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ABSTRACT

Introduction: Trans people tend to exhibit high levels of suicidal behaviors, which are mostly
associated with minority stress experiences they suffer in their daily lives. Psychological
processes such as distress tolerance and psychological flexibility may play a protective role in
transgender people's suicidality. In this study, the first aim of this study was to explore and
characterize variables related to the transition process, mental health and suicide in
Portuguese trans people. The second aim was to examine if distress tolerance and

psychological flexibility could have a positive effect on suicidality in trans people.

Method: The sample was composed of 104 Portuguese trans people aged between 18 and
66 years (M=25.48; SD=8.44). Around 42% identified as man, 34% as non-binary and 23% as
woman. Participants completed online self-report questionnaires which were advertised on
social networks, and within LGBTQI*-related Portuguese institutions and the Genitourinary and
Sexual Reconstruction Unit (URGUS) of the Coimbra Hospital and University Centre (CHUC).
Data were analysed through SPSS.

Results: Participants majority had already started one of the phases of the transition process
(social, hormonal and/or physical). About 39% of participants reported a clinical diagnosis of
mental illness. Around 63% of individuals reported having in the past a suicide plan and 33%
had a suicide attempt. People who had not yet started the hormonal transition, but who wanted
to do it, showed significant values of depression, hopelessness and suicidality compared to
individuals who had already completed this phase of the process. Distress tolerance and
psychological flexibility presented negative and moderate correlations with suicidality and
depression, and a positive and moderate correlation with each other. In the first step of the
hierarchical regression conducted, depression explained 56% of suicidality. In the second step,
distress tolerance with depression explained 60% of suicidality. In the third step, the three
components of psychological flexibility were also included and a significant model explained
63% of suicidality (F(5,98)=35.99, p<.001). Alongside with depression, only behavioral

awareness (psychological flexibility component) had significant predictive effect.

Discussion: These findings suggest that being in contact with the present moment and with
one’s own internal experience, even when difficult, might be essential to reduce the tendency

to commit suicide in this population.



Conclusions: Psychotherapeutic interventions with trans people should promote
psychological flexibility, especially working and exploring the present moment awareness, in

order to decrease suicidality.

Keywords: Trans people, Distress tolerance, Psychological flexibility, Suicidal behavior



RESUMO

Introdugdo: As pessoas trans apresentam altos niveis de comportamentos suicidarios,
principalmente relacionados as experiéncias de stresse que sofrem diariamente nas suas
vidas associadas ao seu status minoritario. Processos psicolégicos como tolerancia emocional
ao sofrimento e flexibilidade psicolégica podem desempenhar um papel protetor na
suicidalidade das pessoas trans. Neste estudo, o primeiro objetivo foi explorar e caracterizar
as variaveis relacionadas com o processo de transicao, salde mental e suicidio em pessoas
trans portuguesas. O segundo objetivo foi examinar se a tolerancia emocional ao sofrimento
e a flexibilidade psicoldgica poderiam ter um efeito positivo na suicidalidade das pessoas

trans.

Métodos: A amostra foi composta por 104 pessoas trans portuguesas com idades
compreendidas entre os 18 e os 66 anos (M=25,48; DP=8,44). Aproximadamente 42%
identificaram-se como homem, 34% como nao-binario e 23% como mulher. Os participantes
preencheram questionarios de autorrelato online que foram publicados nas redes sociais,
instituicbes portuguesas relacionadas com comunidade LGBTQI* e na Unidade de
Reconstrugcdo Génito-Urinaria e Sexual do Centro Hospitalar e Universitario de Coimbra. Os
dados foram analisados através do SPSS.

Resultados: A maioria dos participantes ja tinham iniciado uma das fases do processo de
transi¢do (social, hormonal e/ou fisica). Aproximadamente 39% dos participantes referiram ter
diagnostico de doenca mental. Cerca de 63% relataram ter, no passado, um plano suicida e
33% tentaram o suicidio. Pessoas que ainda ndo tinham comecado a transicao hormonal, mas
gue o desejavam, apresentaram valores significativos de depresséo, desesperanca e suicidio,
em comparacao com individuos que ja tinham terminado esta fase. A tolerédncia emocional ao
sofrimento e flexibilidade psicolégica apresentaram correla¢cdes negativas e moderadas com
o suicidio e a depressao, e uma correlacdo positiva e moderada entre si. Na primeira etapa
da regressao hierarquica realizada, a depressao explicou 56% da suicidalidade. A segunda
etapa, a tolerancia emocional ao sofrimento e a depresséo explicaram 60% da suicidalidade.
Na terceira etapa, as trés componentes da flexibilidade psicolégica também foram incluidas e
um modelo significativo explicou 63% da suicidalidade (F(5,98)=35,99, p<0,001). Juntamente
com a depressdo, apenas a consciéncia comportamental (componente da flexibilidade

psicolégica) teve um efeito preditivo significativo.



Discussédo: Os dados sugerem que estar em contato com o momento presente e com a
prépria experiéncia interna, mesmo perante dificuldades, pode ser essencial para reduzir os

comportamentos suicidarios na populacao trans.

Conclusobes: Intervencbes psicoterapéuticas com pessoas trans devem promover a
flexibilidade psicoldgica, principalmente trabalhando e explorando a consciéncia do momento
presente, a fim de diminuir a suicidalidade.

Palavras-chave: Pessoas trans, Tolerancia emocional ao sofrimento, Flexibilidade

psicolégica, Comportamento Suicidario



1. INTRODUCTION

Transgender, or trans, is an umbrella term for people who have a gender identity,
experience and/or behaviour that differs from the sex assigned at birth (McCann & Brown,
2017). This spectrum of identities and experiences encompasses individuals who intend to
change their primary and/or secondary sexual characteristics through gender transition
process, because they do not identify with the sex assigned at birth, and gender diverse
individuals that do not fit the male-female binary gender categorization (Kia et al., 2021;
McCann et al., 2021). The transition process may include a legal name and gender change,
as well as dressing and grooming differently (social transition), hormone therapy (medical

transition), and/or genital or non-genital surgery (physical transition) (Dickey et al., 2022).

In recent decades, the trans community has raised increasing interest and attention
among the scientific community and society in general, regarding human rights, social
inclusion, health, and well-being. However, trans people continue to report episodes of
discrimination, violence, marginalization, and social isolation, which combined with less
support from peers and family, make them more vulnerable. It has been consistently proven
across studies that these adverse factors have a negative impact affecting their mental health
and quality of life In this context, several studies have shown that trans people exhibit
increased levels of depression, anxiety, post-traumatic stress disorder, body image
dissatisfaction and feelings of rejection (Chen et al., 2020; McCann & Brown, 2017). Being
trans is also associated with greater alcohol and drugs abuse, increased prevalence of
infectious diseases, and increased risk of self-injurious and suicidal behaviours (Chen et al.,
2020).

The Minority Stress Model (MSM) is one of the most important theories to understand
the impact that discrimination has on mental and physical health of individuals belonging to
minority groups (Meyer et al., 2015; Tebbe & Moradi, 2016). Meyer (2003) adapted the MSM
for sexual minorities. According to this theory, sexual minorities experience a set of social and
individual stressors, prejudice, and discrimination as a result of their high sociocultural
prejudice and discrimination, which expose them to more psychological stress and fewer
coping resources. This model describes two general processes by which sexual minorities
experience minority stress: (a) distal stressors, which address to the minority group where the
individual belongs and not directly to the person (e.g., discrimination, social rejection or
violence) and (b) proximal stressors, which have a direct effect on the person and their identity
(e.g., fear of rejection, internalized homophobia and sexual identity occultation) (Meyer et al.,
2015; Staples et al., 2017).
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To understand the impact of discrimination on trans individuals’ mental health , the
Gender Minority Stress Model (GMSM) was developed, which resulted from an adaptation of
the MSM to this population (Hendricks & Testa, 2012; Testa et al., 2015). According to the
GMSM, trans people experience a variety of social and emotional stressors, including violence,
stigma and discrimination, which together increase vulnerability to physical and mental health
problems, with impact on their quality of life (Hendricks & Testa, 2012; Inderbinen et al., 2021;
Jaggi et al., 2018). The model describes as distal stressors gender-based discrimination,
rejection, victimization and gender identity non-affirmation; and as proximal stressors negative
expectations, internalized transphobia and non-disclosure of gender identity (Hendricks &
Testa, 2012; Tan et al.,, 2019). This model also identifies two resilience factors that can
minimize the negative effects of stigmatization, namely pride in their gender identity and
connection to the trans community (Hendricks & Testa, 2012).

The cumulative effect of minority stress on trans people's daily lives is directly related
to negative mental health outcomes, such as depression (Chen et al., 2020; McCann & Brown,
2017). Accordingly, studies showed that 1.2 transgender people are diagnosed with anxiety
and depression, compared to 1:5 in the general population (Herman et al., 2019; McCann et
al., 2021). This model also identifies two resilience factors that can minimize the negative
effects of stigmatization, namely pride in their gender identity and connection to the trans
community (Jaggi et al., 2018; Pellicane & Ciesla, 2022).

The cumulative effect of minority stress on trans people's daily lives is directly related
to negative mental health outcomes (Chen et al., 2020; McCann & Brown, 2017). Accordingly,
studies showed high prevalence of psychiatric disorders in trans people, particularly
depression and anxiety (Herman et al., 2019; McCann et al., 2021). This fact is justified by the
effect of minority stress associated with gender on the mental health and psychological well-
being of trans people, in which proximal stressors have a stronger relationship with depression
and distal stressors with anxiety (Reisner et al., 2015; Tebbe & Moradi, 2016; Witcomb et al.,
2018).

Taken together, the negative effects of stressors on trans people’s mental health can
lead to suicide (Kia et al., 2021; Meyer et al., 2015). Suicide is a multidimensional phenomenon
that results from the interaction of biological, psychological, cognitive, and social factors.
Suicidal behaviour is described as a continuum, which goes from passive suicidal ideation
(general thoughts about death), active suicidal ideation (conception and elaboration of the
suicidal plan), going through the suicide attempt (non-fatal, self-directed, potentially harmful
behaviour with the intention of dying) to suicide (fatal and self-directed behaviour with the intent
to die) (Bridge et al., 2006; Klonsky & May, 2015; Matos-Gongalves et al., 2015). Suicidal

ideation and attempted suicide are a sign of severe emotional distress and strong predictors
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of suicide. Approximately 9% of the world's adult population has considered committing
suicide, and according to the World Health Organization (WHO), the global age-standardized
annual suicide rate is 10.5/100,000 population (Nock & Mendes, 2008; WHO, 2014). In
Portugal, according to data from the National Statistics Institute (INE) of 2019, the suicide
mortality rate was 9.7/100,000 inhabitants, with males committing more suicide than females
(INE, 2021).

The trans population has a higher rate of suicidal ideation and suicide attempts when
compared to the general population, which might be related to the gender minority stress,
physical violence and psychological pain they suffer (Adams & Vincent, 2019; Hendricks &
Testa, 2012). In fact, evidence shows that 47% of trans people present suicidal ideation and
27% have attempted suicide (Adams & Vincent, 2019). Evidence shows that attempted suicide
was reported in 26% of trans women and in 30% of trans men (Hendricks & Testa, 2012). In
Portugal, a few studies have explored suicidal behavior in the trans population. However, a
guantitative study, carried out in 2019, with a sample of 114 trans individuals, evaluated the
suicidal and self-injurious behaviours in the Portuguese population. According to Cintra (2019)
trans population had high levels of suicidal ideation, suicidal behaviours, and psychological
pain, but reduced values of self-harm behaviours. Sociodemographic variables, such as age,
body changes and experience of risk behaviours, influenced the onset of psychological
suffering and suicidal behaviours (Cintra, 2019).

Suicidal behaviors in the trans population might be associated with various gender
minority stressors that these individuals feel and experience daily (Pellicane & Ciesla, 2022;
Tebbe & Moradi, 2016; Wolford-Clevenger et al., 2018). Distal stressors of gender-based
violence, discrimination, rejection, lack of social support and non-identity affirmation (e.g.,
McNeil et al., 2017; Staples et al., 2017; Testa et al., 2017) and proximal stressors such as
internalized transphobia, non-disclosure of gender identity, and negative expectation and
proximal stressors such as internalized transphobia, non-disclosure of gender identity, and
negative expectations (e.g., Perez-Brumer et al., 2015; Testa et al., 2017; Trujillo et al., 2017)
are mainly associated with suicidal ideation. On the other hand, victimization by physical,
sexual and verbal violence (Bailey et al., 2014; Grossman & D’Augelli, 2007; Herman et al.,
2019; Wolford-Clevenger et al., 2018), non-suicidal self-injurious behaviors (Staples et al.,
2017; Wolford-Clevenger et al., 2018), substance abuse (Adams & Vincent, 2019; Bailey et
al., 2014, Bridge et al., 2006) and proximal stressors such as low self-esteem and transphobia
(Adams & Vincent, 2019; Flynn & Bhambhani, 2021; Wolford-Clevenger et al., 2018) are

positively related to the suicide attempt.

Despite the risk factors that enhance the possibility of suicidal behaviour, several

protective factors mitigate the adverse effect of the GMSM processes on the mental health of
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transgender people, including suicidal ideation and attempted suicide (Kia et al., 2021; Tebbe
& Moradi, 2016). Studies identified as protective factors of suicidality in the trans population:
social, family and peer support, a sense of belonging to the community, resilience, the
existence of a school and work environment that protects gender minorities, representation in
the media and pride in identity (Adams & Vincent, 2019; Kia et al., 2021; PoStuvan et al., 2019).

The effect of the gender transition process on the suicidality and mental health of the
population is not clear. Some studies indicate that the stress associated with the transition
process can affect health and increase suicidal behaviors. Higher levels of distress related to
feelings of rejection, lack of social support, discrimination in health environments, financial
costs and job discrimination during the transition may be associated with a negative impact on
mental (Budge et al., 2013; Rood et al., 2015). On the other hand, other studies suggest that
the transition process has contributed to a reduction in the levels of depression and suicidal
behavior in trans people, because it allows, for example, a gender expression that is congruent
with the perceived gender, greater identity affirmation and a support and integration in the trans
community (Dickey et al., 2022; Jaggi et al., 2018).

These experiences, together, contribute to the emergence of psychological pain in
trans people, a clinical indicator associated with intense negative feelings of guilt, shame and
hopelessness, being a predictor of suicidal ideation and trigger for suicidal behaviors

appearing ( Wolford-Clevenger et al., 2018).

In order to modify and reduce the effects of negative stressors on the life and mental
health of trans people, it is also important to identify and understand psychological processes
that can contribute to tackle suicide-related phenomena in this population. Distress tolerance
(DT) is defined as the individual's ability to persist while experiencing adverse and negative
emotional, cognitive and physical distress states. It is associated with psychological
adjustment, resilience, better physical and mental health, and self-care (B. S. Russell et al.,
2019). DT is affected by individual differences in experiencing emotions, attention or even the
assessment of physical or emotional pain (Basharpoor et al., 2021). Individuals who have
lower levels of DT experience distress as unbearable and believe that they are unable to cope
with negative experiences in their lives (Anestis & Joiner, 2012; Daughters et al., 2017; Lass
& Winer, 2020; Nock & Mendes, 2008). Some studies have shown that low distress tolerance
is associated with long-term physical and psychological harm such as drugs and alcohol
abuse, binge eating, risky sexual behaviors, depressive symptoms, non-suicidal self-injurious
behaviors, and suicidality (Anestis & Joiner, 2012; Lass & Winer, 2020).

Psychological flexibility (PF) is another way of managing the effect of social and
individual stressors on psychological well-being. PF is defined as an individual's ability to

accept, to cope with and adjust to difficult thoughts, emotions and situations, staying in the
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present moment and moving in a values-based pattern of behavior (S. C. Hayes et al., 2017;
Kroska et al., 2020; Tindle & Moustafa, 2021). It includes six components: acceptance, self as
context, cognitive defusion, being present, contact with values and committed action (Francis
etal., 2016; S. C. Hayes et al., 2017). According to Francis et al. (2016) these six components

can be grouped into three: openness to experience, behavioral awareness and valued action.

Behavioral awareness is defined as paying attention to one’s internal experiences,
context and behavior (Francis et al., 2016; Hayes et al., 2013). This concept wants to integrate
the process of “self-awareness and perspective taking” established by Hayes et al. (2011)
which, in turn, brings together two of the six sub-processes of psychological flexibility, “present
moment awareness” and “self-as-context” (Hayes et al., 2006). An individual being in contact
with present moment/mindfulness means being aware of one's own internal experience
(thoughts, bodily sensations and feelings) and feel the experiences with curiosity, openness
and acceptance (Arch & Craske, 2006; Francis et al., 2016; Schmelefske et al., 2020).
Regarding the self-as-context construct, it can be interpreted as a posture of observation and
detachment in relation to the self, where the self is felt “here and now”, while self-related
thoughts and emotions are experienced “there and then” (Carvalho et al., 2021; Hayes et al.,
2006). Self-as-context is often thought of as an extension of contact with present
moment/mindfulness, allowing individuals to focus on a lasting and stable sense of self, able
to adopt a more flexible perspective of self (Godbee & Kangas, 2020).

PF has a protective effect against negative emotions and thoughts, and it is
fundamental to the psychological well-being of individuals (Doorley et al., 2020). Studies
suggest that PF is positively related to mindfulness (Baer et al., 2006) and that high levels of
PF are associated with lower levels of depression (Bond & Bunce, 2000; Masuda et al., 2011),
anxiety (Kashdan et al., 2006), emotional distress (Masuda et al., 2011; Tindle & Moustafa,
2021), and suicide (Krafft et al., 2019; McCracken et al., 2018). The opposite of PF is
psychological inflexibility (P1) which is a rigid pattern of behavior that seeks to persistently avoid
aversive internal and external events, interfering with the engagement in personally valued
actions (Levin et al.,, 2014). The Acceptance and Commitment Therapy (ACT) is a
transdiagnostic cognitive-behavioral intervention that promotes FP as an essential tool for

human adaptation and well-being, reducing Pl (Doorley et al., 2020; Francis et al., 2016).

Some researchers have studied the relationship between PF and psychological
distress and stressors associated with the GMSM in the trans population. Lloyd et al. (2019)
conducted a study with trans people in England in which they found that Pl was positively
associated with internalized transphobia and non-disclosure of identity. This study also
concluded that Pl mediated and strengthened the relationships between gender identity

discrimination and depression, anxiety, and stress (Lloyd et al., 2019). More recently, Flynn &
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Bhambhani (2021) investigated the relationship between internalized transphobia and non-
disclosure of identity with PF/PI in trans individuals, with life satisfaction as an outcome
variable. According to the authors, internalized transphobia and non-disclosure of gender
identity are negatively associated with PF and positively correlated with PI. The results showed
that in subjects with higher levels of PF, the relationship between internalized transphobia and
life satisfaction was weaker. In this way, FP facilitates and allows trans people to behave more
authentically and according to their gender identity, reducing the impact that oppressive
internalized gender norms have on their behavior and actions. On the other hand, higher levels
of Pl are associated with a negative relationship between internalized gender norms and life
satisfaction. Regarding non-disclosure of gender identity, the results suggest that individuals
with higher PF have a lower relationship between non-disclosure of gender identity and life
satisfaction. For Flynn & Bhambhani (2021), PF can control the effect of proximal stressors of
trans people on life satisfaction, highlighting that FP-based interventions can be effective in
the psychological well-being of the trans population.

The first aim of this study was to explore and characterize variables related to the
transition process, mental health and suicide in Portuguese trans people. The second aim was
to examine if distress tolerance and psychological flexibility could have a positive effect on
suicidality in trans people. We hypothesize that both distress tolerance and psychological

flexibility will have a significant effect on trans people’s suicidality.
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2. METHOD

2.1. Participants

Our sample was composed of 104 individuals from the Portuguese population who
identified as trans, aged between 18 and 66 years old (M = 25.48, SD = 8.44). Of these, the
sex assigned at birth was female for 71.2% and male for 28.8%. Regarding gender identity,
42.2% identified as man, 33.7% as non-binary and 23.1% as woman. Around 46% of the
participants had changed their name and gender on their identification card. As for sexual
orientation, 27.9% of the participants considered themselves heterosexual, 22.1% bisexual,
21.2% pansexual, 15.4% lesbhian and 4.8% gay.

Regarding professional status, 45.2% were students, 34.6% workers and 9.6% were
unemployed. Around 50% had a university degree and the great majority (61.5%) considered

themselves to have a medium socioeconomic status.

The sample represents the different regions of Portugal, with 38.5% of participants
residing in Lisbon and Vale do Tejo, 31.7% in the Central region, 22.1% in the North, 2.9% in

the South and 4.8% in the Autonomous Regions of Madeira and Azores.

The sociodemographic characteristics are summarized in Table 1.

Table 1. Sociodemographic Characteristics of Study Participants (N=104)

N %
Sex assigned at birth
Female 74 71.2
Male 30 28.8
Intersex - -
Gender identity
Woman 24 23.1
Man 44 42.2
Non-binary 34 32.7
Agender 1 1
Other 1 1
Sexual orientation
Lesbian 16 15.4
Gay 5 4.8
Bisexual 23 22.1
Heterosexual 29 27.9
Pansexual 22 21.2
Asexual 4 3.8
Other 5 4.8
Civil status
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Single 93 89.5

Married 4 3.8
Divorced 3 2.9
Unmarried couples 4 3.8
Employment status
Student a7 45.2
Worker 36 34.6
Worker and student 10 9.6
Unemployed 10 9.6
Retired 1 1
Educational categories
High school or less 52 50
Bachelor 5 4.8
Graduation 35 33.6
Master 11 10.6
Doctoral 1 1
Socioeconomic Status
Very low 5 4.8
Low 28 26.9
Medium 64 61.5
High 6 5.8
Very high 1 1

2.2. Procedures

The current study was approved by the Ethics Committee of the Coimbra Hospital and
University Centre (CHUC) and the Faculty of Medicine of the University of Coimbra (FMUC).
Participants were recruited between May and November 2021, through an online questionnaire
(appendix |) created on the Google Forms platform. The first page summarized the nature and
objectives of the study, the inclusion criteria (age above 18 and identifying as a trans person)
and assured the voluntary, anonymous, and confidential participation. Participants provided
informed consent and accepted to participate in the study by clicking on “Proceed” to continue
the questionnaire. Then, they completed a set of self-report questionnaires. Typical survey
completion time was 30 minutes. In order to increase the online recruitment of participants, the
study was presented in the Psychiatry consultations of the Genitourinary and Sexual
Reconstruction Unit (URGUS) of the CHUC and released in the Instagram and Facebook.
Trans and LGBTQI+ Portuguese associations/communities (e.g., ILGA, TransMissdo and
Casa Qui) were also contacted via email to share the study with their members through their
communication platforms and social networks. The study was also disseminated through the

online platforms of national newspapers and media sites.
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2.3. Materials

Demographic questionnaire and background questions

The demographic questionnaire had 22 questions that assessed participants' basic
demographic information including age, sex assigned at birth, gender identity, sexual
orientation, educational level, employment status, socioeconomic status, and residence.
Background questions were about the gender transition process - social (change gender
expression and/or name), medical/hormonal (hormone therapy) and surgical/physical (genital
and non-genital surgeries) - diagnosis of mental illness and suicide-related questions.

Comprehensive Assessment of Acceptance and Commitment Therapy Processes

(CompACT,; Francis et al., 2016; Portuguese version by Trindade et al., 2021).

The CompACT is a 23-item self-report measure that assesses psychological flexibility
through three subscales: behavioural awareness (BA) (e.g., ‘| do jobs or tasks automatically.
Without being aware of what I'm doing”); valued action (VA) (e.g., ‘| can keep going with
something when it's important to me”) and openness to experience (OE) (e.g., “One of my big
goals is to be free from painful emotions”). The questionnaire has a 7-point Likert scale (0 =
Strongly disagree to 6 = Strongly agree). Higher scores on the scale mean greater
psychological flexibility. In the original study, this self-report scale demonstrated excellent
internal consistency for the total scale (a = .91) and for each subscale (BA a =.87; VA a =.90
and OE a =.90) (Francis et al., 2016). The Portuguese version of CompACT questionnaire has
only 18 items and presents good psychometric properties on the total scale (a = 0.84) and
subscales (BA a=.87; VAa=.86 and OE a =.77) (Trindade et al., 2021). In the current study,
the Cronbach's alpha of CompACT subscales was OE a =69; BA a = .89 and VA a =.86.

Distress Tolerance Scale — Simons (DTS-S; Simons & Gaher, 2005; Portuguese

version by Lucena-Santos et al., 2013).

The Portuguese version of DTS-S is a 15-item questionnaire that assesses tolerance
to suffering through two types of items: one related to the perceived ability to tolerate emotional
distress (e.g., ‘I can’t handle feeling distressed or upset’) and another related to emotion
regulation to alleviate distress (e.g., “When | feel distressed or upset, | must do something
Regulation about it immediately”). Each question is answered using a 5-point Likert scale (1 =
Strongly disagree to 5 = Strongly agree). On this scale, higher scores mean greater tolerance
for suffering. The original version had an alpha coefficient of .89 after two-factor extraction

(Simons & Gaher, 2005). In the Portuguese version, two factors were extracted and an internal
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consistency of .85 was obtained for the total scale (Lucena-Santos et al., 2013). In this study,

Cronbach's alpha was .90.

Depression Anxiety Stress Scales (DASS-21Lovibond & Lovibond, 1995; Portuguese
version by Pais-Ribeiro et al., 2007)

The DASS-21 is a 21-item scale that assesses three dimensions of psychological
symptoms experienced in the week prior to the assessment: anxiety (e.g., “I felt scared without
any good reason”), depression (e.g., “l was unable to become enthusiastic about anything”)
and stress (e.g., ‘Il felt that | was using a lot of nervous energy”). Each subscale consists of 7
items evaluated using a 4-point Likert scale (0 = Did not apply to me at all to 3 = True most of
the time). The scores on the anxiety, depression and stress scales are calculated by a sum of
the respective items. The higher the score on each dimension, the higher the levels of anxiety,
depression, and stress. The original version of DASS showed good internal consistency with
a = .91 for depression, a = .81 for anxiety and a = .89 for stress (Lovibond & Lovibond, 1995).
In the Portuguese version, the results were similar, with a Cronbach’s coefficient of .74 for the
anxiety subscale, .85 for the depression, and .81 for the stress (Pais-Ribeiro et al., 2007). In

this study, the depression scale presented Cronbach’s alpha of .94.

Suicidality Scale (SS; Castilho et al., 2019)

The SS consists of 11 items and aim to assess the propensity to commit suicide through
two dimensions: hopelessness (e.g., “There are times when | wish | had never been born”)
and cognitions about death/suicide (e.g., There are times when | wish | had never been born).
Hopelessness is measured through 7 items and cognitions about death/suicide are measured
with 4 items. The 11 items are evaluated using a 4-point Likert scale (O = never happens to
me; 3 = happens to me all the time). A total score is calculated by a sum of all items and
subscales’ scores are obtained by a total of the respective items. The SS had a very good
internal consistency for the total score with a Cronbach coefficient of .94. The subscales had
a a = .91 for hopelessness and a = .89 for cognitions about death (Castilho et al., 2019). In the
current study, Cronbach's alpha for the total scale was .95, hopelessness subscale was .92

and cognitions about death/suicide subscale was .90.
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2.4. Data Analyses

The current study had a cross-sectional design and data were analysed in the
Statistical Package for the Social Science (SPSS, version 22; SPSS Inc, Chicago, IL, USA)
and Process Macro (A. F. Hayes, 2018).

The internal consistency of the scales presented in this study were examined through
the Cronbach’s’ alphas. We used the reference values of Field et al., 2013: a value lower than
.60 is considered inadmissible, between .60 and .70 is weak, between .70 and .80 is
reasonable, between .80 and .90 is good and above .90 is very good.

Normality of data was examined with the Kolmogorov-Smirnoff test and analysing
skewness and kurtosis values (Kline, 2011). Descriptive statistics and frequencies were
calculated to examine the characteristics of the sample. Pearson’s correlations were
conducted to analyse the association between variables. According to Dancey & Reidy, 2017,
correlation coefficients between .10 and .39 are considered weak; between .40 and
.69 moderate; and above .70 considered strong. Comparisons between two groups were
performed using independent samples’ t-test for groups with n > 30 and Mann—-Whitney U
test for groups with n < 30.

Exploratory analyses were conducted to understand the predictors of suicidality in this
study population. A hierarchical regression was conducted to examine the predictive effect of
distress tolerance and psychological flexibility on suicidality. The independence of the errors
was analysed and validated through the Durbin—Watson value (acceptable values < 2.5).
Regarding multicollinearity or singularity amongst the variables, Variance Inflation Factors

(VIF) indicate the absence of B estimation problems when < 5 (Kline, 2011).
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3. RESULTS

3.1 Preliminary analysis

According to the Kolmogorov-Smirnov test, the DTS-S and SS scores followed a
normal distribution. The same did not happen to the CompACT subscales and DASS-21 (p >
.05). However, considering the reference values for skewness and kurtosis (Sk < 3 and Ku <
8; Kline, 2011), the normality of data was assumed. To examine outliers, we used the diagram

of extremes and quartiles (boxplot). Four outliers were eliminated.

Regarding the hierarchical regression, homogeneity (normal probability plot) and
residual independence were assured considering the Durbin-Watson statistic (<2.5) and VIF

values under the recommended 5 (ranging between 1.00 and 2.82).

3.2. Trans people’s mental health, suicide, and transition phase

We gquestioned participants regarding their transition phase at a social, hormonal and

physical level, with the majority having made their social transition (Table 2).

Table 2. Frequencies regarding status and intent to pursue transition (N=104)
Social Hormonal Physical
Transition Transition Transition
N % N % N %

Perspective about intent/state of transition

process
| do not intend to do it 3 29 19 183 9 8.7
| have not initiated it, but | intend to 15 144 30 288 64 615
| already initiated, but | haven't completed 27 26 23 221 22 21.2
it yet
| have done 59 56.7 32 388 9 8.7

About mental health, 30% reported using psychiatric medication daily and
approximately 39% reported a clinical diagnosis of mental illness. Of these, 29% had a
diagnosis of depression, 20% of anxiety, 37% had both (depression and anxiety), and 14%
reported having other mental disorder (e.g., autism, bipolar disorder, obsessive-compulsive

disorder).

About suicide, 63% of individuals reported having in the past a suicide plan and 33%
had a suicide attempt. About 14% attempted suicide once, 10% attempted twice and 10%
attempted suicide three times or more. Approximately 8% of individuals who attempted suicide

required hospitalization.
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3.3. Comparison between different transition states

We conducted a linear regression to understand if the phase of the transition process
predicted suicidality, however, transition (regardless of which — social, hormonal or physical),
did not had a predictive role in the suicidality scale.

Thus, we separated people who had already transitioned and people who want to
transition but have not started yet, and we found significant differences regarding
hopelessness and depression levels. Mann-Whitney independent test differences was used to
compare trans people regarding their social transition status, comparing people who wish to
transition but still have not started and people who already finished the transition, and
significant differences were found regarding depression levels, U(Nhave not started transition, but wants
t0=15, Niinished ransiion=59)= 274.00, z=-2.27, p <.023. No significant differences on the suicidality
total score and subscales were observed. Using the same test to compare physical transition
status, only 9 people reported having finished their transition, and they were compared with
people who had not started yet (n = 64), and no significant differences were found (regarding

depression, suicidality total scale or subscales).

When comparing according to the hormonal stage of transition we used a t-student test
to compare both groups (n = 30), and significant differences regarding suicidality total score,
hopelessness and depression levels were found, with people that have not started the process

presenting higher means (Table 3).

Table 3. Differences between Trans people that already made hormonal transition and who
did not, using independent sample t test differences (N = 62).

Hormonal Transition

Have not started

transition, but wants lesh?d

to Transition

(n = 30) (n=32)

M SD M SD t p
Suicidality (SS) 16.07 9.24 10.88 8.22 234 .023*
Hopelessness 11.30 6.56 7.25 5.70 2.60 .012*
Cognltlons_ about 477 3.21 3.63 3.07 1.43 157
death/suicide

Depression (DASS-21) 11.47 5.31 7.38 5.72 2.92 .005*

Note. *p < .05; SS = Suicidality Scale; DASS-21 = Depression Anxiety Stress Scales
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3.4 Correlations

In order to explore the association between variables, Pearson product-moment
correlations were conducted (Table 4). Distress tolerance showed a negative and moderate
correlation with suicidality (r = —.64, p <.001) and depression (r = -.63, p <.001), and a positive
and moderate correlation with the psychological flexibility subscales (openness to experience,
behavioral awareness and valued action). Suicidality had a moderate and negative correlation
with behavioral awareness (r = —.60, p < .001) and valued action (r = —.43, p <.001) and, as
expected, a positive and strong correlation with depression (r = .75, p <.001). Examining the
psychological flexibility subscales, it was found that openness to experience presented a
positive and weak correlation with behavioral awareness (r = .39, p < .001). On the contrary,
openness to experience and valued action were not related. Additionally, behavioral
awareness presented a positive and moderate correlation with valued action (r = .43, p <.001).
All psychological flexibility subscales had a negative and moderate correlation with depression
(ranging between -.44 and -.50, p < .001).

Table 3. Pearson correlations between the variables in study (N = 104).

Variables 1 2 3 4 5 6
1. Distress Tolerance (DTS-S) 1
2. Suicidality (SS) -.64** 1

3. Openness to Experience (CompACT) .64** - 35* 1

4. Behavioral Awareness (CompACT) 58**  -60*  39** 1
5. Valued Action (CompACT) 30%* - 43 - 03 43 1
6. Depression (DASS-21) -.63**  75%* 50 - 50*  -44** 1

Note. **p < .001; DTS-S = Distress Tolerance Scale — Simons; SS = Suicidality Scale; CompACT =
Comprehensive Assessment of Acceptance and Commitment Therapy Processes; DASS-21 =

Depression Anxiety Stress Scales

3.5 Hierarchical regression analysis

A hierarchical regression to predict suicide behaviours in trans people is presented in
Table 3. In the first step, depression was entered as the only independent variable. The model
was significant (F,102 = 129.31, p < .001) and depression (8 = .75, p < .001) explained 56%
of suicidality variance. In the second step, distress tolerance was included (8 = -.28, p < .001)
which, together with depression, explained 60% of suicidality. This model was also significant

(Fe101) = 78.10, p < .001). Lastly, in the third step, the three components of psychological
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flexibility (openness to experience, behavioral awareness and valued action) were also

included and a significant model explained 63% of suicidality (Fsee) = 35.99, p < .001).

Depression maintained a significant predictive effect (8 = .49, p <.001), followed by behavioral

awareness (8 = -.23, p = .006), which was the only psychological flexibility component with a

significant predictive effect in the model. Distress tolerance, openness to experience and

valued action were not significant predictors of trans people suicidality.

Table 5. Hierarchical regression predicting suicidality of trans people (N = 104).

Variables R? R?adjusted R?change F change B B VIF

Model 1 .56 .56 .56 129.31**
Depression (DASS-21) 1.17 .75** 1.00
Model 2 .61 .60 .05 12.42**
Depression (DASS-21) 0.98 57 1.64
Distress Tolerance

-0.20 -.28* 1.64
(DTS-S)
Model 3 .65 .63 .04 3.72*
Depression (DASS-21) g7 A49%*  1.89
Distress Tolerance

-14 -20 2.82
(DTS-S)
Openness to Experience

.03 26 191
(CompACT)
Behavioral Awareness

-0.28 -23* 1.74
(CompACT)
Valued Action

-0.06 -.06 1.47
(CompACT)

Note. *p < .05; **p < .001; DASS-21 = Depression Anxiety Stress Scales; DTS-S = Distress Tolerance

Scale — Simons; CompACT = Comprehensive Assessment of Acceptance and Commitment Therapy

Processes
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4. DISCUSSION

Several international studies report a high incidence of suicidal ideation and suicide
attempt in the trans population, demonstrating a positive association with psychiatric
comorbidity, namely depression and anxiety (Adams & Vincent, 2019; McNeil et al., 2017;
Wolford-Clevenger et al., 2018). The process of gender transition often plays an important role
in reducing the levels of psychiatric illness and suicidality in trans people. However, due to the
complexity and duration of this process, its positive effect takes time and is insufficient, and an
aggravation of some of the social and individual stressors in trans people has been reported
during transition (Bailey et al., 2014; Dickey et al., 2022; Haimson & Veinot, 2020). Other
psychological processes, such as distress tolerance and psychological flexibility, may have a
protective effect in suicidality, since they increase the individual's ability to deal with
psychological suffering and with various risk factors that make them vulnerable to adopt
suicidal behaviors (Anestis & Joiner, 2012; Bryan et al., 2015; Kyron et al., 2022; Masuda et
al., 2011). However, the effect of these two variables on the suicidal behavior of trans people
is still unknown. Therefore, in this study we aimed to characterize the variables related to the
transition process, mental health and suicide behavior in the Portuguese trans population, and
to explore the predictive effect of distress tolerance (DT) and psychological flexibility (PF) on
suicidality in trans people.

Regarding the transition process, our results showed that most participants (56.7%)
had already made their social transition and that 2.9% had no intention to do it. The social
transition, which may include the legal change of name and/or gender, can be seen as the
transgender experience of coming out, often being the first step to start the medical and/or
surgical transition process, as well as a way of the person to socially assert their identity and
feel more identified and integrated in the trans community (Haimson & Veinot, 2020; Turban &
Keuroghlian, 2018).

In the physical transition, normally associated with sex reassignment surgery, 8.7% of
participants had already completed the process. These results suggest that the same
phenomena described in other studies might also reflect in our sample, with low numbers of
transsexuals with complete physical transition being associated with individual factors, such
as fear of surgical procedures and possible complications, poor final results of the surgery in
the aesthetics of the body and changes in their social (Bustos et al., 2021; Fitzgibbons, 2015).
Additionally, other external factors may also contribute to these results, namely those
associated with health care, such as long waiting times for surgeries or economic difficulties
to pay for the surgeries, but also social factors, such as non-validation of gender identity after

surgery, increased discrimination and loss of family or friendship relationships (Bustos et al.,
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2021; Fitzgibbons, 2015; Rodrigues et al., 2020), with more than half of Portuguese trans
people reporting social and organizational barriers as the main obstacles (Cintra, 2019). Our
results also indicated a high percentage of participants (61.5%) reporting that, even though
they had not started the process, they wanted to do it. This fact is in agreement with the study
by Weinforth et al. (2019) , which showed an increase in demand for sex reassignment surgery

in recent years, due to its effects on mental health, sexuality and life satisfaction.

In our study, the medical/lhormonal transition was the phase of the transition process
that more people reporting they were not interested in doing it (18.3%). This result may suggest
fear about the safety of hormones and health effects, such as the onset of metabolic disorders,
changes in body weight or infertility (Aldridge et al., 2021; Baker et al., 2021), but also in the
fact that it causes the masculinization or feminization of the body, thus increasing
discrimination and social rejection (Baker et al., 2021; Giovanardi et al., 2019). However, more
than 60% of participants were at this stage of the process or had already completed it,
demonstrating it is still a needed change for most trans people, contributing to achieve a social
image that correspond to their identity and how they see themselves (Baker et al., 2021;
Turban & Keuroghlian, 2018).

In our study, the results on mental illness aligned with these data, with 29% of
participants reporting a diagnosis of depression, 20% of anxiety, and 37% of both. Additionally,
14% reported the presence of other mental illnesses such as obsessive-compulsive disorder,
bipolar disorder, eating disorder or post-traumatic stress disorder, also described in other
studies as being associated with this population (Chen et al., 2020; Perez-Brumer et al., 2015;
Reisner et al.,, 2015), with 30% of participants reporting taking prescribed psychiatric

medication.

Our results regarding suicidal behavior in trans people corroborated the high incidence
reported in international data (Reisner et al., 2015), verifying that 63% of participants had in
the past a suicide plan and 33% had at least one suicide attempt across their life span. Suicidal
behaviors in trans people have been associated with the experiences of minority gender-
related stress that this population experience in their daily lives (Pellicane & Ciesla, 2022;
Tebbe & Moradi, 2016; Wolford-Clevenger et al., 2018). Distal stressors (e.g., gender-based
discrimination, rejection, or gender identity non-affirmation) and proximal stressors (e.g.,
negative expectations, internalized transphobia, or non-disclosure of gender identity) may
explain the results obtained in this study and alert to the emergence of psychological pain in
trans people, a predictor of suicidal ideation and trigger for appearing suicidal behaviors
(Wolford-Clevenger et al., 2018).

We explored the predictive role of the stage of transition in suicidality, revealing no

apparent significant explanation. This fact contradicts the data of some studies that indicate
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the transition process has an impact on reducing the levels of suicidal ideation and suicide
attempt among trans people, highlighting the important role of social transition and gender
reassignment in improving quality of life and psychological well-being (Bailey et al., 2014;
Dickey et al., 2022). In our study, most participants had already finished some stages or were
undergoing the transition process and, therefore, this might have diluted the impact of the
transition process in suicidal behavior. Furthermore, we found significant differences in
suicidality and depression between people who had not started their transition process (but
wanted to), and people who had already finished their process.

Regarding social transition, significant differences were found between groups on
depression, with a higher average of depression in people who have not started transition, but
without differences in suicidality. Our results with regard to depression were in line with other
studies, which indicated that those who have made the social transition have reduced levels
of psychiatric illnesses, in particular depression (Haimson & Veinot, 2020; Russell et al., 2018).
When considering physical transition, the differences between the two groups had no
significant differences in depression or suicidality, however, only 10 per cent of the participants
had finished their transition, thus the comparison might need more people in both stages to
give a clearer picture of the underlying differences. Some studies have, however, linked the
physical transition to a reduction in levels of depression and suicidal behaviors, since there is
an increase in levels related to the satisfaction and quality of life of trans people when
completed (Dickey et al., 2022; Weinforth et al., 2019).

Regarding the hormonal transition state, significant differences were found between
groups, with the group of people who want to transition but have not started yet revealing
higher averages with regard to depressive symptoms, suicidality, and hopelessness in
particular. The results followed the direction of previous studies, where it is mentioned that
trans people who intend to make the transition process, but are not undergoing hormonal
treatment, present negative results in their mental health, with higher levels of depression,
anxiety, self-harming and suicidal behaviors (Bailey et al., 2014; Weinforth et al., 2019).
According Witcomb et al. (2018), before taking hormone treatment trans people have a four
times greater risk of developing depression compared to a control group of the general
population. With regards to suicide, studies show that those who are undergoing or have
already finished hormone treatment have a reduction in levels of suicidality, because trans
people observe physical changes in the body that match their gender identity, allowing a
greater affirmation of identity and an increase in quality and satisfaction with life (Bailey et al.,
2014; Baker et al., 2021; Tucker et al., 2018).

However, it is worth noting, in the case of our study, that the hopelessness subscale of

suicidality proved to be significant in people who had not started transition, but want to. This
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result might be suggestive of negative expectations for the future and lack of motivation, factors
that define hopelessness (De Berardis et al., 2020; Pettorruso et al., 2020). Likewise, the fact
that these trans people do not progress in their transition process, starting and completing
hormonal treatment, leads to negative perception about themselves and demotivation, which
lead to psychological distress and pain (Klonsky & May, 2015). Together, these factors

contribute to the onset of depressive symptoms and an increased risk of suicidal ideation.

The correlational study showed that DT and PF (openness to experience, behavioral
awareness and valued action) had a moderate and negative correlation with suicidality and
depression, supporting previous research (Anestis & Joiner, 2012; Bryan et al., 2015; Kratovic
et al., 2020; McCracken et al., 2018), and a positive and moderate correlation with each other.
Thus, the data suggested that high levels of DT and PF are associated with lower levels of
suicidality and depression. This means that individuals with greater ability to persist and
tolerate an aversive emotional state while experiencing adversity and that can be in contact
with the present moment, fully aware of emotions and thoughts, and that, according to the
context, persist or change the pursuit of personal goals and values, experience less depression
and less suicidal behavior.

Our statistical analysis evidenced that depression, distress tolerance and the three
components of PF explained 63% of suicidality variance, with depression and behavioral

awareness exhibiting the most relevant and significant role in the model.

Trans people being in contact with present moment/mindfulness means being aware
of one's own internal experience (thoughts, bodily sensations and feelings) which experiencing
in the present moment and looking at those experiences with curiosity, openness and
acceptance (Arch & Craske, 2006; Francis et al., 2016; Schmelefske et al., 2020). This concept
is contrary to “automatic pilot”, according to which the individual acts with unconscious
intention and without sensory perception of the experiencing moment (S. C. Hayes et al.,
2011).

According to the theoretical framework of behavioural awareness (Francis et al., 2016)
it makes sense that this variable plays an important role in a positive psychological adjustment,
because by being aware of the experiences they are currently experiencing and keeping their
focus in the present moment, trans people create effective ways of combating psychological
distress associated with the past and the future, namely, being able to view and assess current
stressors and experiences as transient and contextual events that will change over time.
Likewise, mindful trans people have a greater ability to track and identify, inside themselves
the growth of feelings of psychological distress and, thus, develop adaptation mechanisms or
search professional help to overcome their problems. Having problem-solving skills and a

regulated stress response, trans people might then be able to buffer distress and not engage
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in suicidal behaviors that often, which at times might seem as the only escape from emotional
pain (Aguiar et al., 2021; Chesin et al., 2016; Schmelefske et al., 2020). Some studies also
indicate that being mindful have contributed to the reduction of depressive symptoms, which
lead to major depressive disorder which is one of the main psychiatric illnesses that affect trans
individuals, and consequently reduce the risk of suicidal ideation (Aguiar et al., 2021;
Schmelefske et al., 2020).

In our study, the self-as-context construct, when encompassed in behavioral
awareness, and this having a predictive effect on suicidality, allows us to consider that trans
individuals, by looking at their “here and now” self, can have mechanisms that manage feelings
of hopelessness and psychological distress that can lead to suicidal behavior. In trans people,
much of their psychological suffering comes from the fact that they are not who they would like
to be in that moment and are not seen by others as they feel and would like to be seen. By
looking at the self as a context and having the security of knowing who they are and do not let
the way people see them define themselves, might contribute to prevent them from falling into
hopelessness and have the feeling that they will never be seen as the person they would like
to be. Awareness, tolerance of emotional pain and non-judgement contribute to prevent suicide

ideation.

Our hypothesis suggested that DT and PF had a significant effect on trans people’s
suicidality. According to our results, only PF, in particular behavioral awareness, revealed a
positive role potentially behaving as a protective factor concerning suicidality in trans people.
For this reason, Acceptance and Commitment Therapy (ACT), as transdiagnostic
psychotherapy that targets psychological flexibility as the primary goal through acceptance-
focused interventions, mindfulness and behavior change, may have a role to play in
accompanying trans people (Hayes et al., 2006). By developing behavioral awareness during
ACT sessions, it is possible to stimulate the “present moment awareness” and “self-as-context”
constructs so that individuals are able to respond more effectively to difficult situations, making
them not only better prepared to deal with future challenges, but also to lessen the impact of
these experiences on their lives and decrease the tendency to think about ending own life
(Hayes et al., 2006).

The present study has some limitations. Its cross-sectional design limits causality
inference and thus the results should be read in the light of those limitations. For future
research, it is recommended to carry out studies with a longitudinal and prospective design, to
test causality hypotheses. Another limitation is the use of only self-report measures, which
encompasses greater subjectivity, as well as greater probability of socially desirable responses
and even the avoidance of items and constructs that the scales measure. On the other hand,
the fact that the data were collected during the SARS-CoV-2/COVID-19 pandemic period may
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have led to some bias in the responses, since trans people have increased their social isolation
related to gender discrimination, with a social isolation imposed by the rules to contain the
pandemic spread. Some studies have positively associated the social isolation caused by the
COVID-19 pandemic with increased rates of depression and suicidality in trans people
(Burgess et al., 2021; Kidd et al., 2021).

Future studies could include other measures (e.qg., clinical interviews) and exploration
of other variables related to suicidality in trans people, such as discrimination or social support.
It is also suggested to carry out studies that relate the different stages of the transition process
with suicidality and life satisfaction in trans people.

However, the current study raises significant points and relevant information with
possible clinical implications. Our results emphasize the need to implement interventions
capable of working and exploring the present moment awareness and mindfulness skills
among trans people, as a possible way to prevent suicide in this population. Additionally, it
opens an opportunity to create guidelines that can contribute to a better intervention by mental
health professionals who work with trans people.
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APPENDIX

Appendix | - Study Questionnaire

FACTORES PSICOSSOCIAIS ASSOCIADOS A IDEAGAO SUICIDA NA PESSOA
TRANS: FATORES DE PROTECAO E VULNERABILIDADE

Solicitamos a sua participacdo voluntaria neste estudo intitulado “Fatores Psicossociais
Associados a Ideacdo Suicida na Pessoa Trans: Fatores de Protecao e Vulnerabilidade”, que vai decorrer
no ambito dos trabalhos finais do 62 ano do Mestrado Integrado em Medicina, em colaborag¢do com o
Instituto de Psicologia Médica da Faculdade de Medicina da Universidade de Coimbra, sob orientacao
do Prof Dr. Anténio Macedo, e coorientacdo da Dra. Susana Renca, Dra. Sara Magano e Doutoranda
Julieta Azevedo.

Este procedimento é chamado de Consentimento Informado e descreve a finalidade do
estudo, os procedimentos, os possiveis beneficios e riscos. Este estudo foi aprovado pela Comissdo de
Etica da Faculdade Medicina da Universidade de Coimbra (FMUC), de modo a garantir a protecdo dos
direitos, seguranca e bem-estar de todos/as os/as participantes incluidos/as e garantir prova publica
dessa protecao.

Para participar neste estudo deverd ter mais de 18 anos e identificar-se como uma pessoa
Trans. Se aceitar participar, iremos solicitar o preenchimento de um conjunto de questiondrios de
autorresposta sobre a salde mental, comportamentos e processos psicolégicos, que pretende ajudar
a compreender os fatores protetores e de vulnerabilidade inerentes a psicopatologia e mal-estar
psicoldgico nas pessoas Trans. Ndo ha respostas certas ou erradas. O preenchimento da bateria de
questionarios tem a duragdo aproximada de 20 minutos.

A sua participacdo vai contribuir para melhorar o conhecimento nesta area de investigacao,
contribuindo para a prevencgao e intervengdo psicoldgica e psiquiatrica nas pessoas Trans, através da
compreensdo dos fatores que contribuem para o desenvolvimento e/ou manutenc¢do de mal-estar
psicoldgico.

A participacgdo é voluntdria e é inteiramente livre de aceitar ou recusar participar neste estudo.

Iremos pedir-lhe que forneca 4 digitos (os dois primeiros nimeros correspondem aos dois
ultimos numeros do seu telemdvel/telefone e os outros aos ultimos dois nimeros do seu ano de
nascimento), com o objetivo de saber se a mesma pessoa respondeu mais que uma vez ao questionario

nos varios meios em que o mesmo estd a ser disponibilizado.
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Os seus registos manter-se-ao confidenciais e anonimizados, de acordo com os regulamentos
e leis aplicaveis. As respostas ndao serdo analisadas individualmente e os dados serdo informatizados
para podermos proceder ao seu tratamento estatistico. O prazo maximo de conservacao dos dados do
estudo é de 5 anos.

No caso de pretender eliminar/alterar as suas respostas, deve entrar em contacto com o
responsavel pelo tratamento dos dados, através do endereco de email indicado neste Consentimento
Informado.

Ao submeter o questionario, confirma que tomou conhecimento das informacgdes descritas no

Consentimento Informado e que autoriza a sua participagao no estudo.

Agradecemos a sua colaboragao.
Se tiver perguntas relativas aos seus direitos como participante deste estudo, deve contactar:
Luis Miguel Martins.

E-mail: luismcomartins@gmail.com

[] Li e aceito participar de forma voluntaria neste estudo, tendo sido informado/a sobre os objetivos

e procedimentos da investigacdo, permitindo o uso das minhas respostas para os fins referidos.

Tem mais de 18 anos?
Sim
Nao
QUESTIONARIO
Por favor, leia com atencdo cada uma das questdes apresentadas.
Pedimos que responda ao questionario até ao fim. Nao ha respostas certas ou erradas.
A sua participacdo ira contribuir para melhorar o conhecimento nesta area de investigagao.

Agradecemos a sua colaboragao.

Por favor, introduza:
* Dois ultimos digitos do seu nimero de telemdvel/telefone

* Dois ultimos digitos do seu ano de nascimento
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Identifica-se como uma pessoa Trans?

Sim

1. Idade:

2. Sexo a nascenga:

Feminino
Masculino
Intersexo

3. lIdentidade de género:

Mulher
Homem
N3o binario

Outra:

4. Orientagdo sexual:

Lésbica

Gay

Bissexual
Heterossexual
Pansexual
Assexual
Outra:

5. Em relagao a possibilidade de um processo de transigao, por favor indique?

Transigdo Ja fiz
Social
(mudar a expressdo de D

género e/ou nome)

Hormonal D

(fazer terapia hormonal)

Fisica/Cirurgica
(fazer
operagdes/alteracbes D
fisicas)

Ja iniciei, mas ainda  Ainda ndo iniciei, mas Nao pretendo
nao completei pretendo fazé-lo fazer

[] [] L]

L] L] L]

L] L] L]
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10.

11

12.

Alterou o nome préprio e sexo no Registo Civil?

Sim
Nao

Se ja realizou procedimentos cirtrgicos de reatribuicdo sexual, indique que
alteragdes realizou:

Tem algum diagndstico clinico de doenga fisica?

Sim
Nao

Se respondeu “sim” a questao anterior, por favor indique qual:

Tem algum diagndstico clinico de doenga psiquiatrica?

Sim
Nao

. Se respondeu “sim” a questao anterior, por favor indique qual:

Com excecao da avalia¢ao psicolégica e psiquiatrica relacionada com o seu
processo de transi¢cdo, é acompanhado por (assinale todas as que se aplicam):

Psicdlogo D
Psiquiatra D

N3o se aplica D

12.1 Se sim, ha quanto tempo e qual o motivo (caso tenha selecionado duas opg¢oes,
especifique cada uma delas).

13.

14.

Toma medicacao psiquiatrica?

Sim
Nao

Estado civil:

Solteiro/a
Casado/a
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Divorciado/a
Unido de facto
Viuvo/a

Outra:

15. Tem, neste momento, algum relacionamento?

Sim
Nao

16. Se sim, ha quanto tempo?

17. Considera-se uma pessoa religiosa?

Sim
Nao

18. Se sim, qual?

19. Residéncia:

Norte

Centro

Lisboa e Vale do Tejo
Sul

Ilhas

20. Escolaridade:

Ensino Primario
Ensino Basico
Ensino Secundario
Bacharelato
Licenciatura
Mestrado
Doutoramento
Outra:

21. Situagdo laboral:

Trabalhador/a
Trabalhador/a e estudante
Estudante

Desempregado

Outra:
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22. Como considera a sua situagdo socioecondmica?

Muito baixa
Baixa
Média

Alta

Muito alta

B. OUTNESS INVENTORY

(Mohr & Fassinger, 2000; Gato & Fointaine, 2014 — adaptagdo para Trans)

Por favor, utilize a seguinte escala para indicar em que medida as seguintes pessoas estdo a par do
facto de ser uma pessoa Trans. Tente responder a todos os itens, mas selecione 0 se ndo se aplicarem
a si. Se algum item se referir a um grupo de pessoas (e.g. colegas de trabalho), indique como se sente

em relagdo a esse grupo.

1 = Esta pessoa definitivamente NAO sabe que sou Trans

2 = Esta pessoa poderd saber, mas NUNCA falamos disso

3 = Esta pessoa provavelmente sabe, mas NUNCA falamos sobre isso

4 = Esta pessoa provavelmente sabe, mas RARAMENTE falamos disso

5 = Esta pessoa sabe com toda a certeza, mas RARAMENTE falamos disso
6 = Esta pessoa sabe com toda a certeza a AS VEZES falamos disso

7 = Esta pessoa sabe com toda a certeza e falamos ABERTAMENTE disso

0 = N3o aplicavel a sua situagao; esta pessoa ou grupo de pessoas nao fazem parte da sua vida

01. Mae 1 2 3 4 5 6 7 0
02. Pai 1 2 3 4 5 6 7 0
03. Irm3os/3as 1 2 3 4 5 6 7 0
04. Familia alargada/Parentes 1 2 3 4 5 6 7 0
05. Novos/as amigos/as heterossexuais 1 2 3 4 5 6 7 0
06. Colegas de trabalho 1 2 3 4 5 6 7 0
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07. Chefe/s de trabalho 1 2 3 4 5 6 7 0
08. Membros da minha comunidade 1 2 3 4 5 6 7 0
religiosa
09. Lideres da minha comunidade 1 2 3 4 5 6 7 0
religiosa
10. Estranhos/Novos conhecimentos 1 2 3 4 5 6 7 0

11. Antigos/as amigos/as heterossexuais 1 2 3 4 5 6 7 0

C. ESCALA DE SATISFACAO com A VIDA (SWL)

(Diener E, Emmons RA, Larsen RJ, Griffin S., 1995; P.V. Laranjeira, C. 2009)

Este questionario pretende conhecer o que pensam as pessoas a respeito da sua vida. Responda
sinceramente a todas as perguntas, conforme aquilo que verdadeiramente sente e ndo como gostaria

de ser. Ndo ha respostas boas nem mas; todas sdo boas desde que sinceras.

Em todas as perguntas seguintes faca um circulo a volta do nimero que melhor corresponde ao seu

caso, conforme a seguinte escala:

1 2 3 4 5
Discordo Discordo um N&o concordo Concordoum = Concordo

muito pouco nem discordo pouco muito

1. A minha vida parece-se em quase tudo com o que eu desejaria

que ela fosse.

2. As minhas condig¢des de vida sao muito boas. 1 2 3 4 5

3. Estou satisfeito com a minha vida. 1 2 3 4 5

4. Até agora tenho conseguido as coisas importantes da vida que

eu desejaria.

5. Se pudesse recomecar a minha vida, ndo mudaria quase nada. 1 2 3 4 5
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D. CompACT

(Francis, Dawson, Golijani-Moghaddam, 2016; Trindade et al., 2020)

Em baixo, encontrara uma lista de afirmacgdes. Por favor, indique o seu grau de concordancia com cada

uma das afirmacdes, utilizando a seguinte escala.

Discordo Discordo Discordo Nao concordo Concordo Concordo Concordo
Ligeiramente nem discordo Ligeiramente Moderadamente
Fortemente Moderadamente Fortemente
0 1 2 3 4 5 6
1 3 4 5 6

1. Consigo identificar as coisas que sdo realmente importantes para a

minha vida, e segui-las.
2. Um dos meus maiores objetivos é estar livre de emoc¢des dolorosas.

3. Realizo atividades importantes para mim apressadamente e sem

estar verdadeiramente atento/a ao que faco.

4. Tento manter-me ocupado/a para evitar ter alguns pensamentos e

sentimentos.

5. Comporto-me de uma forma consistente com a maneira como

quero viver a minha vida.

6. Faco escolhas baseando-me no que é importante para mim, mesmo

quando isso me provoca tensdo/stress.

7. Digo a mim mesmo/a que ndo deveria pensar da forma como penso

(ou ter certos pensamentos).

8. Acho dificil manter-me focado/a no que estd a acontecer no

momento presente.
9. Comporto-me de acordo com os meus valores pessoais.

10. Evito intencionalmente certas situacGes que possam provocar

pensamentos, sentimentos ou sensac¢des dificeis.
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11. Mesmo quando facgo coisas que sdo importantes para mim, dou

por mim a fazé-las sem prestar atencdo (em piloto automatico).

12. Facgo coisas importantes e que tém significado para mim, mesmo

guando acho que isso é dificil.

13. Esforco-me bastante para afastar sentimentos perturbadores ou

dificeis.

14. Faco atividades ou tarefas automaticamente, sem estar atento/a

ao que estou a fazer.

15. Sou capaz de seguir os meus planos a longo prazo, mesmo em

alturas em que o progresso é lento.

16. Parece que funciono em “piloto automdatico”, sem prestar muita

atencdo ao que estou a fazer.

17. Os meus valores de vida estdo claramente refletidos no meu

comportamento.

18. Consigo continuar ou prosseguir com uma atividade quando ela é

importante para mim.

E. DISTRESS TOLERANCE SCALE (DTS-S)

(Lucena-Santos, Palmeira, Duarte, Oliveira, & Pinto-Gouveia, 2013)

Pense nos momentos que sente angustia ou mal-estar psicolégico (ndo se sente bem, tem emocgdes
desagradaveis/desconfortaveis como angustia, sofrimento ou dor emocional). Selecione a op¢do que
melhor descreve as suas opiniGes acerca de sentimentos de mal-estar psicolégico e emocional, usando

a seguinte escala de resposta:

Discordo Discordo Nao concordo Concordo Concordo
nem discordo Moderadamente
Fortemente Moderadament Fortemente
e
1 2 3 4 5
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1. Sentir angustia ou sentir-me perturbado/a é insuportavel para mim.

2. Quando eu me sinto mal ou perturbado/a, s6 consigo pensar em qudo

mal me sinto.

3. Eu ndo consigo lidar com o meu mal-estar psicoldgico ou com sentir-me

perturbado/a.

4. Os meus sentimentos de mal-estar emocional sdo tdo intensos que me

dominam completamente.

5. Ndo ha nada pior do que sentir mal-estar psicolégico/emocional.

6. Consigo tolerar sentir mal-estar psicolégico/emocional tanto como as

outras pessoas.

7. Sentir mal-estar psicolégico ou sentir-me perturbado/a ndo é aceitavel

para mim.

8. Faco qualquer coisa para evitar sentir-me mal ou perturbado/a.

9. As outras pessoas parecem ser mais capazes de tolerar sentimentos de

mal-estar ou sofrimento do que eu.

10. Sentir angustia ou mal-estar psicolégico/emocional é sempre um

grande sacrificio para mim.

11. Sinto vergonha de mim préprio/a guando me sinto mal (angustia e/ou

perturbado/a)

12. Os meus sentimentos de mal-estar psicoldgico/emocional assustam-

me.

13. Fago qualquer coisa para deixar de me sentir mal (em sofrimento

psicoldgico).

14. Quando eu me sinto mal (psicologicamente/emocionalmente) ou

perturbado/a tenho de fazer alguma coisa acerca disso imediatamente.
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15. Quando me sinto mal (psicologicamente/emocionalmente) ndo

consigo deixar de me concentrar em quao mau é sentir-me assim.

F. ESCALA MULTIDIMENSIONAL DE SUPORTE SOCIAL PERCEBIDO (IVISPSS)

(zIMET, DAHLEM, ZIMET & FARLEY, 1988; TRADUGAO E ADAPTAGAO: CARVALHO, S., 2006)

Estamos interessados em avaliar o que pensa em relacdo as afirmacdes seguintes.

cuidadosamente cada uma das afirmagdes.

Leia

Utilizando a escala abaixo, indique como se sente acerca de cada uma delas assinalando a sua resposta.

Discorda
completamente
Discorda
fortemente
Discorda
parcialmente
N3o tem opinido

Concorda

parcialmente

Concorda

fortemente

Concorda

completamente

1. H4 uma pessoa especial que se encontra

préoximo quando necessito.

2. H4 uma pessoa especial com quem
posso partilhar as minhas alegrias e

tristezas

3. A minha familia tenta ajudar-me

verdadeiramente

4. Tenho a ajuda emocional e o apoio que

necessito da minha familia

7

5. Tenho uma pessoa que €
verdadeiramente uma fonte de conforto

para mim

6. Os/As meus/minhas  amigos/as

realmente procuram ajudar-me

7. Posso contar com os/as meus/minhas

amigos/as quando algo corre mal

8. Posso falar dos meus problemas com a

minha familia
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9. Tenho amigos/as com quem posso

partilhar as minhas alegrias e tristezas

10. Ha uma pessoa especial na minha vida

gue se preocupa comos meus sentimentos

11. A minha familia esta disponivel para me

ajudar a tomar decisdes

12. Posso falar dos meus problemas com

os/as meus/minhas amigos/as

G. EscALA DE ANSIEDADE, DEPRESSAO E STRESS (EADS-21)

(Lovibond & Lovibond, 1995)

(Versdo Portuguesa para adolescentes: Pais-Ribeiro, J.L., Honrado, A. & Leal, I.)

Por favor leia cada uma das afirmacdes abaixo e assinale 0, 1, 2 ou 3 para indicar quanto cada afirmacao
se aplicou a si durante a semana passada. Ndo ha respostas certas ou erradas. Ndo leve muito tempo
a indicar a sua resposta em cada afirmacgao. A classificagdo é a seguinte:

0 1 2 3
N3o se aplicou Aplicou-se a mim Aplicou-se a mim Aplicou-se a mim
algumas vezes

nada a mim muitas vezes - a maior parte das vezes
1. Tive dificuldades em me acalmar 0 1 2 3
2. Senti a minha boca seca 0 1 2 3
3. Ndo consegui sentir nenhum sentimento positivo 0 1 2 3
4. Senti dificuldades em respirar 0 1 2 3
5. Tive dificuldade em tomar iniciativa para fazer coisas 0 1 2 3
6. Tive tendéncia a reagir em demasia em determinadas 0 1 2 3
situagdes
7. Senti tremores (por ex., nas maos) 0 1 2 3
8. Senti que estava a utilizar muita energia nervosa 0 1 2 3
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9. Preocupei-me com situacdes em que podia entrar em panico e 0 1 2 3

fazer figura ridicula

10. Senti que ndo tinha nada a esperar do futuro 0 1 2 3
11. Dei por mim a ficar agitado/a 0 1 2 3
12. Senti dificuldade em me relaxar 0 1 2 3
13. Senti-me desanimado/a e melancdlico/a 0 1 2 3
14. Estive intolerante em relacdo a qualquer coisa que me 0 1 2 3

impedisse de terminar aquilo que estava a fazer

15. Senti-me quase a entrar em panico 0 1 2 3
16. Nao fui capaz de ter entusiasmo por nada 0 1 2 3
17. Senti que nao tinha muito valor como pessoa 0 1 2 3
18. Senti que por vezes estava sensivel 0 1 2 3
19. Senti altera¢des no meu coragdo sem fazer exercicio fisico 0 1 2 3
20. Senti-me assustado/a sem ter tido uma boa razdo para isso 0 1 2 3
21. Senti que a vida ndo tinha sentido 0 1 2 3

H. ESCALA DE SUICIDALIDADE

(Castilho, Pinto & Carreiras, 2019)

Esta escala pretende avaliar pensamentos relacionados com a morte e suicidio. Estamos interessados

em saber a frequéncia com que tem este tipo de pensamentos.

Por favor, leia atentamente cada uma das afirmagdes e assinale a op¢do que melhor se aplica a si de

acordo com a escala abaixo fornecida:

Nunca me Acontece-me Acontece-me Acontece-me
acontece algumas vezes muitas vezes sempre
0 1 2 3
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1. H4 alturas em que sinto que a minha vida ndo vale a pena.

2. Ha alturas em que penso que os outros estariam melhor se eu ndo estivesse

presente.

3. Ha alturas em que penso que me quero matar.

4. Ha alturas em que desejo nunca ter nascido.

5. Ha alturas em que penso que nao tenho futuro ou saida.

6. Ha alturas em que gostava simplesmente de desaparecer.

7. Ha alturas em que penso ser um fardo para os outros.

8. Ha alturas em que planeio o que quero fazer quando me matar.

9. Ha alturas em que penso na morte.

10. H& alturas em que penso que ninguém se importa se estou vivo/a ou

morto/a.

11. Ha alturas em que desejo estar morto/a.

|. TENTATIVA DE SuIciDIO

1. Jaalguma vez teve um plano para se matar?

Sim
Nao

2. Jaalguma vez tentou matar-se?

Sim
Nao

3. Serespondeu “sim” na questao anterior, quantas vezes?

4. Se respondeu “sim” na questio 2, foi hospitalizado/a?

Sim
Nao
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J. Escada de Discriminagao Quotidiana (EDS-PT)

(Williams, Yu, Jackson, & Anderson, 1997; Freitas, Coimbra, Marturano, & Marie Fontaine, 2015; Seabra, Salvador, & Gato,

2019)

No seu dia-a-dia atual, por favor indique a frequéncia com que as seguintes situa¢cdes ocorrem, devido

ao facto de ser uma pessoa Trans:
Escala de resposta:

0 =Nunca

1 = Raramente (menos de 1 vez / ANO)

2 = Por vezes (algumas vezes / ANO)

3 = Algumas vezes (alguma vezes / MES)

4 = Muitas vezes (pelo menos 1 vez / SEMANA)

5 = Quase sempre (quase todos os DIAS)

01. Sou tratado/a com menos simpatia do que as outras pessoas
02. Sou tratado/a com menos respeito do que as outras pessoas

03. Em lojas, restaurantes ou noutros servicos sou menos bem atendido/a do que as outras pessoas

04. As pessoas agem como se pensassem que nao sou inteligente

05. As pessoas agem como se tivessem medo de mim

06. As pessoas agem como se pensassem que sou desonesto/a

07. As pessoas agem como se fossem melhores do que eu

08. Chamam-me nomes ou insultam-me

09. Sou ameacgado/a ou provocado/a

10. As pessoas agem como se houvesse algo errado comigo

11. As pessoas tratam-me de forma negativa por acharem que parego com uma pessoa do sexo oposto

Muito obrigado pela sua colaboragao!
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Appendix Il - Psychology of Sexual Orientation and Gender Diversity:

submission guidelines

Manuscript types
Psychology of Sexual Orientation and Gender Diversity® (PSOGD) accepts a variety of article

types consistent with the journal's mission, including:

Standard articles containing a maximum of 7,500 words of text. These will be the most typical

articles.

Longer, monograph-style articles containing a maximum of 12,000 words of text. These
longer contributions will not be typical and to be considered, must provide a particularly

enhanced coverage of the topic addressed.

This can take the form of:
e especially extensive literature review with a methodological critique and/or public policy
implications explicated
o description of an interlocked series of research projects
¢ synthesis of material on sexual orientation and gender diversity with material from other
aspects of psychology and/or other disciplines
¢ similarly extensive contributions
AUTHORS MUST OBTAIN PRIOR APPROVAL OF THE EDITOR PRIOR TO SUBMITTING
THIS ARTICLE TYPE.

Brief reports are research-oriented and contain a maximum of 4,000 words of text.

Case studies are clinically/practice-oriented (including industrial/organization practice) and
contain a maximum of 3,000 words of text. All ethical and risk management considerations
regarding informed consent, confidentiality, and other relevant concerns must be addressed.
Case studies must also situate the case in question in relevant theoretical, empirical, and

methodological matrices.

Letters to the editor should be limited to 500 words. In unusual circumstances, the founding

editor may allow a longer limit with the author.
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Commentaries may address developments in the behavioral sciences and related fields, the
legal system, national or world events, as these pertain to the content areas of PSOGD. These

should be a maximum of 1000 words unless a longer length is allowed by the founding editor.

This list is not meant to be exclusive. Other article varieties may be accepted under unusual
circumstances. However, authors must contact the editor prior to submission of any other

article to discuss and get approval.

As a rule of thumb one double-spaced page of standard font and size text contains about 300
words. If submissions contain an unusually larger number of references for the article type
and/or unusually large tables/charts/graphs, authors may be required to reduce these. "Words"
refers to words and other symbols or characters.

Reference: Psychology of Sexual Orientation and Gender Diversity. (n.d.). Retrieved April 3, 2022,
from https://www.apa.org/pubs/journals/SGD/index?tab=1
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