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Abstract 

The extent to which individuals perceive stigma from others and internalize stigmatizing beliefs is 

increasingly recognized as a contributor to psychological and physical distress.  Individuals in poverty 

may feel increasingly stigmatized as a result of financial hardship; however, little research has examined 

the linkage of financial stigma to health outcomes, nor the potential underlying explanatory mechanisms 

of such an association. According to Self-Determination Theory, loss of social capital, which often occurs 

when a person is stigmatized, may deleteriously affect health outcomes, yet this premise has not been 

tested. We assessed the incremental impact of sociodemographic characteristics, and experienced and 

internalized financial stigma, on health-related quality of life (HRQL), as well as the mediating effect of 

belongingness, in a sample of 100 working, uninsured primary care patients.  Results confirmed that 

experienced and internalized perceived stigma contributed additional variance, over the effects of 

sociodemographic factors, to poor HRQL, and belongingness was a significant mediator. Financial stigma 

may increase isolation, reducing opportunities for meaningful social connections, thereby deleteriously 

impacting mental and physical health outcomes.  Therapeutically addressing stigma, and bolstering social 

connectedness, may improve HRQL in the underserved and impoverished. 
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Health-Related Quality of Life in the Working Uninsured: Understanding the Role of Perceived Stigma 

and Belongingness 

 

The Great Recession has resulted in millions of people receiving the unenviable label of “poor” 

and worsening an already troublesome income equality gap (Williams, 2009).  In the United States, for 

instance, the number of people at or below the poverty line increased by 10 million from 2006 to 2012 to 

reach 46.5 million or 15.0% of the population, including an alarming 13.8% of working-age adults (Gabe, 

2013).  In addition to the materialistic disadvantages of being poor that can negatively affect health 

outcomes, people in poverty are also impacted by stigma of poverty, which involves non-poor individuals 

physically and cognitively distancing themselves from the poor by excluding, devaluing, discounting, and 

labeling them as “other” (Lott, 2002).   

The term stigma, which in original Greek referred to visible signs on a person’s body that 

indicated an inferior status, was expanded by Goffman (1963) to include visible and invisible attributes, 

behaviors, or reputations that cause a person to be devalued by others.  Link and Phelan (2001) 

emphasized that the ability to stigmatize depends on “…access to social, economic, and political power 

that allows the identification of differentness, the construction of stereotypes, the separations of labeled 

persons into distinct categories, and the full execution of disapproval, rejection, exclusion, and 

discrimination” (p. 367).  Extant literature chronicles the negative effects that stigma can render on its 

recipients, including a deleterious influence on health-related quality of life (e.g., Herrmann et al., 2013; 

Lillis et al., 2011).  Numerous attributes such as gender, ethnicity, sexuality, and mental health and 

disease states can be the basis for stigmatization to occur (Frost, 2011; Mulvaney et al., 2011; Roeloffs et 

al., 2003).  Poverty is a common cause of stigma, but it has been relatively neglected in the literature 

(Williams, 2009).  Non-poor individuals may view people in poverty as having characterological flaws 

such as being lazy or morally deficient (Reutter et al., 2009; Williams, 2009).  Although  focusing on 

outsiders’ perspective of impoverished individuals can be important for understanding social barriers 
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related to poverty, it is also necessary to understand the personal, internal experience of potentially-

stigmatized individuals (Mickelson & Williams, 2008; Williams, 2009).  For instance, in societies that 

stress the importance of personal merit in obtaining wealth, low-income individuals are at risk of 

developing a negative, inferior self-image (Bosma et al., 2012); such poor self-evaluation may, in turn, 

negatively impact health functioning.   

Mickelson and Williams (2008) highlighted two aspects of perceived financial stigma that may 

affect health outcomes.  First, internalized stigma refers to the negative views of self-identity that 

individuals adopt regarding themselves based on their impoverished status.  Second, experienced stigma 

refers to perceptions that individuals have been or may be treated negatively based on their poverty.  In 

their study of low-income women, Mickelson and Williams found that internalized and experienced 

financial stigma was significantly related to depressive symptoms, and that these associations were 

partially explained by fear of rejection and low self-esteem.  Beyond this study, however, there is a 

general dearth of literature on the effects of self-perceptions of financial stigma (Reutter et al., 2009).  

Studies investigating stigma of other conditions, such as severe and persistent mental illness, intellectual 

disability, leprosy, epilepsy, and HIV/AIDS, indicate associations between experienced or internalized 

stigma and negative outcomes including impairment in mental and physical health, increased risk 

behavior, poor academic and job performance, and interpersonal dysfunction (e.g., Frost, 2011; Heijnders 

& Van der Meij, 2006).   

One useful outcome variable that could be utilized to provide a broad assessment of stigma’s 

relationship with overall well-being is health-related quality of life (HRQL), which is a multidimensional 

construct that reflects self-evaluation of how well participants function in daily life routines and how 

highly they rate their subjective well-being.  Importantly, self-reported HRQL is distinct from, but 

robustly predicts, objectively-assessed physical, mental, and social health (Hays & Morales, 2001; 

McHorney, 1999).  For example, research on medical stigma, pertaining to epilepsy and chronic viral 
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infection, found that higher experienced stigma was associated with lower HRQL (Drazic & Caltabiano, 

2013; Lim et al., 2009).    

 A better theoretical and empirical understanding of potential mechanisms of action between 

stigma and health-related quality of life, such as interpersonal risk and protective factors, would inform 

future longitudinal research and development of interventions.  For instance, studies based on Self 

Determination Theory (SDT) suggest that factors that thwart psychological needs, or one’s sense of 

autonomy, competence and relatedness, detract from the ability to engage in intrinsically-motivated 

behavior and negatively affect well-being (Ryan & Deci, 2000).  In part, this is because feeling controlled 

and pressured by external forces, feeling incapable of escaping stressful circumstances, and lacking 

connectedness to others reduces one’s sense of well-being (Muraven et al., 2007; Ryan & Frederick, 

1997).  By definition, stigma involves social factors that detract from a person’s sense of social, 

economic, and political control (Link & Phelan, 2001), that remove sense of social efficacy and capacity, 

and which contribute to both real and perceived social isolation (Świtaj, Grygiel, Anczewska, & Wciórka, 

2014).  

Thus, if stigma damages existing relationships, or prevents the formation of new relationships, 

then this basic psychological need of relatedness may remain unmet, resulting in a deterioration of mental 

and physical functioning and capabilities. This line of investigation is predicated upon the longstanding 

notion, such as in the work of Freud, Bowlby and Maslow, that humans have a fundamental need to 

belong, which is satisfied by two criteria: frequent, pleasant interactions with others that evoke positive 

mood, and that these interactions are stable, over time, and reflect concern for the welfare of one another 

(Baumeister & Leary, 1995).  When such relationships are not forthcoming, a sense of thwarted 

belongingness may emerge, which represents the unmet need to belong among others and is built upon 

the latent variables of loneliness and the absence of reciprocal care (Van Orden et al., 2012).  

Generally, relatedness, along with similar constructs such as connectedness, social support and 

belongingness, have a well-documented association with good health and well-being, whereas the lack of 
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such relationships, as evidenced by loneliness, social isolation, and thwarted belongingness, is strongly 

related to maladaptive health behaviors, morbidity and mortality (Eisenberger, 2013; McKenzie, Whitley, 

& Weich, 2002). For example, loneliness and lack of reciprocal relationships is associated with poor 

sleep, high blood pressure, and deficits in immune functioning, as well as higher pain ratings in 

fibromyalgia patients (Cacioppo, Capitanio, & Cacioppo, 2014; Wolf & Davis, 2014), increased 

morbidity and mortality in older adults (Perissinotto, Stijacic Cenzer, & Covinsky, 2012), and poorer self-

rated health in Finnish adults and British civil servants (Chandola, Marmot, & Siegrist, 2007; Nummela, 

Seppänen, & Uutela, 2011). What is unknown, however, is whether perceived stigma exerts its 

deleterious effect on health via disruption of social relationships.  

The goal of this study was to improve our understanding of the effects of perceived financial 

stigma, by addressing two questions: 1) How are perceptions of internalized and experienced financial 

stigma related to health-related quality of life, over and above the effects of socio-demographic 

characteristics?  Given the current evidence on the generally negative effects of stigma, it was expected 

that higher financial stigma would be associated with poorer mental and physical HRQL. 2) Does 

belongingness explain the proposed associations between different aspects of financial stigma and mental 

and physical HRQL and, thus, help us understand a mechanism of action for the stigma-HRQL linkage? 

As noted previously, research on the benefits of social support suggest that belongingness (or lack 

thereof) might account for the health outcomes associated with financial stigma, which was our 

hypothesis.  To address an alternative model of the role of belongingness in the relation between financial 

stigma and HRQL, we also tested whether different levels of thwarted belongingness might attenuate or 

strengthen the stigma-HRQL linkage. 

 

Methods 

 Procedure. Our participants were recruited from a nonprofit primary care clinic in the 

Southeastern Appalachian region of the United States.  The clinic can be classified as a local access to 
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care program (LACP), meaning that it has a formal system for providing specified basic health services 

to primarily low-income and underinsured patients (Blewett et al., 2008).  When sampled in 2011, the 

target population for the clinic was low-income adults 18-64 years of age coming from working homes 

(i.e., the patient or at least one adult member in the home was employed).  Clinic patients (N = 100) in 

this Institutional Review Board-approved study completed a survey battery and, upon completion, were 

compensated for their participation. 

Participants. The sample of 100 primary care patients ranged in age from 18-64 years old (M= 

42.04; SD=12.81) (See Table 1) and consisted of 71 participants that identified as female and 29 as male, 

and most (n = 93; 94%) reported being White.  Regarding employment status, 42 participants were 

employed full-time, 31 endorsed part-time employment, and 26 were not employed at the time of the 

survey. Most of the sample (n = 73) reported an annual income level of less than $20,000 with a third of 

those (n = 28) making less than $10,000.  Nineteen reported income between $20,000 – 29,999, while the 

rest make more than $30,000 per year or did not answer (n = 2). 

Measures. We assessed health-related quality using the Short-Form-36 Health Survey (SF-36v2) 

(Ware, 2004), a 36 item scale assessing eight dimensions of health-related quality of life (HRQL), with 

subscales including social functioning, mental health, role limitations due to emotional health, vitality, 

and general health, role limitations due to physical functioning, physical functioning, and bodily pain. In 

addition to subscales scores, this measure yields two composite scores: Physical Components Summary 

(HRQL-PCS) and Mental Components Summary (HRQL-MCS) (Ware & Kosinsky, 2001). Previous 

research indicates that these composite scores are suitable for use with low income, rural and primary care 

samples (Bharmal et al., 2005; Weeks et al., 2004). Use of the SF-36v2 in health-related samples has 

exhibited acceptable to good internal consistency for the HRQL-PCS (.81) and the HRQL-MCS (.88) 

(Chasens, Sereika, Burke, Strollo, & Korytkowski, 2014).  In our study, internal consistency was good for 

the MCS (α = .87) and PCS (α = .81). 
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To assess stigma related to participants’ financial situation, we used the Perceived Stigma of 

Financial Situation scale (PSFS) (Mickelson, 2001; Mickelson & Williams, 2008), which is an 8-item 

questionnaire using a 5-point Likert scale that assesses subjects’ agreement with statements about 

potential stigma experienced during the past 6 months.  There are two dimensions of the PSFS, including 

items that assess internalized stigma, such as “I have felt that I am odd or abnormal because of my 

financial situation,” and four items that address experienced stigma, such as “I have found that people say 

negative or unkind things about me behind my back because of my financial situation.”   The PSFS 

subscales produced scores with adequate to good psychometric support in samples of low-income females 

(Mickelson & Williams, 2008; Williams & Mickelson, 2008).  In the current study internal consistency 

was good for both subscales (internalized stigma α = .81; experienced stigma α = .82) 

To assess belongingness, we used the Interpersonal Needs Questionnaire (INQ) (Van Orden et al., 

2012; Van Orden et al., 2008), which has participants indicate on a 7-point Likert scale how much they 

agree or disagree with statements about feeling connected with others.  We used the 18-item version of 

the scale that was made publicly available through the senior author’s research laboratory website (see 

www.psy.fsu.edu/~joinerlab), and we generated the total belongingness score using only the 9 items that 

assess belongingness specifically (Van Orden et al., 2012).  Items include six positively worded 

statements such as “These days, I am fortunate to have many caring and supportive friends” and three 

negatively worded statements such as, “These days, I feel like an outsider in social gatherings.”  The scale 

has produced scored with acceptable to excellent psychometric support (Davidson et al., 2010; 

Freedenthal et al., 2011; Rasmussen & Wingate, 2011; Wong et al., 2011).  Internal consistency in the 

current sample was excellent (α = .93). 

 

Statistical Analyses 

Correlation analyses were first conducted to assess the proposed relations among the study 

variables. To understand the unique contributions of internalized and experienced financial stigma for 
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explaining physical and mental HRQL, two hierarchical linear regressions were conducted, one for each 

of the HRQL variables. Participant sex, age, and income were entered in the first step and, then, 

internalized and experienced stigma were entered in the second step to examine their unique, incremental 

contributions over the sociodemographic factors. Of note, due to minimal amounts of missing data, 

sample size varies slightly between analyses, ranging from 97-100 participants. 

To test whether belongingness mediated the proposed relationship between financial stigma and 

mental and physical HRQL (see Figure 1), a series of mediation analyses were conducted using the SPSS 

macro PROCESS (Hayes, 2013). This technique for testing the significance of indirect effects employs a 

bootstrapping resampling procedure that involves drawing k bootstrapped samples, to estimate the 

indirect effect and its confidence interval (CI). For the current analyses, 5,000 bootstrapping resamples 

and bias corrected 95 percent confidence intervals were used.  Four mediation models were tested, one for 

each of the experienced and internalized financial stigma variables, and each of the HRQL variables, with 

age, gender, and income added as covariates in each model.  To rule out the alternative hypothesis, the 

associations between financial stigma and HRQL vary as a function of the level of belongingness, 

moderation tests were also conducted with the PROCESS (Hayes, 2013) macro. 

 

Results 

Using the norm-based scoring procedure described in the SF-36v2 manual (Ware et al., 2000), a 

score of 50 (SD = 10) represents the 1998 population mean for adults in the United States.  Compared to 

national norms, participants in the present sample scored lower on the Physical Components Summary 

(PCS) (M = 44.82, SD = 19.29) and the Mental Components Summary (MCS) (M = 42.27, SD = 19.90); 

further, males reported significantly higher PCS and MCS scores than females (see Table 1).  Given a 

possible range from 1 to 5 on stigma scale items, our participants reported a greater than average score on 

the subscales of experienced (mean = 2.87) and internalized stigma (3.59).  Our sample reported a slightly 

below average score on the belongingness scale (2.58), which has a range of 1 to 6.  Thus, our sample 
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appears to have lower HRQL scores than national samples, higher than average stigma scores, and below-

average levels of belongingness. 

At the bivariate level, experienced and internalized financial stigma were significantly, negatively 

related to belongingness, PCS (r = -.38 and -.40, ps<.001) and MCS (r = -.50 and -.45, ps<.001). Greater 

experienced and internalized stigma were associated with less belongingness and poorer mental health 

quality of life. Table 2 lists other bivariate associations among the study variable.   

Regression Analyses. The regression predicting physical HRQL found that age was the only 

significant socio-demographic predictor in the first step, with the combined socio-demographic factors 

accounting for 13 percent of the variance in physical HRQL (see Table 3).  Greater age was related to 

poorer physical HRQL. The addition of experienced and internalized financial stigma in the second step 

accounted for an additional 18 percent of the variance in physical HRQL, with only experienced financial 

stigma explaining unique incremental variance; that is, greater perceived financial stigma was related to 

poorer physical HRQL. Together the sociodemographic and stigma variables accounted for 31 percent of 

the variance in physical HRQL. 

 For mental HRQL, gender and income, but not age, accounted for significant variance in mental 

HRQL in the first step of the regression.  Females, and those with a lower income, had poorer mental 

HRQL. Similar to the regression for physical HRQL, and additional 18 percent of the variance in mental 

HRQL was explained with the addition of experienced and internalized financial stigma in the second 

step (see Table 3). Both financial stigma variables accounted for unique variance in mental HRQL, and 

together explained an additional 18 percent of the variance in mental HRQL above that explained by 

socio-demographic factors. That is, greater experienced and internalized financial stigma was associated 

with poorer mental HRQL. When combined, all factors in the model accounted for 32 percent of the 

variance in mental HRQL.  

Mediation Analyses. The test of the indirect effects of experienced financial stigma on physical 

HRQL through belongingness was non-significant (see Table 4). The direct effects of stigma on physical 
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HRQL remained significant, however. For mental HRQL, the indirect effects of experienced financial 

stigma through belongingness were significant, as were the direct effects. Greater perceptions of having 

experienced financial stigma were related to poorer belongingness and, in turn, to worse mental HRQL.  

When examining physical HRQL as the outcome, there was not a significant indirect effect of 

internalized financial stigma, via belongingness, although the direct effect was significant (See Table 5). 

In contrast, the indirect effect of internalized financial stigma on mental HRQL through belongingness 

was significant, as was the direct effect. Greater internalization of financial stigma was related to less 

belongingness and, in turn, to poorer mental HRQL.  Consistent with the recommendations made by 

Simmons, Nelson, and Simonsohn (2011), the mediation analyses were also conducted without any 

covariates in the model, and there were no meaningful differences in the results. 

Moderation analyses. The moderation analysis for experienced financial stigma and mental 

HRQL was non-significant (R2 change due to interaction = .00, F (1, 93) = 0.24), nor was the moderation 

of belongingness for physical HRQL (R2 change due to interaction = .01, F (1, 93) = 0.95). Similarly, 

non-significant moderation results were found for the interaction terms for internalized financial stigma 

and belongingness with mental HRQL as the outcome (R2 change due to interaction = .01, F (1, 93) = 

0.66), and the interaction for internalized stigma and belongingness, with physical HRQL as the outcome 

(R2 change due to interaction = .00 F (1, 93) = 0.66). 

   

Discussion 

 In a sample of low-income adults from working households, we investigated a model of how 

experienced and internalized financial stigma may impact health-related quality of life (HRQL).  Our 

results provide an expected but important contribution to the literature in confirming a robust, negative 

relationship between perceptions of financial stigma and HRQL, as assessed by the Mental Components 

Summary (MCS) and the Physical Components Summary (PCS) of the Short-Form 36 questionnaire. As 

well, given the importance of strong social connections for health, and with stigma compromising social 
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connections, we expected that perceptions of belongingness would mediate the relation between stigma 

and health.  Our hypotheses were supported for mental but not physical HRQL, in that both forms of 

financial stigma were related to decreased belongingness and, in turn, to poorer mental health-related 

quality of life.  The tests of the alternative hypothesis found that there was no moderating effect of 

belongingness on the stigma-HRQL association. 

Although there is a well-established literature noting the link between poverty and poor HRQL, 

and between stigma and poor HRQL, very little previous work has examined perceptions of stigma 

related to being financially disadvantaged. Since SDT emphasizes the importance of strong social 

connections for health, and stigma represents generally negative social connections, our findings were 

consistent with this theoretical perspective.   

To begin, despite our focus on financial stigma, it is important to note that persons who are 

experiencing such stigma are also highly likely to be experiencing actual financial difficulties and, so, 

may not have the resources to actively engage in their own health goals (e.g., transportation or child-care 

costs; health-related supplies; healthy foods) (Lam, Guo, Wong, Yu, & Fung, 2016); this barrier to HRQL 

cannot be overlooked. However, the effects of perceived and experienced financial stigma may be less 

overt, and somewhat more insidious, than actual socioeconomic distress. With regard to a direct relation 

between financial stigma and health, it may be that self-perceptions of poverty and internalized disdain 

result in a sense of powerlessness to successfully engage in healthy behaviors or with healthcare 

providers, or to follow health-related treatment recommendations. This is supported by past research; for 

instance, stigma about mental illness was linked to poor treatment seeking and failure to adhere to 

treatment recommendations in persons with depression (Sirey et al., 2001), HIV-stigma was related to 

poor health-related quality of life (Herrmann et al., 2013), and being stigmatized as an illicit drug user 

was linked to poor physical HRQL (Ahern, Stuber, & Galea, 2007). However, no previous research has 

examined financial stigma as a contributor to poor HRQL.   
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It may also be that financial stigma affects HRQL, particularly mental HRQL, indirectly, via its 

erosion of the social capital and support that a person needs to remain healthy. As shown in previous 

research, feeling stigmatized contributes to both perceived and actual isolation, disconnectedness and 

loneliness and, in our current study, we extend this pattern to include thwarted belongingness. Thus, 

persons who feel financial stigma are not able to engage interpersonally to the degree that they desire, 

with resultant self-punitive thoughts (e.g., rejection, self-devaluing) and behaviors (e.g., isolation due to 

embarrassment). As previous research suggests, persons with feelings of low self-worth and who are 

disconnected from others, often manifest poor mental and physical health. As examples, in a study of 

COPD patients, lower self-efficacy was related to worse mental HRQL (Andenaes, Bentsen, Hvinden, 

Fagermoen, & Lerdal, 2014), and was related to worse mental and physical HRQL in pain patients 

(Yazdi-Ravandi et al., 2013). Similarly, loneliness was related to poorer self-rated health and poorer 

HRQL in a German community sample (Hoebel, Kuntz, Müters, & Lampert, 2013), and lack of social 

support was related to lower HRQL, longitudinally, in women with breast cancer (Leung, Pachana, & 

McLaughlin, 2014). In our current sample, we found that thwarted belongingness only mediated the 

relation between financial stigma and mental HRQL, suggesting that stigma-based disruptions to social 

relationships most severely impact psychological functioning. This may be because, other than the direct 

effects of poverty on health, perhaps financial stigma, as a socioeconomically-based factor, is less focused 

toward the physical self (i.e., a derogatory comment about poverty may not increase physical pain or 

impairment), and more focused toward the psychological self (i.e., poverty-based discrimination may 

promote depressive symptoms), in that financial stigma contributes injury to self-esteem and self-valuing, 

and might strip a person of a sense of volitional empowerment (Corrigan, Larson, & Rüsch, 2009).   

Overall, our findings suggest that financial stigma can impact HRQL directly, and also through its 

negative impact on one’s sense of belongingness (Richman & Leary, 2009). This is in line with previous 

work indicating the relation between lack of belongingness and poor health whereas, on the other hand, 

positive and supportive relationships with important others may be a protective factor even in the face of 
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stigma (Williams & Mickelson, 2008). Yet, in our moderation analysis, we found no evidence to support 

that thwarted belongingness moderated the stigma-HRQL linkage, suggesting that social support (or the 

lack of it), may be less salient as a buffer when a person is financially stigmatized, as opposed to other 

forms of stigma.  This assertion requires additional investigation.  Also in need of exploration in future 

research, is a better understanding of the distinction between being part of a social group (i.e., poor, 

uninsured), and connectedness on an interpersonal level.  For instance, does “belonging to” a stigmatized 

community (e.g., the poor) impact health risk in a different way than lacking belongingness (e.g., 

loneliness, poor social support)?  This distinction is critical, yet no comparative analyses have been 

conducted; however, past research has indicated that being part of a marginalized group, as well as having 

a lack of social belongingness, exert a deleterious effect on health. 

As public policies such as the Affordable Care Act attempt to reduce inequity in access to 

healthcare resources that disproportionately negatively affects low-income individuals, it is important not 

to lose sight of the fact that disparities in HRQL outcomes may persist if individuals’ perceptions of 

stigma are not also addressed. Sociological research has hitherto failed to provide clear evidence of how 

to directly reduce society’s stigmatizing attitudes in general, much less with respect to financially 

stigmatizing beliefs (Heijinders & van der Meij, 2006). As such, our results may have clinical 

implications.  For instance, clinical studies using cognitive-behavioral (CBT) or motivational 

interviewing (MI) techniques have suggested that perceptions of self-stigma can be reduced with brief 

interventions (Corrigan & Calabrese, 2005; Luty et al., 2009; Macinnes & Lewis, 2008). While CBT 

attempts to alter underlying unhelpful thoughts and beliefs about oneself, MI enhances motivation to 

make healthy changes, and is thought to be effective in part because it promotes fulfillment of the basic 

psychological needs of autonomy, competence, and relatedness (Markland et al., 2005). Our results 

provide some preliminary support for using SDT to explain how perceptions of financial stigma relate to 

HRQL, but more research is needed that includes measures specifically assessing basic psychological 

needs. 
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Limitations of the current study include the use of a cross-sectional design, which inhibits causal 

inferences.  Also, other potential mediators of the relationship between stigma and HRQL were not 

assessed, such as self-efficacy, self-esteem or fear of rejection (Mickelson & Williams, 2008). Althoug of 

low socioeconomic status, our sample was also primarily White, which limits generalizability to other 

marginalized groups; for instance, intersectionalities of self, such as being both poor and non-White, may 

contribute to greater stigma and poorer health than that originating from a single source (e.g., finance 

alone) (Viruell-Fuentes, Miranda & Abdulrahim, 2012).  Future, longitudinal research is needed to 

confirm our findings, and to investigate the relative importance of belongingness among these other 

variables in affecting the relation between stigma and HRQL.  

Despite the limitations, important strengths and contributions of the study include the use of a 

low-income primary care sample, the use of psychometrically supported instruments, and the description 

of a viable model for understanding psychological processes involved in how financial stigma affects 

health-related quality of life.  In sum, our findings suggest that the experience and internalization of 

financial stigma is associated with the thwarting of the critical psychological need of belongingness and, 

in turn, to lower levels of mental and physical health-related quality of life, a pattern of findings which 

suggest several points of intervention for individual-level therapeutics and societal-level stigma reduction 

and health promotion campaigns. 
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Table 1 

Levels of Demographic, Predictor, and Criterion Variables by Gender and Total Sample 

Variable Male 

M     SD 

Female 

M    SD 

Total Sample 

M   SD 

Internalized Stigma 3.25a  1.05 3.73b  .87 3.59  .94 

Experienced Stigma 2.72  1.01 2.96  .96 2.87  .97 

Belongingness 2.62  1.54 2.57  1.25 2.58  1.33 

Physical Components Summary 51.04a  17.74 42.28b  19.43 44.82  19.27 

Mental Components Summary 50.82a  20.97 38.78b  18.48 42.27  19.90 

Age 41.28 11.43 42.35 13.40 42.04 12.81 

Income 2.21 .88 2.02 1.07 2.08 1.02 

Note: a and b are significantly different at p<.05. Physical and Mental Components Summary = Short-
Form 36, version 2. Belongingness = Interpersonal Needs Questionnaire. Internalized Stigma and 
Experienced Stigma = Perceived Stigma of Financial Situation Scale.  Income is based on 1 = “$0 - 
9,999,” 2 = “$10,000 – 19,999,” 3 = “$20,000 – 29,999,” etc.  
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Table 2. 

Bivariate correlations of the study variables 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Note: HRQL = Health related Quality of life; *p < .05, †p <. 01, ‡ p<. 001. 

 Experienced 

Stigma 

Belonging Physical 

HRQL 

Mental HRQL Gender Age Income 

Internalized Stigma .54‡ -.35‡ -.38‡ -.50‡ .23* -.04 -.30† 

Experienced Stigma - -.43‡ -.40‡ -.45‡ .10 -.06 -.19 

Belonging - - .25* .58‡ .02 .18 .24* 

Physical HRQL - - - .68‡ -.21* -.28† .07 

Mental HRQL - - - - -.28† .04 .35‡ 

Gender - - - - - .04 -.08 

Age - - - - - - .17 
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Table 3.   

Hierarchical Regression Analyses Testing the Contribution of Experienced and Internalized Financial Stigma to Physical and Mental Health-

Related Quality of Life (HRQL), After Accounting for Sociodemographic Factors.  

Outcome Physical HRQL  Mental HRQL  

Predictor Step 1 β Step 2 β  Step 1 β Step 2 β  

Age -.30** -.31**  -.01 -.02  

Gender (male = 1, female = 2) -.17 -.10  -.24* -.17a  

Income .11 .00  .33**    .21*  

Financial stigma - experienced --- -.20  --- -.25*  

Financial stigma - internalized ---     -.30**  --- -.26**  

 Step 1 Step 2  Step 1 Step 2  

R2 .13 .31  .18 .32  

F 4.72** 8.11**  6.77** 10.32**  

Δ R2  .13 .18  .18 .18  

Δ F  4.72 11.60**  6.77** 13.05**  

Note: The degrees of freedom (df) for the F value vary according to the number of predictors entered in each step: two predictors, first step, df = 

(3, 96); second step with five predictors, df = (5, 94); a p = .057 * p < .05, ** p <.01.  
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Table 4. 

Summary of Mediation Model Linking Experiential Financial Stigma (EFS) to Physical Health-Related Quality of Life (PHQL) and Mental 

Health-Related Quality of Life (MHQL) through Belongingness (BL), Controlling for Age, Gender, and Income. 

Effect  B (SE)      CI     Model R2     F (df) 

EFS       BL   .54 (.11) [.31, .77]   

BL        PHQL  -.21 (.15) [-.52, .09]   

EFS        BL      PHQL   -.12 (.08) [-.32, .02]   

Completely standardized indirect 

effect of EFS on PHQL 

-.06 (.04) [-.17, .01]   

Direct effect of EFS on PHQL -.66 (.20) [-1.06, -.26]   

Total effect of EFS on PHQL -.77 (.18) [-1.12, -.42] .28 8.40** (4, 95) 

EFS       BL   .54 (.11) [.31, .77]   

BL        MHQL  -.67 (.15) [-.99, -.37]   

EFS        BL      MHQL   -.37 (.11) [-.63, -.19]   

Completely standardized indirect 

effect of EFS on MHQL 

-.20 (.05) [-.32, -.11]   

Direct effect of EFS on MHQL -.43 (.12) [-.67, -.18]   

Total effect of EFS on MHQL -.79 (.13) [-1.05, -.54] .32 15.89** (4, 95) 

Note: Bias corrected confidence intervals (CI) were used to calculate the indirect effects; **p < .001. 
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Table 5. 

Summary of Mediation Model Linking Internalized Financial Stigma (IFS) to Physical Health-Related Quality of Life (PHQL) and Mental Health-

Related Quality of Life (MHQL) through Belongingness (BL), Controlling for Age, Gender, and Income. 

Effect B (SE)      CI Model R2      F (df) 

IFS        BL   .49 (.13) [.23, .76]   

BL        PHQL  -.19 (.16) [-.48, .10]   

IFS         BL       PHQL   -.09 (.08) [-.28, .04]   

Completely standardized indirect 

effect of IFS on PHQL 

-.05 (.04) [-.13, .02]   

Direct effect of IFS on PHQL -.68 (.20) [-1.09, -.40]   

Total effect of IFS on PHQL -.78 (.19) [-1.16, -.40] .14 16.39** (4, 95) 

IFS        BL   .45 (.14) [.18, .73]   

BL        MHQL  -.70 (.15) [-.99, -.40]   

IFS         BL      MHQL   -.32 (.11) [-.58, -.14]   

Completely standardized indirect 

effect of IFS on MHQL 

-.16 (.05) [-.27, -.07]   

Direct effect of IFS on MHQL -.51 (.19) [-.88, -.13]   

Total effect of IFS on MHQL -.82 (.19) [-1.20, -.45] .31 12.38** (4, 95) 

Note: Bias corrected confidence intervals (CI) were used to calculate the indirect effects. **p < .001. 
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Figure 1:  Proposed mediation model of the relations of financial stigma to health related quality of life (HRQL) through 

belongingness, controlling for demographic covariates. 
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