lack of specificity in operationalization – such as failing to define specific type(s) of 

social support and neglecting to consider closely linked constructs (e.g., social network 

size; social strain).432,433 Being clear about which specific type(s) of social support are 

hypothesized as implicated in the link between discrimination and health as well as more 

clearly defining and operationalizing these interpersonal processes will help aid in 

improved internal validity and interpretability of findings. 

Recovery Capital 

There is a high prevalence of public stigma – or general negative attitudes and 

beliefs –  towards mental illness111,395,396, drug use67, and carceral system 

involvement.121,129,397 Therefore, justice-involved people with OUD and MHD experience 

disproportionately high rates of enacted stigma and discrimination which directly harms 

their health and reduces their treatment engagement and healthcare 

utilization.239,308,350,398-400 Therefore, identifying ways to protect people at these 

intersections from impacts of discriminatory experiences and their harmful effects is 

warranted. 

Increasing recovery capital is one potential way to help protect people from the 

harms of intersectional stigma and discrimination, including support in finding ways to 
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decrease actual exposure to discriminatory experiences (e.g., interpersonal emotional and 

problem-solving support, self-efficacy to find recovery-friendly workplaces and 

healthcare providers) as well as support in reducing the impacts of discriminatory 

experiences on happiness, self-esteem, and self-worth.177 Recovery capital includes the 

combination of personal strengths, interpersonal supports, and physical assets and 

resources that a person can access that can help them navigate their recovery, re-entry 

into the community after release from incarceration, and general health and 

wellbeing.231,434 In repeated studies among people with mental health and substance use 

disorders, recovery capital has aligned with the concepts and values of positive 

psychology (e.g., strengths-based, focus on human flourishing)435-437 and consistently 

predicts long-term recovery and other health outcomes.229 

One way that recovery capital can be increased is through regular interactions and 

engagement with peer recovery support, which includes recovery navigation and 

supplemental social and emotional support provided by a person with lived experiences 

who is trained and certified to provide these services.438 Peer support is also implemented 

through other channels, such as through peer-run recovery housing, healthcare services, 

and other organizations led by and/or in-partnership with people in recovery and people 

with lived experience of addiction, mental illness, and/or carceral system 

involvement.436,438,439 Another way that recovery capital can be increased is through 

supportive changes to people’s living environments, such as structural changes that 

increase access to affordable and recovery-friendly housing and improved neighborhood 

conditions that bolster feelings of community cohesion and safety.292,440 
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While comprising the vast minority, a few researchers remain skeptical of 

recovery capital and even suggest that some specific subgroups – such as people with 

more neighborhood cohesion – have a negative relationship between recovery capital and 

recovery outcomes at long-term follow-up.441,442 Other researchers suggest that recovery 

capital cannot be universally measured with a single instrument and, rather, should be 

tailored to specific subpopulations (e.g., gambling recovery capital).443 Despite some 

limited or inconclusive findings, most research and evaluations suggest that recovery 

capital is a useful, all-inclusive tool to gain clinically useful insights for supporting the 

recovery, wellness, and community re-entry of justice-involved people, people who use 

opioids, and people with mental health disorders.444 This makes recovery capital an 

important factor for potentially protecting justice-involved people with OUD and MHD 

from the harmful impacts of discriminatory experiences and anticipated discrimination on 

personal health and recovery. 

Objective 

There is little known about the individual and combined roles of MHD, OUD, and 

CJ self-stigma on the link between discrimination and health. There is also mixed 

evidence on the effectiveness of interpersonal mechanisms to protect against the harmful 

effects of stigma and discrimination on health, so additional work is needed to decipher 

how exactly social support and recovery capital factor into the trajectories of 

intersectional anticipated discrimination, different types of stigma internalization, and 

various health-related impacts. Therefore, this study examined three types of self-stigma 

as mediators and social support and recovery capital as moderators of the associations 

between anticipated discrimination to health outcomes of psychological distress, active 
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concealment, and health-related quality of life among justice-involved adults with a co-

occurring OUD and MHD.  

Specifically, this study tested the following hypotheses: H10: Association 

between anticipated stigma and psychological distress is mediated by internalized stigma. 

H11: Association between anticipated stigma and active concealment is mediated by 

internalized stigma. H12: Association between anticipated stigma and physical health-

related quality of life is mediated by internalized stigma. H13: Association between 

anticipated stigma and mental health-related quality of life is mediated by internalized 

stigma. H14. Greater social support mitigates the impact of anticipated stigma on 

psychological distress, active concealment, and health-related quality of life. H15. 

Greater recovery capital mitigates the impact of anticipated stigma on psychological 

distress, active concealment, and health-related quality of life.  

Methods 

Participants 

Participants were N=213 justice-involved adults with co-occurring OUD and 

MHD recruited from various community and clinic settings between August 2023 and 

January 2024. Most participants (85%; n=180) were recruited via active recruitment 

strategies through in-person recruitment in the waiting rooms of treatment clinics, harm 

reduction organizations, and social services organizations. In-person recruitment also 

took place at local parks, street intercept, bus stations, and community resource fairs and 

events. Passive recruitment strategies were also used but yielded comparatively fewer 

participants than active recruitment strategies. Specifically, only 12% (n=26) of 

participants contacted the study to be screened for eligibility after viewing posted flyers 
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or social media ads, and 3% (n=7) of participants were referred by previous participants. 

Most surveys were self-administered in-person (80%; n=170), but 13% (n=28) were self-

administered virtually/remotely, 3% (n=7) were interviewer-administered in-person, 3% 

(n=6) were interviewer-administered virtually/remotely, and 1% (n=2) used a 

combination of survey modes. All survey data were entered and stored in REDCap, a 

secure platform for storing participant data.303,304  

Verbal informed consent, including a comprehension check for understanding 

participant rights in research, was obtained from all participants before the eligibility 

screening because the screening data were used in analyses. Eligible participants who 

completed the survey received a $25 gift card. Regardless of participation and eligibility 

status, all individuals who interacted with the study staff were offered water, snacks, and 

weather-specific items (e.g., gloves, lip balm, hand warmers). 

Ethics 

This research was reviewed and approved by Temple University’s Institutional 

Review Board (Protocol #30697). Permission was sought and granted from each 

recruitment site before any study activities were conducted and before flyers were posted 

at that site. Several sites required a formal review process, and those approvals were 

obtained from each site before beginning any study activities, including posting flyers or 

commencing recruitment. 

Measures 

Constructs were sociodemographic characteristics, anticipated intersectional 

discrimination, intersectional major discrimination, intersectional day-to-day 

discrimination, psychological distress, active concealment, health-related quality of life, 
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internalized stigma, social support, and recovery capital. NOTE: Sociodemographic 

characteristics, psychological distress, active concealment, and health-related quality of 

life were described previously in Manuscript 1; intersectional anticipated, major, and 

day-to-day discrimination were described in Manuscript 2.  

Participant Characteristics. Participant characteristics included gender, sexual 

orientation, age, race, ethnicity, educational attainment, annual household income, 

healthcare access, substance use, mental health conditions, and recency of justice system 

involvement. 

Internalized Stigma - MHD. Internalized stigma of MHD was measured with the 

Internalized Stigma of Mental Illness Scale-9 (ISMI-9), a nine-item, unidimensional 

measure of mental illness-related internalized stigma.285 While the original scale used a 

4-point Likert scale, this study used a 5-point Likert scale to be consistent with the other 

measures of internalized stigma and to allow for greater variation in participants’ 

responses. Responses ranged from 1 to 5, with “1” reflecting strong disagreement and “5” 

meaning strong agreement. Additionally, responses from the two reverse-coded items 

(i.e., “In general, I am able to live life the way I want to” and “I can have a good, 

fulfilling life, despite my mental illness”) were recoded prior to analysis. Scores were 

averaged to create an average ISMI-9 score, which was used in analyses. 

Internalized Stigma – OUD. Internalized stigma of OUD was assessed using the 

“agree” and “harm” subscales of the Brief Opioid Stigma Scale.286 There are four items 

for each of three dimensions (stereotype awareness, stereotype agreement, and self-

esteem decrement/harm).286. Response options were on a 5-point Likert scale, with “1” 

indicating strong disagreement and “5” indicating strong agreement. A total score ranging 
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from 8 to 40 was calculated for the eight items by averaging all non-missing items and 

then multiplying them by 8. Only 1% of participants were missing any data for all items 

on this instrument – two items had n=1 response missing, and one item had n=2 

responses missing. 

Internalized Stigma – Justice-Involvement. Internalized stigma was measured with 

the internalized stigma subscale of the Self-Stigma of Individuals with Criminal Records 

(SSICR).287 This subscale has nine items about the internalized stigma of criminal/legal 

system involvement with response options on a four-point Likert scale. Like the other 

measures of internalized stigma used in the present study, responses were collected on a 

5-point Likert scale with lower values reflecting strong disagreement and higher values 

reflecting strong agreement to increase variation in participants’ responses. This was 

particularly important for this scale because preliminary validation studies have found 

relatively low levels of self-reported CJ internalized stigma among justice-involved 

people.287 For analysis, items were averaged to create an average SSICR score ranging 

from 1 to 5 that reflected a combination of both subscales of agreement and harm-related 

CJ internalized stigma. 

Intersectional Anticipated Discrimination. Anticipated discrimination was 

measured with nine items from the anticipated discrimination subscale (InDI-A) of the 

Intersectional Discrimination Index (InDI).288 Response options were on a five-point 

Likert scale, ranging from “1” meaning “strongly disagree” to “5” meaning “strongly 

agree.” The full instrument has demonstrated satisfactory validity and reliability in a bi-

national sample.288 These items were treated as ordinal variables and left as individual 

items in analysis, as they were used as observed indicators of a latent variable. 
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Psychological Distress. Psychological distress, a construct that has repeatedly 

been linked to stigma and discrimination209,319,320, was measured with the Kessler 

Psychological Distress Scale (K6).289 The K6 has six items that assess past-month 

psychological distress feelings and experiences, and the K6 has been validated for use 

among adults with various MHDs293, SUDs294,295, co-occurring disorders296,297, and 

justice-involvement.296,298 Response options were on a five-point Likert scale, ranging 

from “0” indicating “none of the time” and a “4” reflecting “all of the time.” A total score 

was calculated using a sum score ranging from 0 to 24, with higher scores reflecting 

greater psychological distress. 289 This outcome variable was treated as continuous. 

Active Concealment. Active concealment was measured with an adapted, 15-item 

version of the Quinn Active Concealment Scale (QUACS), a measure that assesses active 

non-disclosure about a stigmatized identity, illness, or chronic condition.216 Given that 

these items were originally written and designed to ask about a single 

stigmatized/marginalized identity, the scale was repeated three times to ask about MH-

related, OUD-related, and justice-involvement.  For example, one item read, “I lie about 

how I spend my free time so that nobody suspects that I have a mental health disorder.” 

Response options were on a 5-point Likert scale, where “1” meant “never” and “5” meant 

“always.” An average score across MH-related, OUD-related, and justice involvement-

related active concealment was calculated ranging from 1 to 5, and this variable was 

treated as continuous. One item was reverse worded (“I don't do anything special to hide 

my OUD/MHD/justice-involvement because if someone asked me about it, I would just 

tell them the truth”) and recoded before calculating the average score. 
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Health-Related Quality of Life. Health-related quality of life was measured with 

ten items from the PROMIS – Global Health (v1.2)/PROMIS-10, a patient-reported 

outcome measure of physical function, pain, fatigue, emotional distress, social 

health.290,299 Nine items were collected on a 5-point Likert scale, however pain was 

measured on an 11-point scale ranging from “0” (no pain) to “10” (worst pain 

imaginable). Responses from two reverse-worded items were re-coded so that all values 

reflected a consistent direction. Based on the original measure’s scoring guidelines, 

scores were calculated separately for physical and mental health-related quality of life by 

converting raw summed scores to T-scores, which reflected how much each participant’s 

mental health or physical health QOL score deviated from the population T-score 

average.290 Both of the MH and PH quality of life variables were treated as continuous in 

analyses. 

Social Support. Social support was measured with eight items from the modified 

Medical Outcomes Study Social Support Survey (mMOS-SSS).291 Half of the items ask 

about tangible/instrumental social support, and the other four items ask about emotional 

support. Items are framed as asking about what supports and resources people have 

available to them if assistance were needed. For example, one instrumental social support 

item said, “If you needed it, how often is someone available to help you if you were 

confined to bed?” One emotional support item said, “If you needed it, how often is 

someone available who understands your problems?” Response options range from 1 to 

5, where “1” means “none of the time” and  “5” means “all of the time.” To score this 

scale, an average of all items was calculated and transformed to a zero to 100-point scale, 

where higher scores reflect greater social support. In psychometric testing, this 
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instrument has demonstrated excellent construct validity, discriminant validity, and 

reliability.291,321 This instrument has also been used previously among justice-involved 

people322 and people who use opioids.323 

Recovery Capital. Recovery capital was measured with ten items from the Brief 

Assessment of Recovery Capital (BARC-10), a unidimensional measure of internal and 

external resources available to support an individual’s recovery.292 Response options are 

on a 6-point Likert scale: 1) strongly disagree, 2) disagree, 3) somewhat disagree, 4) 

somewhat agree, 5) agree, and 6) strongly agree. Items are summed to create a total score 

ranging from 10 to 60, where higher values indicate greater recovery capital. Prior 

research suggests that a recovery capital (BARC-10292) score of 47 and higher is 

associated with greater and more sustained recovery from substance use at one year 

follow-up292, so these dichotomous cut-points have been intended to be used in 

moderation analyses to denote those with low versus high recovery capital. However, if 

moderation analyses would not be possible due to an unequal distribution of recovery 

capital scores classified into the clinical thresholds for low versus high recovery capital, 

alternate cut-points using a median split has been used. In psychometric testing, the 

BARC-10 demonstrated good internal consistency (α = .90) and concurrent validity with 

a previously established measure of recovery capital.292 The BARC-10 has also 

demonstrated measurement invariance in tests of differential item functioning with 

respect to gender.292  
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Statistical Analysis 

Bivariate statistics (i.e., t-tests and chi-squared tests of independence) were run in 

StataSE Version 18.0 to identify significant differences in participants’ characteristics, 

self-stigma, and health outcomes by level of social support and recovery capital. 

Latent Variable Parallel Mediation Models. Latent variable parallel mediation 

models were used to examine whether each domain-specific type of internalized stigma 

(i.e., OUD, MHD, and/or CJ-related self-stigma) mediated the associations between 

anticipated stigma and health outcomes of psychological distress, active concealment, 

mental health-related quality of life, and physical health-related quality of life.210,445,446  

Parallel mediators can be significantly correlated with each other – consistent with what 

would be expected with three types of self-stigma, but they cannot have a direct, causal 

impact on each other.447 Each of the indirect effects in parallel mediation is called a 

specific indirect effect.448,449  

Before running any of the mediation models, model assumptions for parallel 

mediation models were tested separately for each health outcome, resulting in four sets of 

model assumption tests.447,448 Within each of the four sets of model assumption tests for 

parallel mediation, there were seven individual models tested. First, we evaluated if the 

independent variable (i.e., anticipated discrimination) was predictive of each of the three 

types of self-stigma – the three hypothesized mediators that operate in parallel. Next, the 

mediators – the three types of self-stigma – were each examined for whether they were 

predictive of the health outcomes. Finally, we examined if the independent variable was 

predictive of the four health outcomes – the dependent variables in the hypothesized 
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mediation model.447,448  Table 17 presents the results of all four hypothesized parallel 

mediation models’ tests for mediation model assumptions. 

Table 17. Results of testing of model assumptions for four parallel mediation models by 
health outcome (N=213) 
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Notes. MH = mental health; OUD = opioid use disorder; CJ = criminal justice; significant 
results are bolded and denoted by the following: *** p < .001, ** p < .01, * p < .05 

Only models and variables that met parallel mediation model assumptions were 

run. Specifically, there either had to be a significant association between the independent 

variable (i.e., X, or anticipated discrimination) and the dependent variable (i.e., Y, or 
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each of the four health outcomes) or there had to be a very strong theoretical basis for 

running the mediation model despite a non-statistically significant relationship between X 

and Y. In total, three parallel mediation models were constructed. The models examined 

the roles of MH, OUD, and CJ self-stigma in the associations between anticipated 

discrimination and psychological distress, active concealment, and mental health quality 

of life. No mediation model was created for physical health quality of life because the 

association between anticipated discrimination and physical health quality of life were 

not significant (p > .05) and the magnitude of any expected association between 

discrimination and physical health was not clear, in part because the mean PH QOL was 

low in this sample (mean T-score = 37.7, SD = 5.44), while the mean T-score was 50 

with a standard deviation of 10 among the US adult general population.450 

Additionally, confidence intervals for all parameter estimates and effects were 

calculated using bootstrapping, a non-parametric re-sampling method that helps address 

non-normality of model residuals and other statistical assumptions.451 Adapted MPlus 

syntax for mediation analyses akin to Hayes’ PROCESS models accommodating a latent 

variable independent variable was used.452 Mediation analyses were run in MPlus 

Version 8.6 and StataSE Version 18.0, and bootstrapping using 10,000 samples was used 

in all mediation analyses to calculate bias-corrected 95% confidence intervals for all total 

and specific indirect effects.453 

Latent Variable Moderation. Latent variable moderation was used to examine if 

the associations between anticipated discrimination (X, independent variable) and health 

outcomes (Y’s, or dependent variables) varied by binary level of social support and 

recovery capital (W’s, or moderators). The moderation term, XY, is the interaction 
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between the independent variable and the moderator. If significant, then the effect of 

anticipated discrimination on health is dependent on the moderating variable being tested. 

Each combination of one of the four health outcomes (i.e., psychological distress, active 

concealment, mental health-related quality of life, and physical health quality of life) and 

one of two moderators (i.e., social support and recovery capital) was tested in separate 

moderation models, resulting in eight latent variable moderation models in total.  

In the social support moderation models, social support was dichotomized using a 

median split (median = 50), resulting in 49.3% (n=105) in the low social support group 

(0-49) and 50.7% (n=108) the high social support group. For the recovery capital 

moderation models, only 10.8% (n=23) fell into the high recovery capital category and 

would not provide stable parameter estimates.454 Therefore, a median split (median = 34) 

was used, resulting in 44.6% (n=95) in the low recovery capital (BARC-10 score of 20-

33) and 55.4% (n=118) in the high recovery capital group (BARC-10 score of 34-60). 

Moderation analyses, specifically multi-group SEM and Wald tests, were used to see if 

the associations between anticipated discrimination and health were variable by 

participants’ level of social support and recovery capital.210,445,446,455,456 Moderation 

analyses were run in MPlus Version 8.6 and StateSE Version 18.0.453 

Results 

Most participants were non-Hispanic white (59%; n=124), male (68%; n=145), 

and heterosexual (92%; n=188). The mean age was 40.9 (SD = 10.0) years old and 78% 

(n=165) of participants were recruited in Pennsylvania. Within the five years prior, 71% 

(n=149) had been both on community supervision (probation and/or parole) and also 

incarcerated for at least one night in a jail and/or prison. Additionally, 29% (n=61) had 
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not yet finished high school or obtained a GED. Most had taken medications for opioid 

use disorder (MOUD) within the prior year (86%; n=176) and indicated that they had 

previously received mental health treatment at some point in their lifetime (80%; n=162). 

Table 1 (Table 5 in dissertation) has more details about participant characteristics. 

Bivariate Associations  

Social Support. There were few differences in participant characteristics by social 

support. For example, there were no significant differences in sociodemographic 

characteristics or health outcomes by participants’ level of social support (p’s > .05). 

There were also no differences in OUD- and CJ-related self-stigma by level of social 

support (p’s > .05). However, participants with lower social support reported significantly 

higher mental illness self-stigma than participants with higher social support group, 2.61 

(95% CI: 2.48, 2.75) vs. 2.41 (95% CI: 2.29 to 2.54), respectively; t = 2.1796(211), p = 

.0304.  

Recovery Capital. Participant characteristics varied significantly by their level of 

recovery capital. For example, there was a higher percentage of people of color (POC) 

among the higher recovery capital group (50%) compared to in the lower recovery capital 

group (29%), χ2=9.4048(1, N = 209), p = .002. There were no significant differences by 

group in gender, age, educational attainment, or lifetime history of mental health 

treatment (p’s > .05). However, a greater percentage of people in the higher recovery 

capital group had taken MOUD in the past year (91% vs. 80%), χ2=5.3545(1, N = 204), p 

= .021.  

There were also differences in experiences of discriminatory physical violence by 

level of recovery capital, χ2=7.0638(2, N = 213), p = .029, where participants with higher 
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recovery capital had less physical violence than participants with lower recovery capital. 

The same pattern was true, too, for discriminatory sexual violence where participants 

with higher recovery capital had experienced less discriminatory sexual violence than 

participants with lower recovery capital χ2=8.0936(2, N = 212), p = .017.  

Level of recovery capital was not significantly associated with participants’ self-

stigma of mental illness, opioid use, or criminal justice (p’s > .05) or their health 

outcomes of active concealment or physical health-related quality (p’s > .05). However, 

those with lower recovery capital reported more psychological distress than those in the 

higher recovery capital group, 14.28 (95% CI: 13.32, 15.24) vs. 12.36 (95% CI: 11.58 to 

13.15), respectively; t = 3.0876(210), p = .0023. Lower recovery capital was also 

associated with worse mental health quality of life than higher recovery capital, 36.42 

(95% CI: 35.43, 37.41) vs. 39.78 (95% CI: 38.78 to 40.77), respectively;  

t = -4.6937(211), p < .0001. Tables 18 and 19 present further details of results for all 

bivariate associations of participant characteristics by level of social support and recovery 

capital. 
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Table 18. Bivariate associations of participant characteristics by level of social support 
(N=213) 
  Social Support   

  Low 
(n=105) 

High  
(n=108) 

l !, (df), p-value /  
t(df), p-value 

C"8K"%& & + +
V(4$+ ]/@//m+,]]0+ ^_@Mbm+,^Y0+ l ! +o+-@.^XM,MA+Ro-MM0A+Q+o+@Mb.+

Q$#(4$+ -^@^]m+,-Y0+ /b@Ybm+,/Y0+ +

9," A+@,7O0& _.@b_+,M.@MM0+ _M@--+,X@X/0+ 0&o+F.@_X/X,-.Y0A+Q+o+@^-MX&
>.)"&.8K&X0*8-)-0(& & + +

R"<FI:&=(<:)+e*:5$+ ^_@.Ym+,^^0+ b_@]-m+,bY0+ l ! +o+M@YX].,MA+Ro-.X0A+Q+o+@M^Y+
I:&=(<:)+(<2B"%+UZ8+ /b@X-m+,/]0+ _b@-Ym+,_Y0+ +

XK7).0-+8.$&900.-8<"80& & + +

>$&&+5*(<+I7+ //@^bm+,/b0+ -/@/^m+,-b0+ l ! +o+/@M_-Y,-A+Ro-MM0A+Q+o+@-.Y+
I7+\%(23(5$B\;O+ _.@/Ym+,_-0+ b.@_]m+,b_0+ +

7"#$+8"44$G$+"%+V"%$+ -b@X^m+,-]0+ -^@M]m+,-Y0+ +

Y-I"0-<"&@"80.$&E".$0*&
Z%".0<"80&

& + +

t$&+ ]Y@_/m+,Y.0+ YM@MXm+,Y-0+ l ! +o+.@-/X/,MA+Ro-./0A+Q+o+@^-b+
R" + -M@b]m+,--0+ MY@YMm+,MX0+ +

'.#0 JV".%&@?=/& & + +

t$&+ Yb@Y^m+,Yb0+ Y^@^]m+,XM0+ l ! +o+.@.-YM,MA+Ro-._0A+Q+o+@Y^]+
R" + M_@M_m+,M_0+ M/@//m+,M_0+ +

/-#)%-<-8.0+%(&'*(#-).$&9##.7$0&O-)0-<-M.0-+8& & +

R$9$%+ -/@YMm+,-b0+ /]@._m+,_.0+ l ! +o+b@..bY,-A+Ro-M/0A+Q+o+@.Y-+
Z<)$+ /_@-Xm+,/^0+ /-@_Mm+,/b0+ +

V"%$+5*(<+"<)$+ _M@X.m+,__0+ /.@b^m+,//0+ +

/-#)%-<-8.0+%(&1"[7.$&9##.7$0&O-)0-<-M.0-+8& & +

R$9$%+ b.@_Ym+,b/0+ ^.@]bm+,^b0+ l ! +o+-@/]MY,-A+Ro-M-0A+Q+o+@/.b+
Z<)$+ -M@X.m+,-/0+ MY@^Xm+,-.0+ +

V"%$+5*(<+"<)$+ -]@^-m+,-X0+ -.@b^m+,--0+ +

?=/&1"$IJ10-,<. A+@,7O0+ Y@XX+,/@-^0+ Y@bM+,/@-]0+ 0&o+M@.]Mb,-MM0A+Q+o+@-Yb-&
@E&1"$IJ10-,<.\ +@,7O0+ -@^M+,.@].0+ -@_M+,.@^b0+ 0&o+-@M]X^,-MM0A+Q+o+@./._&
;R&1"$IJ10-,<(A+@,7O0+ M@]b+,.@]-0+ M@]/+,.@]/0+ 0&o+.@--X],-MM0A+Q+o+@YMY^&
'#()*+$+,-).$&/-#0%"##\&@,7O0+ M/@]^+,_@^_0+ M-@^]+,_@_b0+ 0&o+M@]_//,-M.0A+Q+o+@.Y-]&
9)0-:"&;+8)".$<"80\&@,7O0+ -@Y^+,.@]^0+ -@]/+,.@^]0+ 0&o+M@/^-.,-MM0A+Q+o+@M]_^&
'>?@A1&C$+D.$&J&@E\&@21/5& /]@Y.+,b@_-0+ /Y@]_+,b@__0+ 0&o+F_@^X/],-MM0A+Q+o+@-.^_&
'>?@A1&C$+D.$&J&'E \&@21/5& /]@-X+,b@b]0+ /Y@MY+,b@/.0+ 0&o+FM@MYYY,-MM0A+Q+o+@-/bX+

Notes. M = mean; SD = standard deviation; OUD = opioid use disorder; MH = mental 
health; CJ = criminal justice; PH = physical health; POC = person of color.  
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Table 19. Bivariate associations of participant characteristics by level of recovery capital 
(N=213)  
  Recovery Capital   

  Low 
(n=95) 

High  
(n=118) 

l !, (df), p-value /  
t(df), p-value 

C"8K"%& & + +
V(4$+ ^Y@.Xm+,^_0+ ^X@-/m+,YM0+ l ! +o+.@./MY,MA+Ro-MM0A+Q+o+@YbY+

Q$#(4$+ /M@XMm+,/.0+ /.@]]m+,/^0+ +

9," A+@,7O0& /X@].+,X@/Y0+ _M@Y-+,M.@_.0+ 0&o+FM@b/_M,-.Y0A+Q+o+@M-^b&
>.)"&.8K&X0*8-)-0(& & + +

R"<FI:&=(<:)+e*:5$+ ].@X]m+,^^0+ b.@..m+,bY0+ l ! +o+X@_._Y,MA+Ro-.X0A+Q+o+@..-+
I:&=(<:)+(<2B"%+UZ8+ -X@./m+,-]0+ b.@..m+,bY0+ +

XK7).0-+8.$&900.-8<"80& & + +

>$&&+5*(<+I7+ /b@]Xm+,/_0+ --@_Mm+,-^0+ l !, o+b@M^./,-A+Ro-MM0A+Q+o+@.]+̂
I7+\%(23(5$B\;O+ _/@M^m+,_M0+ _]@_Mm+,bb0+ +

7"#$+8"44$G$+"%+V"%$+ -M@.bm+,-.0+ /.@M]m+,/b0+ +

Y-I"0-<"&@"80.$&E".$0*&
Z%".0<"80&

& + +

t$&+ ]Y@.-m+,]M0+ YM@-bm+,XM0+ l !, o+.@/-_^,MA+Ro-./0A+Q+o+@b^X+
R" + -M@XYm+,-.0+ MY@]bm+,-M0+ +

'.#0 JV".%&@?=/& & + +

t$&+ Y.@..m+,]-0+ XM@-/m+,M._0+ l ! +o+b@/b_b,MA+Ro-._0A+Q+o+@.-M+
R" + -.@..m+,MY0+ Y@]]m+,Y0+ +

/-#)%-<-8.0+%(&'*(#-).$&9##.7$0&O-)0-<-M.0-+8& & +

R$9$%+ --@MMm+,-M0+ /]@-Xm+,__0+ l ! +o+]@.^/Y,-A+Ro-M/0A+Q+o+@.-X+
Z<)$+ //@^Ym+,/-0+ //@.bm+,/X0+ +

V"%$+5*(<+"<)$+ __@-Mm+,_-0+ -X@^^m+,/b0+ +

/-#)%-<-8.0+%(&1"[7.$&9##.7$0&O-)0-<-M.0-+8& & +

R$9$%+ _b@-^m+,_/0+ ^_@M.m+,]b0+ l !, o+Y@.X/^,-A+Ro-M-0A+Q+o+@.M]+
Z<)$+ -/@M^m+,--0+ M]@Xbm+,-M0+ +

V"%$+5*(<+"<)$+ /M@bYm+,/.0+ M]@Xbm+,-M0+ +

?=/&1"$IJ10-,<. A+@,7O0+ X@.M+,/@/]0+ Y@b_+,/@MY0+ 0&o+M@./YY,-MM0A+Q+o+@/..M&
@E&1"$IJ10-,<.\ +@,7O0+ -@^M+,.@^]0+ -@_/+,.@^]0+ 0&o+M@XbY/,-MM0A+Q+o+@.bMb&
;R&1"$IJ10-,<(A+@,7O0+ M@Y-+,.@YM0+ M@^Y+,.@^_0+ 0&o+M@_-//,M]b@XM0A+Q+o+@Mb^_&
'#()*+$+,-).$&/-#0%"##\&@,7O0+ M_@-Y+,_@^X0+ M-@/^+,_@/M0+ 0&o+/@.Y]^,-M.0A+Q+o+@..-/&
9)0-:"&;+8)".$<"80\&@,7O0+ -@Y]+,.@]M0+ -@]/+,.@]-0+ 0&o+FM@_--X,-MM0A+Q+o+@Mb^-&
'>?@A1&C$+D.$&J&@E\&@21/5& /^@_-+,_@Y^0+ /X@]Y+,b@__0+ 0&o+F_@^X/],-MM0A+Q+n+@...M&
'>?@A1&C$+D.$&J&'E \&@21/5& /]@.-+,b@-^0+ /Y@/-+,b@b/0+ 0&o+FM@]b-^,-MM0A+Q+o+@.YMM+

Notes. M = mean; SD = standard deviation; OUD = opioid use disorder; MH = mental 
health; CJ = criminal justice; PH = physical health; POC = person of color.  

Parallel Mediation 

Anticipated Discrimination, Three Types of Self-Stigma (MH, OUD, and CJ), and 

Psychological Distress. Results from a parallel mediation analysis indicated that 

intersectional anticipated discrimination was indirectly related to psychological distress 

through mental health self-stigma, but not specifically through opioid use or criminal 

justice self-stigma. A 95% bias-corrected confidence interval of 10,000 bootstrap samples 

showed that the specific indirect effect of mental health self-stigma (95% CI: 0.446 to 
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1.236) was entirely above zero, holding OUD and CJ self-stigma constant. However, the 

specific indirect effects of OUD self-stigma (95% CI: -0.127 to 0.369) and CJ self-stigma 

(95% CI: -0.050 to 0.237) were not significantly different than zero. These results 

partially supported Hypothesis 10 (Association between anticipated stigma and 

psychological distress is mediated by internalized stigma). Figure 15 displays the 

standardized coefficients for each of these pathways. 

Figure 15. Mediation - InDI-A, Self-Stigma, and Psychological Distress 

 
Indirect Effects of Anticipated Discrimination on Psychological Distress via… 

MH stigma only: 0.875, SE = 0.219, p < .001 
OUD stigma only: 0.143, SE = 0.137, p = .299 
CJ stigma only: 0.106, SE = 0.080, p = .181 
MH, OUD, and CJ self-stigma: 1.125, SE = 0.342, p = .001 

Notes. *** p < .001; ** p < .01; p < .05 
 

Anticipated Discrimination, Three Types of Self-Stigma (MH, OUD, and CJ), and 

Active Concealment. Results from a latent parallel mediation model indicated that 

intersectional anticipated discrimination was indirectly related to active concealment 

through mental health, opioid use, and criminal justice self-stigma. A 95% bias-corrected 

confidence interval of 10,000 bootstrap samples showed that the specific indirect effects 

of mental health self-stigma (95% CI: 0.113 to 0.264), OUD self-stigma (95% CI: 0.039 

to 0.152), CJ self-stigma (95% CI: 0.008 to 0.092) were all entirely above zero. The total 
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indirect effect (0.334) and its 95% bias-corrected confidence interval was also entirely 

above zero (95% CI: 0.198 to 0.470). These results supported Hypothesis 11 (Association 

between anticipated stigma and active concealment is mediated by internalized stigma). 

Figure 16 displays the standardized coefficients for each of these pathways.  

Figure 16. Mediation - InDI-A, Self-Stigma, and Active Concealment 

 
Indirect Effects of Anticipated Discrimination on Active Concealment via… 

MH stigma only: 0.875, SE = 0.219, p < .001 
OUD stigma only: 0.143, SE = 0.137, p = .001 
CJ stigma only: 0.106, SE = 0.080, p = .019 
MH, OUD, and CJ self-stigma: 0.334, SE = 0.069, p < .001 

Notes. *** p < .001; ** p < .01; p < .05 
 

Anticipated Discrimination, Three-Types of Self-Stigma, and Physical Health 

Quality of Life. This mediation model was not run because anticipated discrimination was 

not significantly associated with physical health-related quality of life in pre-mediation 

model assumptions testing. Therefore, Hypothesis 12 (Association between anticipated 

stigma and physical health-related quality of life is mediated by internalized stigma) was 

not supported.   

Anticipated Discrimination, Three-Types of Self-Stigma, and Mental Health 

Quality of Life. While none of the three types of self-stigma were associated with mental 
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health quality of life in model assumptions testing, the theoretical basis for running this 

model was prioritized and the model was run anyways because of the significant 

association between anticipated discrimination and mental health-related quality of life (β 

= -.214, p = .001). However, results from a parallel mediation model did not find 

evidence to support any of the three types of self-stigma as mediators of the pathway 

between anticipated discrimination and mental health-related quality of life. Specifically, 

total indirect and all of the specific indirect effects were not significantly different from 

zero and were all not significant at the α = .05 level. These results did not support 

Hypothesis 13 (Association between anticipated stigma and mental health-related quality 

of life is mediated by internalized stigma). Figure 17 displays the standardized 

coefficients for each of these pathways.  

Figure 17. Mediation - InDI-A, Self-Stigma, and MH QOL 

 
Indirect Effects of Anticipated Discrimination on Mental Health Quality of Life via… 

MH stigma only: 0.077 SE = 0.236, p = .743 
OUD stigma only: 0.138, SE = 0.189, p = .467 
CJ stigma only: 0.147, SE = 0.091, p = .105 
MH, OUD, and CJ self-stigma: 0.362, SE = 0.400, p = .366 

Notes. *** p < .001; ** p < .01; p < .05 
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Moderation 

Social Support. The associations between anticipated discrimination and all four 

of the tested health outcomes did not vary by level of social support. Findings did not 

support Hypothesis 14 (Greater social support mitigates the impact of anticipated stigma 

on psychological distress, active concealment, and health-related quality of life). Results 

for each of the models examining the moderating role of social support are displayed in 

Figures 18-21. 

Figure 18. Moderation - Social Support – InDI-A & Psychological Distress 

 
Notes. *** p < .001; ** p < .01; * p < .05 
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Figure 19. Moderation – Social Support – InDI-A & Active Concealment 

 
Notes. *** p < .001; ** p < .01; * p < .05 

 
Figure 20. Moderation – Social Support – InDI-A & MH QOL 

 
Notes. *** p < .001; ** p < .01; * p < .05 
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Figure 21. Moderation – Social Support – InDI-A & PH QOL 

 
Notes. *** p < .001; ** p < .01; * p < .05 
 

Recovery Capital. Recovery capital did not modify the associations between 

anticipated discrimination and outcomes of active concealment and mental health-quality 

of life. However, multi-group SEM and a Wald test indicated that the association 

between anticipated discrimination and psychological distress depended on recovery 

capital, W(1) = 15.792, p = .0001. Anticipated discrimination was related to more 

psychological distress only among those with lower recovery capital (p < .001); the same 

relationship was not significant among those with higher recovery capital (p = .249). The 

relationship between anticipated discrimination and physical health-related quality of life, 

too, depended on recovery capital, W(1) = 9.403, p = .0022. In this case, however, 

anticipated discrimination was tied to poorer physical health-related quality of life among 

people with lower recovery capital (β = -0.184, p = .033) while anticipated discrimination 

was tied to better physical health-related quality of life among people with higher 

recovery capital (β = 0.201, p = .020). Results provided partial support for Hypothesis 15 
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(Greater recovery capital mitigates the impact of anticipated stigma on psychological 

distress, active concealment, and health-related quality of life). Results for each of the 

models examining the moderating role of recovery capital are displayed in Figures 22-25. 

Figure 22. Moderation – Recovery Capital – InDI-A & Psychological Distress 

 
Notes. *** p < .001; ** p < .01; * p < .05 
 

Figure 23. Moderation – Recovery Capital – InDI-A & Active Concealment 

 
Notes. *** p < .001; ** p < .01; * p < .05 
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Figure 24. Moderation - Recovery Capital – InDI-A & MH QOL 

 
Notes. *** p < .001; ** p < .01; * p < .05 
 

Figure 25. Moderation - Recovery Capital – InDI-A & PH QOL 

 
Notes. *** p < .001; ** p < .01; * p < .05 
 
Discussion 

 Of the six hypotheses tested, one was fully supported, two were partially 

supported, and three were not supported. Specifically, only Hypothesis 11 (association 

between anticipated stigma and active concealment is mediated by internalized stigma) 
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was fully supported. Partial support was found for Hypothesis 10 (association between 

anticipated stigma and psychological distress is mediated by internalized stigma) and 

Hypothesis 15 (greater recovery capital mitigates the impact of anticipated stigma on 

psychological distress, active concealment, and health-related quality of life). Other 

study hypotheses were not supported: Hypothesis 12 (association between anticipated 

stigma and physical health-related quality of life is mediated by internalized stigma), 

Hypothesis 13 (association between anticipated stigma and mental health-related quality 

of life is mediated by internalized stigma), and Hypothesis 14 (greater social support 

mitigates the impact of anticipated stigma on psychological distress, active concealment, 

and health-related quality of life). Findings suggest that MHD self-stigma and, to a lesser 

extent, OUD and CJ self-stigma, can help to explain the associations between anticipated 

discrimination and health outcomes of psychological distress and active concealment of 

justice system involvement, mental health, and opioid use history 

Based on these results, programs and interventions designed to reduce mental 

illness self-stigma may be able to help mitigate some of the harms of intersectional 

anticipated discrimination on psychological distress and active concealment. The 

respective contributions of OUD and CJ self-stigma in these associations are less clear 

than mental illness self-stigma, though their significant correlations with anticipated 

discrimination mental health self-stigma imply that providers, practitioners, and 

researchers working with justice-involved people with co-occurring disorders should be 

knowledgeable about the various ways that MH, OUD, and CJ self-stigma manifest and 

learn about ways to address self-stigma in their practices and research, such as brief self-

disclosure about one’s own mental health and recovery, when appropriate.457 In fact, 
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some recent research supports the effectiveness of therapist and provider self-disclosures, 

when appropriate, in improving patient-provider relationships, increasing clients’ 

perceptions of counselor empathy, increasing client motivation, and enhancing the overall 

counseling experience.458-460 However, many providers and researchers have been 

actively discouraged from disclosing their own diagnoses and justice-involvement 

histories to clients, patients, and participants, without at least spending significant time 

weighing the benefits versus the risks to the client/patient.461,462 Therefore, self-disclosure 

and normalization of chronic illness and successful community reintegration after 

criminal/legal system involvement are some of the many strengths of healthcare and 

social services provided directly and/or in partnership with people with lived experience, 

such as peer support and peer recovery specialists.463  

This study found no evidence to support CJ, OUD, and MH self-stigma as parallel 

mediators of the association between anticipated discrimination and mental health-related 

quality of life. One possible explanation for this difference is that the MH QOL subscale 

of the PROMIS – Global Health (v1.2)/PROMIS-10290,299 was not the correct measure to 

use with this population. Perhaps this instrument lacked the data granularity to 

distinguish between more extreme poor quality of life among people with chronic and 

persistent mental illness. This would be consistent with prior research that has created 

mental health quality of life measures intended for use specifically among people with 

chronic and persistent mental illnesses, such as the Lehman Quality of Life Interview 

(QLI).464 Another possible explanation is that enacted stigma and discriminatory 

experiences – rather than expectations and anticipated discrimination – could be linked to 
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health outcomes and mediated by self-stigma, which would be consistent with other 

studies in different population groups (e.g., people living with HIV465). 

There might also be other health outcomes unmeasured in the present study that 

could be better explained by the intersections of CJ, OUD, and MH self-stigma. For 

example the combination of drug use and CJ self-stigma have been linked to lower self-

esteem, poorer treatment engagement, and less self-efficacy to avoid drug use.398 

Alternatively, other psychological mechanisms – alone or in combination with self-

stigma – might also help explain the associations between discrimination and health. For 

example, rumination and emotional suppression are other psychological mechanisms 

thought to explain the link between discriminatory experiences and psychological 

distress.466  In the context of discrimination, rumination is a repetitive focus on 

discriminatory experiences, associated emotions (e.g., discrimination-related distress), 

and the situational context of the discriminatory experience.466 Some studies have more 

specifically identified emotional rumination – including anger rumination – as a mediator 

of discriminatory experiences, anticipated discrimination, and psychological distress.467 

These psychological constructs were not measured nor were they included as explanatory 

factors in the present study, but they should be considered when planning future research. 

It is plausible, too, that model misspecification could lead to unobserved 

associations between CJ self-stigma and health. For example, one study found that rather 

than being defined as a mediator like in the present study, CJ self-stigma operated more 

as a moderator of the associations between mental health stigma and internalized racism 

and health among justice-involved patients receiving mental health treatment.391 Other 

studies have included other participant characteristics (e.g., race, ethnicity, and sexual 
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orientation) as moderators of these pathways468, which would have been consistent with 

this an intersectionality framework and this study’s analytic goals.371 Future research 

might consider testing some of these alternative models, including a larger sample size to 

be able to study moderators, and using behavioral outcomes to complement or replace the 

more traditional health outcomes used in this study.  

Only one significant bivariate association by social support (i.e., MH self-stigma) 

and no significant moderation of anticipated discrimination and health by level of social 

support is consistent with some research that did not find that social support buffered the 

links between discrimination and health in other populations (e.g., Asian Americans).469 

This is also consistent with other research that has found that social support can even be 

detrimental for health among people with significant emotional instability and psychiatric 

symptoms who have experienced a trauma.470 It is also possible that only specific types 

of social support and sources of social support are important in the context of stigma, 

discrimination, and health. For example, one study found that only a very specific type of 

social support – specifically family cohesion – moderated the association between 

discrimination and stress among Latinx and Asian immigrants.471 One difference of the 

present study was that social support was much more broadly defined, including a 

combination of both emotional and instrumental social support and without any reference 

to specific sources of social support. Future work on how social support relates to stigma, 

discrimination, and health should examine more specific types and sources of social 

support (e.g., family cohesion, emotional support support) and should perhaps distinguish 

between emotional and instrumental social support levels. 
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From an intersectionality perspective, other parts of a person’s identity, too, might 

be considered in further refining the concept of social support. Many participants in this 

sample were unsheltered, unhoused, and/or unstably housed; almost half (45%) of 

participants who had experienced major discrimination reported that it was, at least in 

part, because of their housing situation. There are many measures of social support, and 

perhaps a different or modified measure would have been preferable. A 2022 systematic 

review of social support and social networks among people who were chronically 

unhoused found that there was wide variation in how social support has been measured in 

this population.472 Future research should take more pieces of people’s identities into 

account quantitatively through greater use of moderators and/or use of Multiple 

Indicators Multiple Causes (MIMIC) models, an extension of traditional confirmatory 

factor analysis (CFA) measurement models.389,473  

While high versus low levels of social support seemed to have limited usefulness 

for characterizing differences for explaining for whom anticipated discrimination most 

affects health, participant characteristics varied significant by their level of recovery 

capital. In particular, bivariate results showed that people with lower recovery capital 

reported more discriminatory physical violence, more discriminatory sexual violence, 

more psychological distress, and poorer mental health quality of life than people with 

higher levels of recovery capital. This means that justice-involved people with OUD and 

MHD who have lower recovery capital also may need specialized, trauma-informed care 

– which is warranted for this entire population, but also especially for people who are 

survivors of physical and sexual violence.474 Greater care, too, may need to be taken to 

concurrently address emotional distress and/or any imminent mental health needs in both 
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harm reduction outreach and in proactive efforts to increase access and engagement with 

substance use treatment.  

In multi-group SEM for moderation analyses, level of recovery capital level also 

shed some insight into specific groups most strongly experiencing the links between 

anticipated discrimination and health. For example, only those with lower recovery 

capital experienced the association between anticipated discrimination and greater 

psychological distress. For those with higher recovery capital, this association was not 

significant. This suggests that justice-involved people with OUD and MHD in significant 

psychological distress and who are experiencing more extreme emotional distress may 

also expect to experience discrimination, so common behavioral reactions such as 

isolation, avoidance, and diminished help-seeking400,475 are particularly important to 

address in this subgroup of justice-involved people with OUD and MHD with low 

recovery capital. 

Finally, in moderation analyses, greater anticipated discrimination was also 

related to poorer physical health-related quality of life among people with lower recovery 

capital, which is consistent with the majority of literature which has found that both 

expectations of poor treatment and fewer resources to support one’s recovery are related 

to poorer health and treatment outcomes.226,444 For those with higher levels of recovery 

capital, the effect direction of anticipated discrimination and physical health quality of 

life was the opposite, where more expectations of discrimination were associated with 

better physical health. This is slightly more challenging to interpret, as it appears to 

oppose what is known about the detrimental impacts of discrimination on health.409 

However, bivariate associations pointing to differences in characteristics and experiences 
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of people with higher versus lower recovery capital may help to contextualize this 

finding. For example, a significantly greater percentage of people with higher recovery 

capital identified as a person of color than people with lower recovery capital, 50% vs. 

29%, respectively. Given that people of color experience significant levels of 

discrimination which further harms their health476,477, future work examining the 

moderating effect of recovery capital on anticipated discrimination and health should take 

into account how each of these constructs are jointly impacted by minoritized social 

group memberships, such as race and ethnicity. Another area for future research is to 

compare and contrast what is already known about what kinds of intrapersonal, 

interpersonal, and community resources can best support people’s mental health 

recovery, people’s substance use recovery, people’s re-entry after release from 

incarceration, and people who experience stigma and discrimination to understand and 

prioritize resources that can support people in all of these areas. 

Limitations 

This study has several limitations. First, there are other potentially relevant 

covariates – such as polysubstance use, injection drug use, and mental illness type – that 

were not included in the present study’s analyses. Although validated instruments were 

used, measurement error may be introduced into the models through instrumental 

variable estimation of social support and recovery capital as observed moderators, which 

assumes no measurement error.446 Additionally, despite use of intersectionality to create 

the study’s framework, the present analyses were limited to variables measured at the 

individual level. Some elements of interpersonal and community contexts of stigma, 

discrimination, and recovery resources are captured indirectly within the discrimination 
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and recovery capital measures, but the analyses used in the present study are still limited 

to the individual-level. Additionally, there are other methods of measuring study 

constructs – such as social support – such as by multidimensional assessment methods. 

By using a unidimensional measure of social support, subtypes of social support – such 

as emotional versus instrumental versus appraisal social support – are unmeasured. 

Selection bias may also hinder the generalizability of results, as people experiencing 

higher levels of stigma and discrimination may be less inclined to participate in a study 

asking about experiences of stigma and discrimination.  

Another limitation specific to moderation analyses was the dichotomization of 

recovery capital (BARC-10292) at its median split, which is inherently less interpretable 

than the originally intended cut-point of 47 – a score that is associated with sustained 

recovery from substance use at one-year follow-up.292 However, less than 10% of this 

sample was classified as having a BARC-10 score of 47 or higher, meaning that the 

original approach was not possible. Instead, a median split was used for both recovery 

capital and social support which sacrifices statistical power.478,479 This loss of statistical 

power can be better justified with nominal moderators (e.g., gender, educational 

attainment), but is less preferred by some statisticians for continuous outcomes.479 An 

alternative approach in future work would be to use continuous values for moderators, 

including recovery capital and social support. 

In addition, collecting longitudinal data instead of cross-sectional survey data 

would be preferred as this would have enabled the directionality of the association to be 

elucidated more clearly – including the roles of mediating factors. Additionally, other 

potential mediating factors and associated pathways may have been omitted, increasing 
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issues of model misspecification and biased parameter estimates.480,481 For example, 

hypervigilance – which a recent study demonstrated mediated the association between 

stigma and internalizing symptoms and psychopathy – could be one important mediating 

factor to consider in future models.482 Other psychological mediators (e.g., emotional 

suppression, anger), too, that have successfully explained associations between 

discrimination and health in other populations,483 should be explored in the future among 

justice-involved adults with OUD and MHD. 

Conclusion 

This study found that recovery capital and several types of internalized stigma 

were moderators and mediators of the associations between anticipated discrimination 

and health among justice-involved adults with OUD and MHD. First, the link between 

anticipated discrimination and active concealment can be explained by the self-stigma of 

mental health, opioid use, and criminal/legal system involvement. Similarly, the 

association between anticipated discrimination and psychological distress can be 

explained, in part, by primarily mental health self-stigma – after accounting, too, for 

OUD and CJ self-stigma which are significantly correlated with mental health self-

stigma. Finally, this study found that the associations between anticipated intersectional 

discrimination and health outcomes of psychological distress and physical health-related 

quality of life were dependent on the level of recovery capital among justice-involved 

adult with OUD and MHD. While the only health outcomes in the present study were 

psychological distress, active concealment, and health-related quality of life, preliminary 

findings can help identify interventional targets for public health program planning (e.g., 

multi-level interventions to reduce intersecting forms of stigma and discrimination) and 
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ways to better support the re-entry and community supervision experiences of adults with 

co-occurring disorders (e.g. housing first initiatives; forensic peer specialists and peer 

recovery support).  
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CHAPTER 6 

SUMMARY OF MAIN FINDINGS AND DISCUSSION 

Summary of Main Findings 

Manuscript One 

The first manuscript described the development and psychometric evaluation of 

an integrated, brief measure of intersectional internalized stigma for justice-involved 

adults with co-occurring OUD and MHD. Through an iterative review process, including 

both conceptual analysis and item reduction techniques, an abbreviated twelve-item 

instrument was constructed using items from previously validated measures. The 

instrument had three correlated factors of OUD, MHD, and CJ harm-related internalized 

stigma, high internal consistency for all three factors (McDonald’s omega (ω) range: 0.73 

to 0.88), and strong standardized factor loadings.  

Consistent with expectations, greater MHD self-stigma was associated with more 

psychological distress, more active concealment, and poorer mental health quality of life. 

No associations were observed with physical health quality of life, which was consistent 

with a very recently published study on harm-related CJ self-stigma among justice-

involved adults that also found no significant association with physical health.311 Also 

consistent with study expectations, more CJ self-stigma was associated with more active 

concealment. Contrary to expectations, however, more CJ self-stigma was related to 

better mental health quality of life. After accounting for MHD and CJ harm-related self-

stigma, opioid use self-stigma was not significantly related to any of the health outcomes. 

This means that MHD, OUD, and CJ self-stigma are distinct yet strongly correlated 

constructs and can be measured with a brief, 12-item instrument. Moreover, intersectional 
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self-stigma can help explain differences in clinically relevant health outcomes of 

psychological distress, active concealment, and mental health quality of life among 

justice-involved people with OUD and MHD.  

The present study was informed by several theoretical frameworks of stigma and 

discrimination relevant to intersectional self-stigma, including Goffman’s Theory of 

Social Stigma and the process of developing internalized stigma in response to awareness 

and agreement with public negative attitudes and prior discriminatory experiences.133 

Also consistent with Goffman’s Theory of Social Stigma was that greater intersectional 

self-stigma was associated with poorer psychological health outcomes (i.e., more 

psychological distress, more active concealment, and worse mental health-related quality 

of life).133 However, in this study, only MHD self-stigma was consistently predictive of 

negative psychological health outcomes after accounting for both opioid use and CJ self-

stigma. All three types of harm-related self-stigma were strongly correlated, which was 

consistent with the Health Stigma and Discrimination Framework, which emphasizes the 

interconnections between different types of internalized stigma and discrimination.146 

One alternate approach to measuring intersectional self-stigma would have been 

to keep the other self-stigma subscales from the domain-specific self-stigma measures 

(e.g., awareness, agreement, and harm), but this would have meant administering a 

significantly longer instrument and would have posed greater burden to participants – 

eliminating one of the present study’s objectives to reduce participant burden of existing 

instruments measuring stigma and discrimination. That said, future research might 

explore the self-stigma process specifically among justice-involved people with co-

occurring OUD and MHD to understand the trajectory of harm-related self-stigma 
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development in the larger intersectional self-stigma process. For example, eliciting 

insights from participants with lived experience using mixed methodology could yield a 

deeper understanding of the self-stigma context, the relative contributions of each of 

these subtypes of self-stigma, and participants’ cognitive response process while 

responding to survey items. 

There is a newer body of research, too, on an alternative response to negative 

public attitudes and discriminatory experiences termed “righteous anger” or “righteous 

indignation” – or the seemingly paradoxical yet justified affective response to exposure to 

negative attitudes and unfair treatment where instead of feeling harmed and devalued, 

some people get angry, feel energized, and want to take proactive steps to change their 

circumstance.484,485 This is similar to other research that posits that experiences of 

discrimination can actually increase in-group identification, or feeling greater 

connectedness and alignment with a specific group of people to which one feels they 

belong, which can, in turn, result in greater social support and self-esteem.486 

Importantly, this positive association does not suggest that discrimination is a positive 

influence, but rather that individuals who are mistreated and ostracized will use a 

combination of conscious and unconscious social and emotional coping strategies to 

make the best of their situations and circumstances. This alternate response in the self-

stigma process and its role and relevance should be clarified, specifically among justice-

involved people with OUD and MHD.484 

Manuscript Two 

The second manuscript tested the psychometric properties of a newly created 

measure, the Intersectional Discrimination Index (InDI288) in a sample of justice-involved 
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adults with co-occurring OUD and MHD. Descriptively, experiences of intersectional 

major lifetime discrimination and day-to-day intersectional discrimination were common. 

In fact, almost all (96%) participants had experienced at least one incidence of major 

discrimination and the top three most commonly attributed reasons for discrimination 

were substance use, opioid use, and mental health. Concerns of future discriminatory 

experiences and mistreatment were pervasive, with at least half of participants 

anticipating mistreatment or discrimination by healthcare providers, by housing 

authorities or landlords, by employers or job supervisors, and from law enforcement. This 

aligns with research on common barriers to re-entry and competing needs of people who 

use opioids and who have serious mental illnesses that has articulated the challenges of 

getting housing, finding employment, accessing and using healthcare services, and 

participating actively within the community.125,352,487 Among other barriers, concerns 

about anticipated mistreatment in these settings further exacerbates these challenges. 

In measurement models using confirmatory factor analysis, two of the three 

subscales (i.e., day-to-day discrimination and anticipated discrimination) had high 

internal consistency and standardized factor loadings – all of which was consistent with 

study hypotheses. However, major lifetime discrimination fit better with a two-factor 

model than a unidimensional model in nested model comparisons, so the two-factor 

model was used representing correlated factors of violence victimization forms of major 

lifetime discrimination experiences versus all other types of major discrimination 

experiences. The measurement model for the two-factor model of major lifetime 

discrimination had good fit indices, had high internal consistency, strong standardized 

factor loadings, and significantly correlated factors. This two-factor model is consistent 
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with violence research which parses out violent crime from other types of crime488,489 and 

some discrimination research that separates violence victimization from other types of 

discrimination with respect to participant perceptions of safety.490 

In structural models, both anticipated discrimination and day-to-day intersectional 

discrimination were significantly associated with more psychological distress, more 

active concealment, and lower mental health quality of life. Other types of major 

discrimination were associated only with more active concealment, and violence 

victimization major discrimination was not significantly associated with any tested health 

outcomes. These findings made some sense in hindsight, as both anticipated 

discrimination and day-to-day discrimination would be presently on people’s minds 

whereas major discriminatory experiences could have happened decades prior. This in 

part could be explained by the theoretical constructs applied in this study. While the 

Minority Stress Theory is typically applied to research on gender, sexuality, and 

race/ethnicity minoritized groups491, some of the concepts apply and overlap here, too. 

For example, this study was informed by Goffman’s Theory of Social Stigma which 

describes how public stigma harms people from socially marginalized groups.133  

Minority Stress Theory goes one step farther and explains the psychological 

impacts and intrapersonal stress coping processes that arise from exposure to stigmatizing 

attitudes, stereotypes, and discriminatory experiences.491 While the present study 

expected that major discrimination would have direct associations with current health and 

wellbeing, people may have had time to recover from major discriminatory incidents and 

violent incidents that happened a long time ago. By comparison, present experiences of 

day-to-day and current concerns about expecting and anticipating discrimination and 



 171 

mistreatment could have more direct effects on people’s current psychological wellbeing. 

Similarly, the Minority Stress Theory would suggest that major discriminatory events are 

distal (i.e., long ago) and that other factors pose more immediate influences (e.g., 

competing stressors, social support, minority group identification) on current mental 

health status.491 A recent meta-analysis published in 2024 supported this too, finding that 

one-time and rare incidents of major discrimination were less influential on present day 

mental health than repeated, day-to-day occurrences of discrimination.492 More research – 

including research collaborations with people with lived experience – is needed to 

enhance and interpret the context for these results and to provide explanations for 

unobserved associations between major discriminatory experiences and health. 

Manuscript Three 

The third manuscript tested OUD, CJ, and MHD internalized stigma as a 

mediators and social support and recovery capital as moderators of the associations 

between anticipated intersectional discrimination and health outcomes (i.e., psychological 

distress, active concealment, and health-related quality of life). After accounting for OUD 

and CJ internalized stigma, MHD internalized stigma partially mediated the association 

between anticipated discrimination and greater psychological distress. However, all three 

types of self-stigma were related to anticipated discrimination, suggesting that people 

who anticipate more discrimination and mistreatment also have higher levels of 

intersectional self-stigma. More work on the directionality and whether other factors 

closely related to internalized stigma and its impacts – such as lower self-esteem, lower 

self-efficacy, or greater within-group identification493 – can further explain these 

relationships specifically among justice-involved people with OUD and MHD. 
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All three types of self-stigma collectively fully mediated the association between 

anticipated discrimination and active concealment, meaning that how much intersectional 

self-stigma a person feels can explain why anticipated mistreatment is predictive of why 

people intentionally choose not to disclose their histories of mental health, opioid use, 

and criminal/legal system involvement. This is significant because clinicians and public 

health practitioners can target these specific forms of self-stigma as one way to reduce the 

effects of anticipating future mistreatment and discrimination on concealment behaviors 

that can lead to greater isolation, more loneliness, more social withdrawal, and decreased 

community belonging.494,495 

While MH, OUD, and CJ self-stigma were not supported as mediators of the 

associations between anticipated discrimination health-related quality of life for both 

mental health and physical health, there may be other factors that can better explain the 

links between anticipated discrimination and health. For example, perhaps what matters 

is not only people’s prior experiences of discrimination and the subsequent anticipations 

and expectations of discrimination but also any fear, emotional distress, and negative 

appraisals associated with those expectations (e.g., “I anticipate experiencing 

discrimination and that bothers me”), as has been done in some more recent research on 

stigma and discrimination among racial and ethnic minority groups and people who use 

drugs.496-498  

 In this study, social support was not supported as a moderator of anticipated 

discrimination and any of the four tested health outcomes. While these results did not 

support the study hypotheses, these results were not entirely surprising given that prior 

studies have had mixed and null findings in testing whether social support modifies the 
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associations between discrimination and health.469-471 One possible explanation and 

complicating factor is that not all social support is positive.430,431 Also plausible is that a 

general unidimensional measure of social support may not capture the role and 

significance of interpersonal support in the context of recovery support for justice-

involved people at the intersections of multiple, marginalized groups.  

In multi-group SEM, recovery capital modified the associations between 

anticipated discrimination and psychological distress. Specifically, only those with lower 

levels of recovery capital experienced a significant association between anticipated 

discrimination and more psychological distress. This was consistent with the expected 

effect direction and the Gelberg-Andersen Behavioral Model for Vulnerable Populations, 

which posits that having greater access to personal, interpersonal, and community 

resources is protective in the association between anticipated discrimination and 

psychological distress.35,38 In other words, people who had more recovery capital and 

resources to support their recovery did not experience greater psychological distress 

associated with expectations of discrimination and mistreatment. 

 However, it remains unknown to what degree individuals’ distress is attributable, 

directly or indirectly, to intersectional discriminatory experiences and anticipated 

discrimination. Prior research suggests that psychological mechanisms, specifically 

rumination and emotional suppression, could explain the pathways between 

discrimination and distress467 – but this has not been studied specifically among justice-

involved people with OUD and MHD nor among specifically those with lower recovery 

capital. In future studies, researchers might also explore ways to reduce the link between 

anticipated discrimination and distress – including multi-level, primary prevention 
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strategies to reduce exposure to intersectional discriminatory experiences and reduce 

anticipated discrimination.  

Strengths and Innovations 

The present study contributes several significant findings to the field. To be able 

to accurately evaluate the impact of stigma and discrimination reduction programs, it is a 

priority to have valid and reliable measures among known groups, which should include 

justice-involved adults with co-occurring OUD and MHD. First, a brief, integrated 

instrument of intersectional internalized stigma was developed and validated for among 

justice-involved adults with OUD and MHD. No such single instrument exists to date, 

and this instrument can be used in future research to measure the combined influences of 

OUD, MHD, and CJ self-stigma with far fewer questions than would be required if using 

separate instruments for each type of internalized stigma. Second, this study validated a 

new measure of intersectional discrimination (the Intersectional Discrimination Index 

[InDI]) for use among justice-involved people with OUD and MHD and suggested that 

major lifetime discrimination may fit better as a two-factor model of violence 

victimization and other types of major discrimination.  

Third, the relative contributions of MHD, OUD, and CJ self-stigma for explaining 

anticipated discrimination’s influences on health were tested. MHD self-stigma partially 

explained the link between anticipated discrimination after accounting for OUD and CJ 

self-stigma. All three types of self-stigma individually and collectively explained the link 

between anticipated discrimination on active concealment. Finally, recovery capital was 

recognized for its potential in explaining for whom discrimination most affects health. 

Specifically, only justice-involved people with lower levels of recovery capital reported 
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that higher levels of anticipated discrimination were associated with more psychological 

distress. In recognition of needing greater knowledge on how and why multiple, 

marginalized identities coalesce to shape health outcomes among justice-involved 

populations15,499-502, this dissertation research provides insight into potential 

programmatic gaps and support opportunities for clinical improvement – such as a need 

to address the strong link between anticipated intersectional discrimination and 

psychological distress that existed only for participants with low recovery capital.  

There were several additional strengths of this study. First, use of latent variable 

modeling is consistent with quantitative advances in intersectionality research supported 

by notable public health organizations.270-273 Additionally, justice-involved adults with 

co-occurring disorders –  particularly participants recruited in non-clinical and non-

treatment settings – are underrepresented in research and deserve greater attention in 

research. Therefore, this study did a significant amount of street intercept and in-person 

recruitment at local parks, libraries, and re-entry, harm reduction, and social services 

agencies to try to ensure that perspectives of justice-involved people with diverse 

treatment histories and research participation histories were represented.  

Limitations 

Beyond the limitations described in the discussion sections of Manuscripts 1, 2, 

and 3, this study had several additional overall limitations to consider. First, given the 

wide variety of passive and active recruitment strategies used, a survey response rate 

could not be calculated. In addition, self-reported, specific mental health diagnosis may 

have limited validity and assumes a level of health literacy and healthcare utilization that 

may have varied across the sample. Additionally, not represented in this sample were 
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people who were in inpatient or residential treatment as a condition of their probation or 

parole, which some community partners pointed out could be considered exclusionary 

and limiting to study findings and generalizability. While this was done to address IRB 

concerns and research ethics about limited autonomy, some community partners brought 

up the alternative, valid viewpoint that these people are likely less represented in research 

because of recruitment policies – like these – that exclude specific subgroups of people 

who use opioids and justice-involved people. 

Another limitation was that adults were eligible if they had any self-reported 

mental health disorder, which was a very heterogenous group with varying degrees of 

severity. Specific mental health diagnoses may experience significantly greater stigma 

and discrimination attributable to various factors, including different levels of public 

stigma and alternate illness models (e.g., biological vs. environmental). For example, 

some participants reported their sole diagnosis as ADHD which is an inherently different 

mental health diagnosis than people with schizophrenia and bipolar disorder – which are 

both categorized as serious mental illnesses (SMI) by the National Institute of Mental 

Health (NIMH).503 Moreover, people with specific mental health diagnoses may feel and 

appraise stigma and discriminatory experiences differently, which, in turn, could lead to 

differences in self-stigma, stigma-related process, associated shame, and coping.504 

 Given that this study was cross-sectional and could not make inferences about 

causality and directionality, future research might consider including longitudinal data – 

both for health outcomes (e.g., extracting chart data; follow-up data) and for stigma and 

discrimination experiences. A related limitation of this study is the measurement of 

stigma and discrimination at a single timepoint. Inherently, discrimination and its 
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psychological impacts can vary day-today based on a number of factors – such as recency 

of discriminatory incidents.505-507 Future research to quantify the impacts of intersectional 

stigma and discrimination on health might use a model allowing for time-varying stigma 

exposure.  

There are also likely other, unmeasured variables that could help provide more 

context and explanations for the study’s findings, including its unsupported hypotheses. 

For example, this study also had no additional insight into the nuances of carceral 

experiences or the variety of ongoing surveillance in the community (e.g., 

probation/parole conditions, location monitoring/tracking) which could potentially 

contribute to perceptions of stigma, discrimination, recovery resources, and health. There 

are also many other types of internalized stigma (e.g., housing stability stigma – 

particularly stigma of being unhoused; poverty-related stigma) that may play into some of 

the self-stigmatization process, but these constructs were not directly measured within the 

present study outside of intersectional discrimination experiences captured by the 

Intersectional Discrimination Index.288 However, leaving out potentially important 

covariates and other forms of self-stigma could have negatively impacted the study’s 

internal validity for analyses on intersectional stigma and discrimination and their 

impacts on health.  

Finally, another limitation was that survey questions about drug use history, 

incarceration history, health, and stigma and discrimination are all commonly subject to 

social desirability bias, a form of response bias which suggests that participants might 

under-report these experiences due to wanting to be perceived positively by the research 

staff and anyone nearby who might overhear them.508-511 However, the present study was 
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predominantly self-administered survey questionnaires and participants were approached 

by non-judgmental research staff who emphasized that they had no connection with 

treatment providers, recruitment organizations, and carceral facilities. Additionally, 

participants were not required to write their names or any personally identifying 

information on their surveys, which may have helped mitigate some of participants’ 

concerns. In combination, these survey administration strategies should have helped to 

reduce the potential impact of social desirability bias on participants’ survey responses.511  

Lessons Learned 

This dissertation afforded an opportunity to experience first-hand some of the 

challenges of conducting community-based research and learn some best practices that 

helped facilitate success in carrying out this study. For example, some successful 

strategies were capitalizing on warm handoffs to community partners and participant 

referrals to other potentially interested individuals. Given the challenges in re-contacting 

interested participants who had submitted their contact information via REDCap, in-

person clinic recruitment and street intercept at local hotspots for active drug use proved 

to be effective recruitment strategies because in-person participation was a single-time 

experience and gift card incentives were distributed immediately following survey 

completion.  

While not intentionally a part of the interviewer training for this study, 

interviewers were also trained in overdose response and carried water, sports beverages, 

snacks, gloves and hats (winter season only), and basic first aid supplies. If someone was 

hungry or in need of water, those needs were attended to first prior to discussing the 

research project with them. Additionally, if medical attention or other services were 
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requested by participants and others in the area, researchers provided lists of resources, 

connected participants with street-based wound care, and informed participants about 

location-specific services (e.g., syringe services schedules; food distribution events; 

recovery-friendly warming spaces; public bathrooms in the area), as requested. While a 

resource list of treatment and routine healthcare services had been created during the 

initial study set-up phase, these more imminent needs took greater precedence and were 

the only services requested by participants during the study. In future research with this 

study population, having resources on hand or at least local, current knowledge about 

resources to support these imminent needs (e.g., same-day food distribution opportunities 

within walking distance; harm reduction services nearby and hours of operation) helps 

facilitate greater participant interest in engaging with study staff and simultaneously 

provides direct assistance to the community. 

There was mixed success with in-person recruitment days at community events, 

though all events supported the local community and allowed for networking 

opportunities with community members and prospective community partners. That said, 

there were some whole community recruitment days where no participants were recruited 

(e.g., health fairs; holiday events), particularly events where parents came with children. 

Study interviewers chose not to approach parents who had young children with them, as 

they might not feel comfortable being asked about their history of justice system 

involvement, opioid use, and/or mental health in front of their kids. This practice, too, 

helped prevent any privacy issues. Another issue with in-person recruitment at 

community events was that study staff had to have availability at short notice, as 

community organizations and events were often under-staffed and under-resourced and 
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had little insight into what time(s) would be good for researchers to come in, recruit, and 

conduct surveys.  

Some other challenges arose throughout this study that reflect important 

considerations in collaborating with organizations to conduct community-based research 

and recruitment. For example, some organizations had changes to their senior 

administration and/or leadership only months from when the initial study proposal had 

been discussed previously. This meant that conversations and approvals had to be 

repeated, and sometimes organizations’ answers about participating and allowing on-site 

recruitment and/or posting study materials had changed. There was also significant 

variation and sometimes a lack of clarity about prospective community partners’ research 

review and approval procedures, the cost of having the study undergo their research 

review, and the length of time it took to review and approve the study.  

It was also at times challenging to evaluate how successful recruitment had been 

at specific sites. For example, it was not possible to confirm if study materials had been 

successfully posted in facilities when direct facility access was not granted to study staff. 

While senior administration and their ethical review committees had originally approved 

recruitment and posting flyers in their facilities, without direct access to facilities, it could 

not be ascertained whether flyers actually were posted within the facilities by direct care 

staff. The responsibility of posting of study materials, when direct access is not granted to 

study staff, is often left to treatment facility or clinic staff who have competing 

responsibilities, who may not have been briefed on the study, and/or who may not see the 

value and significance of posting flyers.  
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Finally, social media recruitment was challenging and seemed to yield many 

“bots” in the initial study inquiry phase. This was likely, in part, due to other people re-

posting and sharing study information and recruitment materials on social media. 

Therefore, the present study chose to exclude all voice over IP (VoIP) phone numbers 

due to the increased risk of gift card scams and non-eligible participants trying to gain 

access to the study for the sole purpose of getting gift cards. This is consistent with 

practices suggested by researchers who study social engineering and technology-related 

scams.512,513 These excluded VoIP phone numbers also tended to have phone numbers out 

of the study recruitment regions of PA, RI, and MA, further supporting justification for 

exclusion. 

Future Directions  

Future research can build upon the present study in a number of ways, including 

improving the validity of important recovery-related constructs and refining meaningful 

outcomes to be more generalizable and applicable to justice-involved people with OUD 

and MHD. For example, the BARC-10292 was used in the present study to measure 

recovery capital (i.e., the physical, social, cultural, and intrapersonal factors that 

collectively support a person’s recovery)514 due to its brevity. However, there are other 

multidimensional measures of recovery capital that could potentially capture dimensions 

of recovery capital with more specificity, potentially leading to more interpretable and 

directly actionable findings.515-517 For example, increasing recovery capital broadly can 

be done (e.g., through peer recovery support)438,518-520, but if peers or practitioners may be 

able to better prioritize their time and efforts with clients if they know what specific parts 

of recovery capital to work on with folks (e.g., “physical capital” – or tangible, resource 
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supports [e.g., housing, transportation] – vs. “human capital” – or intrapersonal supports 

[e.g., having purpose, meaning, or hope]).  

While the BARC-10 was designed and validated for use as a unidimensional 

instrument of recovery capital292, other researchers have grouped items into four factors 

(i.e., health, home, purpose, and community) consistent with recovery dimensions 

outlined by the Substance Abuse and Mental Health Services Administration (SAMHSA) 

to provide supplemental context to help translate recovery capital results into clinically 

useful findings.226 While three of these factors had satisfactory internal consistency using 

Cronbach’s alpha, the fourth dimension (i.e., home) only had two items and could not be 

evaluated. To support latent variable models consistent with a quantitative 

intersectionality framework268, more work is needed to understand the true 

dimensionality and factor structure of recovery capital. If four factors are, in fact, 

warranted and justified, then a larger pool of home-related items should be 

psychometrically examined, and the best items – ideally with at least three observed 

indicators per factor521 – should be retained. 

 Early research on recovery capital by White and Cloud (2008) suggests, too, that 

recovery capital should be interpreted in combination with drug use severity to help 

determine what kind(s) of services and level of care might be most appropriate for 

clients.520 However, how problem severity operates in relation to recovery capital for 

people with multiple chronic conditions (e.g., OUD and MHD) and justice system 

involvement remains unknown and open to exploration in future research. 

Based on participant verbal feedback, more research is also needed on the 

construct of active concealment and intentional non-disclosure among justice-involved 
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adults with OUD and MHD, specifically subgroups of people who are unhoused or 

unstably housed. While completing the survey, multiple participants commented on the 

confusion and limited utility of some of the items. For example, several participants 

commented on how the social media item on the Quinn Active Concealment Scale216 was 

confusing and not applicable to them because they lived on the street and did not use 

social media to connect with peers and family and/or they did not have social media 

accounts or technology access. Additionally, when stable internet access was limited, 

social media was not necessarily a priority during the limited times when Wi-Fi/internet 

was available to them. Other participants felt they were asked the same question multiple 

times and some expressed general frustration with the repetitiveness of the active 

concealment questions. Given the participant comments associated with this specific 

instrument yet the consistent significant associations between active concealment and 

intersectional self-stigma and discrimination, future work using cognitive interviews and 

individual qualitative interviews to better understand participants’ thought processes 

while responding to these survey items could help refine this instrument to be more 

specific to the experiences of justice-involved people with OUD and MHD. 

In the future, using validated mental health screening tools (e.g., PHQ-2522; GAD-

2523,524) could help establish greater certainty and clarity about participants’ specific 

mental health conditions. Researchers could also combine self-reported survey data with 

administrative data (e.g., electronic health records) to verify participants’ self-reported 

diagnoses. However, this would be a slightly different participant group than the present 

study – as this would require participants to be actively using formal healthcare services, 

which was not a requirement to participate in the present study. 
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 Future research should consider using distal (long-term) outcomes associated with 

intersectional stigma and discrimination, such as drug use, treatment engagement, 

healthcare utilization, and recidivism over time. Other outcomes, too, should be 

considered in consultation and collaboration with people with lived experience to 

improve the salience of research findings and to increase the internal validity of research 

on the variety of impacts of intersectional stigma and discrimination. A recent consensus 

statement of research priorities written by researchers with lived experience of serious 

mental illness similarly concluded that research outcomes should be meaningful to people 

with lived experience.525 Moreover, if unexpected results or findings go opposite to what 

was hypothesized, people with lived experience can offer explanations that are specific to 

the time, place, and social context of the study and sample.526 Similarly, patterns and 

results that might otherwise go unnoticed or undetected might be observed, understood, 

and enhanced by people with more recent lived experience.527 

Despite recommendations to promote more meaningful inclusion of people with 

lived experience in research and to diversify the workforce of academia and research 

teams with more people with lived experience528,529, longstanding negative attitudes and 

stigmatizing beliefs about mental illness, substance use, and justice system involvement 

in academic and healthcare settings still pose significant barriers to a true, inclusive 

atmosphere for increasing the number of academic researchers and research staff with 

lived experience. For example, a 2023 survey of N=1,776 faculty and trainees from 

clinical psychology programs used hypothetical vignettes and found that participants who 

did not conduct self-relevant research rated hypothetical researchers doing self-relevant 

research as more biased, selfish, and prone to making bad judgements as compared to 
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researchers who did conduct self-relevant research.530 In other words, clinical 

psychologists and trainees without lived experience hold stigmatizing attitudes and bias 

about researchers with lived experience doing research on the topic of their lived 

experience – particularly on topics of mental health – which goes opposite to the 

intentions of creating pathways to greater inclusion of people with lived experience in the 

entirety of the research process – including more permanent positions in research 

environments and academic institutions for people with lived experience.  

While recruiting and surveying for the present study, the value of seeking greater 

participatory engagement throughout the research process was clear. Participants 

demonstrated interest in contributing more knowledge and insights into their experiences, 

and some participants were specifically interested in learning more about research, 

scientific methods, and the process for how findings could be brought back to them and 

their community. Many participants wanted to share more details about their responses or 

describe caveats or exceptions to their responses without any prompting from study staff. 

Some participants described how their extent of active concealment might vary in 

different physical spaces, among different social groups (e.g., with kids around, having 

own family or friends around; around friends who use drugs versus around friends who 

do not use drugs), and depending on what else is going on in their life (e.g., current state 

of psychological and physical well-being; current pain level). These contextual details 

enhance meaning and provide rich detail into participant experiences that were 

uncaptured in the present study. Other participants wrote in unsolicited open-text 

comments throughout the paper survey illustrating examples from their own life, using 

affective sentiments to show emotional reactions to items, and sharing their impressions 
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of specific survey items and response options. Many justice-involved adults with co-

occurring OUD and MHD want to be actively involved in research and the interpretation 

of findings, so future endeavors may consider ways to collaborate and/or co-design 

research with people with lived experiences to further explore intersectional stigma and 

discrimination and their impacts.   

Conclusion 

This dissertation’s major contributions are threefold. First, two novel measures of 

intersectional self-stigma and intersectional discrimination are valid and reliable for use 

among justice-involved adults with OUD and MHD. Specifically, this study successfully 

developed and conducted preliminary psychometric testing of a brief, 12-item measure of 

intersectional stigma and validated a new measure of intersectional discrimination (the 

Intersectional Discrimination Index288) for use among justice-involved adults with co-

occurring OUD and MHD. Second, OUD, MHD, and CJ-related self-stigma can explain 

the connection between anticipated discrimination and active concealment. Finally, 

associations between discrimination and health are variable by level of recovery capital 

among justice-involved people with OUD and MHD. Stigma and discrimination pose 

barriers to health, recovery, healthcare utilization, social functioning, and community 

participation. Overall, this research helps improve understanding of how intersecting 

forms of stigma and discrimination are measured and gives researchers, practitioners, and 

clinicians some potential explanations and strategies for mitigating the harms of 

combined forms of stigma and discrimination on health for justice-involved people with 

OUD and MHD.  
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APPENDIX A 
PUBMED ELECTRONIC DATABASE SEARCH STRATEGY  

 
Search Term Search String 
A. Instrument ,:<&5%3#$<5u5:('v+ZL+&3%9$Du5:('v+ZL+d3$&5:"<<(:%$u5:('v+ZL+:<&5%3#$<5u5:('v+

ZL+r&3%9$D&+(<2+d3$&5:"<<(:%$&suV$7I+[$%#&v+ZL+#$(&3%$u5:('v+ZL+
#$(&3%$#$<5u5:('v+ZL+:<9$<5"%Du5:('v+ZL+&)(4$u5:('v+ZL+:<2$Nu5:('v+ZL+
=&D)*"#$5%:)pu5:('v+ZL+9(4:2:5Du5:('v+ZL+%$4:(':4:5Du5:('v0+<F3&+
]^_\`F_\`aN&%"#7$0#&+8&aJabJHa&&

B. Stigma/ 
Discrimination 

,`&"):(4+&5:G#(`uV$7I+[$%#&v+ZL+2:&)%:#:<(5:"<u5:('v+ZL+&5:G#(pu5:('v+ZL+
#:&5%$(5pu5:('v+ZL+(55:532$u5:('v+ZL+=%$C32:)$u5:('v0+<F3&&
]^H3_\3Ha&%"#7$0#&+8&aJabJHa&

C. Justice System 
Involvement  

,`=%:&"<$%&`uV$7I+[$%#&v+ZL+C(:4u5:('v+ZL+=%:&"<pu5:('v+ZL+%$$<5%Du5:('v+
ZL+%$F$<5%Du5:('v+ZL+:<)(%)$%(5pu5:('v+ZL+="&5F%$4$(&$u5:('v+ZL+=(%"4$pu5:('v+
ZL+=%"'(5:"<pu5:('v+ZL+C3&5:)$F:<9"49pu5:('v0+<F3&&
]^`F\3NH&%"#7$0#&+8&aJabJHa&&

D. Opioid Use  ,`R(%)"5:)FL$4(5$2+O:&"%2$%&`uV$7I+[$%#&v+ZL+"=:":2u5:('v+ZL+"=:(5$u5:('v+
ZL+*$%":<u5:('v+ZL+=%$&)%:=5:"<u5:('v+ZL+#$5*(2"<$u5:('v+ZL+
&3'"N"<$u5:('v+ZL+&3'4")(2$u5:('v+ZL+'3=%$<"%=*:<$u5:('v+ZL+
<(45%$N"<$u5:('v+ZL+#$2:)(5:"<pu5:('v+ZL+VZ6Ou5:('v0+1J &
]^`cN\_`N&%"#7$0#&+8&aJabJHa&

E. Mental Health 
Disorder  

,#$<5(4u5:('v+ZL+2$=%$&&pu5:('v+ZL+(<N:$5Du5:('v+ZL+&)*:T"=*%$<:pu5:('v+ZL+
=$%&"<(4:5Du5:('v+ZL+`V$<5(4+I$(45*`uV$7I+[$%#&v+ZL+`V$<5(4+
O:&"%2$%&`uV$7I+[$%#&v0+
]&^&H\Fad\bdH&%"#7$0#&+8&aJabJHa&

A ∩ B ∩ C ,:<&5%3#$<5u5:('v+ZL+&3%9$Du5:('v+ZL+d3$&5:"<<(:%$u5:('v+ZL+:<&5%3#$<5u5:('v+
ZL+r&3%9$D&+(<2+d3$&5:"<<(:%$&suV$7I+[$%#&v+ZL+#$(&3%$u5:('v+ZL+
#$(&3%$#$<5u5:('v+ZL+:<9$<5"%Du5:('v+ZL+&)(4$u5:('v+ZL+:<2$Nu5:('v+ZL+
=&D)*"#$5%:)pu5:('v+ZL+9(4:2:5Du5:('v+ZL+%$4:(':4:5Du5:('v0+<F3&,`&"):(4+
&5:G#(`uV$7I+[$%#&v+ZL+2:&)%:#:<(5:"<u5:('v+ZL+&5:G#(pu5:('v+ZL+
#:&5%$(5pu5:('v+ZL+(55:532$u5:('v+ZL+=%$C32:)$u5:('v0+<F3&,`=%:&"<$%&`uV$7I+
[$%#&v+ZL+C(:4u5:('v+ZL+=%:&"<pu5:('v+ZL+%$$<5%Du5:('v+ZL+%$F$<5%Du5:('v+ZL+
:<)(%)$%(5pu5:('v+ZL+="&5F%$4$(&$u5:('v+ZL+=(%"4$pu5:('v+ZL+=%"'(5:"<pu5:('v+
ZL+C3&5:)$F:<9"49pu5:('v0&
]&^&a_`&%"#7$0#&+8&aJabJHa&

D !  E  ,`R(%)"5:)FL$4(5$2+O:&"%2$%&`uV$7I+[$%#&v+ZL+"=:":2u5:('v+ZL+"=:(5$u5:('v+
ZL+*$%":<u5:('v+ZL+=%$&)%:=5:"<u5:('v+ZL+#$5*(2"<$u5:('v+ZL+
&3'"N"<$u5:('v+ZL+&3'4")(2$u5:('v+ZL+'3=%$<"%=*:<$u5:('v+ZL+
<(45%$N"<$u5:('v+ZL+#$2:)(5:"<pu5:('v+ZL+VZ6Ou5:('v0+1J&,#$<5(4u5:('v+
ZL+2$=%$&&pu5:('v+ZL+(<N:$5Du5:('v+ZL+&)*:T"=*%$<:pu5:('v+ZL+
=$%&"<(4:5Du5:('v+ZL+`V$<5(4+I$(45*`uV$7I+[$%#&v+ZL+`V$<5(4+
O:&"%2$%&`uV$7I+[$%#&v0&
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Full Search:  
 
A ∩ B ∩ C ∩ (D !  
E) 

,:<&5%3#$<5u5:('v+ZL+&3%9$Du5:('v+ZL+d3$&5:"<<(:%$u5:('v+ZL+:<&5%3#$<5u5:('v+
ZL+r&3%9$D&+(<2+d3$&5:"<<(:%$&suV$7I+[$%#&v+ZL+#$(&3%$u5:('v+ZL+
#$(&3%$#$<5u5:('v+ZL+:<9$<5"%Du5:('v+ZL+&)(4$u5:('v+ZL+:<2$Nu5:('v+ZL+
=&D)*"#$5%:)pu5:('v+ZL+9(4:2:5Du5:('v+ZL+%$4:(':4:5Du5:('v0+<F3&,`&"):(4+
&5:G#(`uV$7I+[$%#&v+ZL+2:&)%:#:<(5:"<u5:('v+ZL+&5:G#(pu5:('v+ZL+
#:&5%$(5pu5:('v+ZL+(55:532$u5:('v+ZL+=%$C32:)$u5:('v0+<F3 +,`=%:&"<$%&`uV$7I+
[$%#&v+ZL+C(:4u5:('v+ZL+=%:&"<pu5:('v+ZL+%$$<5%Du5:('v+ZL+%$F$<5%Du5:('v+ZL+
:<)(%)$%(5pu5:('v+ZL+="&5F%$4$(&$u5:('v+ZL+=(%"4$pu5:('v+ZL+=%"'(5:"<pu5:('v+
ZL+C3&5:)$F:<9"49pu5:('v0+<F3 +,,`R(%)"5:)FL$4(5$2+O:&"%2$%&`uV$7I+[$%#&v+
ZL+"=:":2u5:('v+ZL+"=:(5$u5:('v+ZL+*$%":<u5:('v+ZL+=%$&)%:=5:"<u5:('v+ZL+
#$5*(2"<$u5:('v+ZL+&3'"N"<$u5:('v+ZL+&3'4")(2$u5:('v+ZL+
'3=%$<"%=*:<$u5:('v+ZL+<(45%$N"<$u5:('v+ZL+#$2:)(5:"<pu5:('v+ZL+
VZ6Ou5:('v0+1J&,#$<5(4u5:('v+ZL+2$=%$&&pu5:('v+ZL+(<N:$5Du5:('v+ZL+
&)*:T"=*%$<:pu5:('v+ZL+=$%&"<(4:5Du5:('v+ZL+rV$<5(4+I$(45*suV$7I+[$%#&v+
ZL+rV$<5(4+O:&"%2$%&suV$7I+[$%#&v00+
]&^&F`d&%"#7$0#&+8&aJabJHa&&
9I0"%&"[)$7K-8,&8+8J*7<.8&#07K-"#\&$"I0&L-0*&!"#$%&'()*+,' &
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APPENDIX B 
PARTICIPANT RECRUITMENT FLYER  
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APPENDIX C 
PARTICIPANT ELIGIBILITY SCREENER  

 
!"#$"%&'(
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+,'-.$/0(1'2. ( 3'-4/0-'-(567()71(3896(
:);8<<(71=83>?<8(
)7186@ (

?0.'#A$'B'#(
)/.'5-@(

<C?D(?)E7(
)/.' (

Age What is your age in years?    _ _ Positive Integer 
FFF Refused 

Enter a positive 
integer 

8;?G?H?;?1I(
JK = age 18 years 
and older 

rods1 Have you ever taken any of the 
following?  

1A. Heroin (Y/N) 
1B. Methadone  (Y/N) 
1C. Buprenorphine  (Y/N) 
1D. Morphine  (Y/N) 
1E. MS Contin  (Y/N) 
1F. Oxycontin  (Y/N) 
1G. Oxycodone  (Y/N) 
1H. Fentanyl  (Y/N) 
1I. Other opioids (Vicodin, 
Darvocet, etc.)  (Y/N) 

If ANY answer in 
rods1 is “yes”, 
then proceed to 
questions 2-8. 
Otherwise, stop 
here and screen as 
not opioid 
dependent.  

8;?G?H?;?1I(
JL = must either 
screen positive 
on RODS ... OR 
... has taken 
MOUD 

rods2 Did you ever need to use more 
opioids to get the same high as 
when you first started using 
opioids?  

M No 
K Yes 

((

rods3 Did the idea of missing a fix or 
dose ever make you anxious or 
worried?  

M No 
K Yes 

((

rods4 In the morning, did you ever use 
opioids to keep from feeling “dope 
sick” or did you ever feel “dope 
sick?”  

M No 
K Yes 

((

rods5 Did you worry about your use of 
opioids?  

M No 
K Yes 

((

rods6 Did you find it difficult to stop or 
not use opioids?  

M No 
K Yes 

((

rods7 7. Did you ever need to spend a lot 
of time and/or energy on finding 
opioids or recovering from feeling 
high? 

M No 
K Yes 

((

rods8 8. Did you ever miss important 
things like doctor’s appointments, 
family/friend activities, or other 
things because of opioids? 

M No 
K Yes 

((

MOUD_12mo In the past 12 months, have you 
taken any FDA-approved 
medications for opioid use disorder 
(MOUD), including methadone, 
buprenorphine (Suboxone, 
Subutex, Sublocade), or extended-
release naltrexone (Vivitrol)? 

M No 
K Yes 
NNN Don’t know/not sure 
FFF(Refused 

((

MHD_ever Do you have a mental health 
disorder, mental illness, or mental 
health condition? E.g., depression, 
anxiety, etc. 

M No 
K Yes 
NNN Don’t know/not sure 
FFF(Refused 

If they ask, clarify 
that it's whether 
they believe they 
have one - 
regardless of 
formal diagnosis 
by a provider 

8;?G?H?;?1I(
JO = must self-
report identifying 
as having a MHD 

incar_5yr Have you been incarcerated in the 
past 5 years? 

M No 
K Yes 
FFF(Refused 

  8;?G?H?;?1I(
JP = must have 
either 
incarceration OR 
community 
corrections 
involvement in 
the past 5 years 

commcorr_5yr Have you been on probation or 
parole in the past 5 years? 

M No 
K Yes 
FFF(Refused 

  



 228 

APPENDIX D 
PARTICIPANT SURVEY QUESTIONNAIRE  

 
1. Participant Characteristics 

 
Gender: What is your gender identity? 

- Male, female, transgender female, transgender male, gender non-conforming, 
gender  non-binary, agender, another gender identity 

 
Sexual Orientation: Which of the following best describes your sexual orientation? 

1 Homosexual (i.e., gay or lesbian)  
2 Heterosexual (e.g., “straight”) 
3 Bisexual 
4 Pansexual 
5 Asexual 
6 Another sexual orientation (e.g., queer) 
777 Not sure  
999 Prefer not to answer 

 
Race: Which one or more of the following would you say is your race? 

1 White 
2 Black or African American 
3 American Indian and/or Alaska Native 
4 Asian (e.g., Asian Indian, Chinese, Filipino, Japanese, Korean, Vietnamese) 
5 Native Hawaiian or Pacific Islander (e.g., Guamanian, Chamorro, Samoan) 
Do not read: 
6 Other (describe) 
777 Don't know/Not sure 
999 Prefer not to answer 

 
Ethnicity: Are you of Hispanic, Latino/a, or Spanish origin? 

0 Not Hispanic, Latinx, or Spanish  
1 Hispanic, Latinx, or Spanish 
777 Don’t know / Not sure 
999 Prefer not to answer 
 

Education: What is the highest grade or year of school you completed? 
* Interviewer note: Read out loud, if necessary  

1 Never attended school or only attended kindergarten 
2 Grades 1 through 8 (Elementary) 
3 Grades 9 through 11 (Some high school) 
4 Grade 12 or GED (High school graduate) 
5 College 1 year to 3 years (Some college or technical school) 
6 College 4 years or more (College graduate) 
7 Graduate degree 
Interviewer - do not read: 
999 Prefer not to answer 
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Household Income: Is your annual household income from all sources…  
Interviewer: Read out loud, as necessary: 

4 Less than $25,000? If no, ask 05; if yes, ask 03 
($20,000 to less than $25,000) 
3 Less than $20,000? If no, code 04; if yes, ask 02 ($15k to < $20k) 
2 Less than $15,000? If no, code 03; if yes, ask 01 
($10,000 to less than $15,000) 
1 Less than $10,000? If no, code 02 
5 Less than $35,000? If no, ask 06 ($25,000 to < $35,000) 
6 Less than $50,000? If no, ask 07 ($35,000 to < $50,000) 
7 Less than $75,000? If no, code 08 ($50,000 to < $75,000) 
8 $75,000 or more? 
Interviewer - do not read: 
777 Don’t know/Not Sure 
999 Prefer not to answer 
 

Healthcare Access: Was there a time in the past 12 months when you needed to see a 
doctor but could not because of cost? 

0 No 
1 Yes 
Interviewer - do not read: 
777 Don’t know / Not sure 
999 Prefer not to answer 
 

Insurance Coverage. Do you currently have any kind of health care coverage, including 
health insurance, prepaid plans such as HMOs, or government plans such as Medicare, or 
Indian Health Service? 

0 No 
1 Yes 
Interviewer - do not read: 
777 Don’t know / Not sure 
999 Prefer not to answer 

 
Primary Insurance Type: What is the primary source of your health care coverage? 
Interviewer: Skip if insurance==0, and code insurancetype==888 (i.e., none) 

1 A plan purchased through an employer or union (including plans purchased 
through another person's employer) 
2 A plan that you or a family member buys on your own 
3 Medicare 
4 Medigap 
5 Medicaid  
6 Children's Health Insurance Program (CHIP)  
7 Military-related health care: TRICARE (CHAMPUS) / VA health care / 
CHAMP- VA  
8 Indian Health Service  
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9 State sponsored health plan 
10 Other government program  
888 No coverage of any type 
Interviewer - do not read: 
777 Don't know/Not sure 
999 Prefer not to answer  

 
Mental Health Diagnoses: Has a doctor, nurse, or other health professional ever told 
you that you had any of the following conditions?  
For each, tell me: Yes, No, No, but you feel like you have it, or You’re Not Sure. 
 
Response options:  

1 Yes 
2 No  
3 No, but I feel like I have it 
Interviewer - do not read: 
777 Don’t know / Not sure 
999 Prefer not to say  

 
Anxiety Disorder 
Depression   
Borderline Personality Disorder 
Eating Disorder (Anorexia Nervosa, Bulimia, ED NOS)  
Mood Disorder, Manic Disorder, or Bipolar Disorder 
Obsessive Compulsive Disorder 
Schizophrenia or Psychosis 
Another Mental Health Disorder (Describe: ______________)  
 
Mental Health Treatment History. Have you ever received any mental health 
treatment? 

0 No 
1 Yes 
Interviewer - do not read: 
777 Don’t know / Not sure 
999 Prefer not to say  

 
MOUD Treatment History Have you ever taken any FDA-approved medications for 
opioid use disorder (MOUD)?  

0 No 
1 Yes 
Interviewer - do not read: 
777 Don’t know / Not sure 
999 Prefer not to say  
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Justice Involvement. The following questions are about the recency of your justice 
system involvement, specifically any time you've been on probation, parole, or 
incarcerated in a prison, jail, or other carceral facility or house of corrections. 
 
Community Supervision Status, Current: Are you currently on probation or parole? 

0 No 
1 Yes 
999 Prefer not to say  

 
Community Supervision Recency. When was the last time you were on probation or 
parole? 

1 Less than a month ago 
2 1 to 3 months ago 
3 4 to 6 months ago  
4 7 to 11 months ago 
5 1 to 3 years ago 
6 More than 3 years ago 
999 Prefer not to say  

 
Recency of Incarceration. When was the last time you were incarcerated? 
0 I have never been incarcerated  

1 Less than a month ago 
2 1 to 3 months ago 
3 4 to 6 months ago  
4 7 to 11 months ago 
5 1 to 3 years ago 
6 More than 3 years ago 

 
2. Psychological Distress 
 
Instrument: Kessler Psychological Distress Scale (K6+)289 
 
Part 1. The following questions ask about how you have been feeling during the past 30 
days. For each question, please select the option that best describes how often you had 
this feeling. 
 
Response options: 
5 (All of the time) 
4 (most of the time) 
3 (some of the time) 
2 (a little of the time) 
1 (none of the time)  
 
During the past 30 days, about how often did you feel… 
1. Nervous?  
2. Hopeless?  
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3. Restless or fidgety?  
4. So depressed that nothing could cheer you up?  
5. That everything was an effort?  
6. Worthless?  
 
Part 2. The last six questions asked about feelings that might have occurred during the 
past 30 days. Taking them altogether, did these feelings occur more often in the past 30 
days than is usual for you, about the same as usual, or less often than usual?  
Note. If you never have any of these feelings, select “about the same as usual.”  
 
Response Options:  
More often  
About the same as usual  
Less often  
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IE'J5;<4BK"5<;45?'G@;<94L':M'29M5'F!"($#-'N'O<:P;<'J5;<4B'FCQERHS!"($#-KQTH'
 
#346:U Please respond to each question or statement by marking one box per row.  
 
!"#$%&#"'%$()%&#* 5 = excellent, 4 = very good, 3 = good, 2 = fair, 1 = poor  
1. In general, would you say your health is…?  
2. In general, would you say your quality of life is…?  
3. In general, how would you rate your physical health…?  
4. In general, how would you rate your mental health, including your mood and ability to 
think…?  
5. In general, how would you rate your satisfaction with your social activities and relationships?  
6. In general, please rate how well you carry out your usual social activities and roles. (This 
includes activities at home, at work and in your community, and responsibilities as a parent, 
child, spouse, employee, friend, etc.)  
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!"#$%&#"'%$()%&#U 5 = Completely, 4 = Mostly, 3 = Moderately, 2 = A little, 1 = Not at all  
7. In the past 7 days, to what extent are you able to carry out your everyday physical activities 
such as walking, climbing stairs, carrying groceries, or moving a chair? 
8. In the past 7 days, how often have you been bothered by emotional problems such as feeling 
anxious, depressed or irritable? 
9. In the past 7 days, how would you rate your fatigue on average? 
 
!"#$%&#"'%$()%&#* 11-Point scale from 0-10, where 0 = No pain; 10 = Worst pain imaginable  
10. In the past 7 days, how would you rate your pain on average?  
 
+,%-)&.* Two scores for physical and mental health-related quality of life are calculated by 
converting raw summed scores to T-scores, which reflects how much a person’s score deviates 
from the population average, where a T-score of “50” reflects the population mean.  
 
VE'--#+"' '
'
"57A:375':A49:37U “1” Strongly Disagree, 2 = disagree, 3 = neither disagree nor agree to “5” 
Strongly Agree. 
 
1. Because I have a criminal record, I cannot be trusted.  
2. Because I have a criminal record, I am disgusting.  
3. Because I have a criminal record, I am unwilling to get or keep a regular job. 
4. Because I have a criminal record, I am dirty or unclean.  
5. Because I have a criminal record, I am below average intelligence.  
6. Because I have a criminal record, I am unpredictable.  
7. Because I have a criminal record, I cannot be rehabilitated.  
8. Because I have a criminal record, I am dangerous.  
9. Because I have a criminal record, I am a bad person.   
'
WE'#-$#KX'
'
(69=93;<'78:693=':3'IKA:934'29Y564'78;<5Z'P@4'[9<<'@75';'VKA:934'78;<5E''
"57A:375':A49:37U “1” Strongly Disagree, 2 = disagree, 3 = neither disagree nor agree to “5” 
Strongly Agree. 
Reverse score items: #2 & #9 
Unidimensional measure of internalized stigma, including Alienation, Stereotype Endorsement, 
Perceived Discrimination, Social Withdrawal, and Stigma Resistance (reverse scored).  
'
1. Stereotypes about the mentally ill apply to me.  
2. In general, I am able to live life the way I want to.  
3. Negative stereotypes about mental illness keep me isolated from the ‘normal’ world.  
4. I feel out of place in the world because I have a mental illness.  
5. Being around people who don’t have a mental illness makes me feel out of place or inadequate.  
6. People without illness could not possibly understand me.  
7. Nobody would be interested in getting close to me because I have a mental illness.  
8. I can’t contribute anything to society because I have a mental illness.  
9. I can have a good, fulfilling life, despite my mental illness. 
'
' '
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\E'1695M'(A9:9?'-49=>;'-8;<5'
'
(69=93;<'657A:375':A49:37U'5-Point scale, 1 = strongly disagree, 2 = somewhat disagree, 3 = 
neither disagree or agree (changed from “unclear”), 4 = somewhat agree, 5 = strongly agree  
 
1. Most people believe that a person who is addicted to opioids cannot be trusted. 
2. Most people believe that a person who is addicted to opioids is dangerous.   
3. Most people think that a person who is addicted to opioids is to blame for their problems.  
4. Most people believe that a person who is addicted to opioid is lazy.  
 
5. I believe that a person who is addicted to opioids cannot be trusted.  
6. I believe that a person who is addicted to opioids is dangerous.  
7. A person who is addicted to opioids is to blame for their problems. '
8. I believe that a person who is addicted to opioid is lazy. 
 
9. I respect myself less because I cannot be trusted due to having an opioid use disorder. 
10. I respect myself less because I am dangerous due to having an opioid use disorder. 
11. I respect myself less because I am lazy due to having an opioid use disorder.  
12. I respect myself less because I am to blame for having an opioid use disorder. 
'
]E'#345675849:3;<'/97869>93;49:3'#3?5^'F#3/#Z'[94B'7@P78;<57':M'#3/#K%Z'#3/#K$Z'#3/# K/H'
AH Adaptation: Added language about CJ involvement, mental health, drug use, and taking 
MOUD to the examples of identity-related descriptions in the introduction text. Also added these 
as options to the attrition select-all-that-apply and open-text response question at the end.  
'
#3/#K%'(9 items) 
 
#346:?@849:3U'These questions are about experiences related to [B:'L:@';65 . This includes both 
how you describe yourself and how others might describe you. For example, your skin color, 
ancestry, nationality, religion, gender, sexuality, age, weight, disability, mental health issue, drug 
use, or legal history or justice system involvement, education, or income.'
"57A:375':A49:37U'1 = strongly disagree, 2 = disagree, 3 = neither agree or nor disagree, 4 = 
agree, 5 = strongly agree  
'
1. Because of who I am, a doctor or nurse, or other health care provider might treat me poorly. 
2. Because of who I am, I might have trouble finding or keeping a job. 
3. Because of who I am, I might have trouble getting an apartment or house 
4. I worry about being treated unfairly by a teacher, supervisor, or employer. 
5. I may be denied a bank account, loan, or mortgage because of who I am. 
6. I worry about being harassed or stopped by police or security. 
7. Because of who I am, people might try to attack me physically. 
8. I expect to be pointed at, called names, or harassed when in public. 
9. I fear that I will have a hard time finding friendship or romance because of who I am. 
'
#3/#K/  (9 items) 
 
#346:?@849:3U'These questions are about experiences related to [B:'L:@';65 . This includes both 
how you describe yourself and how others might describe you. For example, your skin color, 
ancestry, nationality, religion, gender, sexuality, age, weight, disability, mental health issue, drug 
use, or legal history or justice system involvement, education, or income. 
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"57A:375':A49:37U'0. Never, 1. Yes, but not in the past year, 2. Yes, once or twice in the past 
year, 3. Yes, many times in the past year' '
 
1. Because of who you are, have you heard, saw, or read other people joking or laughing about 
you (or people like you)?  
2. Because of who you are, have you been treated as if you are unfriendly, unhelpful, or rude?  
3. Because of who you are, have you been called named or heard/saw your identity used as an 
insult?  
4. Because of who you are, have you been treated as if others are afraid of you?  
5. Because of who you are, have you been stared or pointed at in public?  
6. Because of who you are, have you been told that you should think, act, or look more like 
others?  
7. Because of who you are, have you heard that you or people like you don’t belong?  
8. Because of who you are, have you been asked inappropriate, offensive, or overly personal 
questions?  
9. Because of who you are, have you been treated as if you are less smart or capable than others? 
'
#3/#K$' (13 items)' '
'
#346:?@849:3U'These questions are about experiences related to [B:'L:@';65 . This includes both 
how you describe yourself and how others might describe you. For example, your skin color, 
ancestry, nationality, religion, gender, sexuality, age, weight, disability, mental health issue, drug 
use, or legal history or justice system involvement, education, or income. 
"57A:375':A49:37U'0. Never, 1. Once, 2. More than once  
__'`(22(a')!U' Per each question, if it is happened to them once or more times, then ask 
binary: “Has this happened to you in the past 12 months?) 1 = Yes, 0 = No 
 
1. Because of who you are, has a healthcare provider ever refused you care?  
2. Because of who you are, have you ever been fired or dismissed from a job, or turned down for 
a job that you interviewed for?  
3. Because of who you are, have you ever been evicted or denied housing?  
4. Because of who you are, have you ever been unreasonable stopped and questions, searched, or 
arrested by police or security?  
5. Because of who you are, have you ever been unreasonably expelled or suspended from school? 
6. Because of who you are, have you ever been able to open a bank account, cash a check, or get 
a loan?  
7. Because of who you are, have you ever had to move to another neighborhood, town, city, state, 
province, or country?  
8. Because of who you are, have you ever lost a close relationship (e.g., family member, friend, 
partner)?  
9. Because of who you are, have you ever been repeatedly harassed at work or school, where you 
live, or when accessing services?  

Response options: 1 = No, 2 = Yes – in one place, 3 = Yes – in more than one place  
10. Because of who you are, have you ever been threatened with a physical or sexual attack?  
11. Because of who you are, have you ever been physically attacked (e.g., spit on, had objects 
thrown at you, hit, punched, grabbed, or beaten)?  
12. Because of who you are, have you ever been made to engage in sexual activity, or been 
touched in a sexual way, that you didn’t want?  
13. Because of who you are, have you ever had someone take, damage, or vandalize your 
property?  
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/01230'344!5264517+' 8'+909:4'300'4;34'3<<0='>'1<97 ?97@9@'A*''
Thinking of all of the times that you have been treated unfairly or poorly because of who you are, 
how often do you think each of the following was a reason why others treated you this way? 

!! Response options: Select all that apply from list, and write in any other reason(s)  
 
"5;7:3F7H'[BL':4B567'B;C5'465;45?'>5'@3M;96<L':6'A::6<LU' &57' .: '
Mental health   
Substance use   
Opioid use   
Use of medications for opioid use disorder (MOUD)   
Legal history or justice system involvement   
Age   
Gender   
Sexual orientation   
Citizenship    
Housing situation (e.g., homeless, shelter)   
Income   
Education   
Disability   
Race   
Ethnicity   
Skin color   
Religion   
Language   
Weight   
Other reason(s): describe:____________________________   

'
XE'-:89;<'-@AA:64'F>$(- K---H '
'
#346:U'People sometimes look to others for companionship, assistance, or other types of support. 
How often is each of the following kinds of support available to you if you need it? Choose one 
number from each line.'
"57A:375':A49:37: 1 = None of the time, 2 = A little of the time, 3 = Some of the time, 4 = Most 
of the time, 5 = All of the time' '
'
If you needed it, how often is someone available to…  
1. !"#$%&'(%)*%&'(%+","%-'.*)."/%0'%1"/2%%
34%0'%056"%&'(%0'%0!"%/'-0',%)*%&'(%.""/"/%)02%
74%0'%$,"$5,"%&'(,%8"5#9%)*%&'(%+","%(.51#"%0'%/'%)0%&'(,9"#*2%
:4%0'%!"#$%+)0!%/5)#&%-!',"9%)*%&'(%+","%9)-62%
;4%0'%!5<"%5%=''/%0)8"%+)0!2%
>4%0'%*',%9(=="90)'.9%51'(0%!'+%0'%/"5#%+)0!%5%$",9'.5#%$,'1#"82%
?4%+!'%(./",905./9%&'(,%$,'1#"892%%
@4%0'%#'<"%5./%856"%&'(%*""#%+5.0"/2%%
%
AA%!"#$%%).90,(8".05#B05.=)1#"%9($$',0%C%)0"89%D%0'%:E%"8'0)'.5#%9($$',0%C%)0"89%;F@4%%
'
' '
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QTE'"58:C56L'+;A94;<'F1%"+ KQTH'
'
"57A:375':A49:37U'1) strongly disagree, 2) disagree, 3) somewhat disagree, 4) somewhat agree, 
5) agree, and 6) strongly agree.  
-8:693=: Items are summed to create a total score ranging from 10 to 60. Dichotomization where 
higher values indicate greater recovery capital (10 to 46 = lower, 47-60 = higher). '
'
1. There are more important things to me in life than using substances.  
2. In general I am happy with my life.  
3. I have enough energy to complete the tasks I set myself.  
4. I am proud of the community I live in and feel part of it.  
5. I get lots of support from friends. 
 6. I regard my life as challenging and fulfilling without the need for using drugs or alcohol.  
7. My living space has helped to drive my recovery journey.  
8. I take full responsibility for my actions.  
9. I am happy dealing with a range of professional people.  
10. I am making good progress on my recovery journey. 
'
QQE'#<<3577'!5685A49:37''
'
- MHD - Brief Illness Perception Questionnaire302 – about mental illness  
- OUD - Brief Illness Perception Questionnaire302 about opioid use   
 
“The Brief IPQ therefore has eight items plus a causal scale previously used in the IPQ-R. 
Responses to the causal item can be grouped into categories such as stress, lifestyle, hereditary, 
etc., determined by the particular illness studied, and categorical analysis can then be performed. 
 
Like the IPQ and IPQ-R, the most general version of the Brief IPQ uses the word illness, but it is 
possible to replace this with the name of a particular illness such as diabetes or asthma. Similarly, 
the treatment control item uses the word treatment, but this can be replaced by a particular 
treatment such as surgery or inhaler if researchers are interested in a particular treatment.” 
 
1. How much does your illness affect your life? 
2. How long do you think your illness will continue? 
3. How much control do you feel you have over your illness? 
4. How much do you think your treatment can help your illness? 
5. How much do you experience symptoms from your illness? 
6. How concerned are you about your illness? 
7. How well do you feel you understand your illness? 
8. How much does your illness affect you emotionally? (e.g., does it make you angry, scared, 
upset or depressed?) 
 
9. Please list in rank-order the three most important factors that you believe caused your illness. 
The most important causes for me: 
1. __________________________________  
2. __________________________________  
3. __________________________________ 
 
 


