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Abstract: Homophobic experiences with traumatic characteristics related to shame are more frequent
among sexual minority (SM) than heterosexual individuals. Concurrently, SM individuals present
higher levels of psychopathology and transdiagnostic processes (e.g., shame) than heterosexual indi-
viduals. Self-compassion has been identified as a protective mechanism that counteracts the effects
of shame. The current study aimed to analyse which components of self-compassion affect mental
health and test the mediating role of self-compassion in the relationship between feelings of shame in
traumatic homophobic bullying experiences (THBEs) and psychopathology indicators (depression,
anxiety, and social anxiety symptoms). In this study, 190 Portuguese SM individuals (Mage = 28.3,
SD = 7.5) completed self-report measures assessing traumatic experiences, self-compassion, and
psychopathology. Data were explored with SPSS and AMOS. Regression analyses showed that
internal shame felt during THBE and compassionate actions predicted psychopathology outcomes.
Mediation analyses revealed that internal shame during a THBE had a significant indirect effect on all
psychopathology outcomes through compassionate actions. In other words, internal shame during a
THBE was significantly associated with depression, anxiety, and social anxiety, and these relationships
were partially mediated by compassionate actions. Our results reinforce the importance of developing
compassionate actions towards the self as a possible protective factor for psychopathology among
SM individuals.

Keywords: sexual minorities; traumatic shame experiences; homophobic bullying; psychopathology;
self-compassionate actions

1. Introduction

In recent decades, transformations and transitions in society have allowed further
understanding of sexual diversity [1]. Nonetheless, most societies still deny and stigmatize
sexual minority (SM) individuals [2,3]. Stigmatized SM individuals, including lesbian, gay,
bisexual, pansexual, asexual, and other non-heterosexual people, are more likely to present
increased levels of mental health disorders [4,5], particularly anxiety and depression [6],
and social anxiety symptoms [7] in comparison to heterosexual individuals. This increased
risk for adverse mental health outcomes is explained by minority stress, which includes four
stigma processes on a continuous spectrum from distal to proximal [3]. Distal stressors are
events and experiences outside the person [8], for example, violence and discrimination [3].
In the school context, SM adolescents are often targets of homophobic bullying [9], which
is characterized by verbal or physical acts of harassment related to one’s perception of
sexual orientation due to behaviours that fall outside the heteronormative framework [10].
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These acts occur when someone is perceived as not having a heterosexual sexual orienta-
tion, a cisgender gender identity, or a non-conforming gender expression [11], and thus
heterosexual and cisgender people can also be victims of homophobic bullying [12–14].
Some authors have found that early shame experiences may involve traumatic memory
characteristics [15], with a lasting negative impact on mental health [15,16]. Memories of
early shaming homophobic events may, therefore, also have traumatic characteristics, and
victims of these events may often resort to shame-avoidance strategies [17].

Gilbert [18] defined compassion as “being open to the suffering of self and others, in a
non-defensive and non-judgmental way. Compassion also involves a desire to relieve suf-
fering, cognitions related to understanding the causes of suffering, and behaviours–acting
with compassion” (p. 1). Thus, three different flows of compassion have been described:
people can feel compassion for others, receive compassion from others, and be compas-
sionate towards themselves [19]. The third flow, also called self-compassion, involves an
affective state of sensitivity to own suffering with a commitment to try to alleviate and
prevent it [20]. In fact, self-compassion is a motivational response to own experience of
suffering with two crucial processes: motivation to engage with suffering and motivation
to take helpful action to relieve it [21]. Self-compassion has been identified by several
studies as a protective mechanism for anxiety and depression [22] and social anxiety [23]. It
also seems particularly helpful to counteract high levels of self-criticism and shame [24,25]
among SM individuals [26,27]. Accordingly, self-compassion has also been indicated as an
important psychological process to improve well-being and resilience [28,29] and attenuate
the impact of stress, anxiety, depression, and suicidality in SM individuals [30]. Addition-
ally, self-compassion significantly predicts life satisfaction in gay men [31]. In this regard,
Matos and colleagues [32] underlined the importance of developing self-compassion to-
wards memories of adverse early life events among gay men who had experienced shame
and depression.

The current study aimed to: (a) examine if both self-compassion components (com-
passionate engagement and actions) predicted SM individuals’ mental health (anxiety,
depression, and social anxiety symptoms), and (b) analyse the mediating effect of self-
compassion in the relationship between feelings of (external and internal) shame during
a THBE and mental health indicators (anxiety, depression, and social anxiety symptoms)
among SM individuals. We hypothesized that both self-compassion components would
have a significant effect on mental health indicators and that both compassionate engage-
ment and actions would mediate the relationship between shame during a THBE and
mental health indicators. The proposed mediation model is presented in Figure 1.
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2. Materials and Methods
2.1. Participants

The sample was composed of 190 SM adults who reported having had traumatic
experiences based on their sexual orientation and/or gender expression. Participants
were recruited using different methods: 3.20% through newsletters of non-governmental
organizations (NGOs), 8.90% through the snowball technique, 31.60% through convenience
sampling (direct contact of researchers), and 55.30% through social networks (e.g., Facebook).
All participants were Portuguese, and most were cisgender, single, and did not have
children. The sample characteristics are described in Table 1.

Table 1. Participants’ sociodemographic characteristics.

Characteristic
Sample (N = 190)

n %

Gender
Woman 54 28.4

Man 121 63.7
Non-binary 13 6.8

Other 2 1.1
Gender identity

Cisgender 171 90
Transgender 12 6.3

Other 7 3.7
Sexual orientation

Lesbian 27 14.2
Gay 105 55.3

Bisexual 39 20.5
Pansexual 16 8.4
Asexual 1 .5

Marital status
Single 171 90

Married/living together as a couple 16 8.4
Divorced 3 1.6

Children a 7 3.4
Educational level

(until) Middle school 1 .5
Intermediate school 35 18.4

Graduate 69 36.3
Master 78 41.4

PhD 5 2.6
Post-PhD 2 11

Employment
Unemployed 16 8.4

Student 44 23.2
Part-time employed 93 48.9
Full-time employed 17 8.9

Working student 20 10.5
Previous psychological treatment a 40 21.1

Participants were on average 28.3 years (SD = 7.5); a reflects the number and percentage of participants answering
“yes” to this question.

2.2. Procedures

Data for the present cross-sectional study were collected between January and March
2020 and were collected using a web-based survey in the context of larger research. Confi-
dentiality and voluntary participation were assured. After reading a page with the study
information, participants gave their free and informed consent and completed the research
protocol. Inclusion criteria were self-identification as a sexual minority, being Portuguese,
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age between 18 and 65 years old, and full completion of the questionnaires. There was no
financial compensation for the participation.

2.3. Measures

Sociodemographic Information. Participants were asked about sociodemographic charac-
teristics, such as age, gender, gender identity, sexual orientation, marital status, if they had
children, educational level, employment status, and if they were receiving psychological
treatment at the time of the study. Sociodemographic information is described in Table 1.

Trauma-Related Shame Inventory (TRSI). Originally from Øktedalen and colleagues [33]
and with a European Portuguese version from Cid and Pinto-Gouveia [34], this scale has
24 items to assess the negative evaluation of the self in the context of trauma with a painful
affective experience and a behavioural tendency to hide and withdraw from others to
conceal one’s own perceived deficiencies. Each subscale has 12 items, and Cronbach’s
alphas of .95 and .94 for external shame (e.g., “If others knew what happened to me, they
would be ashamed of me”) and internal shame (e.g., “I am ashamed of the way I felt during
my traumatic experience”) were reported in the European Portuguese version [34]. Items
are rated on a 4-point Likert scale from Not true of me (0) to Completely true of me (3). Higher
mean scores indicate higher levels of shame felt in the traumatic experience. In our sample,
Cronbach’s alphas were .95 for both subscales.

The Compassionate Engagement and Action Scales (CEAS). From Gilbert and colleagues [20],
this scale assesses three different flows of compassion: compassion for others, compassion
from others, and compassion toward the self. Each section has eight items about competen-
cies that facilitate turning towards and engaging in suffering (compassionate engagement)
and another five items about competencies that facilitate actions to alleviate and prevent
suffering (compassionate actions). In this study, only the subscale compassion toward
the self was used (e.g., “I am motivated to engage and work with my distress when it
arises” and “I direct my attention to what is likely to be helpful to me”). Participants report
their answers on a 10-point Likert scale from Never (1) to Always (10). Higher mean scores
indicate higher levels of self-compassion. In our sample, the subscale compassion toward
the self presented good reliability (Cronbach’s alpha of .79).

Depression, Anxiety and Stress Scales, 21-Item Version (DASS-21). Originally from Lovi-
bond and Lovibond [35] and with a European Portuguese version from Pais-Ribeiro and
colleagues [36], this scale has 21 items divided into three subscales: depression, anxiety,
and stress symptoms, with Cronbach’s alphas between .74 and .81 in the validation study.
Items are rated on a 4-point Likert scale from Did not apply to me at all (0) to Applied to me
very much or most of the time (3), with higher scores indicating greater negative affect. In
this study, only the anxiety (physical arousal symptoms, panic attacks, and fear, e.g., “I
was aware of the action of my heart in the absence of physical exertion”) and depression
symptoms (symptoms usually associated with negative mood, e.g., “I could see nothing in
the future to be hopeful about”) subscales were used. Cronbach’s alphas were .90 and .91
for anxiety and depression symptoms, respectively.

Social Interaction Anxiety Scale (SIAS). Originally from Mattick and Clarke [37] and
with a European Portuguese version from Pinto-Gouveia and Salvador [38], this scale has
19 items and assesses fears of general social interaction (e.g., “When mixing socially, I am
uncomfortable”). Items are rated on a 5-point Likert scale from Not at all characteristic or
true of me (0) to Extremely characteristic or true of me (3), with higher total scores indicating
higher levels of social anxiety. Cronbach’s alpha in this study was .92.

2.4. Statistical Analyses

All data analyses were conducted in IBM Statistical Package for the Social Sciences
version 27 (SPSS (IBM Inc., Chicago, IL, USA)) [39] and IBM AMOS version 27 (IBM
Inc., Chicago, IL, USA) [40]. The normality of data distribution was examined using
Kolmogorov–Smirnov test and deviations through skewness (Sk) and kurtosis (Ku) values.
Only values above |3|, |10| for Sk and Ku, respectively, were considered to represent
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severe violations of normal distribution [41,42]. Pearson’s correlation coefficients (r) were
used to examine the association between variables and to examine mean differences;
Student’s t-tests (t) and Mann–Whitney U tests (U) were used as parametric and nonpara-
metric analyses, respectively. The correlations were interpreted according to Dancey and
Reidy [43]: correlation below .30 means a weak association, between .40 and .60 means a
moderate association, and above .70 means a strong association. For examination of effect
sizes of specific mean differences, Cohen’s d (.2 = small effect, .5 = medium effect, and
.8 = large effect) [44] in parametric analyses and Rosenthal’s r for nonparametric analyses
(.1 = small effect, .3 medium effect, and .5 large effect) [44,45] were used. In the hierarchical
regressions, the independence of errors was analysed by the Durbin–Watson test, with
acceptable values between 1 and 3 [45]. Multicollinearity was examined through variance
inflation factor (VIF), whose values should be inferior to 10 [45]. Regarding model fit, the
indices ascertained were chi-squared (χ2), comparative fit index (CFI), Tucker–Lewis index
(TLI), and root mean square error of approximation (RMSEA). Chi-squared (χ2) should be
nonsignificant, and, for comparative fit indexes, higher values indicate a better fit [46]: fit
indexes values between .80 and .89 are poor [42] and between .90 and .95 reflect a good
fit [42,47]. Lower RMSEA values indicate better fit [42]. A bootstrap procedure (10,000) was
performed with a confidence interval of 95%. Significance was considered when intervals
did not include zero. The AMOS provides values for total, direct, and total indirect effects.
To analyse specific indirect effects, the researchers calculated the product of the direct
effect of the independent variable on the mediator variable and the total effect of mediator
variables on the dependent variable [48].

3. Results
3.1. Normality, Descriptive Statistics, and Correlations between Variables

All the variables except compassionate engagement had a non-significant Kolmogorov–
Smirnov value but presented a Sk and Ku < 2. That is, no severe violations to normality were
found. The VIF’ values were all below 4. Descriptive statistics and Pearson’s correlation
coefficients are presented in Table 2. Feelings of (external and internal) shame in THBE
and mental health indicators (anxiety, depression, and social anxiety symptoms) showed
significant, positive, and moderate correlations (.40 < r < .59; p < .001); that is, higher
levels of shame in THBEs were associated with higher levels of mental health indicators.
Self-compassion showed negative and weak to moderate associations to internal and
external shame (−.17 < r < .40, p < .05), as well as with anxiety and depression symptoms
(−.15 < r < .40, p < .001). Social anxiety symptoms also revealed significant, negative, and
weak to moderate correlations with self-compassion’s total score (r = −.31, p < .001) and
with compassionate actions (r = −.37, p < .001). The correlation between social anxiety
symptoms and compassionate engagement was nonsignificant (r = −.14, p = .057). All other
correlations with compassionate engagement were negative and significant but weak, and
correlations of compassionate actions with all other variables were among the strongest
ones. The strongest correlations were found between depression symptoms and (i) THBE
internal shame (r = .59, p < .001) and (ii) compassionate actions (r = .50, p < .001). In general,
higher levels of self-compassion were associated with lower levels of shame felt in THBE,
anxiety, depression, and social anxiety symptoms.

3.2. Regression Analyses

Differences as a function of gender, gender identity, and sexual orientation were analysed
to explore the need to introduce covariates in the regression models. Considering the small
sample size of some groups (e.g., non-binary, gender identity other, asexual people), differ-
ences were tested only for (i) participants who identified as women vs. men, (ii) participants
who identified as cisgender vs. transgender people, and (iii) participants who identified
as monosexual (gay men and lesbian women) vs. bi+ (bisexual and pansexual individu-
als). Regarding gender, women presented higher levels of internal shame felt in THBE
(t(73) = 2.74, p = .008, d = .48) and depression symptoms (t(173) = 2.34, p = .020, d = .39), as
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well as lower levels of self-compassion (t(173) = −2.16, p = .032, d = .35) and compassionate
actions (t(173) = −2.47, p = .015, d = .41), when compared to men. Transgender people pre-
sented higher levels of external shame felt in THBE (U = 577.50, p = .009, r = −.19), anxiety
symptoms (U = 477, p = .002, r = −.23), and depression symptoms (U = 507.50, p = .003,
r = −.22) when compared to cisgender people. Differences in sexual orientation were found
both in internal (t(86) = −3.28, p < .001, d = .55) and external (t(87) = −2.99, p = .004, d = .50)
shame felt in THBE, anxiety (t(83) = −2.72, p = .008, d = .46), and depression symptoms
(t(185) = −2.32, p = .022, d = .37), bi+ individuals presenting higher levels in these variables
when compared to monosexual individuals. Parametric mean comparisons (gender and
sexual orientation) are presented in Table A1, and non-parametric mean comparisons
(gender identity) are presented in Table A2. Both tables are available in Appendix A.

Table 2. Descriptive statistics and correlations between study variables (N = 190).

Variable M (SD) 1 2 3 4 5 6 7 8

1. External shame in THBE 1.4 (.6) −1
2. Internal shame in THBE 1.6 (.7) .84 ** 1
3. Self-compassion (total) 6.6 (1.6) −.29 ** −.36 ** 1

4. Compassionate engagement 6.5 (1.5) −.17 ** −.20 ** .83 ** 1
5. Compassionate actions 6.7 (2.1) −.31 ** −.40 ** .91 ** .53 ** 1

6. Anxiety symptoms 4.3 (4.8) .45 ** .48 ** −.33 ** −.16 * .39 ** 1
7. Depressive symptoms 6.1 (5.3) .49 ** .59 ** −.40 ** −.15 * −.50 ** .71 * 1

8. Social anxiety symptoms 32.9 (18.2) .40 ** .47 ** −.31 ** −.14 −.37 * .44 * .47 * 1

* p < .05; ** p < .001.

Hierarchical regression models predicting anxiety, depression, and social anxiety
symptoms were performed. Considering the abovementioned differences in gender, gender
identity, and sexual orientation, these variables were included in the regression model
to control its potential confounding effect. The first block of predictors included gender
identity (0 = cisgender; 1 = transgender) and sexual orientation (0 = monosexual; 1 = bi+)
for anxiety; and gender (0 = women; 1 = men), gender identity, and sexual orientation
for depression. The second block comprised the dimensions of (external and internal)
shame felt in THBE, and the third block included the dimensions of self-compassion:
compassionate engagement and compassionate actions. All models were significant and
explained 29.70% of anxiety, 46.10% of depression, and 24.50% of social anxiety symptoms
variance. Estimates and standard errors of regressions are detailed in Table 3. In the last
model, only internal shame felt in THBE and compassionate actions predicted mental health
indicators (internal shame with a positive prediction and compassionate actions with a
negative prediction); gender identity also predicted anxiety and depression symptoms, and
compassionate engagement positively predicted depression symptoms.

3.3. The Mediating Effect of Self-Compassion in the Relationship between Shame Felt in THBE and
Mental Health Indicators

Considering the regression results, the initial mediation model had internal shame felt
in THBE as an independent variable and anxiety, depression, and social anxiety symptoms
as dependent variables. Additionally, compassionate actions were used as a mediator
for all dependent variables, and compassionate engagement was used as a mediator only
for depression symptoms. Gender identity was controlled for anxiety and depression
symptoms. The final model, adjusted to 183 individuals, is illustrated in Figure 2 and had
twenty-two parameters and six degrees of freedom.
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Table 3. Hierarchical regression results for anxiety, depression, and social anxiety (n = 181).

Variable
Anxiety

Symptoms
Depression
Symptoms

Social Anxiety
Symptoms

B (SE) B (SE) B (SE)

Step 1
Gender N/A −2.18 * (.91) N/A

Gender identity 3.56 * (1.57) 6.98 ** (2.21) N/A
Sexual orientation 1.63 * (.78) .35 (.96) N/A

Step 2
Gender N/A −1.03 (.77) N/A

Gender identity 3.52 * (1.40) 5.72 ** (1.86) N/A
Sexual orientation .46 (.72) −.90 (.82) N/A

External shame in THBE .90 (.98) −.03 (1.06) 1.06 (3.81)
Internal shame in THBE 2.55 ** (.82) 4.38 *** (.88) 12.04 *** (3.21)

Step 2
Gender N/A −.52 (.71) N/A

Gender identity 3.40 * (1.36) 5.75 ** (1.70) N/A
Sexual orientation .51 (.70) −.56 (.76) N/A

External shame in THBE 1.08 (.95) .25 (.97) 1.72 (3.74)
Internal shame in THBE 1.78 * (.83) 3.14 *** (.83) 9.23 ** (3.26)

Compassionate engagement .36 (.23) .55 ** (.23) .81 (.88)
Compassionate actions −.63 ** (.18) −1.06 *** (.18) −2.19 ** (.70)

Significant predictors are in bold; * p < .05; ** p < .005; *** p < .001.
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Figure 2. The mediation effect of engagement and actions in the relationship between internal shame
felt in traumatic homophobic experience and anxiety, depression, and social anxiety symptoms.
Standardized path coefficients among variables are presented (n = 186). This figure is simplified. The
mediators and dependent variables have associated errors that are not presented. * p < .05; ** p < .005;
*** p < .001.

The model showed an excellent fit, χ2
(6) = 5.44, p = .489, CFI = 1.00, TLI = 1.01,

RMSEA < .001. All paths were statistically significant. Altogether, predictors explained 31% of
anxiety symptoms, 45% of depression symptoms, and 26% of social anxiety symptoms’ variance.

Before introduction of mediator variables, the total effects were significant:
βAnxiety.InternalShame = .467; p < .001; 95% CI [.322; .596], βDepresssion.InternalShame = .579; p < .001;
95% CI [.472; .672], and βSocialAnxiety.InternalShame = .470; p < .001; 95% CI [.353; .575]. After intro-
duction of the mediators, the model presented significant direct effects:
βAnxiety.InternalShame = .379, p < .001; 95% CI [.222, .515]; βDepression.InternalShame = .444, p < .001;
95% CI [.327, .552]; and βSocialAnxiety.InternalShame = .379, p < .001; 95% CI [.252, .501]. The indi-
rect effect of internal shame felt in THBE through compassionate actions on anxiety symptoms
(βAnxiety.InternalShame|Actions = .091; p < .001; 95% CI [.036, .158]) and on social anxiety symptoms
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(βSocialAnxiety.InternalShame|Actions = .091; p = .005; 95% CI [.024, .164]) was significant. The total
indirect effect of internal shame felt in THBE through compassionate engagement and actions
on depression symptoms was also significant (βDepression.InternalShame|Actions.Engagement = .135;
p < .001; 95% CI [.074, .211]). The indirect effect through compassionate actions corre-
sponded to 4.25% of the total effect of internal shame felt in THBE on anxiety symptoms
(.091 × .467 = .0425) and 4.28% on social anxiety symptoms (.091 × .470 = .0428).

The total indirect effect mediated by compassionate engagement and actions corre-
sponded to 7.82% of the total effect of internal shame felt in THBE on depression symptoms
(.135 × .579 = .0782). Specifically, 2.29% of the specific indirect effect of THBE on depression
symptoms goes through compassionate engagement and 79.50% through actions. These
findings revealed that compassionate actions had a significant indirect effect on the rela-
tionship between internal shame felt in THBE and anxiety and social anxiety symptoms.
Moreover, compassionate engagement and actions had a significant indirect effect on the
relationship between internal shame felt in THBE and depression symptoms (compassion-
ate actions had a higher indirect effect when compared to compassionate engagement).
Overall, the model suggested that compassionate actions is a partial positive mediator of
the relationship between internal shame felt in THBE and anxiety and social anxiety symp-
toms, and compassionate engagement and actions are a partial mediator of the relationship
between internal shame felt in THBE and depression (compassionate engagement was a
positive mediator and compassionate actions was a negative mediator).

4. Discussion

The present study had two aims: (a) to examine which self-compassion components
might have a significant effect on sexual minorities’ mental health, and (b) to analyse the
mediating effect of self-compassion in the relationship between feelings of shame in THBE
and mental health indicators among SM individuals.

All the associations between external and internal shame felt in THBE, self-compassion
and its components, anxiety, depression, and social anxiety symptoms were significant ex-
cept the association between compassionate engagement and social anxiety. Self-compassion
and its components presented a negative correlation with all the remaining variables; that is,
higher levels of self-compassion were associated with lower levels of (external and internal)
shame felt in THBE, anxiety, and with depression and social anxiety symptoms. A negative
association of self-compassion and shame with psychopathology indicators has been found
and discussed in previous studies that did not focus on sexual orientation [49,50]. Our
results extend these findings to SM individuals, reinforcing that self-compassion might
be a transversal positive factor to buffer shame and psychopathology indicators across
sexual orientations.

In comparative analyses, there were some differences in shame felt in THBE, psy-
chopathology indicators, and self-compassion when considering gender, gender identity,
and sexual orientation. Higher levels of internal shame felt in THBEs were found in women
when compared to men. In fact, the risk to develop PTSD is higher in women [51], and
other studies have also found that women presented higher levels of internal shame when
compared to men [52]. Ferguson and Eyre [53] clarified that gender-related stereotypes
encourage women to make greater shame-relevant appraisals than men. Considering the
evolutionary and biopsychosocial model for shame [54], internal shame is associated with
self-devaluation and internal attributions (including bullying experiences). Therefore—and
considering Western gender stereotypes—our results suggest that women who are victims
of bullying experiences may engage more in internal and shaming appraisals and attribu-
tions. Additionally, women presented increased levels of depression when compared to
men. This result is in line with many other studies [55,56]. No gender differences were
found in anxiety and social anxiety symptoms.

Regarding gender identity, transgender individuals showed higher levels of external
shame felt in THBE than cisgender individuals. This result might be related to the fact
that transgender individuals present more experiences of victimization when compared
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with cisgender individuals [57]. Furthermore, considering the connection between shame
and stigma (more prevalent among transgender individuals), the shame of transgender
individuals might be associated with the heavy social stigma they endure [2]. Bockting
and colleagues [58] found that shame (along with pride, passing, and alienation) was also
one of the components of internalized transphobia. Considering the results of this study,
transgender individuals seem to have a higher traumatic shame effect focused on others’
evaluations (external shame), reinforcing the connection between stigma, external shame,
and impact on mental health.

Transgender individuals also presented higher levels of anxiety and depression symp-
toms when compared to cisgender individuals, in line with Borgogna and colleagues’ [4]
study. These results might be explained by the minority stress model. This population
must face more specific challenges and additional stress compared to cisgender individuals,
such as misgendering or non-affirmative, legal, and medical care issues [59,60]. No gender
identity differences were found for social anxiety symptoms. This result was unexpected. In
fact, studies showed that transgender individuals presented higher levels of social anxiety
when compared to cisgender individuals [61]. As the sample of transgender individuals in
this study is small (n = 12), our result may not reflect reality; more reliable findings would
perhaps be found using a wider sample.

Regarding sexual orientation, higher levels of both external and internal shame felt
in THBEs were found in bi+ individuals when compared to monosexual individuals.
Hequembourg and Dearing [62] found no differences in shame-proneness between sexual
orientations. However, the frequency of sexual-minority-based prejudice experiences in
bisexual people was associated with shame (and not with rejection sensitivity, as in gay
men and lesbian women) [63]. In fact, bisexual men and women tend to report higher levels
of stigma than homosexual men and women [2,64]. These results suggest that homophobic
bullying experiences may have a higher shaming impact on bi+ individuals, probably
due to the invisibility and stigma associated with this sexual orientation, also known as
binegativity, bisexual erasure, or bisexual marginalization [2]. Bi+ also presented higher
levels of anxiety and depression symptoms when compared to monosexual individuals in
this study, in line with Ross and colleagues’ systematic review [65]. No sexual orientation
differences were found for social anxiety symptoms. Similar to gender identity, this result
was also unexpected. In other studies, Bi+ have presented higher levels of social anxiety
when compared to monosexual individuals [7]. We hypothesise that, because THBEs are
directed at an identity feature, regardless of sexual orientation, social anxiety that may
derive from these experiences will not differentiate individuals that suffered from it.

Finally, in self-compassion, the only difference found was across genders. Women
showed lower levels of self-compassion when compared to men, as other studies pointed
out [66]. Specifically, women presented lower levels of self-compassionate actions when
compared to men. These lower levels of compassionate actions to alleviate or prevent
suffering may help to understand the higher levels of depression of women compared
to men, as described above. Additionally, the traditional gender roles and social power
structures allow women to be soft, nurturing, and tender but, at the same time, discourage
them to be fierce, determined, and strong [67]. Our results mirror that: men have higher
levels of compassionate actions, which might be reinforced by masculine culture. This
masculine expected fierceness and strength does not necessarily include the caring tone
of compassion.

The results from linear regressions were unexpected considering our initial hypothesis.
The data showed that external shame felt in THBE did not present a significant effect
on psychopathological symptoms. External shame is related to fears and beliefs about
the social world, that is, one’s perception of being negatively viewed by others [54,68].
It seems that, for SM individuals with THBE, the perception that others have negative
appraisals of them seems to have no effect on psychopathological outcomes. Nonetheless,
their perception of own inadequacy and inferiority (i.e., internal shame) [54] had a unique
effect on the same outcomes when included in the same model with external shame.
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These findings suggest that feeling ashamed of oneself, regardless of what others could
think, contributes to the existence of mental health issues in SM individuals with THBE.
Considering that our sample was recruited through an online survey, it is also possible that
individuals that participate in these types of recruitment have lower levels of concealment
of their sexual orientation. In this sense, perhaps individuals with a SM sexual orientation
that respond to these surveys may not be very concerned about what others may think.
Nevertheless, the experience of internal shame related to past THBE seems to linger and
impact current mental health. The initial hypothesis also considered that both components
of self-compassion (compassionate engagement and actions) would negatively predict
mental health indicators. Surprisingly only compassionate actions negatively predicted
all mental health indicators (anxiety, depression, and social anxiety symptoms). These
results suggest that skills that facilitate compassionate actions to alleviate and prevent
suffering are the most important factor to cope with anxiety, depression, and social anxiety
symptoms and that compassionate engagement is not enough to have such an impact.
Unexpectedly, compassionate engagement positively predicted depression symptoms.
According to compassion-focused therapy [19,54], it is necessary to identify, note, and
embrace suffering (compassionate engagement) to allow to choose effective actions for
relieving suffering (compassionate actions). We hypothesize that, when SM individuals only
note and embrace suffering (compassionate engagement without compassionate actions
for relieving), they can develop depression symptoms. Additionally, anxious participants
may have interpreted compassionate items as withdrawal or avoidance, which may have
decreased anxiety symptoms and bypassed compassionate engagement. Involvement with
suffering, per se, increases depression symptoms. This is also in line with a study by Di Bello
and colleagues [69] that found an increase in sadness after visualization of a video that
stimulates empathic sensitivity (compassionate engagement) and only a decrease after
visualization of a video that stimulates compassionate actions.

The mediation analyses reinforced the potentially protective role of self-compassion,
namely compassionate actions for anxiety, depression, and social anxiety symptoms in
SM individuals who had THBE. The mediation model presented good fit indexes and
explained 45% of depression, 31% of anxiety, and 26% of social anxiety symptoms. Internal
shame felt in THBE showed a significant indirect effect through compassionate actions
in psychopathology indicators in SM individuals. In other words, for this population,
shaming traumatic homophobic experiences seem to impact psychopathology partially
through the lack of compassionate actions. In fact, self-compassion has been indicated as a
positive psychological process for well-being in this population [70–72]. These results seem
consistent with other studies that presented negative and moderate correlations between
shame and self-compassion [50], including other minority populations (e.g., people living
with HIV) [73].

There is evidence that young people, compared to older individuals, report higher
levels of insecurity and discomfort related to homophobic experiences (36.8% due to
sexual orientation and 27.9% due to gender expression) [74]. These experiences often
configure experiences of shame, and some of them may have traumatic characteristics [15].
Moreover, for sexual minority and gender diverse individuals, shame-based traumatic
experiences have a direct impact on mental and physical health [75]. The results of the
present study indicate that it is the internal shame felt in THBE (and not external shame) that
is associated with the psychopathological symptoms among SM individuals. Additionally,
compassionate actions seem to play an important protective role in comprehension of
these symptoms. On the one hand, feelings of internal shame may block individuals from
showing their true selves [76], leading them to conceal their sexual orientation and develop
internalized stigma, which are proximal processes of minority stress responsible for poorer
levels of mental health [3]. On the other hand, a self-compassionate posture can counteract
shame and protect against psychopathology. This competency may be cultivated through
compassionate mind training, leading to development of internal warmth, safeness, and
soothing experiences [77].
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Some limitations of this study should be considered. A more balanced and representa-
tive sample of the different SM orientations would allow for more solid generalization of
results. All the measures were obtained through self-report questionnaires, and other ways
to assess these variables would be valuable. In particular, the THBEs are self-reported and
depend on a subjective report. Future studies should thus complement assessment of THBEs
with a qualitative interview. Other positive factors, whether psychological (e.g., resilience,
mindfulness, psychological flexibility) and/or social processes (e.g., social safeness and
connection with the community) may also be explored in upcoming works.

This study has highlighted the role of internal shame and a negative self-perspective
about oneself during THBEs. Moreover, compassionate actions have an important pos-
itive role against anxiety, depression, and social anxiety symptoms. Regarding clinical
implications, internal shame should be a target in clinical practice with this population;
also, considering the positive role of compassionate actions, this process may represent
a valuable asset if included in clinical interventions with SM individuals. Additionally,
self-compassion is associated with resilience in several contexts [78–80]. Resilience is
also a protective factor for SM [8], and, as with self-compassion, resilience contributes to
psychological well-being in different ways [81]. Both should be considered together in
interventions with SM individuals.
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Appendix A

Table A1. Mean comparison considering gender and sexual orientation in study variables.

Variable

Women
(n = 54)

Men
(n = 121) t p d

Monosexual
(n = 132)

Bi+
(n = 55) t p d

M (SD) M (SD) M (SD) M (SD)

External shame in THBE 1.5 (.7) 1.3 (.4) 1.92 .059 - 1.3 (.5) 1.6 (.6) −3 .004 .50
Internal shame in THBE 1.8 (.8) 1.5 (.5) 2.74 .008 .48 1.5 (.6) 1.8 (.7) −3.28 .001 .55
Self-compassion (total) 6.2 (1.6) 6.8 (1.5) −2.16 .032 .35 6.6 (1.5) 6.6 (1.6) .23 .822 -

Compassionate engagement 6.3 (1.5) 6.6 (1.6) −1.11 .268 - 6.5 (1.5) 6.6 (1.5) −.44 .660 -
Compassionate actions 6.2 (2.0) 7.0 (2.0) −2.47 .015 .41 6.8 (2.0) 6.5 (2.1) .67 .502 -

Anxiety symptoms 4.8 (4.8) 3.8 (4.6) 1.23 .220 - 3.5 (4.2) 5.7 (5.4) −2.72 .008 .46
Depressive symptoms 7.3 (5.0) 5.3 (5.2) 2.34 .020 .39 5.4 (5.0) 7.4 (5.5) −2.30 .022 .36

Social anxiety symptoms 33.6
(16.8)

33.9
(16.0) −.08 .934 - 31.6 (18.2) 35.2

(18.0) −1.20 .220 -

Significant comparisons are in bold.
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Table A2. Mean comparison considering gender identity in study variables.

Variable

Cisgender
(n = 172)

Transgender
(n = 12) U p r

M (SD) M (SD)

External shame in THBE 1.4 (1.2) 1.7 (1.8) 577.50 .009 −.19
Internal shame in THBE 1.6 (1.3) 1.8 (2.0) 682.50 .050 -
Self-compassion (total) 6.6 (6.7) 5.9 (6.2) 896.50 .465 -

Compassionate engagement 6.5 (6.5) 5.9 (5.9) 872.00 .385 -
Compassionate actions 6.7 (6.8) 6.4 (6.4) 876.00 .397 -

Anxiety symptoms 4.0 (4.5) 9.8 (6.2) 477.00 .002 −.23
Depressive symptoms 5.8 (5.1) 10.7 (5.5) 507.50 .003 −.22

Social anxiety symptoms 32.7 (17.7) 40.0 (23.4) 833.00 .276 -
Significant comparisons are in bold.
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9. Mulvey, K.L.; Hoffman, A.J.; Gönültaş, S.; Hope, E.C.; Cooper, S.M. Understanding experiences with bullying and bias-based
bullying: What matters and for whom? Psychol. Violence 2018, 8, 702–711. [CrossRef]

10. Warwick, I.; Aggleton, P.; Douglas, N. Playing it safe: Addressing the emotional and physical health of lesbian and gay pupils in
the U.K. J. Adolesc. 2001, 24, 129–140. [CrossRef]

11. Elipe, P.; Espelage, D.L.; Del Rey, R. Homophobic verbal and bullying victimization: Overlap and emotional impact. Sex. Res. Soc.
Policy 2022, 19, 1178–1189. [CrossRef]

12. Parent, M.C.; Johnson, K.E.; Russell, S.; Gobble, T. Homophobic bullying and suicidal behavior among US heterosexual youth.
J. Am. Acad. Child Adolesc. Psychiatry 2020, 59, 205–208. [CrossRef]

13. Rodrigues, L.; Grave, R.; Oliveira, J.M.; Nogueira, C. Study on homophobic bullying in Portugal using Multiple Correspondence
Analysis (MCA). Rev. Latinoam. Psicol. 2016, 48, 191–200. [CrossRef]

14. Seabra, D.; Gato, J.; Petrocchi, N.; Salvador, M.C. Early traumatic shame experiences, mental health, and gender: How are
they related? In Proceedings of the 2nd International Congress of Health and Well-Being Intervention-ICHWBI2021 and
the 1st International Conference on Human Kinesiology–1st ICOHK, Viseu, Portugal, 28 May 2021. Available online: https:
//healthwellbeingcongress.ipiaget.org/pt-pt/abstracts (accessed on 6 November 2022).

15. Matos, M.; Steindl, S.; Gilbert, P.; Pinto-Gouveia, J. Shame memories that shape who we are. In Making an Impact on Mental Health
and Illness; Kirby, J.N., Gilbert, P., Eds.; Routledge: New York, NY, USA, 2020. [CrossRef]

16. Poteat, V.P.; Scheer, J.R.; DiGiovanni, C.D.; Mereish, E.H. Short-term prospective effects of homophobic victimization on the
mental health of heterosexual adolescents. J. Youth Adolesc. 2014, 43, 1240–1251. [CrossRef] [PubMed]

17. McDermott, E.; Roen, K.; Scourfield, J. Avoiding shame: Young LGBT people, homophobia and self-destructive behaviours. Cult.
Health Sex. 2008, 10, 815–829. [CrossRef]

18. Gilbert, P. Compassion and cruelty: A biopsychosocial approach. In Compassion: Conceptualisations, Research and Use in Psychother-
apy; Routledge: East Sussex, UK, 2005; pp. 9–74.

19. Gilbert, P.; Simos, G. Compassion Focused Therapy: Clinical Practice and Applications; Routledge: Oxon, UK, 2022.
20. Gilbert, P. Compassion: Definitions and controversies. In Compassion: Concepts, Research and Applications; Routledge/Taylor &

Francis Group: Abingdon, UK, 2017. [CrossRef]
21. Gilbert, P.; Catarino, F.; Duarte, C.; Matos, M.; Kolts, R.; Stubbs, J.; Ceresatto, L.; Duarte, J.; Pinto-Gouveia, J.; Basran, J. The

development of compassionate engagement and action scales for self and others. J. Compassionate Health Care 2017, 4, 4. [CrossRef]

http://doi.org/10.1093/OBO/9780199756384-0219
http://doi.org/10.4324/9781315280332
http://doi.org/10.1037/0033-2909.129.5.674
http://doi.org/10.1037/sgd0000306
http://doi.org/10.2105/AJPH.91.11.1869
http://www.ncbi.nlm.nih.gov/pubmed/11684618
http://doi.org/10.1111/acps.13405
http://www.ncbi.nlm.nih.gov/pubmed/35090051
http://doi.org/10.1080/19419899.2021.1936140
http://doi.org/10.1037/sgd0000132
http://doi.org/10.1037/vio0000206
http://doi.org/10.1006/jado.2000.0367
http://doi.org/10.1007/s13178-021-00613-7
http://doi.org/10.1016/j.jaac.2019.08.473
http://doi.org/10.1016/j.rlp.2016.04.001
https://healthwellbeingcongress.ipiaget.org/pt-pt/abstracts
https://healthwellbeingcongress.ipiaget.org/pt-pt/abstracts
http://doi.org/10.4324/9780429244551-5
http://doi.org/10.1007/s10964-013-0078-3
http://www.ncbi.nlm.nih.gov/pubmed/24337663
http://doi.org/10.1080/13691050802380974
http://doi.org/10.4324/9781315564296-1
http://doi.org/10.1186/s40639-017-0033-3


Int. J. Environ. Res. Public Health 2022, 19, 16866 13 of 14

22. Egdan, S.J.; Rees, C.S.; Delalande, J.; Greene, D.; Fitzallen, G.; Brown, S.; Webb, M.; Finlay-Jones, A. A review of self-compassion
as an active ingredient in prevention and treatment of anxiety and depression in young people. Adm. Policy Ment. Health 2022, 49,
385–403. [CrossRef]

23. McBridge, N.L.; Bates, G.W.; Elphinstone, B.; Whitehead, R. Self-compassion and social anxiety: The mediating effect of emotion
regulation strategies and the influence of depressed mood. Psychol. Psychother. 2022, 95, 1036–1055. [CrossRef]

24. Gilbert, P.; Procter, S. Compassionate Mind Training for people with high shame and self-criticism: Overview and pilot study of a
group therapy approach. Clin. Psychol. Psychother. 2006, 13, 353–379. [CrossRef]

25. Proeve, M.; Anton, R.; Kenny, M. Effects of mindfulness-based cognitive therapy on shame, self-compassion and psychological
distress in anxious and depressed patients: A pilot study. Psychol. Psychother. 2018, 91, 434–449. [CrossRef]

26. Johnson, V.R.F.; Yarhouse, M.A. Shame in sexual minorities: Stigma, internal cognitions, and counseling considerations. Couns.
Values 2013, 58, 85–103. [CrossRef]

27. Puckett, J.A.; Levitt, H.M.; Horne, S.G.; Hayes-Skelton, S.A. Internalized heterosexism and psychological distress: The mediating
roles of self-criticism and community connectedness. Psychol. Sex. Orientat. Gend. Divers. 2015, 2, 426–435. [CrossRef]

28. Beard, K.; Eames, C.; Withers, P. The role of self-compassion in the well-being of self-identifying gay men. J. Gay Lesbian Ment.
Health 2017, 21, 77–96. [CrossRef]

29. Vigna, A.J.; Poehlmann-Tynan, J.; Koenig, B.W. Does self-compassion covary with minority stress? Examining group differences
at the intersection of marginalized identities. Self Identity 2018, 17, 687–709. [CrossRef]

30. Vigna, A.J.; Poehlmann-Tynan, J.; Koenig, B.W. Is self-compassion protective among sexual- and gender-minority adolescents
across racial groups? Mindfulness 2020, 11, 800–815. [CrossRef]

31. Jennings, L.K.; Tan, P.P. Self-compassion and life satisfaction in gay men. Psychol. Rep. 2014, 115, 888–895. [CrossRef]
32. Matos, M.; Carvalho, S.A.; Cunha, M.; Galhardo, A.; Sepodes, C. Psychological flexibility and self-compassion in gay and

heterosexual men: How they relate to childhood memories, shame, and depressive symptoms. J. LGBT Issues Couns. 2017, 11,
88–105. [CrossRef]

33. Øktedalen, T.; Hagtvet, K.A.; Hoffart, A.; Langkaas, T.F.; Smucker, M. The Trauma Related Shame Inventory: Measuring
trauma-related shame among patients with PTSD. J. Psychopathol. Behav. Assess. 2014, 36, 600–615. [CrossRef]

34. Cid, T. Vergonha Sentida Durante uma Experiência Traumática: Características Psicométricas da Versão Portuguesa da Escala
Trauma Related Shame Inventory. Master’s Thesis, Faculty of Psychology and Educational Sciences of University of Coimbra,
Coimbra, Portugal, 2012. Available online: https://estudogeral.uc.pt/handle/10316/21776 (accessed on 6 November 2022).

35. Lovibond, P.F.; Lovibond, S.H. The structure of negative emotional states: Comparison of the Depression Anxiety Stress Scales
(DASS) with the Beck Depression and Anxiety Inventories. Behav. Res. Ther. 1995, 33, 335–343. [CrossRef] [PubMed]

36. Pais-Ribeiro, J.L.; Honrado, A.; Leal, I. Contribuição para o estudo da adaptação portuguesa das Escalas de Ansiedade, Depressão
e Stress (EADS) de 21 itens de Lovibond e Lovibond. Psicol. Saúde Doenças 2004, 5, 229–239.

37. Mattick, R.P.; Clarke, J.C. Development and validation of measures of social phobia scrutiny fear and social interaction anxiety.
Behav. Res. Ther. 1998, 36, 455–470. [CrossRef]

38. Pinto-Gouveia, J.; Salvador, M.C. The social interaction anxiety scale and the social fobia scale in the Portuguese population. In
Proceedings of the 31st Congress of the European Association for Behaviour and Cognitive Therapy, Istanbul, Turkey, 2 June 2001.

39. IBM Corporation. IBM SPSS Statistics for Windows, Version 27.0; IBM Corp: Armonk, NY, USA, 2020.
40. Arbuckle, J.L. Amos 27.0 User’s Guide; IBM SPSS: Chicago, IL, USA, 2020.
41. Kline, R.B. Confirmatory Factor Analysis for Applied Research, 4th ed.; The Guilford Press: New York, NY, USA, 2016.
42. Marôco, J. Análise de Equações Estruturais: Fundamentos Teóricos, Software e Aplicações, 2nd ed.; ReportNumber: Pêro Pinheiro,

Portugal, 2014.
43. Dancey, C.P.; Reidy, J. Statistics without Maths for Psychology, 8th ed.; Pearson Education Limited: Harlow, UK, 2020.
44. Cohen, J. Statistical Power Analysis for the Behavioral Sciences, 2nd ed.; Lawrence Erlbaum Associates: New York, NY, USA, 1988.
45. Field, A. Discovering Statistics Using IBM SPSS Statistics, 5th ed.; SAGE Publications Inc.: London, UK, 2018.
46. Hair, J.F.; Black, W.C.; Babin, B.J.; Anderson, R.E. Multivariate Data Analysis, 8th ed.; Cengage Learning: Hampshire, UK, 2019.
47. Schumacker, R.E.; Lomax, R.G. A Beginner’s Guide to Structural Equation Modeling, 4th ed.; Routledge: New York, NY, USA, 2016.
48. Macho, S.; Ledermann, T. Estimating, testing, and comparing specific effects in Structural Equation Models: The phantom model

approach. Psychol. Methods 2011, 16, 34–43. [CrossRef]
49. Macbeth, A.; Gumley, A. Exploring compassion: A meta-analysis of the association between self-compassion and psychopathology.

Clin. Psychol. Rev. 2012, 32, 545–552. [CrossRef]
50. Sedighimornani, N.; Rimes, K.A.; Verplanken, B. Exploring the relationships between mindfulness, self-compassion, and shame.

SAGE Open 2019, 9. [CrossRef]
51. Olff, M.; Langeland, W.; Draijer, N.; Gersons, B.P.R. Gender differences in posttraumatic stress disorder. Psychol. Bull. 2007, 133,

183–204. [CrossRef]
52. Ferreira, C.; Moura-Ramos, M.; Matos, M.; Galhardo, A. A new measure to assess external and internal shame: Development,

factor structure and psychometric properties of the External and Internal Shame Scale. Curr. Psychol. 2020, 41, 1892–1901.
[CrossRef]

http://doi.org/10.1007/s10488-021-01170-2
http://doi.org/10.1111/papt.12417
http://doi.org/10.1002/cpp.507
http://doi.org/10.1111/papt.12170
http://doi.org/10.1002/j.2161-007X.2013.00027.x
http://doi.org/10.1037/sgd0000123
http://doi.org/10.1080/19359705.2016.1233163
http://doi.org/10.1080/15298868.2018.1457566
http://doi.org/10.1007/s12671-019-01294-5
http://doi.org/10.2466/21.07.PR0.115c33z3
http://doi.org/10.1080/15538605.2017.1310007
http://doi.org/10.1007/s10862-014-9422-5
https://estudogeral.uc.pt/handle/10316/21776
http://doi.org/10.1016/0005-7967(94)00075-U
http://www.ncbi.nlm.nih.gov/pubmed/7726811
http://doi.org/10.1016/S0005-7967(97)10031-6
http://doi.org/10.1037/a0021763
http://doi.org/10.1016/j.cpr.2012.06.003
http://doi.org/10.1177/2158244019866294
http://doi.org/10.1037/0033-2909.133.2.183
http://doi.org/10.1007/s12144-020-00709-0


Int. J. Environ. Res. Public Health 2022, 19, 16866 14 of 14

53. Ferguson, T.J.; Eyre, H.L. Engendering gender differences in shame and guilt: Stereotypes, socialization, and situational pressures.
In Gender and Emotion: Social Psychological Perspectives; Fischer, A.H., Ed.; Cambridge University Press: Cambridge, UK, 2000;
pp. 254–276. [CrossRef]

54. Gilbert, P. Compassion Focused Therapy: Distinctive Features; Routledge: East Sussex, UK, 2010.
55. Hagen, D.; Goldman, E. Gender differences in depression across Europe: A systematic review of cross-national studies. Eur. J.

Public Health 2019, 29, 604–605. [CrossRef]
56. Piccinelli, M.; Wilkinson, G. Gender differences in depression. Br. J. Psychiatry 2000, 177, 486–492. [CrossRef] [PubMed]
57. Truman, J.L.; Morgan, R.E.; Statisticians, B.J.S. Violent Victimization by Sexual Orientation and Gender Identity, 2017–2020

[Internet]. 2022. Available online: https://bjs.ojp.gov/content/pub/pdf/vvsogi1720.pdf (accessed on 6 November 2022).
58. Bockting, W.O.; Miner, M.H.; Romine, R.E.S.; Dolezal, C.; Robison, B.B.E.; Rosser, B.R.S.; Coleman, E. The Transgender Identity

Survey: A Measure of Internalized Transphobia. LGBT Health 2020, 7, 15–27. [CrossRef]
59. Hendricks, M.L.; Testa, R.J. A conceptual framework for clinical work with transgender and gender nonconforming clients: An

adaptation of the minority stress model. Prof. Psychol. Res. Pract. 2012, 43, 460–467. [CrossRef]
60. Testa, R.J.; Habarth, J.; Peta, J.; Balsam, K.; Bockting, W. Development of the Gender Minority Stress and Resilience Measure.

Psychol. Sex. Orientat. Gend. Divers. 2015, 2, 65–77. [CrossRef]
61. Butler, R.M.; Horenstein, A.; Gitlin, M.; Testa, R.J.; Kaplan, S.C.; Swee, M.B.; Heimberg, R.G. Social anxiety among transgender

and gender nonconforming individuals: The role of gender-affirming medical interventions. J. Abnorm. Psychol. 2019, 128, 25–31.
[CrossRef]

62. Hequembourg, A.L.; Dearing, R.L. Exploring shame, guilt, and risky substance use among sexual minority men and women.
J. Homosex. 2013, 60, 615–638. [CrossRef]

63. Mereish, E.H.; Peters, J.R.; Yen, S. Minority stress and relational mechanisms of suicide among sexual minorities: Subgroup
differences in the associations between heterosexist victimization, shame, rejection sensitivity, and suicide risk. Suicide Life Threat.
Behav. 2019, 49, 547–560. [CrossRef]

64. Hayfield, N. Bisexual and Pansexual Identities: Exploring and Challenging Invisibility and Invalidation; Routledge: Oxon, UK, 2021.
65. Ross, L.E.; Salway, T.; Tarasoff, L.A.; MacKay, J.M.; Hawkins, B.W.; Fehr, C.P. Prevalence of depression and anxiety among

bisexual people compared to gay, lesbian, and heterosexual individuals: A systematic review and meta-analysis. J. Sex. Res. 2018,
55, 435–456. [CrossRef]

66. Yarnell, L.M.; Neff, K.; Davidson, O.A.; Mullarkey, M. Gender differences in self-compassion: Examining the role of gender role
orientation. Mindfulness 2019, 10, 1136–1152. [CrossRef]

67. Neff, K. Fierce Self-Compassion: How Women Can Harness Kindness to Speak Up, Claim Their Power, and Thrive; HarperWave:
New York, NY, USA, 2021.

68. Gilbert, P. What is shame? Some core issues and controversies. In Shame: Interpersonal Behavior, Psychopathology, and Culture;
Gilbert, P., Andrews, B., Eds.; Oxford University Press: Oxford, UK, 1998; pp. 3–38.

69. Di Bello, M.; Ottaviani, C.; Petrocchi, N. Compassion is not a benzo: Distinctive associations of heart rate variability with its
empathic and action components. Front. Neurosci. 2021, 15, 617443. [CrossRef]

70. Carvalho, S.A.; Guiomar, R. Self-compassion and mental health in sexual and gender minority people: A systematic review and
meta-analysis. LGBT Health 2022, 9, 287–302. [CrossRef] [PubMed]

71. Fredrick, E.G.; LaDuke, S.L.; Williams, S.L. Sexual minority quality of life: The indirect effect of public stigma through self-
compassion, authenticity, and internalized stigma. Stigma Health 2020, 5, 79–82. [CrossRef]

72. Toplu-Demirtas, E.; Kemer, G.; Pope, A.L.; Moe, J.L. Self-compassion matters: The relationships between perceived social support,
self-compassion, and subjective well-being among LGB individuals in Turkey. J. Couns. Psychol. 2018, 65, 372–382. [CrossRef]

73. Williams, S.L.; Fekete, E.M.; Skinta, M.D. Self-compassion in PLWH: Less internalized shame and negative psychosocial outcomes.
Behav. Med. 2019, 47, 60–68. [CrossRef] [PubMed]

74. Freeman, C.; Moleiro, C.; Nunes, D.; Gato, J.; Leal, D.; Fernandes, T.; ILGA Portugal. Estudo Nacional Sobre o Ambiente
Escolar (ENAE). 2018. Available online: https://ilga-portugal.pt/ficheiros/pdfs/ILGA_ENAE_2016-2017.pdf (accessed on
6 November 2022).

75. Scheer, J.R.; Harney, P.; Esposito, J.; Woulfe, J.M. Self-reported mental and physical health symptoms and potentially traumatic
events among lesbian, gay, bisexual, transgender, and queer individuals: The role of shame. Psychol. Violence 2020, 10, 131–142.
[CrossRef]

76. Welford, M. Compassion Focused Therapy for Dummies; John Wiley & Sons, Ltd.: Hoboken, NJ, USA, 2016.
77. Gilbert, P. Introducing compassion-focused therapy. Adv. Psychiatr. Treat. 2009, 15, 199–208. [CrossRef]
78. Alizadeh, S.; Khanahmadi, S.; Vedadhir, A.; Barjasteh, S. The relationship between resilience with self-compassion, social support

and sense of belonging in women with breast cancer. Asian Pac. J. Cancer Prev. 2018, 19, 2469–2474. [CrossRef] [PubMed]
79. Garcia, A.C.M.; Ferreira, A.C.G.; Silva, L.S.R.; Conceição, V.M.; Nogueira, D.A.; Mills, J. Mindfulne self-care, self-compassion, and

resilience among palliative care providers during the COVID-19 pandemic. J. Pain Manag. 2022, 64, 49–57. [CrossRef]
80. Lefebvre, J.; Montani, F.; Courcy, F. Self-compassion and resilience at work: A practice-oriented review. Adv. Dev. Hum. Resour.

2020, 22, 437–452. [CrossRef]
81. Bag, S.D.; Kilby, C.J.; Kent, J.N.; Brooker, J.; Sherman, K.A. Resilience, self-compassion, and indices of psychological wellbeing:

A not so simple set of relationships. Aust. Psychol. 2022, 57, 249–257. [CrossRef]

http://doi.org/10.1017/CBO9780511628191
http://doi.org/10.1093/eurpub/ckz186.596
http://doi.org/10.1192/bjp.177.6.486
http://www.ncbi.nlm.nih.gov/pubmed/11102321
https://bjs.ojp.gov/content/pub/pdf/vvsogi1720.pdf
http://doi.org/10.1089/lgbt.2018.0265
http://doi.org/10.1037/a0029597
http://doi.org/10.1037/sgd0000081
http://doi.org/10.1037/abn0000399
http://doi.org/10.1080/00918369.2013.760365
http://doi.org/10.1111/sltb.12458
http://doi.org/10.1080/00224499.2017.1387755
http://doi.org/10.1007/s12671-018-1066-1
http://doi.org/10.3389/fnins.2021.617443
http://doi.org/10.1089/lgbt.2021.0434
http://www.ncbi.nlm.nih.gov/pubmed/35357950
http://doi.org/10.1037/sah0000176
http://doi.org/10.1037/cou0000261
http://doi.org/10.1080/08964289.2019.1659749
http://www.ncbi.nlm.nih.gov/pubmed/31580200
https://ilga-portugal.pt/ficheiros/pdfs/ILGA_ENAE_2016-2017.pdf
http://doi.org/10.1037/vio0000241
http://doi.org/10.1192/apt.bp.107.005264
http://doi.org/10.22034/APJCP.2018.19.9.2469
http://www.ncbi.nlm.nih.gov/pubmed/30255701
http://doi.org/10.1016/j.jpainsymman.2022.03.003
http://doi.org/10.1177/1523422320949145
http://doi.org/10.1080/00050067.2022.2089543

	Introduction 
	Materials and Methods 
	Participants 
	Procedures 
	Measures 
	Statistical Analyses 

	Results 
	Normality, Descriptive Statistics, and Correlations between Variables 
	Regression Analyses 
	The Mediating Effect of Self-Compassion in the Relationship between Shame Felt in THBE and Mental Health Indicators 

	Discussion 
	Appendix A
	References

