Mental Health Stigma Towards Offenders and Juror
Decision Making

Rachel C. Tremlin

Doctorate in Clinical Psychology

University of East Anglia
Faculty of Medicine and Health Sciences

Date of submission: 2™ March 2021
Thesis portfolio word count (excluding appendices): 25,303

Candidate Registration Number: 100261082
Primary Supervisor: Dr Peter Beazley

This copy of the thesis has been supplied on condition that anyone who consults it is understood to

recognise that its copyright rests with the author and that use of any information derived therefrom

must be in accordance with current UK Copyright Law. In addition, any quotation or extract must
include full attribution.



MENTAL HEALTH STIGMA AND JUROR DECISION MAKING

Thesis Abstract
Background: Mental health stigma within the criminal justice system is poorly researched
despite there being a wider breadth of research into the stigma associated with mental health
conditions. Similarly, there is very little research considering the joint stigma that derives
from both offending and mental health conditions. One potential impact of such stigma could
be within the context of decision making by a jury.
Method: The systematic review aimed to understand the prevalence of mental health stigma
towards offenders and how such stigma was measured. Selected studies varied in location and
samples, including the general public, students and mental health professionals. The
empirical paper focused on how the impact of stigma and the provision of mental health
information given to a juror affected their decision making in an online mock criminal trial.
Results: Twelve studies were included in the systematic review, of which five were
compared with control groups with neither mental health or offending histories, and most
demonstrated that stigma towards offenders with mental health difficulties was higher.
Psychometric tools chosen to measure offender mental health stigma were extremely varied
and this prevented full comparisons. The empirical study found that the provision of mental
health information (both symptoms and a diagnostic label) reduced the probability of a juror
giving a guilty decision by almost 6 times. It also found those with higher stigma were in
some cases 50% more likely to give a guilty verdict (where stigma scores increased by one
standard deviation).
Conclusions: Offender mental health stigma is prevalent across the globe. Such stigma may
influence the decision making processes that lead to a juror’s verdict in a mock trial. The way
in which information about a mental health difficulty is presented may also impact such
decision making. Limitations, implications and recommendations for future research are

considered.
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General Orientation

The thesis portfolio consists of a systematic review and an empirical paper on the topic of
mental health stigma and juror decision making. The systematic review brings together the
current literature around stigma towards those with mental health conditions and a criminal or
offending history. A bridging chapter joins the narrative of the systematic review with the
start of the empirical study. The empirical paper focuses on the impact of mental health
stigma and the presentation of mental health information on juror decision making
demonstrated in an online mock criminal trial. It also focuses on a particular mental health
diagnosis, schizophrenia, to understand how the provision of information relating to this
diagnosis and individual stigmatic attitudes also towards this diagnosis may impact on a
juror’s verdict. The empirical project was a joint research project with another trainee, who
has focused on a different set of research questions and the impact of a separate topic, mental

health literacy, on juror decision making (please see Appendix A for further information).
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Abstract

Stigmatising attitudes appear to vary across different mental health diagnoses, and offenders
with mental illness have been shown to elicit more negative stigmatic attitudes than offenders
without mental illness. Stigma and discrimination can have detrimental effects on an
individual’s recovery, treatment and even employment opportunities. This systematic review
aimed to report the state of contemporary research into stigma towards offenders with mental
health conditions, to explore if different mental health diagnoses were associated with
differential rates of stigma in offenders, and to ascertain which psychometric measures have
been used to capture such stigmatic attitudes. Twelve studies were included in the review
with varied populations and study locations. The vast majority reported negative stigmatic
attitudes towards offenders with mental illness when compared to control groups, with
neither a criminal history nor a mental illness. Results also indicated that the diagnoses with
particularly high levels of stigma were psychopathy and schizophrenia. Psychometric
measures used to capture stigma varied considerably and rarely was the same measure used
across studies which limited comparisons. A frequently employed measure was the
attribution questionnaire (Brown, 2008). This review highlights a number of key points for

advancing research in the area which are discussed along with strengths and limitations.

Keywords: Stigma, offenders, criminal history, mental health stigma, negative

attitudes.
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Stigma in Mental Health

Stigma can be conceptualised in a number of ways, but regardless there is broad
agreement that it is a multifaceted concept (Fox et al., 2018; Link & Phelan, 2001). Previous
literature describes the importance of operationalising the type of stigma that is being
explored, as many research studies use varying terms for the same concepts. The Mental
Illness Stigma Framework by Fox et al. (2018) proposed a structure for understanding and
researching factors that make up stigma. The framework differentiates between stigma that
occurs from two different perspectives, that of the stigmatised and their own internalised
stigma, and the ‘public stigma’ of the stigmatiser (Fox et al., 2018). The latter encompasses
related terms including stereotypes, prejudice and discrimination and the consecutive order of
these terms has been argued to be the process in which stigma develops (Corrigan et al.,
2004). This literature is significant due to the damaging effects stigma has on those with
mental illness, which include, but are not limited to, an increased prevalence of suicide
(Schomerus et al., 2014), reduced employment and housing opportunities, and barriers to
accessing healthcare and treatment (Overton & Medina, 2008). The latter points have been
hypothesised to be at least partly because health professionals may share similar stigmatic
attitudes as the general public (Jorm et al., 1999; Lauber et al., 2000).

Of course, public stigma and internalised stigma are likely to be closely connected;
stigma can be internalised by the stigmatised and have further negative impact on an
individual’s mental health (West et al., 2014; Wood et al. 2014). Thus, in reducing public
stigma it is conceivable this may also reduce self-stigma. For these reasons, various anti-
stigma campaigns have aimed to reduce public stigma. For example, ‘Time to Change 2009’
in England has shown some improvements in aspects of stigma such as intended behaviour

and a small improvement in attitudes through education and raising awareness about mental
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health (Corrigan et al., 2012; Evans-Lacko et al., 2013). This provides hope that efforts to

increase the public understanding of stigma may be productive.

Differential Mental Health Diagnoses

Stigmatising attitudes appear to vary across different mental health diagnoses (Crisp
et al., 2000; Parle, 2012). The most stigmatised diagnoses have frequently been found to be
schizophrenia (Read et al., 2006; Wood et al., 2014) and Borderline Personality Disorder
(BPD) (Catthoor et al., 2015). There has been less research into public stigmatic attitudes
towards BPD than that of schizophrenia but perceptions of frustration and fear amongst the
public toward personality disorders have been found (Adebowale, 2010). Research has shown
that negative public attitudes towards those with a diagnosis of schizophrenia often involve
beliefs around dangerousness and unpredictability (Angermeyer & Matschinger, 2003; Crisp
et al., 2000). It is thought that schizophrenia might be particularly stigmatised due a small
minority of people with this diagnosis behaving dangerously and the media exaggerating the
link between schizophrenia and violence (Crisp et al., 2000). As a result these perceptions are
generalised to all individuals with the condition (Crisp et al., 2000). On the other hand, Wood

et al.’s (2014) study found anxiety to have the least amount of stigma from the general public.

Stigma Towards Offenders

Stigma towards offenders, or those who have previously committed a crime, has also
been associated with the development of wider stereotypes of dishonesty and danger
(Hirschfield & Piquero, 2010). Research shows that violent behaviour may be a particular
source of stigma (Hardcastle et al., 2011) and that sex offenders are amongst the most highly
stigmatised subgroup of offenders (Tewskbury & Lees, 2006). Public attitudes towards

offenders are more negative towards those convicted of sexual offences than other non-sex
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offences (Craig, 2005). Of course, one difference between offenders and people with mental
health diagnoses is that offenders generally have demonstrated behaviour that may
reasonably lead others in society to experience fear of harm. Arguably, however public
stigmatic attitudes frequently extend beyond the actual risk of danger likely caused and may
serve to paradoxically prevent an offender from exiting the circumstances or factors that

maintain the offending.

Joint Stigma

Given the aforementioned research, having both a psychiatric diagnosis and a criminal
history is likely to exacerbate negative stigmatic attitudes. Indeed, offenders with mental
illness have been shown to elicit more negative attitudes than offenders without mental
illness (Rade et al., 2016). Similarly, once arrested, offenders with mental illness have been
found to be held in custody for longer periods than those without (Solomon & Draine, 1995).
Therefore, multiple stigmas appear to be at play for individuals with a criminal history who
experience mental health difficulties. This may be of particular relevance to the patients of
forensic psychiatric services (West et al., 2014), and to those in prison, where the rates of
mental health problems are high (Diamond et al., 2001).

The interaction between offending and mental health problems as sources of stigma is
important to consider in the context of the relationship between offending and mental health.
Whilst there is a higher likelihood of offenders experiencing mental health problems than the
general community, only a minority of people with mental health conditions are violent or
have a history of offending and they are more likely to be a victim than a perpetrator of
violent crime (Brekke et al., 2002). Despite this, some specific mental health disorders are
more strongly associated with crime, at least on a group level. For instance, having a

psychotic disorder increases the prevalence for being convicted of a crime (Morgan et al.,
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2013), although the relationship between violence and certain types of symptoms (e.g.

persecutory delusions) may be overall more important (Coid et al., 2013). Therefore, this

complex relationship likely creates conflicting attitudes and potentially high levels of stigma.

West et al. (2014) and Rade et al. (2016) commented on the sheer lack of research
into the stigmatisation of forensic psychiatric groups and the focus of stigma research on
single sources of stigma. It is unclear whether the interaction between the two stigmatised
labels may trigger greater levels of stigma than both concepts in isolation or whether the
presence of one acts to mitigate the other. This could be possible if, for instance, mental
health problems were seen as a less ‘personal’ explanation for offending, and perhaps more
amenable to change through treatment (Morgan et al., 2013). It is also unclear how best to
measure this complex relationship. In a critical review of mental illness stigma measures,
over 400 were identified, a situation that has been described as ‘overwhelming’ (Fox et al.,

2018). However, specific measures of stigma towards offenders are far less common.

Aims

To the author’s knowledge, there has not been a systematic review of the literature
surrounding offenders with mental health problems from the perspective of the stigmatiser.
Therefore, the current systematic review aimed to understand how common stigma towards
offenders with mental health conditions was (research question one); ascertain which
measures have been used to capture such stigma (research question two) and determine if
different mental health diagnoses were associated with differential rates of stigma in

offenders (research question three).

Method
This systematic review was registered on the International Register of Prospective

Systematic Reviews (PROSPERO) (registration number: CRD42020191145, 17/09/20).
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Eligibility
Inclusion Criteria

The current paper sought empirical research which met identified criteria that aligned
with the aims of the systematic review. All criteria had to be met to be included. The
inclusion criteria were:

(a) empirical research studies which developed or applied a measure of stigma
adopting a quantitative stigma score (studies which adopted tools measuring stigma without a
quantitative aspect were excluded). The measure had to be stigma ‘of another’, i.e., studies
that considered ‘self-stigma’ were excluded.

Studies were required to have considered stigma in relation to offenders with mental
health difficulties:

(b) the term ‘offender’ did not need to be specifically mentioned but could be implied
through phrases such as ‘history of a criminal conviction’, ‘residing in a forensic psychiatric
hospital or prison’, ‘contact with the criminal justice system’; (c) a phrase such as ‘mental
health condition’ or ‘mental health difficulty’ could be explicitly used or a specific mental
health diagnosis such as schizophrenia or depression was also considered sufficient; (d)
studies were required to measure stigma of offenders with mental health conditions and
therefore the inclusion of both offender and mental health dimensions was required within the
study. This could have been evidenced through a vignette including information about
criminal history and the use of a mental health stigma questionnaire or a specific
questionnaire investigating offender mental health stigma, for example; (e) stigma as a
concept was considered to include broader negative attitudes and stereotypes but was
required to be multifaceted (with more than one facet of stigma) to be included. This was due
to the vast range of constructs described in the literature as defining stigma and the

commonality amongst them was a multifaceted approach. The division between them was
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that they did not agree on the same facets to define stigma. For example, studies that focused
on one facet of stigma, such as sympathy or dangerousness were not included. However,
studies which included a broader measure of stigma and a measure of dangerousness were
included where data was only extracted from the broader measure. Data derived from the
additional single faceted measures was excluded from the current review; (f) articles must
have been published in peer reviewed journals only; (g) articles must have been written in the
English language; (h) articles must have been published after January 2009; (i) participants

included in the research studies must have been aged 18 years or over.

Exclusion Criteria

In addition to the inclusion criteria, studies were excluded under additional specific
circumstances: (a) addiction in relation to drug or alcohol use was not considered a primary
or secondary mental health condition; (b) current or historical sexual offence or offence
related to sexual abuse (to avoid including stigma that was specific to this form of offending);
(c) qualitative measures of stigma or negative attitudes including individual experiences of
stigma such as self-stigma or anticipated stigma; (4) any description of a learning disability,
brain injury, dementia, cognitive impairment or neurodevelopmental condition in any given
vignettes; (d) research involving ‘exonerees’ defined as individuals who have previously
been wrongfully convicted. These criteria were to ensure that stigma solely in relation to

offenders with psychiatric diagnoses was considered as the focus of the current review.

Search Strategy
The following databases were searched; MEDLINE, PsycINFO, EMBASE,
PsyArticles, ProQuest criminal justice and the National Criminal Justice Reference Service

(NCIJRS) as they were considered significant in relation to mental health, stigma and offender
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research. The search terms used were (Stigma* or stereotype* or prejud* or "negative
attitude™" or discrim* or "public attitude*") AND (Schizo* or Psycho* or "personality
disorder*" or depress* or bipolar or "mood disorder" or "mental health" or "mental illness")
AND (Offend* or forensic or prison* or probation or "secure unit" or crim* or justice). The
NCIJRS did not have capacity for searching articles using “OR” terms and was therefore
searched using the least restrictive option using broad terms and the results were manually
searched by the primary author. For the remaining journals the abstract and title searches
were carried out with a date limitation of the start of 2009- July 2020. Reference lists were
also checked of key research articles; however, this did not yield any further studies that had
not already been identified within the main searches. Searches were conducted on the 3

August 2020.

Identification and Selection of Studies

To identify and select studies relevant to the systematic review questions, the search
strategy outlined above was employed. The titles and abstracts of the search results were
screened by the primary author against the inclusion and exclusion criteria previously
described. Duplicate articles across journals were also removed, see Figure 1 for further
detail. All data extraction was completed by the primary author. The final studies were
checked against eligibility criteria by a fellow named author in order to reduce bias. Both

authors agreed that all of the selected studies met the eligibility criteria.

Studies Included in the Review
Figure 1 shows a PRISMA flow chart describing the overall process of study
selection. This began with initial screening where 3196 studies were identified, and a further

99 from the NCJRS. Following the removal of duplicates this resulted in 1584 studies to be
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screened along with an additional 98 from the NCJRS as due to its setup it was not possible

to remove duplicates digitally. Following the screening of titles of abstracts, 157 full text

articles were screened against eligibility criteria resulting in 12 eligible studies.

Figure 1.

PRISMA Study Selection Flowchart

searching
(n= 3196)

Records identified through database

Additional records identified
through other sources
(n=99)

y

\ 4

(n=1584)

Records after duplicates removed

Records after duplicates removed

(n = 98)

\ 4 A4

Records screened
(n=1682)

Records excluded

\ 4

Full-text articles assessed
for eligibility
(n=157)

> (n = 1525)

Full-text articles excluded, with
reasons

A 4

\ 4

Studies included in
Narrative synthesis
(n=12)

(n =145)
No offender: 24
No mental health condition: 6
Not stigma towards others, e.g. self-
stigma or no stigma measure: 25
Exoneree: 3
Not published or peer reviewed: 10
Not empirical data:18
Multiple reasons: 45
Not in English: 3
Brain injury or Learning Disability
mentioned: 2
Qualitative: 9
Book: 1
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Data Extraction

Data was extracted in three parts, broadly following each research question. The first

detailed the demographics of the study including the sample, research aims, findings in

relation to stigma and study location. The second detailed the measures used in each study,

relevant psychometrics and mean stigma scores (total and subscales). In order to understand

if there was a presence of stigma towards offenders with mental health conditions, stigma

scores were compared with that of control groups (where neither an offending history nor

mental health condition was present). Where studies were applying a previously validated

measure (as opposed to developing a novel measure), comparisons were made with control

groups (when provided or where possible) using 7 tests to understand if differences between

the means were statistically significant. In order to ensure a consistent approach to

identification of an appropriate comparison sample, and to use a sample that was most

comparable to the identified sample, a brief protocol was employed (see Figure 2).

Figure 2.

Flowchart Describing the Selection of Comparative Research Studies

1.Does the original study
contain a control group
where the individual has no

mental health difficulties or
an offending history?

Yes, extract means and
standard deviations, conduct|
ttest for comparison

H

2.1s there another
validation paper using the
same measure which is
suitable? (describing no
mental health difficulites or
history of offending)

N

Yes, extract means and

deviations, conduct|
t test for comparison

Yes, extract means and

—
No
—

standard deviations, conduct|
t test for comparison

3.1s there a reference paper
using the same measure
outlining someone with no
mental health difficulties or
history of offending?
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Methodological Quality Assessment

Study quality assessment was completed using the Appraisal Tool for Cross-sectional
studies (AXIS tool) for quantitative research (Downes et al., 2016). The AXIS tool consists
of 20 questions to critically appraise observational research studies; examples include sample
size justification, a clearly defined target population and statistical methods to allow for
replication. The AXIS tool does not have a numeric scale or a final score. Instead, it asks for
the presence or absence of each quality area. However, previous research employing this tool
has reported how many of the 20 criteria were met, giving a score out of 20 (e.g. Wong et al.,

2018) and therefore this was replicated in the current review (see Table 1).

Analysis

The data was analysed using a narrative synthesis model to describe the literature at
present regarding offender mental health stigma, to understand the measures used to capture
this information and to suggest future research ideas. This was based on Popay et al. (2006)
guidance which involved identifying and refining the review question, extracting data and
quality assessment before bringing together the main findings. Where possible the impact of

differential mental health diagnoses on levels of stigma in offenders was also considered.

Results
12 studies were identified as eligible and therefore included in the final dataset for the

current systematic review.

Study Characteristics
Population samples in the studies varied and included the general public (n=5),

university students (n=4), healthcare professionals (n=3) and one study included legal

20



MENTAL HEALTH STIGMA AND JUROR DECISION MAKING

professionals (judges, prosecutors and public defendants). Study locations included the
United States of America (USA) (n=5), the United Kingdom (n=3), India (n=1), Ghana (n=1),
Switzerland (n=1) and an international study including participants from across Europe, Asia
and the USA. The majority of studies selected mental health stigma questionnaires and the
use of a vignette to specify a criminal offence or background. Two studies employed a
specific offender mental health stigma questionnaire called Attitudes Towards Mentally 111

Offenders (ATIMO) (Church et al., 2009).

Participant Characteristics

The study sample sizes ranged from 58 to 2207 (N= 4696). Females were over-
represented in the review (see Table 1), 11 out of 12 studies had more than 50% female
participants with the exception of a single study conducted with legal professionals (Batastini
et al., 2017) in which the majority (70.30%) were male. Where reported (n=9), the mean age

ranged from 21.65 years (SD=2.60) to 52.18 years (SD=16.08).

Quality Assessment

The selected studies scored highly against the AXIS criteria (range= 18-20) with two
studies scoring the full 20 out of 20. The majority of studies lacked justification of a sample
size, such as the use of a power analysis or lacked a statement around the size chosen for the
study. Another criterion often unmet was a description around measures taken to categorise
non responders from study samples. Table 1 gives an overview of all of the studies included

in the review.
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Table 1.

Overview of the Final studies Selected for the Current Review

Study Authors of study Sample size gender Participant Study Research aims/questions Summarise main findings in regard to Quality of
ID split type/job role  location stigma study
and mean age (SD) AXIS
criteria /20
1. Nee & Witt (2013) 243 (total) General UK This study predicted: “(i) those with “The sample were significantly more likely 20
70% female Public mental health problems would be seen as  to think that a character would ‘possibly’
30% male more likely to commit crime; (ii) commit future crime if he had mental illness
participants’ own familiarity with mental ~ in comparison to the control, but crimes were
35 (13.18)yrs health problems and/or criminal expected to be minor”
behaviour would result in a less negative,
stereotypical response towards
individuals with mental health problems.
(iii) increased participant age will result
in a less negative, stereotypical response
to individuals with mental health
problems.”
2. Garcia et al. (2020) 290 (total) General United “To understand public perceptions of the “The presence of a mental health diagnostic 19
53% female public states relationship between mental illness, label elicited higher levels of risk of
47% male perceived criminality and race. Increase criminality. The public appear to view
<1% prefer not to say understanding of stigmatization of individuals with mental illness as being more
mentally ill. dangerous, it was not specific to mental
37.31(11.52)yrs Hypothesis: Vignettes depicting mental health diagnosis.”
illness would be associated with higher
levels of criminality; familiarity with
mental illness or criminality would be
associated with lower levels of
stereotypical beliefs.”
3. Rao et al. (2009) 108 (total) Health South East,  “Aimed to assess stigmatized attitudes “Participants had highly stigmatized 19
86% female professionals England, among health professionals. Research attitudes towards patients from a forensic
14% male 58% qualified UK Questions: 1. Do health professionals hospital. This suggested that health
nurses have more stigmatizing attitudes towards  professionals have stigmatized attitudes
432 (1.2)yrs 13% schizophrenia than brief psychotic towards an illness such as schizophrenia and
healthcare episodes? 2. Do health professionals have  this is worse towards patients from a secure
assistants more stigmatizing attitudes towards hospital.”
9% did not patients admitted to a secure hospital
state than somebody who has been diagnosed
profession with schizophrenia alone?”

20% doctors
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4. Sowislo et al. (2017)
5. Adjorlolo et al. (2018)
6. Lammie et al. (2010)

2207 (total) General Basel-
61.5% female Public Stadt,
38.5% male Switzerland
43.4 (134)yrs

113 Qualified Ghana

65% female Mental

35% male Health Nurses

75% <30yrs

35% >30yrs

58 Nursing UK

50% 29 female Disciplines in
41.4% 24 male forensic
8.6% 5 prefer not to wards

say

<21yrs =0
21-30yrs =19
31-40yrs =16
41-50yrs =15
S51+yrs =4
Unknown=4

Compared stigma in relation to
psychiatric symptoms, to that related to
the type of psychiatric service use.
“Compared stigma around BPD with
schizophrenia and alcohol dependence.
Understood differences in stigma
between different psychiatric inpatient
services such as forensic settings.”

“This study investigated mental health
nurses’ attitudes toward mental illness, as
well as punishment-oriented attitudes
(i.e., conviction proneness and
punitiveness) as predictors of their
attitudes toward offenders with mental
illness. Second, the study examines
whether mental health nurses’
demographic backgrounds, namely,
gender, age, and years of practice, have
significant influence on their attitudes
toward offenders with mental illness.”

“To examine practitioner attitudes
towards patients within forensic mental
health care; to identify whether
qualitative and quantitative approaches
provide different insights. that
participants who work within the
medium secure unit would rate the
fictitious patient less favourably than
those who work within the low secure
unit, due to their contact with patients
who are considered to require a higher
level of security. Stigma hypotheses:

¢ That male nurses, across both sites,
would rate the fictitious patient higher on
all factors, with the exception of fear and
danger, than female nurses.

* That older participants would be less
fearful of the fictitious patient and rate
him lower on the factor of dangerousness
than younger participants.”

“Desired social distance was significantly
lower in relation to psychiatric service use
than to psychiatric symptoms. Overall,
symptoms of alcohol dependency, behaviour
endangering others, and the fictitious
character’s being male tend to increase
stigmatization. The character being
hospitalized in a psychiatric unit at a general
hospital and also respondent and familiarity
with psychiatric services tend to decrease
stigmatization”

“The nurses’ scores in conviction proneness
and criminal blameworthiness significantly
predict negative attitudes toward the
offenders even after controlling for their
attitudes toward mental illness.”

“Significant minority of negative attitudes in
relation to desire for social distance.
Quantitative results showed high stigma
scores for avoidance and segregation. There
were no significant differences in attitudes
between medium and low secure settings.
However overall, males reported more
negative attitudes in relation to blame and
avoidance and younger participants
demonstrated more negative attitudes than
older participants in relation to fear and
danger. While fear and blame were low
overall, males reported more blame and
younger practitioners reported more fear.
This may indicate that experience (contact)
reduces stigma in forensic settings although
we cannot assume this from the study.”
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10.

11.

Frailing & Slate (2016)

Perkins et al. (2009)

Batastini, Bolanos, &
Morgan (2014)

Durand et al. (2017)

Weaver et al. (2019)

196 (total) Students Southern

55% female Texas &

45% male Florida

119 Florida

60% female

40% male

82% 18-25yrs

404 (total) General Indiana

67% female public

33% male

52.18 (16.08)yrs

465 (total) University West Texas

66.7% female psychology

33.3% male students

Not reported

18-24yrs — 84%

25-34yrs-12.1%

35-44yrs- 2.2%

45-54yrs -1.8%

116 General Internationa

50.9% female public 1 but most

49.1% male common
Europe,

26.8 (10.77)yrs North
America &
Asia

358 College University

77% female students of Southern

23% male majoring in Mississippi,

social work UsS
28.49 (9.02)yrs (35%) or
criminal

justice (65%)

“This research reported on the
measurement of criminal justice and
criminology students’ attitudes towards
people with mental illness, before and
after a class on criminalisation of mental
health in offenders.”

“1.An adult male with schizophrenia who
is actively engaged in competitive, wage-
based community employment will elicit
less social distance than one who is
unemployed. 2. An adult male with
schizophrenia who has a past history of
misdemeanor criminal conduct will elicit
less social distance than one with a past
history of felony criminal conduct.”

Hypothesised that regardless of education
or experience, the job applicant with a
history of both mental illness and
criminal involvement will be rated the
least desirable candidate for the job.
They hypothesized that “prior experience
with a mentally ill or criminal justice
involved person would be associated
with less stigmatized attitudes toward the
respective job applicant.”

The study “hypothesized a negative
relationship between high expression of
psychopathic traits and stigmatization
towards psychopaths, and also
hypothesized that this negative
relationship would be strongest within
interpersonal-affective features due to
their association with fearlessness.”

“This study investigates attitudes toward
offenders living with mental illness
among a cross-section of college
students.”

The “results indicate that criminal justice and
criminology students’ attitudes toward
people with mental illness, offenders with
mental illness, and community-based mental
health services were significantly more
positive at the conclusion of our classes than
they were at the beginning. These outcomes
were unaffected by choice of instrument or
research location.”

“The individual who was gainfully employed
(vs. unemployed), or who had a prior
misdemeanour (versus felony) criminal
offense, elicited significantly less stigma.
Employment may destigmatize a person
coping with both psychiatric disability and a
criminal record.”

“Applicants with a history of both mental
illness and criminal behaviour were
perceived as the least acceptable candidates
for employment. However, this finding did
not hold true when participants (i.e., the
hypothetical employers) were exposed to a
brief explanation about the benefits of
employment.”

“The presence of psychopathic traits,
particularly those related to boldness, was
negatively correlated with the degree of
stigmatizing behaviours towards
psychopaths.”

“Results indicated that Social Work students
were less likely to have negative stereotypes
(than criminal justice students) toward
offenders with mental illness and tended to
be more supportive of their potential for
rehabilitation. The two groups of students
appeared to share ambivalence regarding the
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12 Batastini, Lester, & 138
Thompson (2017) 29.7% female
70.3% male

49.43 (12.84)yrs

23.1%
Judges,
24.3%
Prosecutors,
52.7% Public
Defendants

Mississippi

The “primary purpose of this study was
to identify the prevalence of stigmatizing
beliefs among judges, prosecutors, and
public defenders. It was hypothesized
that defence attorneys would self-report
significantly less biased and stigmatizing
attitudes about mental illness in general
and seriously mentally ill defendants than
both judges and prosecutors.”

dangerousness and culpability of offenders
living with mental illness.”

“Public defenders, relative to both judges 19
and prosecutors, endorsed more

compassionate attitudes about defendants

with mental illnesses. While judges and
prosecutors endorsed more negative

stereotypes about mental illness and

perceived mentally ill defendants as a greater

risk to the community, mean Scores across

groups suggested moderately positive

attitudes overall.”
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Research question 1. How Common is Stigma Towards Offenders with Mental Health
Conditions?

To understand the specific stigma deriving from offending and mental health
conditions, ideally stigma scores from vignettes describing offenders with mental health
conditions would be compared with vignettes describing non offenders with or without a
mental health condition. Unfortunately, rarely were many of the studies set up in this way.
However, two studies compared offenders with and without mental health difficulties,
producing similar results. In both Garcia et al. (2020) and Nee & Witt (2013), those without
mental health difficulties had significantly lower scores on sympathy subscales and higher
stigma in comparison to those with a mental health difficulty. In Nee & Witt’s (2013) study it
appeared that the offending history with and without mental health diagnosis was associated
with higher levels of stigma in comparison to a control group therefore showing the impact of
offending history on stigma levels. Alternatively, Garcia et al. (2020) found that participants
judged the likelihood of a future crime as greater when a mental health diagnosis was added
to a vignette containing otherwise the same offending history, suggesting that the mental
health condition was associated with an increase in stigma.

In considering the question of how common stigma towards offenders with mental
health conditions is from another perspective, the protocol previously outlined (Figure 2) was
followed and five studies were selected. Table 2 shows comparisons between the samples
obtained and control samples. The comparisons revealed that in a study amongst hospital
staff, stigmatised attitudes were higher towards those admitted to a forensic hospital than
those admitted to hospital with schizophrenia or a brief psychotic episode (Rao et al., 2009).
Another study had similar findings where higher levels of social distance were desired when
vignettes described a forensic unit in comparison to a general hospital with a psychiatric unit

(Sowislo et al., 2017). A further study found significantly higher stigmatic levels on a
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fear/dangerousness subscale for a vignette with an offender with bipolar in comparison to a
control group who had neither an offending nor a psychiatric history (Batastini et al., 2014).
However, the responsibility subscale between these groups scored in the opposite direction
indicating significantly more responsibility was given to the control group (Sowislo et al.,
2017). The results taken together indicate a somewhat mixed message of stigma. There was
no difference on a scale of willingness to help or social distance between the groups.

Often studies found significantly more stigma for a forensic group than a control
group with neither (mental health or offender) labels (Batastini et al., 2014; Durand et al.,
2017; Rao et al., 2009). The specific subscales found to have greater stigma towards
offenders with mental health difficulties in comparison to control groups were ‘fear/danger’,
‘responsibility’ (Batastini et al., 2014; Durand et al., 2017) likelihood of future crime (Nee &
Witt, 2013’; Garcia et al., 2020) and ‘Trust’ (Nee & Witt, 2013). Subscales showing little
difference between the two groups were ‘social distance and perceived dangerousness,
‘willingness to help’ (Batastini et al., 2014) and ‘rehabilitation potential’ (Nee & Witt, 2013).
An exception was a study where offenders were diagnosed with psychopathy; this induced
significantly higher levels of fear/dangerousness when compared to a control group (Durand

etal.,2017).
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Table 2.

Mean Stigma Scores of Identified Studies and Comparison Groups

Authors of Name and Direction of score Brief description of Mean Score Comparison/ T test Is offender
study reference of what measure control group mental health
measure operationalises mean score stigma
significantly
higher than
control?
Nee & Witt  No name (5 10-point Likert Vignettes included an Mean response % Control group (no
(2013) questions) Higher scores=less stigma for trust and  offender with a mental categorised by mental illness no
sympathy and rehab potential. health condition of either ~ depression or criminal
Higher scores=more stigma for depression/schizophrenia background)
likelihood and severity of future crime
Subscales:
Trustworthiness 65.00 (SD=17.85,n=44)  72.79 (SD=16.52, t(85)=2.11,p =0.04* Yes for
n=43) depression
Sympathy 7227 (SD=16.82,n=44)  53.02 (SD=22.20, 1(85)=4.58,p< 001* Yes for
n=43) depression &
schizophrenia
Likelihood future crime 5.02 (SD=2.61, n=44) 2.65 (8SD=2.70, t (85)=4.16,p <.001* Yes for
(scores reported are n=43) depression &
possibility to definitely schizophrenia
commit crime)
Severity of future crime 421 (SD=1.86,n=32) 3.38 (SD=1.54, t (46)=1.54,p=0.13 No
(minor crime category) n=16)
Rehab potential 67.8 (SD=19.13, n=32) 7529 (SD=20.65, 1 (47)=1.27,p=0.21 No

n=17)
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Authors of Name and Direction of score Brief description of Mean Score Comparison/ T test Is offender
study reference of what measure control group mental health
measure operationalises mean score stigma
significantly
higher than
control?
Garcia et No name (5 10-point Likert (1=lower Perceptions: sympathy, condition
al., (2020) questions as used stigma/positive, 10=higher/negative) trustworthy, future crime ~ only one reported.
in Nee & Witt, likelihood and severity, Other categories are
2013) rehab potential. Means grouped as *
reported for only one
subscale:
Higher stigma for both mental illness Likelihood of future Control Group Yes for mental
and schizophrenia for future crime crime from Nee & Witt illness grouped
(2013) and for
schizophrenia
2.65 (SD=2.70, specifically
n=43)
Rao et al. Attitude to Mental  5-point Likert (max +2 min -2, Stigmatised attitudes Admitted to forensic Control group-
(2009) Illness neutral/don’t know 0) hospital — Broadmoor general public
Questionnaire Total score between -10 and +10 No subscales reported from Luty et al.
(AMIQ) Lower scores indicate negative (2006) validation
Luty et al. (2006) attitudes, higher=positive study
-1.2 (SD=3.12,n=108) 5.86 (SD=2.40, 1 (985)=27.83,p <.001* Yes
n=879)
Batastini, Attribution 9-point Likert Stigma/stereotypes using  Non psychoeducation Control group
Bolanos, &  Questionnaire Higher score=higher stigma Brown’s (2008) group
Morgan (AQ-27) (Some subscales reverse scored) subscales and
(2014) Corrigan, 2008/ (Fear/dangerousness, theft jail sentence
Brown (2008) help/interact,

subscales

responsibility, forcing
treatment, empathy).

Fear/Danger

Responsibility

Help/interact

Yes
16.16 (SD=9.32,
n=55)
16.60 (SD=4.11, Yes
n=55)
21.16 (SD=8.18, No
n=55)
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Authors of Name and Direction of score Brief description of Mean Score Comparison/ T test Is offender
study reference of what measure control group mental health
measure operationalises mean score stigma
significantly
higher than
control?
Social Distance 4-point Likert Social distance 12.71 (SD=3.42) No
Scale Higher scores=more desired social
Link et al. (1987),  distance
Martin et al.
(2000)
Durand, et Attribution 9-point Likert Stigma, originally Psychopathy with Control
al., (2017) Questionnaire Higher scores=higher stigma developed to measure conviction of theft Bastastini et al.
(AQ-20) schizophrenia but was (2014)
Corrigan et al. replaced psychopathy
(2003) / Brown Split into Brown’s
(2008) Subscales (2008) subscales:
Fear/dangerousness 22.48 (§D=12.00, 16.16 (SD=9.32, t(169)=3.44, p <.001* Yes
n=116) n=55)
Help/interact 3721 (SD=8.70,n=116)  21.16 (SD=8.18, 1 (109)=10.01, p<.001* Yes

n=55)

Note. Asterisk denotes a significant difference (p<.05) between groups
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Research Question 2. Which Measures Are Used to Capture Stigma Towards Offenders
with Mental Health Conditions?

This review also intended to understand which measures have been used to capture
offender mental health stigma in the literature. An overview of all the stigma measures used
in the included studies can be found in Table 3. Out of a total of 12 studies, only a maximum
of three used the same measure which was the Attribution Questionnaire (AQ, Brown, 2008;
Corrigan et al., 2003) and the Community Attitudes to Mental Illness (CAMI, Hogberg et al.,
2008; Taylor & Dear, 1981) and both included different versions. Most measures were only
adopted by a single study. Table 4 shows each measure selected in the current review and
associated psychometrics.

It appeared that general mental health stigma measures were frequently used in
conjunction with a vignette which depicted someone with a mental health problem and a
criminal conviction in order to understand forensic stigma (see Table 4). This was the case
for all but two studies (Batastini et al., 2017; Weaver et al., 2019), where a measure
specifically designed to measure stigma in offenders called ATIMO developed by Brannen et
al. (2004) was used. This speaks to a debate by Fox et al. (2018) about the frequent use of
different measures in the stigma literature and outlines the significantly high number of

stigma measures.
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Table 3.

Quick Reference List of Stigma Measures

Measure ADJORLOLO BATASTINI BATASTINI DURAND
2018 2014 2017 2017

Study

FRAILING
2016

GARCIA
2020

LAMMIE
2010

NEE
2013

PERKINS
2009

RAO
2009

SOWISLO WEAVER
2017 2019

Attitudes toward

mentally ill offenders

(ATIMO, Brannen et \/
al., 2004)

Adapted versions of:

ATMIO (Church et al.,

2009)

Attitude to mental
illness questionnaire
(AMIQ) Luty et al.
(2006)

Attitudes and beliefs

about psychopathy

(ABP) Smith et al., v
(2014)

Attribution
questionnaire (AQ-27,
Corrigan et al., 2003)
Attribution

questionnaire (Brown, \/ \/

2008)

Community attitudes

toward mental illness

(CAMI) v
(Taylor & Dear, 1981;

Swedish version)

CAMI adapted 20 item

version (HOgberg et

al., 2008) v

Bogardus social
distance scale
(Bogardus, 1925)

v
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Measure

ADJORLOLO
2018

BATASTINI
2014

BATASTINI

2017

DURAND
2017

FRAILING
2016

GARCIA
2020

LAMMIE
2010

NEE
2013

PERKINS
2009

RAO
2009

SOWISLO WEAVER
2017 2019

Modification of Self-
stigma of mental
illness scale (Corrigan
et al., 2006) Stereotype
subscale only

Social distance scale
(Link et al. 1987)

Survey of attitudes
(Steadman & Cocozza
1977)

5 questions by Nee &
Witt (2013)

Vv
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Table 4.

Psychometrics for Each Measure Included in the Review

Authors of study Name and reference of measure Psychometric of the measure Mental health condition Vignette
selected for review o = Cronbach’s alpha (Validation study) referred to
Nee & Witt (2013) No name (5 questions) Not reported Depression Yes
schizophrenia
Garcia et al. (2020) No Name (5 questions, as used in Nee & Witt, Not reported Grouped as ‘mental illness’ Yes
2013) (referring to depression
& schizophrenia)
Rao et al. (2009) Attitude to Mental Illness Questionnaire (AMIQ)  a =0.933 (Luty et al. 2006) Admitted to forensic hospital Yes
Luty et al. (2006) (Broadmoor)
Sowislo et al. Modification of the Bogardus social distance o =0.92 (von dem Knesebeck et al., 2013) Psychiatric hospital with Yes
(2017) scale (Bogardus, 1925) forensic unit
(borderline personality disorder
and acute psychosis)
Adjorlolo et al., Community attitude toward mental illness Open-mindedness a = 0.77 Schizophrenia Yes
(2018) (CAMI) Fear/avoidance o =0.81
Hogberg et al. 2008) Community mental health a =0.67
Total o =0.79
Lammie et al. (2010) Attribution Questionnaire- (AQ-27) a = .70 to 96 Corrigan et al. (2003) Schizophrenia Yes
Corrigan et al. (2003)
Weaver et al. (2019) ATMIO Negative Stereotypes o = .86 Mentally ill No

Brannen et al. (2004)

Rehabilitation/Compassion o =.70
Community Risk a = .61
Diminished Responsibility o = .56
(Church et al., 2009).
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Authors of study Name and reference of measure Psychometric of the measure Mental health condition Vignette
selected for review o = Cronbach’s alpha (Validation study) referred to
Frailing & Slate Survey of attitudes a=.63t0 .82 Mental illness No
(2016) Steadman & Cocozza (1977) (Steadman & Cocozza, 1977)
Community Attitudes towards Mentally I11 o = .86 (Thompson et al., 2014). Mental illness No
(CAMI) adapted version
Taylor & Dear (1981)
Perkins et al. (2009) Social Distance questions o =0.87 (Perkins et al., 2008) Schizophrenia Yes
(Link et al. 1987)
Batastini, Bolanos, & Attribution Questionnaire (AQ-27) Fear/dangerousness a = 0.93 Bipolar I disorder No
Morgan (2014) (Brown, 2008) subscales Help/interact o =0.82
Responsibility a = 0.60
(Brown, 2008)
Social Distance Scale a=0.87 Bipolar I disorder No
Link et al. (1987), Martin, Pescosolido & Tuch, (for 6 item version, Martin et al., 2000)
2000)
Durand et al. (2017) Attribution Questionnaire, (AQ-20) a=0.53t00.93 Psychopathy Yes
Corrigan et al. (2003) / Brown (2008) Subscales (Durand et al., 2017)
Attitudes and Beliefs about Psychopathy (ABP) a =0.50 to 0.86 Psychopathy No
Smith et al., (2014) (9 subscales, Durand et al., 2017)
Batastini, Lester, & Adapted version of: Attitudes Toward Mentally a=.73t0 .88 Mentally ill No
Thompson (2017) 111 Offenders (ATMIO) (Church et al., 2009).
Church et al. (2009); Brannen et al. (2004)
Community Attitudes towards Mentally I11 o=.86 Mentally ill No

(CAMI) adapted version
Taylor and Dear (1981)

(Total score, Thompson et al., 2014).
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Research Question 3. Are Different Mental Health Diagnoses Associated with
Differential Rates of Stigma in Offenders?

The most commonly specified mental health diagnosis used across all of the studies
was schizophrenia (n=5), followed by the generic descriptor ‘mental illness’ (n=4). Other
examples less often used included, depression (n=2), ‘forensic hospital patient’ (n=2), bipolar
disorder (n=1), and psychopathy (n=1). It should be noted that on some occasions multiple
diagnostic labels were included in one research paper.

Due to the lack of consistent use of stigma measures, comparing results across studies
with different diagnostic labels was not possible for most of the selected studies. However,
two of the studies did investigate differential diagnoses as part of their research question and
therefore will be considered in more detail here. The first was Nee and Witt (2013) who
compared the impact of changing the mental health condition from schizophrenia to
depression. The results found that stigma scores were significantly higher on a scale of
‘likelihood to commit a future crime’ for vignettes that included mental health diagnoses in
comparison to a control group (Nee & Witt, 2013). Sympathy levels were high for both
schizophrenia and depression, and significantly higher than a control group (with no mental
illness or criminal background). Neither of the two diagnostic categories induced
significantly different from scores from one another on most questions indicating that the
diagnoses type did not, in isolation, induce stigmatised views (Nee & Witt, 2013). The
exception was ‘rehabilitation potential’ where participants felt offenders with schizophrenia
had higher potential for rehabilitation than those with depression, however no difference was
found in comparison to a control group. When comparisons were made against someone with
a past criminal conviction and no mental health condition, the only significant difference in
stigma scores was on the sympathy subscale, where the presence of a mental health label

appeared to receive higher levels of sympathy than someone without a diagnostic label (Nee
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& Witt, 2013). A similar finding of higher sympathy for those with schizophrenia was found
using the same stigma questions as Nee and Witt (2013) by Garcia et al., (2020).
Schizophrenia in addition to an offending history, was found to have higher levels of future
crime in comparison to a control group and to someone with the same offending history,

showing the impact of this particular diagnostic label (Garcia et al., 2020).

Discussion

The current systematic review aimed to summarise the available literature in offender
mental health stigma and consider whether different mental health diagnoses were associated
with differential rates of stigma towards offenders. The studies selected were from a wide
variety of countries across the world such as Ghana, the United States and the United
Kingdom. The review also set out to understand which measures had been used in the
literature to capture such stigmatic attitudes towards this population.

This is the first systematic review to approach the stigma of offenders with mental
health difficulties, from the perspective of the stigmatiser. From the eligible studies included
in this review, there was strong evidence of stigma towards offenders with mental health
conditions. Moreover, the amount of stigma towards offenders with mental health difficulties
appeared to be notably higher than that towards people without mental health difficulties or a
history of offending. In regards to the question of the impact of different diagnostic terms, it
is noted that most studies adopted a general term such as ‘mental illness’ rather than specific
diagnostic labels, which is an important finding given the evidence of stigma attached to
specific diagnostic terms (Pescosolido et al., 1999). Those which did specify a diagnosis
suggested that schizophrenia and psychopathy were more stigmatised when compared to
other mental health conditions, such as depression or neutral control groups. Finally, the

measures used to capture stigmatic attitudes were unfortunately inconsistent between studies.

37



MENTAL HEALTH STIGMA AND JUROR DECISION MAKING

Infrequently was the same measure used in more than one study (Table 3). Due to this
variance, only limited comparisons across research studies were possible.

The findings speak to the presence of a possible ‘double stigma’ towards the
combined effect of an offending history and mental health difficulty. It begs the question of
whether the combination of offending and a diagnostic label induces higher stigmatic
attitudes, or if the presence of one of the two factors has a dominating influence on stigma.
Unfortunately, there was not enough data to explore this fully. Future research should delve
deeper into better understanding the combination of offender and mental health stigma, and
how it affects public attitudes. To do this, the same stigma measure could be applied to
different contexts and settings with results offering some agreement about which
psychometric factors make up the key elements of stigmatic judgement in those populations.
In addition, research should include specific mental health diagnoses rather than general
terms, as well as different types of offending. These research topics would necessitate large
scale sampling and a range of experimental studies. Research in these areas would support
measurable attitudinal change as targeted by anti-stigma intervention research. Once there is
a basis of research in these areas, it would be important to understand how stigmatic attitudes
could go on to affect an individual’s behaviour.

Frequently, the tools used to measure offender mental health stigma were primarily
mental health stigma questionnaires, but with the addition of a vignette to specify a particular
mental health condition or an offending history. A problem for the literature, highlighted by
this review, and congruent with previous research, is that the field is at saturation point with
around 400 different stigma measures available (Fox et al., 2018). There is very little
consensus about which measures are most suitable for which types of research question, and
little evidence of replication across different samples. Some of the selected papers used

specific offender mental health stigma measures, which did not rely on the use of a vignette
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or adaptation. The most frequently used measures were the Attribution Questionnaire by
Corrigan et al. (2003) with an adapted factor structure by Brown (2008) and the Community
Attitudes to Mental Illness (CAMI) by Taylor & Dear (1981) and adapted by Hogberg et al.
(2008). Link et al. (2004) highlight the importance of selecting measures based on the
concept that is of interest and also the availability of validated measures. In the first instance
they advocate for adapting previously validated measures before considering the development
of a new measure (Fox et al., 2018; Link et al. 2004). It seems necessary to highlight this
viewpoint given its downstream impact on the current study and other researchers seeking to
meta analyse or systematically review multiple studies.

There are also competing views around whether measures for mental health stigma
should be adapted with specific diagnoses in mind (Pescosolido et al., 2007). Certainly, the
current review suggested some evidence of a difference in public stigma between different
diagnoses. Therefore, it would be important to research the use of diagnosis specific
measures of stigma in relation to offenders to better understand these differences. This could
be done through group comparisons with a variety of symptoms associated with different
mental health difficulties, where it might be possible to see the impact of particular elements
of a diagnostic presentation eliciting a particular response, such as fear. It would then be
possible to compare if these emotional or stereotypical responses are aligned with the known
risks of those particular symptoms or associated mental health difficulties. Further research
into the combining effect of offender and mental health diagnoses would inform the necessity
for specific or generalised terms when measuring mental health stigma.

Despite a vast majority of negative stigmatic attitudes, there was some positive
evidence. Reassuringly, three studies found social work and criminology students, as well as
public defenders, were less likely to have negative stigmatic attitudes and demonstrated

compassionate views (Batastini et al., 2017; Frailing et al., 2016; Weaver et al., 2019).
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However, this was not held constant amongst students from other courses or amongst judges
and prosecutors (Batastini et al., 2017; Weaver et al., 2019). Both of these specific
populations appeared to have higher levels of education and training in relation to offending
and even mental health, therefore education may have the potential to mitigate levels of
stigma (Batastini et al., 2017; Frailing et al., 2016; Weaver et al., 2019). Understanding
positive evidence is supportive in developing anti-stigma programs that act to reduce levels

of stigma in the wider community.

Strengths and Limitations

As highlighted, the current review included studies completed across the globe,
including Ghana, Texas and the UK showing the diversity of the sample but unfortunately
also the spread of negative stigmatic views across continents. In addition, the selected studies
had diverse populations, from the general public to mental health professionals, and whilst
the amount of stigma reported differed, the vast majority had negative stigmatic attitudes.
Due to the wide variety of stigma measures it was not possible to fully compare measures
across studies and the use of highly specific offender mental health stigma measures meant
that neutral control groups for comparisons were not available. This demonstrates an
advantage of using adaptable vignettes in stigma research which would allow for previously
validated measures to be easily compared to one another even with differential diagnostic and
offending labels. A limitation to the review was that it focused on studies printed in the
English language which inevitably has excluded some international research. An additional
limitation was that searching was limited to articles published in the last ten years. The
justification for limiting the publication date was to provide an up-to-date account of the

current literature and to answer the research question around the commonality of offender
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mental health stigma research. Original authors of measures have been referenced as well as

validation studies for the measures which are listed and in some cases they pre-dated 2009.

Conclusions and Recommendations

Given this review is the first to combine research in understanding the literature
around stigma towards mental health and offenders, it highlights a number of key points for
advancing research in the area. Firstly, it suggests a high level of stigma towards individuals
with a psychiatric and an offending history. Further research is needed to better understand
this complex relationship. Research could include studies where multiple conditions are
compared, similar to the methodology used by Nee and Witt (2013). Secondly, the current
review also re-emphasises the importance of selecting available validated measures, either
specific to offender mental health stigma or with an adaption such as a vignette to allow for
comparisons between studies and also within groups in large scale studies. Finally, findings
of this review contribute to measuring and understanding stigma towards those in vulnerable
positions. It encourages further intervention-based research to bring about change and
reductions in stigma. This is not only important for public stigma and the way individuals are
treated in the community, but also for reductions in self-stigma which all together have

ramifications to an individual’s recovery and rehabilitation.
y
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Bridging Chapter

Chapter one revealed that stigmatic views towards offenders with mental health
difficulties are relatively common within the general public. It also outlined the need to
consider particular factors in stigma research such as stigma in relation to specific mental
health conditions and the selection of validated and specific measures of stigma which, where
possible, are already in existence. This is to prevent repetition and unnecessary increases in
the number of stigma measures which at present saturate the literature. It also highlighted
how the term ‘offender’ appeared to exacerbate stigma and that despite the literature on the
impact of differential mental health labels on stigma, many studies included the generic term
‘mental illness’ instead (Pescosolido et al., 1999).

Given the knowledge that the general public possess stigmatic views towards both
offenders and mental health difficulties as described in chapter one, one could reasonably
wonder whether stigma towards offender with mental health difficulties would be impactful
in a court room. Jurisdictions in England provide written direction to jurors to prohibit them
from using information that is not presented in the trial to make their decision (part 26 of
Criminal Procedure Rules). It provides specific written notice of prohibitions against

‘conduct by a juror which suggests the juror intends to try the case otherwise than on the

evidence’ (p2, part 26.3b(ii1) of Criminal Procedure Rules; my emphasis). This emphasises
the seriousness with which the law views the potential impact of ‘extra-legal’ factors on
decision making. The issue here is that the implicit bias of negative stigmatic judgements has
the potential to work against this rule and therefore threatens valid and fair decision making
within the legal system. The fact that jurors might be unaware of such biases is of no comfort
to the pursuit of fair justice, and indeed arguably acts to prevent action to mitigate against

them. Consequently, research to better understand the impact such implicit biases have on

53



MENTAL HEALTH STIGMA AND JUROR DECISION MAKING

decision making will be important in ensuring that defendants with mental health conditions
receive fair and just treatment in the English criminal legal system.

Whilst there is mitigation against stigma that might arise from a defendant’s previous
offending history (in the fact that courts will routinely not disclose a history of previous
offences to a jury; they can be adduced as evidence of ‘bad character’ under the Criminal
Justice Act 2003, s.101, and there are certain other exemptions), a defendant’s mental health
condition will often be routinely disclosed to a jury. This could be directly by the defendant
themselves, by an expert or professional witness who has worked with or assessed the
defendant, by the defence barrister seeking to obtain a more sympathetic response from a
judge or juror or to provide an account for a defendant’s actions, or implied through the
behaviour of the defendant in relation to the offence. Within the criminal process, there is
very little control therefore of this source of stigma, and it is therefore particularly
unfortunate that the question of the impact of stigma arising from defendants who present
with mental health conditions significantly lacks research interest.

The following chapter will therefore present an empirical paper which begins by
outlining relevant research in relation to mental health stigma and juror decision making, and
how the latter could potentially be impacted by personal stigmatic beliefs towards mental
health diagnoses. The empirical study aims, methodology, research findings and a discussion

will follow before concluding with an overall critical review of the thesis as a whole.
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Abstract

Mental health stigma has been heavily researched in the literature and a diagnosis particularly
susceptible to stigma is schizophrenia. In legal research, factors that exert unwanted influence
on decision-making are called extra-legal factors. It is unclear whether individual levels of
stigma, or the nature of mental health information provided to a juror, could influence their
verdict. This study explored how the provision of mental health information and negative
stigmatic attitudes may, taken together, affect a juror’s verdict. To explore this, participants
watched an online video mock trial and were asked to determine whether the case being
presented was found guilty or not guilty. Participants were randomised to one of three
conditions which varied by the nature of mental health information provided, specifically
whether a description of symptoms and/or a diagnosis of schizophrenia was provided.
Compared to a control group, providing mental health symptoms reduced the probability of a
guilty verdict by almost three times, and the addition of diagnostic a label almost halved this
probability again. An increase of one standard deviation in stigma predicted more than a 50%
probability of a guilty verdict. This research has implications for jury selection and providing

mental health information in court.

Keywords: Stigma, juror, extra-legal, schizophrenia, mental health, criminal justice
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Stigma Towards Mental Health Difficulties

Link & Phelan (2001) define stigma as “the convergence of interrelated components
[existing | when elements of labelling, stereotyping, separation, status loss and discrimination
occur together in a power situation that allows them.” (p 377)

As highlighted in the introductory chapter of this thesis portfolio, definitions of
mental health stigma tend to be multifaceted (Fox et al., 2013) and can be considered to
include pejorative attitudes and beliefs which can lead to discrimination towards people with
mental health conditions (Link & Phelan, 2001).

The relationship between stigma and behaviour can be understood from different
perspectives. Structural stigma is an external view of someone based on cultural or societal
formed norms (Corrigan et al. 2003). Corrigan et al. (2003) describes how the development
of structural stigma is built on three components, 1) recognising a cue that someone has a
mental health problem, 2) stereotype activation and 3) discrimination or prejudice towards
that person. Another alternative theory of stigma is Social identity theory (Goffman, 1963)
which posits that mental health stigma is formed through a virtual social identity when a
person becomes disfavoured by society and as a result are socially distanced.

Research suggests that stigma towards people with mental health conditions within
the general public is often founded on stereotypes about their potential for dangerous and
unpredictable behaviour (Cechnicki, et al., 2011; Jorm et al., 2012). Diagnostic terms or
‘labels’ have been found to further intensify stigma by increasing the public’s sense of
‘differentness’ from those with mental health conditions (Corrigan, 2007). Previous research
has found that the presence of a mental health label increases expectations of a vignette
character committing a crime in the future, compared to a character without a mental health
label. (Nee & Witt, 2013). Pescosolido et al. (1999) found providing the diagnostic label of

schizophrenia meant participants reported increased perceptions of violence compared to
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someone with depression or who was described as distressed. They also found that when the
vignette included the term schizophrenia, participants rated them less able to make treatment
decisions and to manage their money, compared to someone with depression or described as
distressed (Pescosolido et al., 1999). It is important to note that there is controversy
surrounding the use of the term ‘schizophrenia’ from the perspective of clinical validity
(Bentall et al., 1988; Bentall, 1990; Moncrieff, 2015; Van Os, 2016) however the focus of the
present paper is to consider the potential for, and impact of stigmatic judgements associated
with use of this term, which remains commonplace within health services (Schizophrenia
Commission Report, 2012).

Research into stigma has even demonstrated that health professionals may themselves
not be protected from the influence of stigmatic judgements in relation to schizophrenia (Rao
et al., 2009). Similarly, Lam et al. (2016) explored the influence of a personality disorder
label on mental health professionals’ clinical decision making. They found that the presence
of a diagnostic label alone resulted in the mental health professionals having more negative
impressions of the patient despite the behavioural descriptions of that person’s difficulties
remaining the same (Lam et al., 2016).

According to research, a common stereotype held by the general public towards
schizophrenia is that of dangerousness (Jorm et al., 2012; Pescosolido et al., 1999), which is
perhaps facilitated through the way in which such presentations might be portrayed by the
media and film industry (Lipczynska, 2015; Vahabzadeh et al., 2011). This belief is
countered by the fact that only a minority of people with mental illnesses are ever violent and
that they are 14 times more likely to be victims of a violent crime than to be arrested as the
perpetrator (Brekke et al., 2002). Further, a mental health diagnosis is a poor predictor of
violence (Monahan, 1988), yet people with serious mental health conditions are often charged

with more serious crimes than others arrested for similar behaviours (Tellier & Felizardo,
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2011). This is not to say there is no relationship between mental illness and violence, but it
appears to be a complex one, with some symptoms such as command hallucinations perhaps
particularly important; but this risk must be understood on an individual, rather than a group

or diagnostic level (McNiel et al., 2002).

Mental Health Stigma and the Impact on Legal Processes

In England and Wales, most adults can be called for jury service at any time (Juries
Act, 1974). When considering factors that might influence the decision making of jurors,
there is a modest body of research into the role of ‘extra-legal factors’ with various personal
characteristics such as gender, race and attractiveness being identified as relevant to the jury
decision making process (Bagby et al., 1994; Guy & Edens, 2003). There are very few
articles published on the role of mental illness information and juror decision making or
stigma as an extra-legal factor despite the of stigmatised attitudes within the general public.
Mossiere and Maeder (2016) describe the absence of research into stigma in trial proceedings
and the need for additional research to examine societal perceptions of violence and mental
health diagnoses. Previous limited literature is specific to countries other than England and
Wales and their different legal structures such as Canada (Mossiere & Maeder, 2015), the
United States, (Greene & Cahill, 2012) and Australia (Jorm et al., 2012). Whilst jurors are
asked to make an objective verdict based on the legal information presented to them
(Criminal Procedure Rules), research on a mock jury has found that decisions were
significantly associated with beliefs about mental ill health and criminal responsibility
(Roberts et al., 1987).

Perhaps one of the most significant opportunities for stigmatic judgements to
influence decisions comes in the way in which information about a defendant with mental

health problems is presented to a juror by a clinician acting as an expert witness. There are
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limited protocols or structures for the content of information that should be presented to a
jury or included in a written report. This may vary greatly depending on the training,
background, personal experiences and beliefs of the clinician. Outside of stigma, some
research has explored how the content of such information can influence decision making.
For instance, Greene and Cahill (2012) found that Computerised Tomography (CT) head
scans in addition to a diagnosis of psychosis, meant that fewer mock jurors gave a death
sentence in comparison to a group given the same diagnosis without the scans. This is
particularly concerning given the fact that neuroimaging is not routinely used in clinical work
for mental health assessment or intervention and has not been found suitable to diagnose
psychiatric illness (Agarwal et al., 2010).

Previous research involving jurors has often involved written vignettes of trials with
samples of lay people (Guy & Edens, 2003). The gold standard for a sample within this
literature would be an unused jury, a group of people called for jury service who are
ultimately not required to participate in court that day (Sloat & Frierson, 2005; Thomas,
2020). However, this methodology has rarely been used in England and Wales due to the
complexity, collaboration required with justice systems to recruit, and resources necessary to
obtain a large sample. Thus, most research into juries has recruited ‘proxy’ juries, typically
trading some generalisability of the sample for accessibility and convenience. Further, most
research investigating juror decision making has used individual juror verdicts (Jung, 2015;
Roberts & Golding, 1991) rather than ’collective’ jury decisions (Greene & Cabhill, 2012).
This approach in particular is more appropriate when trying to understand the impact of a
specific factor on an individual’s decision making and thus was adopted in the present study.
Finally, in terms of considering the actual sample characteristics, previous research into juries
has often used a sample of psychology students on undergraduate courses which is unlikely to

generalise well to the wider population (Kendra et al., 2012). However other research has
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found that student and community samples do not always give different results (Bornstein,

1999). This dilemma will also be explored within the present study.

Current Study

The current research sought to understand if stigmatic attitudes towards a specific
mental health difficulty would impact on juror decision making. Schizophrenia was chosen
due to the large amount of research on stereotypes and stigma surrounding this diagnosis. The
study also sought to investigate if the amount of information provided about schizophrenia
would affect the juror’s decision. As the study was interested in these specific factors, a
proxy jury was used where individual juror decisions were considered. Both students and
members of the community were recruited in order to contribute to the literature around the
representativeness of student populations in jury research. Two dependent variables were
measured: a stigma measure specific to schizophrenia and the verdict guilty or not guilty. The
nature of the mental health information provided (symptoms and a label of schizophrenia,
symptoms of schizophrenia only and a control group with no mental health information) to
the proxy jury was the independent variable which had three levels. The study was run online
to allow for recruitment of a large sample, some participants were recruited through Prolific
(www prolific.com) to allow for a more population representative sample, with the addition

of a mock video trial to improve ecological validity.

Aims of the Current Study

The primary aim of the current study was to investigate whether the provision of
mental health information, as well as levels of individual stigma in proxy jury members could
predict the verdict given in a mock criminal trial. Given the effect of other extra-legal factors

impacting on decisions made in court, it was important to understand the possible impact of
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individual stigmatising attitudes. Furthermore, due to the variability in the presentation of
mental health information within a trial, this was manipulated to better understand if it could
also impact a juror’s verdict. It was hypothesised that the nature of mental health information
provided, and levels of stigma would affect the juror’s verdict. Specifically, belief in
dangerousness was hypothesised to have an affect on a juror’s verdict. As secondary research
questions the study also wished to consider if the sample (a student versus a community
sample) differed in terms of baseline levels of stigma or guilty verdicts. Finally, as sensitivity
analyses, the total scoring and the two different factor structures of the Attribution
Questionnaire by Corrigan et al. (2003) and Brown (2008) were compared to understand if

the differing subscales impacted the results.

Method
Design
The categorical dependent variable was verdict with two levels (guilty or not guilty).
The independent variables were condition, a categorical variable with three levels (control,
condition 1 (symptoms only) or condition 2 (diagnostic label and symptoms) and stigma

(total score) a continuous variable scored on a nine-point Likert scale questionnaire.

Participants

A total of 330 participants were recruited, of whom 11 did not pass manipulation
check questions (to ensure they were attending to the vignette, see Appendix C) and 76 did
not fully complete the study therefore their data was excluded to ensure compliance with
ethics. This resulted in a sample of 243 participants included in data analysis, 91 from
Prolific and 152 from mailing lists and email bulletins. Females were somewhat over-

represented in the sample (67.5% female, 30.9% male, 0.8% declined to say) in line with
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other social sciences research. Participant age ranged between 18 and 75 years with a mean of

34.68 (SD=14.75) years (see Table 5 for further demographics).

Table 5.

Participant Demographics

Total number Percentage
of sample %

Age

Mean (SD) 34.68 (14.75)

Range 18-75
Education History

Primary/secondary/GCSE or lower 14 5.7

A Level 73 30.0

Foundation Degree 12 4.9

Undergraduate Degree 93 38.3

Masters Level or higher 51 21.0
Student Status

Current student 79 325

Not current student 164 67.5

This was a joint study with another researcher who had separate research questions and an
additional questionnaire measuring mental health literacy which will not be discussed further

in this paper (see Appendix A for further information).

Recruitment

Recruitment was broken into two stages. The first stage involved advertising to a
university research study mailing list. The mailing list included members of the public as well
as interested university students and staff. The study was also advertised via university email
bulletins (see Appendix D). In addition, an online crowdsourcing tool, designed for social
science research (Prolific, www .prolific.com) was used to support recruitment of the general
public. Similar tools have been used previously (Shapiro et al., 2013) such as Mechanical

Turk (www.mturk.com; Buhrmester et al., 2011). However Prolific has a number of specific
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Total 243 81.11 28372 1.820

Descriptives
FTotal_AQBrownC
N Mean SD  Std.

Error Lower Upper
Control Questionnaires first 40 7630 24.571 3.885 6844 84.16 41
Control Questionnaires last 41 73.15 24.337 3801 6546 80.83 32
Behavioural Questionnaires first41 78.63 30498 4763 6901 8826 31
Behavioural Questionnaires last 38 83.39 28.538 4.629 7401 92.77 37
Diagnosis Questionnaires last 41 93.10 28.043 4380 84.25 101.95 53
Diagnosis Questionnaires first 42 82.12 30.785 4.750 7253 91.71 42
Total 243 81.11 28372 1.820 77.53 84.70 31 166
ANOVA
FTotal_AQBrownC
Sum of Squares df Mean Square F Sig.
Between Groups 9909.872 5 1981.974 2.541 .029
Within Groups 184888.128 237 780.119
Total 194798.000 242
Multiple Comparisons
Dependent Variable: FTotal_AQBrownC
Tukey HSD
(D) Group () Group Mean Difference (I-J) Std. Error
Interval
Lower Bound Upper Bound
Control Questionnaires first Control Questionnaires last 3.154 6207 996
20.99
Behavioural Questionnaires first-2.334 6.207 999  -20.17 15.50
Behavioural Questionnaires last -7.095 6.327 .872  -2527 11.08
Diagnosis Questionnaires last -16.798 6.207 078 -34.63 1.04
Diagnosis Questionnaires first -5.819 6.171 935 -23.55 1191
Control Questionnaires last Control Questionnaires first -3.154 6.207 996
14.68
Behavioural Questionnaires first-5.488 6.169 949  -2321 12.24
Behavioural Questionnaires last -10.248 6.289 .580  -28.32 7.82
Diagnosis Questionnaires last -19.951* 6.169 017 -37.68 -2.23
Diagnosis Questionnaires first -8.973 6.132 688  -26.59 8.65
Behavioural Questionnaires firstControl Questionnaires first 2334 6.207 999
20.17
Control Questionnaires last 5488 6.169 949 -12.24 2321
Behavioural Questionnaires last -4.761 6.289 974  -22.83 13.31
Diagnosis Questionnaires last -14.4636.169 .181  -32.19 3.26
Diagnosis Questionnaires first -3.485 6.132 993  -21.10 14.13
Behavioural Questionnaires last Control Questionnaires first 7095 6327 .872
25.27
Control Questionnaires last 10.248 6.289 580 -7.82 28.32
Behavioural Questionnaires first4.761 6.289 974  -13.31 22.83
Diagnosis Questionnaires last -9.703 6.289 .637  -27.77 8.37
Diagnosis Questionnaires first 1.276 6.253 1.000 -16.69 19.24

77.53

84.70 31

166

95% Confidence Interval for Mean

Min

Max
159
143
138
166
163
153

Sig.  95% Confidence

-14.68

-20.99

-15.50

-11.08
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Diagnosis Questionnaires last  Control Questionnaires first 16.798 6.207 078 -1.04
34.63
Control Questionnaires last 19.951*%6.169 017 223  37.68
Behavioural Questionnaires first14.463 6.169 .181 -326 32.19
Behavioural Questionnaires last 9.703 6.289 .637 -8.37 27.77
Diagnosis Questionnaires first 10979 6.132 474 -6.64 28.60
Diagnosis Questionnaires first Control Questionnaires first 5819 6.171 935 -1191
23.55
Control Questionnaires last 8973 6.132 688 -8.65 26.59
Behavioural Questionnaires first3.485 6.132 993  -14.13 21.10
Behavioural Questionnaires last -1.276 6.253 1.000 -19.24 16.69
Diagnosis Questionnaires last -10.9796.132 474  -28.60 6.64
* The mean difference is significant at the 0.05 level.
Main Analyses
ANOVA
FTotal_AQBrownC
Sum of Squares df Mean Square F Sig.
Between Groups 1730.913 2 865.457 1.076 343
Within Groups 193067.087 240 804.446
Total 194798.000 242

Multiple Comparisons
Dependent Variable: FTotal _AQBrownC

Tukey HSD
AgeGroup AgeGroup Mean Difference Std. Error  Sig.  95% Confidence Interval
Lower Upper
Low Medium -1.806 4.490 915 -12.40 8.78
High -6.270 4.390 328  -16.62 408
Medium Low 1.806 4.490 915 -8.78 1240
High -4.464 4.503 583 -15.08 6.16
High Low 6.270 4.390 328  -408 16.62
Medium 4.464 4.503 S83 -6.16 15.08

AQ-27 Total stigma

AQ-27- Corrigan et al. (2004)

B SE. Wald df Sig.  Exp(B) 95% C.1.for EXP(B)
Lower Upper
Control 23.148 2 000
Behavioural  -1.097 340 10401 1 001 334 171 650
299 584 153
Diagnosis -1.683 355 22519 1 000 186 093 372
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5.37 10.75 2.68
AQ27 Stigma 015 005 9412 1 002 1015 1.005 1.024
Constant -520 471 1217 1 270 595

AQ-27 Corrigan subscales
AQ-27 subscales Corrigan et al. (2004)

B SE. Wald df Sig.  Exp(B) 95% C.I.for EXP(B)
Lower Upper
Control 22945 2 000
Behavioural  -1.150 359 10.277 1 001 317 157 640
Diagnosis -1.744 369 22368 1 000 175 085 360
AQ-27
Subscales:
Blame 061 039 2420 1 20 1.063 984  1.149
Anger 021 048 187 1 666 1.021 929 1.123
Dangerousness-.027 070 146 1 J02 973 848 1117
No help 055 032 2903 1 088 1.056 992 1.125
Fear -022 061 131 1 J18 978 867 1.103
Avoidance 022 035 385 1 S35 1.022 954 1.096
Segregation 016 047 120 1 J29 1016 928 1.114
Coercion 061 039 2472 1 J16 1.063 985  1.147
Pity -019 031 391 1 532 981 924 1.042
Constant -651 778 701 1 403 521

Descriptive Statistics AQ26 subscales
Mean Std. Deviation N

FearDanger_B2 2121 11.801 243
NoHelplnteract_B 22.66 10.207 243
Responsibility_B 756  3.879 243
ForcingTreatment_B 12.19 6424 243
NegativeEmotions_B 6.75 3.966 243
NoEmpathy_B 10.7449 5.13624 243

Dummy Coding Main Analyses

B SE. Wald df Sig. Exp (B)C.IExp(B)

95% Lower Upper
Step 1a
FTotal_AQBrownC 018 005 12.6321 000 1.019 1.008 1.029
Condition]_symptoms(1) 1.084 341 10.108 1 001 2956 1.515 5.766
Condition2_SymDiag(1) 1.739 358 236121 000 5.689 2822 11472
Constant -3.410 .671 25.861 1 000 .033

a Variable(s) entered on step 1: FTotal_AQBrownC, Conditionl_symptoms,
Condition2_SymbDiag.
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