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Abstract

Shame has been associated with psychopathologyotim heterosexual and non-heterosexual
individuals. However, there is a lack of empiricedearch on the associations and processes behind
the potential influence of emotion regulation pEs®s in the association between shame and
psychopathology. Therefore, the aim of the presamdy was to explore the mediating role of
shame-coping styles in the association betweeer(iat and external) shame and psychopathology,
and whether this mediation was moderated by sexieitation. The sample of this cross-sectional
study consisted of 346 Portuguese adults from dinentunity M age = 26.3 years), of which 231
reported to be heterosexual and 115 to be nondssbenal. Results showed that non-heterosexual
individuals reported higher levels of (internal axternal) shame and psychopathology, as well as
a greater use of self-directed shame-coping s{yléhdrawal, attack-self, and avoidance). No
differences between groups in other-directed shempig style (attack-others) were found. In
both groups, the associations between shame, stapireg styles and psychopathology showed
that shame was positively associated with psychopady, and that withdrawal and attack-self
showed the stronger associations with psychopagiiolbhe shame-coping style withdrawal had
the most consistent mediating effect in the astiocihetween shame and psychopathology. Sexual
orientation was not a significant moderator of biypothesized mediations. This study provides
novel findings on the potential role of shame-cgpsityles in the association between shame and
psychopathology. Therefore, this process may bmpartant target to address in clinical practice,

regardless of sexual orientation.

Keywords: shame, shame-coping styles, psychopathology atexientation



Resumo

A vergonha tem sido associada a psicopatologi&o tam individuos heterossexuais como néo
heterossexuais. No entanto, existe uma lacunaveatigacdo relativa as associa¢gfes e processos
subjacentes ao possivel papel dos processos dag&gemocional na associagao entre vergonha
e psicopatologia. Neste sentido, o objetivo do s estudo constituiu em explorar o papel
mediador das estratégias para lidar com a verguehasociagdo entre vergonha (interna e externa)
e psicopatologia, e se esta mediacédo era modeedalanentacido sexual. A amostra deste estudo
transversal foi constituida por 346 adultos porasgs da populacdo ger {dade = 26.3 anos),
dos quais 231 referiram ser heterossexuais e XItEeeheterossexuais. Os resultados mostraram
gue os individuos ndo heterossexuais reportaragisnimais elevados de vergonha (interna e
externa) e psicopatologia, assim como um maiordesestratégias disfuncionais de lidar com a
vergonha direcionadas aelf(fuga, ataque aself,evitamento). Nao foram encontradas diferencas
entre 0s grupos na estratégia para lidar com ambegdirigida aos outros (ataque ao outro). Nos
dois grupos, a associacdo entre vergonha, estaatpgra lidar com a vergonha e psicopatologia
mostrou que a vergonha estava positivamente adsogipsicopatologia, e que a fuga e o ataque
ao selfapresentaram as associacdes mais fortes comopaisilogia. A fuga foi a estratégia para
de lidar com a vergonha com um efeito indireto ificativo mais consistente na associacao entre
vergonha e psicopatologia. A orientacdo sexuafoidam moderador significativo das mediacdes
hipotetizadas. O presente estudo proporciona eemstinovadores sobre a possivel influéncia das
estratégias para lidar com a vergonha na assoc@vergonha e psicopatologia. Neste sentido,
este processo pode ser um alvo importante a coasida prética clinica, independentemente da

orientagdo sexual.

Palavras-chave vergonha, formas de lidar com a vergonha, psiobpgia, orientacio sexual
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Introduction

According to an evolutionary approach (Gilbert9d92007), the human brain evolved to
be highly sensitive to the social domain, as thereébiosocial goals are concerned with self-other
relationships (e.g., wanting to be loved and céoechurture others, be accepted by a group, obtain
rank/status, find a sexual partner). The biosogialls appear as particular types of social roles
(Gilbert, 1998b) and motivators for social behavi@@ilbert, 1995). Therefore, the human drive
to successfully create desired social roles anddo@lly approved, accepted, and with positive
reputations is associated with positive affect teadings of safeness (Gilbert, 2007). The social
understanding of the acceptance of others requogsitive competencies that include symbolic
self-awareness, the ability to understand what tnigh going on in the minds of others and
metacognition (Gilbert, 2003, 2007).

Shame and Coping with Shame

From the cognitive competencies previously undedjnshame emerges as an internal
warning sign that one has failed to secure soelationships and live in the minds of others as a
person with negative characteristics (e.g., defecinferior, undesired, inadequate, worthless) or
lack of positive ones, hence at risk of rejectierclusion, or even persecution (Gilbert, 2007,
Gilbert & Andrews, 1998; Tangney & Dearing, 200 at feeling makes shame acutely disturbing
to the self and, according to Kaufman (2004), nbeptaffect is more severely disturbing.
Additionally, shame has been conceptualized af-@@escious and socially shaped emotion that
is linked to threats to social self-identity angliays a fundamental role in the formation of one’s
sense of self and self-identity as a social agéitbért & Andrews, 1998; Kaufman, 2004; Tracy
et al., 2007). According to Gilbert (1998b), sharaa be either internal or external: while internal
shame is considered the internal dynamics of tifeasel how one judges oneself, as being
undesired, flawed, inadequate, inferior, or isaai@ilbert, 2003), external shame is considered
the experience of oneself as existing negativelhéminds of others, as having deficits, failures
or flaws exposed (Gilbert, 1997, 1998b).

Shame is a painful affect that has been linked aoyrpsychological symptoms, namely
anxiety, depression, and social anxiety symptomioith heterosexual (Candea & Szentagotai,
2013; Candea & Szentagotaitar, 2018; Elison, Lennon et al., 2006; Elison,d8utt al., 2006;
Kimetal., 2011; Tangney et al., 2007) and noretoestexual populations (Mereish & Poteat, 2015).
More specifically, external shame has been showetmore strongly associated with symptoms
of depression and social anxiety than internal sh§@éndea & Szentagotai, 2013; Candea &
Szentagotai-tar, 2018; Kim et al.,, 2011). The association beinweshame and distinct

psychological symptoms and disorders may rely am &ach person copes with their own feelings



of shame (Elison, Lennon, et al., 2006; ElisonpBuét al., 2006). Therefore, an important aspect
of the experience of shame is the way how an iddadi copes with, or defends against it (Elison,
Lennon, et al., 2006).

Nathanson (1992) argued that when facing the espesi and feelings of shame
individuals may adopt adaptive or maladaptive cogiyles (withdrawal, attack-self, attack-others,
and avoidance). A recent study showed that extshrahe has been significantly associated with
all maladaptive shame-coping styles (Paulo et28120). Similarly, Capinha et al. (2021) have
shown a stronger association between external shathall maladaptive shame-coping strategies,
most prominently withdrawal and attack-self. Indidn, the shame-coping style attack-self and
withdrawal have been associated with internaliziisgrders, while the shame-coping style attack-
other and avoidance have been associated witmaliteng disorders (Elison, Lennon, et al., 2006;
Vagos et al., 2018; Paulo et al., 2020). The ewdaiso shows that dysfunctional shame-coping
styles are positively associated with each othelr lsave shown their potential mediation effect

between external shame and psychological sympt@agsiiha et al., 2021; Paulo et al., 2020).

Sexual Minorities, Shame and Self-to-Self Relationships

Sexual minorities, persons with non-heterosexualuale orientation, appear to be
particularly vulnerable to the experience of sham¢hey may perceive themselves to be different
in the realm of sexuality (Johnson & Yarhouse, 30MYhen compared with heterosexual
individuals, non-heterosexual individuals also ap be at higher risk for some forms of
psychopathology (Herek & Garnets, 2007), such asetn depression, and social anxiety
(Bostwick et al., 2010; Cathey et al., 2014; Chhkrty et al., 2011). Evidence suggested that
among sexual minorities, shame has been strongbceted with psychological distress (Mereish
& Poteat, 2015).

In this specific context, Meyer (2013) identifieduf stress minorities processes (i.e.,
discrimination, perceived stigma, concealment, amdrnal homophobia) responsible for this
disparity, as they are related to an array of midmalth problems (Chang et al., 2020; Mahon et
al., 2021). Specifically, studies reported that -heterosexual individuals show high levels of
homophobic discrimination (Lund et al., 2020) withumatic and shaming characteristics (Seabra
et al., 2021), and more frequent experience ofsesiclusion (Scheer et al., 2020). In addition to
minority stress processes, recent research hastigaged some emotion regulation processes on
sexual minorities, such as rejection sensibildgkl of emotion awareness and clarity (e.g., Chang
et al., 2020; Mahon et al., 2021; Mereish et &18). However, to our knowledge, there is no data
regarding the association between internal shamhsl@mme-coping styles among heterosexual and

non-heterosexual individuals, or shame-coping stgleong non-heterosexual individuals.



The Present Study

Never in human history has been so much presspresent as socially attractive packages
(Gilbert, 1998a; Tracy et al., 2007). Hence, thalgtof shame is fundamental, not only in the
heterosexual population, but also among sexual nitie® as they may be exposed to increased
violence and stigma-related stress. Currently gtigeplenty of empirical evidence that links shame
to psychopathology. However, there is a lack oéaesh on the associations and processes behind
the potential influence of emotion regulation ps=s in the relation between shame and
psychopathology. To the best of our knowledge, astimned above, no studies investigated the

shame-coping styles in sexual minorities.

Therefore, the main goal of this study was to esgltie role of an emotion regulation
process (coping with shame) in the association éetwshame (internal and external) and
psychopathology (anxiety, depression, and socigkty), and to test if these associations differ
among heterosexual and non-heterosexual individiiliks specific goals of this study were: (1) to
compare both heterosexual and non-heterosexusldudis regarding internal and external shame,
dysfunctional shame-coping styles, and psychopadfyol(2) to analyze the association between
shame, shame-coping styles, and psychopathologtg (8st the mediation effect of dysfunctional
shame-coping styles in the association betweeneslaauh psychopathology; and (4) to examine if
sexual orientation moderates the hypothesized riediaFigure 1 graphically illustrates the
hypothesized moderated mediation model. Basedetitérature review, we expected that: (H1)
non-heterosexual individuals would report higherels of shame and psychopathology than
heterosexual individuals; given the lack of empikievidence, no hypotheses were made regarding
differences in dysfunctional shame-coping stylé#2)(shame and dysfunctional shame-coping
styles would be positively related to psychopathpjo(H3) dysfunctional shame-coping styles
would be significant mediators of the associatietwieen shame and psychopathology. Regarding
the moderated mediation, no specific hypothese® wieside as we are not aware of studies

examining shame-coping styles among sexual mieeriti

Figure 1
Moderated mediation model

Dysfuncional shame-
coping styles

Shame > N x = 4 g Psychopathology

Sexual orientation




Method

Participants

The sample of this study consisted of 346 Portuguekilts from the community, who
fulfilled the inclusion criteria of being over 18c&under 65 years old. Given the study’s aims, two
groups were created: Group 1 — heterosexual inailsdh = 231) and Group 2 — non-heterosexual
individuals @ = 115). Overall, participants had a mean age & 6ars $D= 10.3) and on average
completed 14 years of educati®)(= 2.6). Specifically, in Group 1, participants rechean age
of 26.7 years old§D= 10.9) and had completed on average 13.9 y8&rs @.6) of education. In
Group 2, participants were on average 25.5 ye2ibs=9.0) and had completed on average 14.2
years E§D = 2.7) of education. The majority of participamtere women, cisgender and single.

More detailed information about the two study greigopresented in Table 1.

There were no significant differences between thags in terms of age (262.62) = 1.08,
p = .280), educatiort (326) = -0.98p = .330) and occupationi(1) = 0.001p = .976). However,
the groups significantly differed in terms of gen¢jé (1) = 8.10p = .004), identity (> (1) = 13.52,
p < .001), marital statug{(1) = 9.25p = .002) and psychological counselling (1) = 18.54p <
.001). Overall, heterosexual participants were ntikedy of female gender and self-identifying as

cisgender and were less likely of not having angarand of being in psychological counseling.



Table 1
Participants’ sociodemographic characteristics

Group 1 — Group 2 — non-

Characteristics heterosexual heterosexual

individuals 1 = 231) individuals = 115)

n % n %

Gender
Female 191 82.7 76 66.1
Male 40 17.3 34 29.6
Prefered not to answser 0 0 1 0.9
Other 0 0 3 2.6
Gender identity
Cisgender 219 94.8 95 82.6
Transgender 6 2.6 7 6.1
Non-binary 0 0 10 8.7
Prefered not to answser 5 2.2 2 1.7
Other 0 0 1 0.9
Sexual orientation
Heterosexual 231 100 0 0
Gay 0 0 22 19.1
Lesbian 0 0 27 23.5
Bisexual 0 0 50 43.5
Pansexual 0 0 13 11.3
Prefered not to answser 0 0 2 1.7
Other 0 0 1 0.9
Marital status
Single 180 77.9 104 90.4
Married 42 18.2 7 6.1
Divorced 6 2.6 3 2.6
Widow 1 0.4 0 0
Prefered not to answser 2 0.9 1 0.9
Psychological treatment (yes) 24 10.4 33 28.7




Procedures

This study was part of a broader research promuised on emotional regulation and
mental health across sexual orientation. This stualy approved by the Ethics Committee of the
Faculty of Psychology and Educational Sciencef@liniversity of Coimbra. The study protocol
was developed on a web-based platform (LimeSurvel@yted on the host institution's website,
and its link was advertised through social netwgekg., Facebook) as well as services/associations
that work with non-heterosexual individuals. Thervitment of participants occurred between
February and April of 2021.

Before filling the set of questionnaires, all peiants were informed about the study's
aims, the inclusion criteria, the predicted timeatld filling, the benefits and risks of participagj
and the possibility to require the results of thedg. No associated risks or side effects were
accounted but information on psychological supfwoeis in case of experiencing any emotional or
psychological difficulties were also presented. Saguently, participants provided their informed
consent acknowledging the research’s purposesgplbatary participation, and all aspects related

to confidentiality and anonymity.

Measures

The research protocol included a sociodemographiestipnnaire developed by the
researchers and the European Portuguese versidhe gklf-report measures assessing shame
(internal and external), emotion regulation proessgoping with shame), and psychopathology
(anxiety, depression, and social anxiety). Theat®inographic form collected data concerning
age, gender, gender identity, sexual orientatioayital status, education, and occupation.
Participants were also asked if they were receipsyghological counselling at the moment of the

study participation.

The External and Internal Shame ScalEISS; Ferreira et al., 2020) is a self-report
instrument with 8 items, answered on a 5-pointeasp scale (0 = “never” to 4 = “always”),
assessing Internal (e.g., “I am unworthy as a pgysand External (e.g., “Other people see me as
not being up to their standards”) Shame. Each dsinaris composed by 4 items, considering the
following four core domains: Inferiority, ExclusipfEmptiness, and Criticism. Higher scores
denote increased levels of internal or externairghdn the original study (Ferreira et al., 2020),
the EISS demonstrated good internal consistencthfototal scaleo = .89) and for external and
internal shame subscales £ .80 anda = .82, respectively), as well as adequate conotiaed
discriminant validity. In this study, the Interraald External Shame subscales showed a very good

internal consistency in Group & € .86;a = .83) and in Group Z:(= .89;0 = .80).

The Compass of Shame Scalé€&oSS-5; Elison, Lennon, et al., 2006; Nathand&82;

European Portuguese Version: Capinha et al., 203%)designed to assess the five shame-coping
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styles described by Nathanson (1992), of which &marmaladaptive — Withdrawal (12 items; e.g.,
“I try not to be noticed”), Attack-self (12 items;g., “I criticize myself”), Attack-others (12 itemn
e.g., “| blame other people”), and Avoidance (Eiris; e.g., “I pretend | don’t care”) — and one
style is adaptive — Adaptive (10 items; e.g., “Whdrel lonely or left out, | talk to a friend”).
Participants answer the 58 items on a response saabing from 0 (“never”) to 4 (“almost
always”), with higher scores on a specific factudicating the predominant use of that shame-
coping style. In its original version, all subscatdhowed good reliability values ¢anging from
.74 to .91), good test-retest reliability and gamdhvergent and discriminant validity (Elison,
Lennon, et al., 2006). The Portuguese versionlsashowed good internal consistengyénging
from .79 to .90) and has confirmed its construdithity (Capinha et al., 2021). In this study, only
the four maladaptive subscales were used. The @obr alphas in Group 1 ranged from .71
(Avoidance) to .92 (Attack-Self) and in Group 2gad from .74 (Avoidance) to .93 (Attack-Self).

TheDepression, Anxiety and Stress S¢RIASS;Lovibond & Lovibond, 1995; European
Portuguese Version: Pais-Ribeiro et al., 2004) 24 -dtem scale designed to assess three factors,
namely Depression (7 items; e.g., “l could seeingtin the future to be hopeful about”), Anxiety
(7 items; e.g., “l was aware of the action of mathen the absence of physical exertion”) and
Stress (7 items; e.g., “I found it difficult to aef”). Participants are asked to answer their eepeg
of those symptoms over the past week on a 4-pegptanse scale (0 = “didn’t apply to me at all”
to 3 = “applied to me most of the times”). Highepes indicate greater negative affect. Every
subscale showed good internal consistency botheiotiginal and in the Portuguese version, with
Cronbach’s alphas ranging from .84 to .91 and fifhto .85, respectively (Lovibond & Lovibond,
1995; Pais-Ribeiro et al., 2004). In this study,oméy used Depression and Anxiety subscales, and
both revealed a good internal consistency. Groghdwed a Cronbach’s alphas of .90 for the
Depression subscale and of .89 for the Anxiety calles Group 2 showed a Cronbach’s alphas of

.92 for the Depression subscale and of .80 foAtaety subscale.

TheSocial Interaction Anxiety Scal8IAS; Mattick & Clarke, 1989; European Portuguese
Version: Pinto-Gouveia & Salvador, 2001) is a ¥wtself-report questionnaire that intends to
assess social anxiety in the interaction with ath€he items (e.g., “I have difficulty making eye-
contact with others”) are answered in a 5-poinpoese scale ranging from 0 (“not at all”) to 4
(“extremely”). A higher score denotes higher lewalanxiety in social interaction situations. Both
the original (Mattick & Clarke, 1989) and the Pgtiese version (Pinto Gouveia & Salvador, 2001)
showed excellent reliability, with Cronbach alplwis94 and .90, respectively. In this study, the
SIAS revealed a very good internal consistencyrou@ 1 ¢ = .95) and in Group 2x(= .94).



Data Analyses

Data were analyzed in the IBM SPSS, Version 25 (IBMp., 2017) and the models of
moderated mediations were tested through the PRGCER:ro to IBM SPSS (Hayes, 2018), a

computational tool for path analysis-based modenadind mediation analyses.

In order to analyze sociodemographic variablescrifstdve statistics (mean, standard
deviation, frequencies) were first performed. ThHfetences between study groups were analyzed
using Student-tests for continuous variables (age, educatiod)dri-square tests for categorical
variables (gender, gender identity, marital statesupation, psychological counseling). Before
inclusion in the models, sociodemographic variallese dichotomized (gender: 0 = Female; 1 =
Male; gender identity: 0 = cisgender; 1 = TGNCanggender and gender nonconforming people;
sexual orientation: 0 = heterosexual; 1 = non-lesttual; marital status: 0 = no partner; 1 = with
partner; occupation: 0 = nonstudent; 1 = studesyclpological counselling: 0 = without
psychological counselling; 1 = with psychologicatoselling). The group differences in the study
variables were determined by unadjusted multiva@aialysis of variance (MANOVA). To reduce
within-group error variance, three MANCOVAs werarad out with the group as independent
variable, shame, coping with shame and psychopaglidhdicators as dependent variables and
age, education, gender, marital status, occupadiot,psychological counseling as covariates in
the adjusted model. Although age, education andigaton showed no differences between
groups, they were integrated in the model as catesias these variables were significantly
correlated with the dependent variables. Part&lsguaredr,?) provided the estimate of the effect
size for the analyses of varianBarsoncorrelations were used to assess the associgiivwsen
the study variables. Point biserial correlationsrevased to assess the correlations between

dichotomous (e.g., gender) and continuous variables

A moderated mediation was conducted to test theehiodFigure 1 (Model 59; Hayes,
2018). Six moderated mediation models were estinateere internal and external shame were
the independent variable; the four shame-copingsiyvithdrawal, attack-self, attack-others, and
avoidance) were the mediators; and anxiety, dejpresmd social anxiety were the dependent
variable; group (heterosexual vs. non-heterosexuad)the moderator; and age, education, gender,
marital status, occupation, and psychological celimg were covariates. Due to the existence of
missing values in the covariates, the sample ingbed models was reduced to 308 individuals.
Prior to model estimation, products were mean cedt® reduce multicollinearity. The conditional
indirect effect was estimated using the bootstragpmrocedure, with 10000 resampling. In this
non-parametric procedure, confidence intervals Bias-Corrected and Accelerated Confidence
Intervals) were calculated, and the conditionalreat effect was considered significant if the valu

of zero was not within the range of the Cls. Estamaf conditional effects at the"1@ow), 50"



(medium), and 84 (high) percentiles of the moderator were generated probe interactions was

set at the .10 level.

Effect size measures were interpreted accordingaioen's classification (1988), which
considers partial eta squared values between @10#nas low, between .07 and .13 as average,
and from .14 as high. The magnitude of the coiiaiatwas considered very low if lower than .20,
low if between .21 and .39, moderate if betweenad® .69, strong if between .70 and .89, and
excellent if between .90 and 1 (Pestana & Gag2hos).



Results

Group comparisons

Table 2 presents the descriptive statistics ofstindy variables by group and the group
effects in an unadjusted and adjusted model. Inuthedjusted model, there was a significant
multivariate effect of group on shame (internal artérnal), Pillai's Trace = .06(2, 343) = 11.81,
p <.001ns% = .06, on coping with shame variables, Pillai'acer= .09F(4, 341) = 7.87p < .001,
ne? = .09, and on psychopathology variables, Pilltigce = .08F(3, 342) = 10.38p < .001,n,? =
.08. Subsequent univariate tests identified sigaift differences in all variables except for the
dimension attack-others (cf. Table 2). Overall, wisempared to heterosexual individuals, non-
heterosexual individuals presented higher leveistefnal and external shame, more dysfunctional

shame-coping styles, as well as increased psydnapagty.

In the adjusted model, and controlling for age,oadion, gender, status, occupation, and
psychological counseling, the results were the saBpecifically, there was a significant
multivariate effect of group on shame, Pillai's d&a .06,F(2, 299) = 9.30p < .001,n,? = .06,
coping with shame variables, Pillai's Trace = .B@4, 297) = 7.65p < .001,np? = .09, and
psychopathology, Pillai's Trace = .093, 2978) = 9.28p < .001,n,> = .09. Subsequent univariate
tests identified significant differences in all iedoles except for attack-others (cf. Table 2), with
non-heterosexual individuals presenting higher Ikewé all study variables when compared to

heterosexual individuals.



Table 2

Comparison of study variables between groups

Unadjusted Adjusted
Group 1 — Group 2 — non- Group 1 — Group 2 —
heterosexual heterosexual heterosexual non-heterosexual
individuals individuals F Np? individuals individuals F
Mean (SE) Mean (SE) Mean (SE) Mean (SE)
Internal Shame 4.9 (0.2) 6.9 (0.3) 23.50*** .06 012) 7.0 (0.4) 18.56*** .06
External Shame 5.6 (0.2) 6.9 (0.3) 12.35%** .04 oe) 7.1 (0.3) 12.34** .04
Withdrawal 21.9 (0.6) 26.7 (0.8) 23.62%** .06 22@6) 27.1 (0.9) 22.30*** .07
Attack-Self 21.7 (0.7) 26.8 (0.9) 19.88*** .06 226) 27.4 (1.0) 20.56*** .06
Attack-Others 12.4 (0.5) 13.3(0.7) 1.20 .00 1D.3) 13.5(0.7) 1.71 .01
Avoidance 20.6 (0.4) 23.0 (0.6) 11.67** .03 20.6400 22.9 (0.6) 9.04** .03
Anxiety 3.8(0.3) 5.8 (0.4) 17.83*** .05 3.8 (0.3) 5.8 (0.4) 15.41%** .05
Depression 5.2 (0.3) 8.0 (0.5) 23.42%*+* .06 5.33(0. 8.1 (0.5) 19.97*** .06
Social Anxiety 27.5 (1.0) 35.5(1.5) 19.7%** .05 271.1) 35.8 (1.6) 15.94*** .05

aMultivariate analysis of variance adjusted for agghjcation,

** p<.01; ** p<.001

gender, marital status, occupation pagdhological counseling.



Correlations between the study variables

Table 3 presents thBearsoncorrelations between the study variables by grdup
majority of associations were positive, moderatsttong and statistically significant. Among
heterosexual individuals, only the avoidance stpateas not significantly associated with internal
shame, depression, and social anxiety. Among neerdeexual individuals, avoidance was not
significantly correlated with internal shame, withdal, attack-self, and social anxiety.
Additionally, the shame-coping style attack-othenas not significantly correlated with internal

shame and depression.

Regarding the correlations between sociodemogragriables and the study variables,
among heterosexual individuals, the results shothatl age was significantly and positively
correlated with attack-others € .25,p < .001) and significantly and negatively correlateith
internal shamer(= -.24,p < .001), withdrawalr(= -.15,p < .05), attack-selfr(= -.20,p < .01),
anxiety ¢ =-.20,p < .01), depressiom € -.20,p < .01) and social anxiety € -.21,p < .01). This
indicated that older age was associated with higgwasls of attacking-other and lower internal

shame, withdrawal, attack-self, anxiety, depressaond social anxiety.

Gender was significantly and negatively correlatéth all the variables of the study,
except for attack-others and avoidance: internaigh(p, = -.25,p < .001), external shamey =
-.25,p < .001), withdrawalrs = -.32,p < .001), attack-selfrf, = -.25,p < .001), anxietyre, = -
19, p < .01), depressionrgp = -.21,p < .01) and social anxietyf = -.15,p < .05). These
correlations indicated that women showed greateeldeof internal shame, external shame,

withdrawal, attack-self, anxiety, depression, ancla anxiety.

Marital status was significantly and positively idated with attack-othersp, = .23,p <
.001) and significantly and negatively correlatethvinternal shamerf, = -.18,p < .01), attack-
self (rpp = -.15,p < .05) and social anxietyy, = -.13,p < .05). Specifically, individuals with partner
showed greater levels of attack-others and lowezldeof internal shame, attack-self and social

anxiety.

Occupation was significantly and positively cortethwith internal shame§ = .20,p <
.01), withdrawal i(;p = .18, p < .01), attack-selfrgy = .28,p < .001), anxietyrp, = .14,p < .05),
depressionrg, = .15,p < .05) and social anxiety, = .19,p < .01) and significantly and negatively
correlated with attack-others,{ = -.18,p < .01). These correlations indicated that studsmbsved
greater levels of internal shame, withdrawal, &tself, anxiety, depression, and social anxiety and

lower levels of attack-others. Education was nebeaited with any of the study variables.

Finally, psychological counseling was significardiyd positively correlated with internal

shamei(, = .22,p < .01) and anxietyr g = .13,p < .05) and significantly and negatively correlated



with avoidancerg, = -.14,p < .05). Specifically, individuals in psychologiaaunseling showed

greater levels of internal shame and anxiety angitdevels of avoidance.

Among non-heterosexual individuals, age was sigaifily and negatively correlated with
attack-self ( = -.19,p < .05), anxietyr(= -.26,p < .01), depression € -.22,p < .05), and social
anxiety ¢ = -.23,p < .05). These correlations indicated that youngeividuals showed greater
levels of attack-self, anxiety, depression, andat@nxiety. Gender was not associated with any

of the study variables.

Education was significantly and negatively corredhwvith external shame € -.26,p <
.01), anxiety (= -.23,p < .05) and social anxiety € -.23,p < .05). Specifically, individuals with

less years of education showed greater levelstefred shame, anxiety, and social anxiety.

Occupation was significantly and positively cortethwith internal shame % = .30,p <
.01), external shamep( = .29,p < .01), withdrawal @ = .36,p < .001), attack-selfrf, = .37,p <
.001), depressiomf = .27,p < .01) and social anxietyy = .38,p < .001). These correlations
indicated that students showed greater levelstefnal and external shame, withdrawal, attack-

self, depression, and social anxiety.

Psychological counseling was significantly and pesly correlated with depression.
= .19,p < .05). Specifically, individuals in psychologicabunseling showed greater levels of

depression.
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Table 3

Correlations between the study variables by group

Variables 1 2 3 4 5 6 7 8 9
1. Internal Shame - B1H** B9*** L 2T7H** .06 H53H** .B4%** LB2%**
2. External Shame T3 - B3*** BT7H** 37 13 A5*** A5*** S7H**

3. Withdrawal T3 B9*** - 84x** AG*** .30%** AGrx* H3H** 5g***

4. Attack-Self VA ki B7*** .80*** - A6*** .30%** ABH** S5*** H5Q***
5. Attack-Others A4 34k** .26** 31** - 28*** e 2T7H** 30%**

6. Avoidance .10 .20* A3 15 31 - 3% A3 A1
7. Anxiety 37 B Hw* AQF** S Hw* 21* L35%** - 70*** L39%**
8. Depression .68*** 55*** S7H** B3*** A7 21* oY Rl - N R
9. Social Anxiety .66*** H5Q*** 76%** B7*** 22* .04 N A8*** -

Note Correlations for heterosexual individuats{231) are shown above the diagonal; correlationaon-heterosexual individuals € 115) are shown

below the diagonal.
*p<.05.*p<.01. ** p<.001.
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Moderated mediation: Indirect effects of dysfunctional shame-coping styles in the

association between shame and psychopathology, with sexual orientation as moderator

Overall, all tested models were non-significanttfee moderated mediation (cf. Table 4).

However, some significant mediations and moderatiorspecific paths were found.

Regarding mediations, some significant conditionadlirect effects were found.
Specifically, there was a significant indirect etféhrough the shame-coping style withdrawal on
the association between internal shame and angietdel 1) only among non-heterosexual
individuals 8 = 0.28, 95% CI = [0.04, 0.56]), on the associabetween internal shame and social
anxiety (model 3) for both heterosexuBl#£ 0.80, 95% CI = [0.18, 1.58]) and non-heterosexua
individuals B = 1.69, 95% CI = [0.95, 2.55]), and in the asstimmbetween external shame and
social anxiety (model 6) for both heterosexul< 0.83, 95% CI = [0.27, 1.61]) and non-
heterosexual individualsB(= 2.03, 95% CI = [1.11, 3.30]). This showed thatoag non-
heterosexual individuals the association betwetsrrial shame and anxiety was only significant
through the shame-coping style withdrawal. Morepaerong heterosexual and non-heterosexual
individuals the association between internal antereal shame and social anxiety was only

significant through the shame-coping style withdabw

Additionally, the shame-coping style attack-selhwikd a significant indirect effect on the
association between external shame and depressamte( 5) only among heterosexual individuals
(B = 0.22, 95% CI = [0.01, 0.49]). This result shotat among heterosexual individuals the
association between external shame and depressisromly significant through shame-coping
style attack-self. The remaining models did notvglsgnificant indirect effects of shame-coping
styles between shame and psychopathology. Thefisaymti and non-significant conditional

indirect effects are presented in Table 5.
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Table 4

Moderated mediations effects of shame on psycholoah

Moderated Mediations

Index SE 95% ClI Index SE 95% ClI

Model 1 Model 4

IS &> Withdrawal> Anxiety 0.27 0.16 [-0.04, 0.60] ES Withdrawal> Anxiety 0.12 0.18 [-0.18,0.52]
IS > Attack-Self> Anxiety 0.15 0.16 [-0.19, 0.46] ES Attack-Self> Anxiety -0.06 0.16 [-0.40, 0.21]
IS > Attack-Others> Anxiety -0.06 0.04 [-0.14, 0.02] ES Attack-Others> Anxiety -0.07 0.07 [-0.19, 0.07]
IS & Avoidance~> Anxiety 0.003 0.03 [-0.07, 0.07] E3 Avoidance> Anxiety 0.04 0.04 [-0.02,0.14]
Model 2 Model 5

IS &> Withdrawal-> Depression 0.09 0.20 [-0.27,0.50] ES Withdrawal-> Depression 0.10 0.21 [-0.31,0.53]
IS > Attack-Self-> Depression 0.03 0.22 [-0.42,0.43] ES Attack-Self-> Depression 0.01 0.19 [-0.37,0.37]
IS &> Attack-Others> Depression -0.04 0.05 [-0.16, 0.05] ES Attack-Others> Depression -0.08 0.10 [-0.28,0.10]
IS & Avoidance~> Depression 0.002 0.03 [-0.06, 0.05] ES Avoidance> Depression 0.03 0.04 [-0.04,0.11]
Model 3 Model 6

IS - Withdrawal-> Social Anxiety 0.90 0.54 [-0.18,1.92] ES Withdrawal> Social Anxiety 1.20 0.66 [-0.03, 2.57]
IS > Attack-Self-> Social Anxiety -0.17 0.58 [-1.42,0.87] ES Attack-Self-> Saocial Anxiety -0.08 0.52 [-1.21,0.82]
IS &> Attack-Others> Social Anxiety -0.08 0.14 [-0.34, 0.22] ES Attack-Others> Social Anxiety 0.07 0.23 [-0.32,0.58]
IS & Avoidance~> Social Anxiety -0.004 0.06 [-0.11, 0.15] ES Avoidance> Social Anxiety -0.05 0.09 [-0.25,0.11]

IS: Internal Shame

ES: External Shame
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Table 5

Conditional indirect effects of shame on psychoplatiy

Mediations
Group 1 — heterosexual individuals Group 2 — non-herosexual individuals
B SE 95% ClI B SE 95% ClI

Model 1
IS &> Withdrawal> Anxiety 0.01 0.09 [-0.15, 0.20] 0.28 0.13 [0.04, 0.56]
IS > Attack-Self-> Anxiety 0.07 0.10 [-0.13, 0.27] 0.22 0.13 [-0.0747]
IS &> Attack-Others> Anxiety 0.05 0.04 [-0.01, 0.13] -0.003 0.02 [-0.0404]
IS = Avoidance~> Anxiety 0.001 0.01 [-0.02, 0.02] 0.01 0.03 [-0.007]
Model 2
IS &> Withdrawal> Depression 0.09 0.11 [-0.16, 0.29] 0.19 0.16 [-0.13, 0.51]
IS > Attack-Self-> Depression 0.02 0.13 [-0.24, 0.28] 0.04 0.17 [-0.33, 0.36]
IS &> Attack-Others> Depression 0.05 0.05 [-0.02, 0.16] 0.01 0.03 [-0.03, 0.07]
IS - Avoidance—> Depression 0.001 0.01 [-0.02, 0.02] 0.003 0.02 [-0.06, 0.05]
Model 3
IS = Withdrawal-> Social Anxiety 0.79 0.35 [0.18, 1.58] 1.69 0.41 [0.95, 2.55]
IS &> Attack-Self-> Social Anxiety 0.27 0.41 [-0.45, 0.873] 0.10 0.41 [-0.74, 0.88]
IS > Attack-Others> Social Anxiety 0.15 0.11 [-0.07, 0.367] 0.07 0.09 [-0.07, 0.26]
IS = Avoidance~> Social Anxiety -0.003 0.03 [-0.08, 0.05] -0.01 0.06 [-0.11, 0.13]

IS: Internal Shame
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Table 5

Conditional indirect effects of shame on psychoplatly (continuation)

Mediations

Group 1 — heterosexual individuals

Group 2 — non-Herosexual individuals

B SE 95% ClI B SE 95% ClI
Model 4
ES > Withdrawal-> Anxiety 0.06 0.09 [-0.10, 0.25] 0.18 0.15 [-0.0664]
ES-> Attack-Self-> Anxiety 0.15 0.10 [-0.03, 0.35] 0.09 0.13 [-0.2130]
ES-> Attack-Others> Anxiety 0.05 0.05 [-0.03, 0.15] -0.02 0.05 [-0.0110]
ES > Avoidance> Anxiety 0.002 0.01 [-0.02, 0.03] 0.05 0.04 [-0.0214)
Model 5
ES > Withdrawal-> Depression 0.18 0.12 [-0.05, 0.42] 0.28 0.17 [-0.06, 0.63]
ES > Attack-Self-> Depression 0.22 0.12 [0.01, 0.49] 0.23 0.15 [-0.06, 0.53]
ES > Attack-Others> Depression 0.05 0.06 [-0.05, 0.17] -0.03 0.08 [-0.19, 0.12]
ES > Avoidance—> Depression -0.01 0.01 [-0.04, 0.02] 0.03 0.03 [-0.04, 0.10]
Model 6
ES-> Withdrawal-> Social Anxiety 0.83 0.34 [0.27, 1.61] 2.03 0.57 [1.11, 3.30]
ES—> Attack-Self-> Social Anxiety 0.44 0.37 [-0.23, 1.22] 0.36 0.39 [-0.51, 1.04]
ES > Attack-Others> Social Anxiety 0.11 0.13 [-0.18, 0.36] 0.18 0.19 [-0.13, 0.60]
ES-> Avoidance> Social Anxiety -0.03 0.05 [-0.14, 0.04] -0.08 0.08 [-0.27, 0.04]

ES: External Shame
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Regarding the moderations, in the association mtwbhame and shame-coping styles, the
interaction between internal shame and sexual tatien had a significant effect only on attack-
others B=-0.53,p=.017), in model 1, 2 and 3. The results showatlahly among heterosexual
individuals, higher levels of internal shame wessaziated with higher levels of attack-othdss (
= 0.80,p < .001). Among non-heterosexual individuals th&es no association between internal
shame and attack-otheB £ 0.27,p = .132) (see Figure 2).

Figure 2
Moderating role of sexual orientation in the assd@n between internal shame and the shame-
coping style Attack-others

Internal Shame

B =0.80, p<.001

B=0.27,p=.132

e Heterosexual

Shame-Coping Style: Attack-Others
o

Non-heterosexual

Regarding the association between shame-copingsstghd psychopathology, two
significant interactions were found. First, theenaiction between the shame-coping style avoidance
and sexual orientation had a significant effectaaoriety 8 = 0.15,p = .046), in model 4. Only
among nhon-heterosexual individuals a significarfieafwas found. Among non-heterosexual
individuals, higher levels of avoidance were assteci with higher levels of anxiet &£ 0.16,p =
.006). In contrast, among heterosexual individubkse was no association between avoidance and
anxiety 8 = 0.01,p = .753) (see Figure 3). Second, the interactiawéen withdrawal and sexual
orientation had a significant effect on social &txiB = 0.62,p =.036), in model 6. In both groups
a significant effect was found, and higher levdlsvibhdrawal were associated with higher levels
of social anxiety. For lower levels of withdrawaltbrosexual individuals had higher levels of social
anxiety when compared to non-heterosexual indivgl(#= 0.53,p = .003). However, when the
levels of withdrawal were higher, non-heterosexundividuals had higher levels of social anxiety
when compared to heterosexual individu@s=(1.15,p < .001) (see Figure 4).
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Figure 3
Moderating role of sexual orientation in the assticin between the shame-coping style Avoidance

and anxiety
; Shame-Coping Style: Avoidance
6
5 B =0.16, p =.006
%‘ 4 = B=0.01, p=.753
2
< 3
2
1 e Heterosexual
Non-heterosexual
0
Figure 4

Moderating role of sexual orientation in the assdicin between the shame-coping style
Withdrawal and social anxiety
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Regarding the association between shame and pstiodpgy, two significant
interactions were found. First, the interactionAzsn internal shame and sexual orientation had a
significant effect on anxietyB(= -0.66,p < .001), in model 1. Only among heterosexual iitdials
a significant effect was found. Specifically, amohegterosexual individuals, higher levels of
internal shame were associated with higher leveengiety 8 = 0.44,p < .001). Among non-
heterosexual individuals the association betwetamnial shame and anxiety was not significént (
=-0.23,p=.121) (Figure 5). Second, the interaction betwae>dernal shame and sexual orientation
had a significant effect on social anxieB/ % -1.38,p = .027), in model 6. Among heterosexual
individuals, higher levels of external shame wesgoaiated with higher levels of social anxiéy (
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= 1.42,p < .001), while among non-heterosexual individubkre was no significant association
between external shame and social anxiBty 0.04,p = .941) (Figure 6).

Figure 5
Moderating role of sexual orientation in the assticin between internal shame and anxiety

Internal Shame
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Figure 6
Moderating role of sexual orientation in the assticn between external shame and social anxiety
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Discussion

The goal of the present study was to investigageriadiating role of shame-coping styles
in the association between (internal and extesta)ne and psychopathology (anxiety, depression,
and social anxiety), and whether these associatiangdd differ among heterosexual and non-
heterosexual individuals. Our main findings showleat non-heterosexual individuals reported
higher levels of shame (internal and external)@swthopathology, as well as a greater use of self-
directed shame-coping styles (withdrawal, attadk-sexd avoidance). No differences in other-
directed shame coping style (attack-others) wanadoAdditionally, in both groups, the pattern of
associations between shame, shame-coping stylegsgntiopathology indicated that shame was
positively associated with psychopathology, and thithdrawal and attack-self presented the
strongest associations with psychopathology. Thanghcoping style withdrawal had the most
consistent mediating effect in the association betwshame and psychopathology. Overall, in this

study, sexual orientation does not moderated amiyeofiypothesized mediations.

The similar results between the unadjusted andstjumodels in group comparisons
showed that there were differences even when dongydor the covariates. In accordance with
our expectations (H1), and in line with previousdfings, non-heterosexual individuals presented
higher levels of internal and external shame, dsagehigher psychopathology than heterosexual
individuals. Higher levels of shame among non-teetexual individuals could be related to a great
number of factors. For example, and consideringntiveority stress conceptual model (Meyer,
2013), it is known that minority stress processehas internalized homophobia, family rejection
and concealment are positively related to shamedigle et al., 2020; Mereish & Poteat, 2015;
Sherry, 2007), and may increase the experiencetbf internal and external shame among this
population. Additionally, recent findings highligitt the potential traumatic effects of the exposure
to stigma-related violence and its associationgbdr levels of shame (Scheer et al., 2020; Seabra
et al., 2021). The higher levels of psychopathol@gy, anxiety, depression, and social anxiety)
among non-heterosexual individuals are also candistith findings of multiple empirical studies
(e.g., Bostwick et al., 2010; Cathey et al., 20CHhakraborty et al., 2011) that showed that non-
heterosexual individuals had poorer mental outcombis result may also be understood within
the minority stress model (Meyer, 2013), which coers a set of social stressors that most non-
heterosexual individuals face (i.e., discriminatiperceived stigma, concealment, and internal
homophobia) and that negatively impact their menéallth (e.g., Chang et al., 2020; Gonzales &
Henning-Smith, 2015; Mahon et al., 2021).

In the present study, a novel finding was that heterosexual individuals showed a greater

use of dysfunctional shame-coping styles when coeth#o heterosexual individuals (except
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shame-coping style attack-others). Understandisfueigtional shame-coping styles as emotional
regulation strategies, this result is in line vile two studies that compared heterosexual and non-
heterosexual individuals in terms of emotion retiofa and that demonstrated that sexual
minorities reported significantly higher levelserhotion regulation deficits (Gillikin et al., 2021;
Hatzenbuehler et al., 2018). A possible explandborthis result may be that more difficulties in
regulating unconformable emotions such as shamefatditate the use of dysfunctional shame-
coping styles. For example, and among non-hetevaderdividuals, Pachankis et al. (2015)
suggested that early exposure to socially rejecéngironments may contribute to greater
difficulties regulating one’s emotions when copwgh distress. Hence, in future studies, the
hypothesis that emotion regulation deficits in s#xminorities may be predicted by negative
characteristics in earlier environments would beergsting to explore. Additionally, the only
shame-coping style that was not significantly défa between non-heterosexual and heterosexual
individuals was attack-others (i.e., the potentiah recognition of the experience of shame and
physical or verbal attack to others). Taken togetiwr results suggest that there are differences i
shame-coping styles that seem more self-directétidrawal, self-attack, and avoidance) and no
differences in the other-directed shame-copingest$pecifically, in the presence of shame, non-
heterosexual individuals might resort to more déekcted shame-coping styles. In addition, coping
with shame trough attacking others is not consistéth the use of other shame-coping strategies
which they tend to use more, namely hiding fromghameful situation (i.e., withdrawal), turning
the anger inwards (i.e., attack-self) and miningzihe shameful experience (i.e., avoidance)
(Elison, Lennon, et al., 2006). Future studies wdid valuable to clarify if this pattern also occur

in other groups.

As predicted in our second hypothesis, and for Ihatterosexual and non-heterosexual
individuals, higher shame and more dysfunctionahs#coping styles were positively associated
with psychopathology. This pattern of associat®ednsistent with previous findings showing that
higher levels of shame are related to lower mdmgalth outcomes in both heterosexual (Candea
& Szentagotai, 2013; Candea & Szentagotdall, 2018) and non-heterosexual individuals
(Mereish & Poteat, 2015). Recent empirical studieswed that higher levels of dysfunctional
shame-coping styles are also associated with hilglvets of psychopathology (Capinha et al.,
2021; Paulo et al., 2020). This result suggestspygchopathology is not only related to increased
feelings of inadequacy and unattractiveness (n&rnal shame) and to the experience of existing
negatively in the mind of others (i.e., externarsie), but also related shame-coping strategies
derived from the (non) acknowledgement of the shaxgerience. Regarding the association
between (internal and external) shame and psycholoafy, positive, moderate, and significant
associations were found in both study groups. Qoimog the association between shame-coping
styles and psychopathology, the shame-coping swyilissirawal and attack-self showed positive,

moderate, and significant associations with psyatfagogy in both groups, which is consistent
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with the pattern observed in the literature (Capieth al., 2021). In contrast, attack-others and
avoidance showed mostly small or non-significantelations with psychopathology. The latter
showed the lowest associations with psychopathaloggth groups. This result was not surprising
and may be related to the denial aspect of avoaéakison, Lennon, et al., 2006). Specifically,
avoidance motivation is to suppress feelings oimghand has been associated with reduced
awareness of psychopathological symptoms (Elisemnbn, et al., 2006; Vagos et al., 2019).
Another potential explanation for this result iattthe sample of the present study was not a alinic
one. Therefore, the same study in clinical samptegd have produced a different result, since
psychopathology is related to more generalizedepsgtof avoidance or denial (Conklin et al.,
2015).

Our third hypothesis was partially supported, ahdvawal and attack-self were significant
mediators of some associations between shame gundqgpathology, which did not happen with
attack-others and avoidance. One potential exptamet that withdrawal and attack-self share the
acceptance of the shame message, thus exposisgltitirectly to negative affect (Elison, 2019;
Elison, Lennon, et al., 2006), while attack otharel avoidance do not. Another potential
explanation may be related to the fact that we asessed internalizing symptomatology (anxiety,
depression, and social anxiety) in the presentystievious findings showed that withdrawal and
attack-self were related to both internalizing amternalizing disorders (Paulo et al., 2020), while
attack-others and avoidance were only related terealizing disorders (Elison, Lennon, et al.,
2006; Paulo et al., 2020). In fact, and considetirgabovementioned associations, attack-others
and avoidance were the shame-coping styles thateshthe lowest association with shame and

psychopathology.

In the present study, and regarding the mediationdjoth study groups, withdrawal
showed a significant indirect effect in the assbarabetween (internal and external) shame and
social anxiety. This result suggests that the agBoo between shame and social anxiety seems to
happen through the shame-coping style withdrawaglecHcally, individuals’ feelings of
inadequacy and unattractiveness (i.e., internainshand of existing negatively in the mind of
others (i.e., external shame) are associated nitteased fear of negative evaluation from others
(i.e., they present higher social anxiety) throbgling from the shameful situation. This result is
in accordance with Elison (2019), who stated thigthdvawal is linked to social anxiety given the
self-chosen isolation and with the models of ayxigtcluding Clark and Wells’ (1995) model of
social anxiety, which stated that social anxietyelated to, and maintained through avoidance and
safety seeking behaviors such as hiding. Givemwareness of one’s discomfort, and of shameful
actions (Elison, Lennon, et al., 2006), hiding dthdrawal from the situation might act as a
defensive drive to prevent criticism and exclusibnerefore, the resort to this shame-coping style

may decrease the discomfort, at least in the shortand prevent the possibility of disconfirmation
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of beliefs about the negative evaluation of otheerd, consequently, might maintain the fear of

negative evaluation from others.

In addition, and only among non-heterosexual irtligls, withdrawal showed a significant
mediation effect in the association between inteshame and anxiety. Particularly, this mediation
suggests that the feelings of inferiority and waativeness (i.e., internal shame) are associated
with higher levels of anxiety when individuals aokrledge the shame experience and hide from it
(i.e., withdrawal), which may be particularly pramant for non-heterosexual individuals. Indeed,
among sexual minorities, hiding from a shame expee might be associated with concealment,
which is the decision to hide from what gives tisestigma (Meyer, 2003), and it is common in
this population. For example, Johnson and Yarh¢R6&3) stated that those with concealable
stigmas had a self-perception of being unique affdreint and that this feeling was related to
anxiety. Furthermore, Meyer (2013) stated that egpees of sexual orientation violence were
likely to increase vigilance (fear possible negatewents), and expectations of rejection, that are

naturally linked to anxiety.

Moreover, only among heterosexual individuals, eheas a significant indirect effect in
the association between external shame and depmeébsough attack-self (i.e., acknowledging the
shame experience and turning anger inward). Thieidgsonal shame-coping style attack-self has
been associated with self-criticism (Capinha t28121; Elison, Lennon, et al., 2006; Vagos et al.,
2018) and prior studies demonstrated a strong st between shame, self-criticism, and
depression among heterosexual (Campos et al., 46&0g & Turner, 2015) and non-heterosexual
individuals (Puckett et al., 2015). Gilbert andniso(2009) demonstrated that the experience of
existing negatively in the mind of others (i.e.tegral shame) can be associated with a defensive
internalized shame in which there is an identifaatvith the mind of the other and the person self-
criticizes. In addition, internalized shame is assed with depression (Gilbert & Irons, 2009).
Therefore, this result among heterosexual indivglisaconsistent with the theory and the empirical
findings. Contrarily, this result did not occur amgonon-heterosexual individuals. However, the
pattern was similar. It is possible that the smadiee of the group may have accounted for this

result. Future studies with larger samples of netetosexual individuals would be of value.

Regarding the moderations of sexual orientationgereral pattern was found. However,
some significant interactions were found, which discussed below. Regarding the association
between shame and shame-coping styles, and onlggaheterosexual individuals, higher levels
of internal shame were associated with higher seg€httack-others. To our knowledge, no other
study has examined the association between intehraahe and shame-coping styles. However,
examining the associations among internal and eateshame and the shame-coping style attack
others in both groups, it seems that among hetenaseéndividuals internal and external shame

were associated with the shame-coping style atélodérs, while among non-heterosexual
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individuals attack-others was only associated witernal shame. This result might suggest that
non-heterosexual individuals might resort to offeame-coping styles to deal with internal shame
and to attack-others only when they perceive they exist negatively in the minds of others. This
different pattern may be associated with the higlgrerience of stigma (Meyer, 2013) and
rejection sensitivity (Mahon et al., 2021) in whiséxual minorities are confronted with the way
that they appear in the mind of others and with éxpectations of rejection. In contrast,
heterosexual individuals seem to resort to oth@m&hcoping styles regardless of feelings of
inferiority and unattractiveness or of the percaptdf existing negatively in the minds of others.
Given the novelty of these results, future studgscifically focused on internal shame would be

warranted.

Regarding the association between shame-copingsstyld psychopathology, only among
non-heterosexual individuals, higher levels of daoce were associated with higher levels of
anxiety. This association suggests that non-hetguad individuals facing an experience of shame
related to sexual orientation, might resort to mization of the shame experience (i.e., avoidance)
to remain in the group, to decrease conflict amaicashame. This motivation may increase feelings
of appearing negatively in the mind of others aathforce a nondisclosure and concealment
behavior that was previously associated with higgngls of anxiety (Johnson & Yarhouse, 2013).
The resort to shame-coping style avoidance mayaalstiibute to a negative reaction of others, as
it may be perceived as a passive-aggressive bet{&lison, 2019) and naturally increase anxiety
levels. In contrast, among heterosexual individuadssignificant association was found between

avoidance and anxiety.

Still in the relationship between shame-copingestydnd psychopathology, we found that
sexual orientation moderated the association betwabdrawal and social anxiety. In fact, in both
groups’ higher levels of withdrawal were associatgt higher levels of social anxiety. However,
the magnitude of the association was more prona@laceng non-heterosexual individuals. This
result is not entirely surprising and might be tediato the fact that non-heterosexual individuals
may have to make greater efforts to hide (i.e.hdvitwal) a shameful situation, which is highly
related to what happens in social anxiety, as ptsly mentioned (Clark & Wells, 1995).
Additionally, this result might be associated wiitle sensitivity to rejection that non-heterosexual
individuals might develop due to the experiencedafcrimination over sexual orientation
(Feinstein, 2019). Contrarily, heterosexual indiits do not feel the need to hide their sexual
orientation and consequently do not encounteratiditional stress. This result was also in line
with the stronger association between withdrawal aacial anxiety among non-heterosexual
individuals ¢ = .76), and the results that suggest that in fesific group hiding (i.e., withdrawal)
has a central role in the effect of shame on sagialety. Moreover, these results are consistent

with a recent study that revealed that the expeegmf discrimination were indirectly associated
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with social anxiety via increased rejection sewmsiti(i.e., anxious expectations of rejection based
on one’s sexual minority status) (Mahon et al., Y0l addition, rejection sensitivity encompasses
both cognitive (expectations of rejection) and etifee (anxiety related to rejection) mechanisms

that closely map on to maintenance factors of $acisety (Wong & Rapee, 2016).

Finally, regarding the moderator effect of sexuaemation in the association between
shame and psychopathology, two significant modamatiemerged. Only among heterosexual
individuals, higher levels of internal shame wessagiated with anxiety and higher levels of
external shame were associated with higher leveds@al anxiety. Although we cannot compare
our results with other studies, which to the béstus knowledge did not associate these variables
(and particularly internal shame), we neverthelasse possible explanations for these findings,
both based on the possible effect of shame-copyhgss On one hand, in the mediational analysis,
we found that only among non-heterosexual indivslirsternal shame had an indirect effect in
anxiety through withdrawal. On the other hand, @itih the effect of external shame on social
anxiety was mediated by withdrawal in both groupiss effect was stronger among non-
heterosexual individuals. We therefore suggestttieeffect of internal shame on anxiety and of
external shame on social anxiety was not found gnmon-heterosexual individuals due to the
potential larger effect that withdrawal seems terexn these association (i.e., internal shame and
anxiety; external shame and social anxiety) amamgheterosexual individuals. The aforesaid
stronger association between withdrawal and sa@ciglety among non-heterosexual individuals
also seems to corroborate this finding. Future istuthspecting more comprehensively these

associations would be of value.

Limitations, contribution, and future directions

Some limitations should be taken into account wihégrpreting these results. Regarding
the study sample, there are three main limitattenacknowledge. First, the present study was
conducted in general population and therefore #ermlization of the reported findings to a
clinical population is limited. Second, the sampdéed only on Portuguese participants, which
limits the generalization of the reported findingother cultural contexts. Third, the imbalance in
the study groups is also a limitation, as the dladmmple comprised less non-heterosexual
individuals and there was not an equal represemntaif all non-normative orientations. Future
studies could examine if the reported differencesrewreplicated in a clinical sample of
heterosexual and non-heterosexual individuals amtiffierent cultural contexts. Furthermore, the
sample was recruited by convenience and thougtbabased survey; online surveys are related to
population selection bias (i.e., self-selected dajnwhich does not offer representation to be more
easily generalizable. The filing of the survey aced during the covid-19 pandemic and therefore

the effects of the impact of the pandemic shoulehzeen controlled for. In addition, the current
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work relied only on self-report questionnaires, ehiare prone to several biases (e.g., social
desirability, experiential avoidance, or gendeerobmpliance). Therefore, future studies could
investigate the effect of shame and ways of copittiy shame in the levels of psychopathology in
older and less schooled community samples. Thes-@®stional nature of the study is also a
limitation, as it does not allow for statements @tibe causality. Prospective longitudinal studies
would be important to investigate if and how shameé shame coping strategies predict symptoms
or psychological disorders. Finally, and regardim@ specific measure of this study, although the
EISS (internal and external shame) validation s(@yreira et al., 2020) addressed the concurrent
validity, shame is a multidimensional construct aider content areas besides the four core
domains assessed (Inferiority/Inadequacy, Exclydtomptiness and Criticism) may be relevant to

consider.

Despite these limitations, this study offers anonmgnt theoretical contribution to the field
as it is the first study to explore the associabietween internal shame and shame-coping styles in
heterosexual and non-heterosexual individuals,edsas the study of shame-coping styles among
non-heterosexual individuals. This study provideslitonal robustness to the research that
associated shame and psychopathology in heterdsaxdanon-heterosexual individuals, and to
the recent research on shame-coping styles. Particuthe present study: (1) proves the group
differences regarding levels of shame; (2) is tinst fstudy showing how internal shame is
associated with shame-coping styles and psychdpathin heterosexual and non-heterosexual
individuals; (3) adds to the literature that shasoping styles are associated with psychopathology
also in non-heterosexual individuals; (4) showsugrdifferences only regarding the use of self-
directed shame-coping styles; (5) demonstrates wheéitdrawal and attack-self mediate the
association between shame and psychopathologyferatit ways in both groups; (6) and shows
that sexual orientation may play a role in certasociations. Given the influence of shame-coping
styles in the association of shame and psychopagiiothis process may be an important target in
the mental health assessment and clinical pradtfeemost important results to consider in clinical
practice are: (1) withdrawal and attack-self wéethame-coping styles with stronger association
with psychopathology; (2) withdrawal showed a medgeffect between (internal and external)
shame and social anxiety among both groups; (3)dnatval exhibited a prominent role in the
association between internal shame and anxiety gmom-heterosexual individuals; (4he
association between external shame and depresdiontdccur through attack-self, at least among
non-heterosexual individuals; (5) attack-others wedated to both internal and external shame
among heterosexual individuals and only to exteshalme among non-heterosexual individuals;
(6) avoidance was associated with anxiety amonghaberosexual individuals; (7) withdrawal was
associated with social anxiety in both groups, tmare pronounced among non-heterosexual

individuals.
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As the study of shame, shame-coping styles, amthpgathology among sexual minorities
is novel, further research is much needed, asiltiqmositively contribute to a greater understagdin
of the results reported herein. Some areas ofdstenay be the study of other variables that may
contribute to the higher levels of shame found erusl minorities, such as religious identity
(Sherry et al., 2010), the study of other emotiargllation processes in the association between
shame and psychopathology, as well as the stutheadssociations between shame-coping styles

and externalizing symptomatology in non-heteroskxdaviduals.
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Annexes

Direct effects between shame and psychopathology

Group 1 — heterosexual individuals

Mediations

Group 2 — non-Herosexual individuals

Model 1

IS > Anxiety

Model 2

IS > Depression
Model 3

IS = Social Anxiety
Model 4

ES > Anxiety
Model 5

ES > Depression
Model 6

ES—> Social Anxiety

0.44

0.63

1.55

0.26

0.12

1.42

SE

0.11

0.13

0.37

0.11

0.13

0.35

p

<.001

<.001

<.001

.015

.356

<.001

95% Cl

[0.21, 0.66]

[0.38, 0.89]

[0.81, 2.28]

[0.05, 0.48]

[-0.13, 0.37]

[0.73, 2.10]

B

-0.23

0.66

0.76

0.25

0.33

0.04

SE

0.15

0.17

0.48

0.16

0.18

0.51

p 95% ClI

121 [-0.52, 0.06]

<.001 [0R98]

118 [-0.19, 1.10]

105 [-0.05, 0.56]

076 [-0.04, 0.69]

941 [-0.96, 1.04]

IS: Internal Shame; ES: External Shame
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