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ABSTRACT

PERCEIVED DISCRIMINATION AND DEPRESSION AMONG TRANS+
INDIVIDUALS: THE MEDIATING ROLES OF COGNITIVE EMOTION
REGULATION AND PERCEIVED SOCIAL SUPPORT

Utkan, Kaan

Master’s Program in Clinical Psychology

Advisor: Asst. Prof. Dr. Yasemin Meral Ogiitcii

June, 2023

This study aims to examine the effects of perceived discrimination on depression
among transgender individuals and explore the mediating roles of cognitive emotion
regulation strategies and perceived social support. A total of 112 participants, aged 18
and above, who identified with gender identities under the trans+ spectrum (including
trans woman, trans man, non-binary, genderqueer, genderfluid, bigender, and
agender), were reached. Data were collected using Demographic Information Form,
Perceived Discrimination Scale, Multidimensional Perceived Social Support Scale,
Cognitive Emotion Regulation Scale, and Beck Depression Inventory. The results of
this study revealed that perceived social support and maladaptive cognitive emotion
regulation strategies both significantly mediated the relationship between perceived
discrimination and depression. Specifically, it was found that only the "acceptance”

strategy significantly mediated this relationship among cognitive emotion regulation
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strategies. Furthermore, a positive relationship was found between perceived
discrimination and depression, indicating that as the level of perceived discrimination
increased, the level of depression also increased. In addition, a negative relationship
was demonstrated between perceived social support and depression, indicating that
higher levels of perceived social support were associated with lower levels of
depression. Finally, the findings of this study revealed that transgender individuals
tend to perceive discrimination more strongly towards their own group, rather than
perceiving it directed towards themselves as individuals. The findings are discussed
within the framework of the Minority Stress Model. These findings are expected to
raise awareness regarding the challenges experienced by transgender individuals and
provide valuable clinical implications for treatment planning in working with

transgender individuals.

Keywords: Perceived Discrimination, Perceived Social Support, Cognitive Emotion
Regulation, Trans+, LGBTQ+, Depression



OZET

TRANS+ BIREYLERDE ALGILANAN AYRIMCILIK ILE DEPRESYON
ARASINDAKI ILISKININ INCELENMESI: BILISSEL DUYGU DUZENLEME
STRATEJILERI VE ALGILANAN SOSYAL DESTEGIN ARACI ROLLERI

Utkan, Kaan

Klinik Psikoloji Yiiksek Lisans Programi

Tez Danismani: Dr. Ogr. Uyesi Yasemin Meral Ogiitcii

Haziran, 2023

Bu caligma trans bireylerde algilanan ayrimciligin depresyon iizerindeki etkisini ve
biligsel duygu diizenleme stratejilerinin ve sosyal destegin bu iliskideki aract rollerini
aragtirmay1 amaclamaktadir. Bu amagla cinsiyet kimligini trans+ (trans kadin, trans
erkek, non-binary, genderqueer, genderfluid, bigender, agender) semsiyesi altindaki
cinsiyet kimliklerinden biriyle tanimlayan 18 yasindan biiyiik 112 katilimciya
ulasilmistir. Veriler Demografik Bilgi Formu, Algilanan Ayrimcilik Olgegi, Cok
Boyutlu Algilanan Sosyal Destek Olgegi, Bilissel Duygu Diizenleme Olgegi ve Beck
Depresyon Envanteri 6lgekleri kullanilarak toplanmistir. Sonuglar algilanan sosyal
destegin ve uyumsuz biligsel duygu diizenleme stratejilerinin algilanan ayrimcilik ile
depresyon arasindaki iliskide anlamli bir araci rol oynadigin1 gostermistir. Dahasi,
hangi bilissel duygu diizenleme stratejilerinin bu iliskide araci rol oynadigi
arastirildiginda sadece "kabul etme" stratejisinin bu iliskiyi anlamli bir sekilde araci

ettigi bulunmustur. Ayrica, algilanan ayrimcilik ile depresyon arasinda pozitif yonde
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bir iliski oldugu, algilanan ayrimcilik seviyesi arttikga depresyon seviyesinin de arttig
gOriilmistiir. Bunun yaninda, algilanan sosyal destek ile depresyon arasinda ters bir
iliski oldugu, algilanan sosyal destek seviyesi arttikca depresyon seviyesinin diistiigi
gbzlenmistir. Son olarak, bulgular trans bireylerin ayrimciligi bireysel olarak
kendilerine yonelik algilamaktan daha ¢ok kendi gruplarma yonelik algiladigini
gostermistir. Bulgular, basta Azinlik Stresi Modeli olmak iizere ilgili literatiir
baglaminda tartisilmistir. Calismanin bulgularinin, trans bireylerin yasadig1 zorluklari
dikkat ¢ekecegi ve trans bireylerle terapotik c¢alisma yiiriitiirken tedavi planlama

noktasinda faydalari olacag: diistiniilmektedir.

Anahtar Kelimeler: Algilanan Ayrimcilik, Algilanan Sosyal Destek, Biligsel Duygu
Diizenleme, Trans+, LGBTQ+, Depresyon.
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CHAPTER 1: INTRODUCTION

Transgender individuals often face pervasive and systematic discrimination based on
their gender identities due to stigmatization (Bockting, 2005; Grant et al., 2011).
LGBT+ (lesbian, gay, bisexual, and transgender) individuals, particularly transgender
individuals, are subjected to discrimination in various aspects of their daily lives, such
as employment, housing, and healthcare accessibility (Lombardi, 2002). Furthermore,
discrimination rates for transgender people are alarmingly high (Grant et al., 2011;
Herek, 2009; Takacs, 2006). This discriminatory environment adversely affects their
mental health.

Research has demonstrated the adverse effects of discrimination on mental health
(Schmitt et al., 2014). Similarly, studies have shown the association between
discrimination and negative mental health outcomes among transgender individuals,
such as depression (Bockting et al., 2013; Testa et al., 2012). Moreover, high rates of
depression have been reported among transgender individuals (Bocking et al., 2005;
Nuttbrock et al., 2010). In addition, given the relationship between depression and
suicide (Riberio et al., 2018) and the high rates of suicide among transgender people
(Grant et al., 2011), these studies indicate that depression is an important issue for
transgender individuals.

The Minority Stress Model (Meyer, 2003) describes the specific stressors experienced
by individuals belonging to gender and sexual orientation minority groups. According
to this model, discrimination and stigmatization have negative consequences on the
mental health of individuals belonging to minority groups, such as depression.
Furthermore, this model has shown that healthy coping methods and support
mechanisms reduce the negative effects of discrimination. In line with this theory,
research has shown that social support reduces the devastating effects of
discrimination and that social support has an important role in the well-being of
transgender individuals (Cohen and Wills, 1985; Nemoto et al., 2011). Similarly,
research has shown that emotion regulation has an important role in well-being and
coping with the adverse effects of discrimination (Thompson, 1991; Meyer, 2003).
However, there is limited research regarding the role of the cognitive aspect of emotion
regulation in transgender people's coping with discrimination. Cognitive emotion
regulation strategies help people to regulate their emotions after impactful

circumstances (Garnefski et al., 2001). In this context, these strategies are thought to



have an important role in transgender people's coping with discrimination and its
effects on their mental health.

Considering all these, this study aims to investigate the effect of perceived
discrimination on depression and the influences of social support and cognitive
emotion regulation strategies in this relationship. In addition, it aims to be more
inclusive by not only addressing gender from a binary (male-female) perspective, but
also by including the experiences of transgender individuals who do not define their
gender on the binary system (i.e., non-binary, genderqueer, genderfluid, etc.).

1.1. Definition of the Terms

In this chapter, the terms used in this study will be described in detail to prevent
ambiguity and provide readers a clear description of what thwith e chosen terms refer
to.

Gender, Assigned Gender at Birth, and Sex

Sex and gender are often used to refer to the same thing. However, sex refers to one’s
biological status, and is mostly thought of as being female or male in Western cultures,
assigned at birth. While gender is a socially constructed term that relates to
assumptions that individuals make about a person’s sex, related to a given society
(APA, 2011; Singh and Dickey, 2017). Therefore, the term ‘assigned gender at birth’
refers to sex.

Gender Identity and Expression

Gender identity refers to how an individual feels about themselves in terms of their
gender. It is a fluid experience, which can change over time. Whereas gender
expression refers to one’s outward expression of their gender identity, such as how
they present themselves, which pronouns they use to describe themselves, etc. (Singh
and Dickey, 2017). It must be noted that gender identity is a separate concept from
sexual orientation (APA, 2015). The term "sexual orientation™ describes how someone
feels attracted to another person, which can be physical, emotional, and romantical
(APA, 2011). Therefore, one’s gender identity does not give any information about
their sexual orientation.

Transgender

The term "transgender” is used to describe people whose gender identity does not
entirely correspond to the gender that was assigned to them at birth (APA, 2015).
According to APA (2015), the concept of gender is non-binary, encompassing a broad

spectrum of gender identities and expressions. Therefore, transgender individuals may
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identify their gender identities as falling within or outside of the gender binary. The
term “trans+” is often used as an umbrella term that includes both binary and non-
binary gender identities, such as non-binary, genderfluid, genderqueer, agender,
bigender, etc. The term "transgender” may occasionally be abbreviated and used as
"trans" (APA, 2011). Accordingly, the words "trans" and "transgender" will be used
interchangeably in the present study.

Non-binary

Non-binary refers to transgender individuals who experience and define their gender
identity as existing beyond the confines of the traditional gender binary (Reisner and
Hughto, 2019). Also, the term non-binary is used as an umbrella term that defines
various gender identities and experiences, such as gender identities that fall between
or outside of the female-male gender binary, a gender identity that fluctuates between
being a woman or a man, or it could include individuals who do not align with a
specific gender identity and actively reject the notion of adhering to any particular
gender category (Matsuno and Budge, 2017).

Cisgender

The term cisgender is usually defined as “non-transgender”, referring to people whose
gender identity aligns with their assigned gender at birth (Cava, 2016). Other “cis”
concepts include cisgenderism (an ideology that privileges cisgender individuals),
cisnormativity (dominance of cis norms), and cis privilege (opportunities that are
mostly gained by one’s cis identity) (Cava, 2016).

Transphobia

The term transphobia refers to discrimination against transgender individuals on an
institutional, societal, and individual level (Nemoto, Bodeker and lwamoto, 2011).
1.2. Perceived Discrimination

Discrimination refers to the unjust mistreatment of individuals stemming from their
association with specific groups (Matsumoto and Juang, 2013). Individuals who
belong to minority groups tend to experience discrimination and relatively bad
outcomes. The acts of mistreatment and negative life events stemming from
discrimination represent significant challenges to psychological well-being in various
contexts, such as finding a job or an apartment, getting deprived of adequate
healthcare, etc. (Schmitt et al., 2014). Understanding the difference between objective
encounters with discrimination and subjective interpretations of discrimination is

crucial because it can have different effects on an individual's well-being depending
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on whether they perceive themselves as the target of discrimination or not (Paradies,
2006; Schmitt et al., 2014). Perceived discrimination refers to the latter, the subjective
perception of an individual facing discrimination (Schmitt et al., 2014). Perceiving
oneself as an object of possible victimization implies something about one’s social
positioning within a given society, which can have various consequences for well-
being (Pascoe and Richman, 2009; Schmitt and Branscombe, 2002; Schmitt et al.,
2014).

According to numerous theoretical frameworks, perceiving discrimination has
detrimental effects on an individual’s mental health (Schmitt et al., 2014). For
example, according to the symbolic interaction framework the self-concept emerges
from social interactions, and often individuals internalize others’ opinions about
oneself. Therefore, the symbolic interactionist framework suggests that perceiving
oneself to be the object of a possible discriminative event would jeopardize one's sense
of self because the discriminative discourse says that the members of stigmatized
groups are unworthy, which can be internalized (Goffman, 1963; Schmitt et al., 2014).
Perceived discrimination suggests a form of rejection or exclusion directed toward a
specific stigmatized group (Baumeister and Leary, 1995), while individuals have a
need for their group identities to be recognized and valued within a given society
(Tajfel and Turner, 1979). Therefore, perceiving discrimination against an ingroup
membership through devaluation and exclusion is expected to have adverse and unique
consequences on the members of that stigmatized group (Schmitt et al., 2014).

The extent to which discriminative experience is perceived as a singular incident or a
persistent issue is associated with the severity of the effects resulting from perceptions
of discrimination (Schmitt and Branscombe, 2002; Schmitt et al., 2014). When
discrimination is perceived as less avoidable and more pervasive, the feelings of
control may be weakened (Schmitt et al., 2014). Discrimination that is perceived as
being pervasive is more likely to be experienced as a form of rejection and societal
exclusion, as opposed to discrimination that is regarded as an isolated incident.
Discrimination is more pervasive and systemic for groups who hold a relatively
disadvantaged social status compared to groups who are relatively advantaged
(Schmitt et al., 2014). Because perceptions of discrimination are perceived as more
pervasive for disadvantaged groups, it can be concluded that members of
disadvantaged groups, such as sexual, gender, and racial minorities, are more likely to

be at risk for harm from the consequences of discrimination. It is also important to be
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conscious of the intersectionality of identities in this context.

The literature on discrimination has highlighted a significant differentiation between
discrimination targeted toward an individual due to their group membership, versus
discrimination aimed at the entire group to which the individual belongs (Schmitt et
al., 2014). Crosby (1984) argued that because discrimination against individuals is
more distressing, individuals who are members of disadvantaged groups may be more
inclined to deny personal discrimination, as opposed to discrimination targeting their
entire group. A study demonstrated an inverse link between perceived individual
discrimination and self-worth (Bourguignon et al., 2006). Furthermore, the authors
discussed how the perceiving discrimination at the group level may mitigate the
adverse effects of individual discrimination, since attributing discriminatory events to
the group implies that one is not isolated in experiencing rejection and exclusion.
1.2.1. Minority Stress Model

The minority stress model conceptualizes how the social stress sources that are specific
to LGBT individuals affect lesbian, gay, and bisexual individuals’ mental health
(Meyer, 2003). According to minority stress theory, LGBT (lesbian, gay, bisexual, and
transgender) individuals experience unique stressors due to prejudice and stigma, and
these stressors result in negative health consequences (Meyer and Frost, 2013).
Moreover, Meyer (2015) argues that environmental factors, particularly those
associated with stigma and prejudice, can generate stressors that persist throughout the
lifetimes of individuals who identify as LGBT.

The minority stress model posits that LGB individuals could experience minority
stress in various ways. According to Meyer (2003), minority stress mechanisms are
categorized along a spectrum from distal to proximal. From the distal to proximal,
LGB individuals experience minority stress through three sources: external stressful
events, the anticipation of such events, and the internalization of negative cultural
perceptions. Distal or external stressors refer to stressors that are objective and
independent of a person's perception. In contrast, proximal stressor are influenced by
one’s perception of discrimination, thus, in nature, they are more subjective. One
source of minority stress is distal or external stressors, which include direct
experiences or events of discrimination, rejection, or violence related to one’s gender
identity. These external and objective stressful events are the most distal sources of
minority stressors. The expectation that these external stressful events will happen,

along with the alertness that accompanies that expectation, constitutes the second
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source of minority stress. Because of this alertness, individuals who identify as LGBT
could anticipate rejection or discrimination based on their sexual minority status,
therefore they may try to conceal their identities to protect themselves from rejection
or discrimination. The third source of minority stress includes the process of
internalizing prejudice and others' negative opinions about oneself. For LGB people
this can be internalized homophobia or biphobia and for transgender people this can
internalized transphobia. The internalized stigma is much more subjective, it cannot
be observed like distal stressors. Also, internalized stigma can be the most harmful to
the psychological well-being of LGBT individuals, as it can directly interrupt their
ability to cope with external stressful events (Hendricks and Testa, 2012). The minority
stress processes are conceptualized in Figure 1.

Even though the minority stress model initially emerged in the context of sexual
orientation, the implications of the model in the context of gender identity are similar
(Meyer, 2015). The model was also adapted to gender identity to reflect transgender
and gender nonconforming people’s experiences (Hendricks and Testa, 2012). Parallel
with the initial minority stress model, transgender individuals encounter general
stressors related to daily life similar to the general population, however, additionally,
they face discrimination, rejection, and violence in various forms due to their gender
identities or gender expressions at alarmingly high rates (Hendricks and Testa, 2012).
Studies show that transgender people are subjected to high rates of minority stressors,
including discrimination, physical and sexual violence, and stigmatization based on
their gender identity (Clements-Nolle, Marx and Katz, 2006; Grant et al., 2010;
Hendricks and Testa, 2012; Testa et al., 2012). Even though some minority stressors
identified by Meyer (2003)’s minority stress model for sexual minorities are parallel
for gender minorities, there are some unique minority stressors experienced by
transgender individuals. For example, in addition to the violence, rejection, and
discrimination encountered by both cisgender LGB and transgender individuals,
transgender individuals may also encounter an additional distal stressor called non-
affirmation, which refers to when one’s gender identity is not affirmed by other people.
This could include experiences such as getting misgendered or being referred to by
their assigned name at birth even though they do not go by that name anymore. Non-
binary individuals may also experience non-affirmation in their daily life, as people in
their life may not be able to use gender-neutral terms to refer to them (Testa et al.,

2015). Transgender individuals also experience proximal stressors, such as
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internalized transphobia, similar to LGB individuals (eg., internalized homophobia).
Anticipation and fear of the occurrence of discrimination, victimization, or rejection
are also shared by both LGB and transgender individuals (Hendricks and Testa, 2012).
However, there are some differences in terms of concealment. Because gender identity
is often conveyed by physical cues, it may not be possible for transgender individuals
to conceal their gender identity if or when they want to; and, for transgender
individuals who go through a social and physical transition, the issue of the disclosure
may become even more complex (Testa et al., 2015). However, these do not imply that
gender is only conveyed by physical cues; gender expression may vary in many ways.
Consistent with the minority stress model conceptualization, minority stresses have
adverse consequences on mental health among transgender individuals. The studies
conducted with transgender individuals showed that gender-related discrimination and
victimization are associated with greater degrees of depression and increased rates of
suicide attempts (Bockting et al., 2013; Testa et al., 2012).

Although minority stressors have adverse impacts on the mental health of individuals
who belong to disadvantaged groups, Meyer (2003) posits that the impact of minority
stressors is not always harmful. For example, individuals belonging to minority groups
tend to develop resilience and acquire necessary coping strategies in response to
discrimination. Meyer’s conceptualization also describes the protective factors that
reduce the adverse impacts of minority stress on mental health. The minority stress
model shows that coping and social support can buffer minority stressors’ impact,
thereby reducing or preventing negative mental health outcomes. For example,
minority coping, which refers to the ability of the group to construct self-affirming
systems in response to stigmatization, can reduce the adverse consequences of
minority stressors. According to the study conducted by Pflum et al. (2015), social
support and being connected to one’s community were found protective regarding the
mental health of transgender individuals, supporting the minority stress model’s
conceptualization. The minority stress model also describes how sexual and gender
minority individuals who participate in their community can gain access to factors that
foster resilience, including social support from others who share similar identities and
experiences, identity pride, and community membership (Meyer, 2003; Testa et al.,
2015). Meyer (2015) argues that an individual’s exposure to minority stress, their
coping skills, and their opportunities to access resilience factors depend on whether or

not and how much they identify with a sexual or gender minority identity. Therefore,
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even though being out is related to more exposure to minority stress, it also enhances
the possibility of getting access to factors that foster resilience.

The present study is going to use perceived discrimination as a distal stressor, cognitive
emotion regulation strategies as both proximal stress processes and protective factors,
social support as a protective factor, and depression as a negative mental health
outcome in the context of the minority stress model. All of the terms referred to above

will be presented in detail in the following chapters.
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Figure 1. The concept of the minority stress model.

1.2.2. Personal/Group Discrimination Discrepancy Theory

For individuals belonging to minority groups, having to deal with discriminatory
experiences on a daily basis is almost unavoidable (Ruggiero and Taylor, 1997). Two
theoretical domains have emerged concerning the discriminatory experiences faced by
members belonging to minority groups. These two domains focus on how individuals
belonging to minority groups perceive discrimination and how they cope with it
(Ruggiero and Taylor, 1997).

The initial theory is the attributional ambiguity theory (Crocker and Major, 1989).
According to the attributional ambiguity theory, individuals belonging to stigmatized
or disadvantaged groups frequently experience attributional uncertainties, in contrast
to individuals belonging to advantaged groups. The uncertainty emerges when an
individual belonging to a minority group receives feedback from a member of an
advantaged group which includes the process of making attributional judgments about

that feedback. The feedback may accurately reflect one’s capacity and skills or it might
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be the consequence of prejudice due to one’s minority status. According to Crocker
and Major (1989), members of disadvantaged groups have a tendency to associate
adverse feedback with discrimination, which fosters self-esteem in facing failure. By
doing so, individuals discard the personal implications of negative feedback regarding
one’s abilities, therefore it is self-protective. In sum, because the feedback individuals
belonging to disadvantaged groups receive is ambiguous, individuals may associate
the negative results they experience with discrimination to preserve their personal
sense of esteem; this leads to the theory that individuals belonging to minority groups
are more prone to associate unfavorable criticism they get with discrimination
(Crocker and Major, 1989; Ruggiero and Taylor, 1995).

The second domain involves the personal/group discrimination discrepancy theory
(Taylor et al., 1990). According to the personal/group discrimination theory,
individuals who belong to minority groups often perceive more discrimination against
their group compared to themselves as members of that group. In other words,
individuals often perceive group discrimination to a greater degree than personal
discrimination. A study regarding the perceived discrimination among transgender
individuals in Turkey supported this (Basar, Oz and Karakaya, 2016). Ruggiero and
Taylor (1995) argued that the hypothesis emerging from this theory is that individuals
belonging to minority groups are less likely to attribute unfavorable criticism to
prejudice. This theory and the attributional ambiguity theory propose two different
things. The results of Ruggiero and Taylor’s (1995) study provided evidence in favor
of the personal/group discrimination discrepancy theory. Accordingly, they
demonstrated that when the possibility of prejudice is ambiguous, individuals are less
likely to attribute unfavorable criticism to discrimination. When the possibility of
discrimination is certain or relatively unambiguous, individuals tend to attribute
unfavorable criticism to discrimination. This finding is consistent with the attributional
ambiguity theory but only when the discrimination is certain or less ambiguous. In
sum, individuals belonging to minority group members are less likely to attribute
unfavorable criticism to discrimination and rather they blame themselves for failing
when the possibility of discrimination is uncertain; on the contrary, when
discrimination is certain they are more likely to attribute unfavorable criticism to the
discrimination they perceive. Furthermore, Ruggiero and Taylor (1997) argued that by
minimizing discrimination, individuals protected their self-worth and maintained the

belief that they are in control.



1.2.3. Discrimination Towards LGBTQ+ Individuals and Gender Identity-Based
Discrimination

Lesbian, gay, bisexual, transgender, and queer (LGBTQ+) individuals are subjected to
institutionalized discrimination, social stress, social exclusion, and violence; and these
have detrimental effects on their mental health. LGBT individuals appear to be at
greater risk for negative mental health outcomes compared to their heterosexual and
non-transgender counterparts (Landers and Gilsanz, 2009). A study demonstrated that
individuals who identify as leshian, gay, and bisexual are at almost twice the risk of
experiencing anxiety and depression disorders compared to heterosexual individuals
(King et al., 2008). According to a study, around 20% of individuals who identified as
gay, lesbian, or bisexual (LGB) reported experiencing an offense due to their sexual
minority status; half of the participants reported experiencing verbal harassment, and
more than one in ten participants reported having experienced discrimination regarding
employment or housing (Herek, 2009). In another study regarding the social exclusion
of LGBTQ+ youth in 37 European countries, it was reported that a significant
proportion of participants experienced discrimination across different areas of their
lives; specifically, 67% of the participants reported discrimination in education, 51%
within their family, 38% in their community, and 30% with their friends (Takacs,
2006). Similar findings were reported in a study demonstrated by Goregenli et al.
(2011) in Turkey. Accordingly, around 20% of the LGBT participants reported having
experienced at least one type of discrimination because of their gender identity and
sexual orientation. The participants reported having experienced discrimination the
most in public settings, then in the close environment, and the least in their households.
Furthermore, the study reported the fear of being subjected to discrimination among
half of the participants; in parallel with the Minority Stress Model’s (Meyer, 2003)
conceptualization of the anticipation and expectation of discrimination as a proximal
stressor. Another study demonstrated in Turkey reported that LGBT individuals face
prejudice in employment, housing, and accessing healthcare, due to their minority
identities (Y1lmaz and Gogmen, 2016).

Transgender individuals experience high rates of systematic prejudice due to the
societal stigmatization of their gender non-conformity at every turn: in their childhood
homes, in the education environment, in their workplace, accessing healthcare and
other service providers (Bockting, 2005; Grant et al., 2011; Lombardi, 2002). In a

study, it was found that 66% of the transgender participants reported facing
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discrimination based on their gender identity or expression. (Bockting, 2005).
According to a study conducted by Grant et al. (2011), which included a substantial
number of transgender participants, discrimination was prevalent throughout the entire
sample. The study showed that 41% of the participants reported attempting suicide,
which is significantly greater than the reported rate of 1.6% in the general population.
64% of the participants reported experiencing sexual assault, 61% reported being
subjected to physical assault, 55% reported losing their job due to discrimination, and
51% experienced harassment in school. Furthermore, participants lived in extreme
poverty. Lombardi et al. (2002) reported that transgender individuals were at a greater
than threefold increased risk of experiencing economic discrimination in comparison
to their non-transgender counterparts. In this study, 56% of transgender participants
reported being subjected to verbal harassment, 37% reported experiencing
discrimination in employment, and 19% reported experiencing physical violence.
Accordingly, other studies reported high rates of experiencing physical and sexual
violence, and gender-related verbal and physical victimization among trans people
(Clements-Nolle et al., 2006; Testa, 2012). A qualitative study conducted by Aypar
and Tanyas (2017) reported that transgender individuals living in Turkey frequently
face surveillance, social exclusion, and violence. Furthermore, the study showed that
discrimination was experienced by participants in various settings such as medical and
psychological services, work environments, educational institutions, housing,
employment, and within their family relationships.

As proposed by the Minority Stress Model (Hendricks and Testa, 2012; Meyer, 2003),
distal stressors have adverse effects on the mental health of transgender individuals.
For example, Bocking et al. (2013) reported that being subjected to discrimination was
linked with greater degrees of emotional distress. Another study revealed that
experiences of gender identity based prejudice and suicidal behaviors were associated
(Clements-Nolle et al., 2006). These findings suggest that discrimination poses a
significant risk to the mental health of transgender individuals.

1.3. Depression

Depression or major depressive disorder is a highly prevalent mental disorder that is
characterized by “loss of interest or pleasure”, “feelings of guilt or low self-worth”,
“disturbed sleep or appetite”, “fatigue”, and “poor concentration” (WHO, 2017).
Moreover, depression can last for a long time or recur frequently, making it difficult

to function or deal with daily life. It is one of the most frequently diagnosed
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psychological disorders (Kesler et al, 2012). More than 320 million people are reported
currently living with depression (WHO, 2017). Additionally, depression is a
substantial risk factor for suicidality (Riberio et al., 2018). In the following chapters,
symptoms of depression, epidemiology of depression, and risk factors for depression
will be presented in detail.

1.3.1. Symptoms of Depression

The prominent symptoms of depression, known as major depressive disorder in DSM-
V, include the following: depressed mood (e.g., sadness, emptiness, hopelessness) and
markedly loss of pleasure or interest in nearly every activity. The somatic symptoms
of depression are characterized by significant weight loss or weight gain, decrease or
increase in appetite, disturbance in sleep/insomnia or hypersomnia, psychomotor
agitation or retardation, and fatigue or loss of energy. The cognitive symptoms are
characterized by a decreased capacity to concentrate and difficulty in decision-making.
“Feelings of worthlessness” and “excessive or inappropriate guilt” are common
characteristic symptoms of depression related to negative self-evaluation. People with
depression may have frequent thoughts of death, and ideas of suicide and may attempt
or commit suicide (APA, 2013). Some other physical symptoms such as
gastrointestinal complaints, amenorrhea, and headaches are also often noted (Kendler,
2016).

1.3.2. Epidemiology of Depression

Estimates suggest that 300 million people worldwide struggle with depression (WHO,
2017). Similarly, the global point prevalence of depression was 4.4% in 1990, and
4.4% in 2005 and 2010 (Ferrari et al., 2013). Age has been found to be associated with
depression (Stordal, Mykletun and Dahl, 2003). The prevalence of depression
fluctuates by age and peaks in older adulthood; among women aged 55 to 74, it is
above 7.5%, and among males, it is above 5.5% (WHO, 2017). Depression was found
significantly less prevalent among individuals ages 65 and above compared to younger
individuals (Kessler et al., 2010).

In a review study, the one-year and lifetime prevalence of depression was reported as
7.2% and 10.8%, respectively. Additionally, it was found that the prevalence of
depression was noticeably greater among females (14.4%) (Lim et al., 2018). Ferrari
et al. (2013), also reported higher rates of depression in women (5.5%) compared to
men (3.2%); and, higher rates of depression from low to medium-income regions

compared to higher-income regions. Compared to the prevalence from Western
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Europe, the prevalence from South America, South Asia, Africa, and the Middle East
was significantly greater, indicating regional and/or cultural differences (Ferrari et al.,
2013).

In 2015, suicide accounted for approximately 1.5% of all deaths globally (WHO,
2017). Considering depression is an important risk factor for suicidality (Riberio et al.,
2018), the prevalence of suicidality will be discussed as well, along with depression.
Prevalence of Depression Among Transgender Individuals

There have been numerous reports indicating a high prevalence of depression among
trans individuals. For example, the lifetime prevalence of major depression was
reported as 54.3% among transgender individuals, which was almost three times
greater than the general population (19.6%); and lifetime suicide ideation was 53.5%,
which was also three times greater than the general population (13.5%) (Nuttbrock et
al., 2010). Similarly to this, in a study, 48.3% of transgender men and 51.4% of
transgender women reported having depression (Budge, Adelson and Howard, 2013).
Hoffman’s (2014) literature review reported that the prevalence of depression among
trans women is higher than in the overall population. A study reported that transgender
participants had a high rate (44.1%) of clinical depression (Bockting et al., 2013). A
study demonstrated that half of the genderqueer individuals reported clinical levels of
depression (Budge, Rossman and Howard, 2014). In another study, 62% of the trans
woman and 55% of the trans man participants were reported as depressed; each
population’s suicide attempt rate was 32% (Clements-Nolle et al., 2001). A more
recent large-scale study reported 41% of transgender individuals attempted suicide
(Grant et al., 2011). Another study reported 61% and 52% rates of depression and
suicidal ideation among transgender participants (Bocking et al., 2005). Similarly, a
more recent study found that 56.1% of the respondents reported experiencing some
level of suicidal thoughts within the past year (Testa et al., 2017).

In a study demonstrated in Turkey, the prevalence of suicide attempts, current suicide
ideation, and lifetime suicide ideation were 29.8%, 9.2%, and 55.3%, respectively,
among transgender individuals (Yiiksel et al., 2017). Also, Basar and Oz (2016)
reported that 23% of the transgender participants had a history of suicide attempts.
1.3.3. Risk Factors of Depression

Depression is a multifaceted phenomenon with temperamental, environmental,
genetic, and physiological risk factors (APA, 2013; Rotondi, 2012). Adverse

childhood experiences are environmental risk factors for depression, while negative
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affectivity is a temperamental risk factor. First-degree family members of people with
major depressive disorder have a risk for depression two to fourfold greater than the
general population, indicating a genetic risk factor (APA, 2013). A study showed that
estimates of the heritability of depression ranged between 48% and 75% (McGuffin et
al., 1996). In a study reviewing risk factors for chronic depression, researchers
identified three factors: an earlier age at onset, extended duration of depressive
episodes, and familial background of mood disorders (Holzel et al., 2011). In another
study, neuroticism, genetic risk, disturbed family environment, and low parental
warmth were reported as strong predictors of depressive vulnerability (Kendler and
Gardner, 2016). A study revealed that the traits of neuroticism and openness were
positively associated with depression levels, while extraversion was negatively
associated with depression levels (Chioqueta and Stile, 2005). Numerous studies
showed that depression had significant associations with the frequency and intensity
of adverse life experiences (Kendler, Karkowski and Prescott, 1998; Risch et al.,
2009). Sexual abuse, especially childhood sexual abuse, is also associated with greater
degrees of depression in clinical and non-clinical populations (Cooperman, Simoni and
Lockhart, 2003).

Cognitive emotion regulation is a significant issue regarding mental health, such as
depression. Accordingly, studies demonstrated that depression had a negative
association with adaptive strategies, while it had a positive association with
maladaptive strategies (Garnefski et al., 2004; Garnefski and Kraaij, 2006). These
factors will be presented in detail in the following chapters.

Certain groups, such as those with low socioeconomic status, immigrants, ethnic
minority groups, and sexual and gender minority groups, face a higher risk of
developing depression. The next chapter will focus in detail on the risk factors for
depression among transgender individuals.

Risk Factors for Depression Among Transgender Individuals

Depression among transgender individuals is a complex phenomenon that does not
stem from a singular mechanism (Rotondi, 2012). Some risk factors that affect
depression among transgender individuals are described. Stigma and discrimination
are prevalent risk factors for mental health problems among transgender individuals,
such as depression (Clements-Nolle et al., 2006). In a study, transphobia was found
significantly correlated with depression (Nemoto et al., 2011). Additionally, high

levels of transphobia were observed in a study (Clements-Nolle et al., 2006).
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Furthermore, in the same study, it was found that prejudice based on gender identity
and verbal and physical gender abuse were independently correlated with suicide
attempts. In another study, a positive association was found between encountering a
greater number of various forms of discrimination and depression levels (Couch et al.,
2007). Trans individuals were found to be prone to encountering prejudice in the
workplace, which was related to increased depression (Irwin, 2002). As studies suggest
that sexual abuse is related to depressive symptomatology (Cooperman et al., 2003); a
study reported that 23% of trans participants had experienced childhood sexual abuse,
while 38% had experienced childhood physical abuse. (Bockting et al., 2005). In
another study, 38% of the participants reported being sexually abused and half of them
reported experiencing physical assault before the age of 18 (Nemoto et al., 2011).
Lack of social support is another risk factor for depression among transgender
individuals (Hoffman, 2014; Rotondi, 2012). For example, a study found that
participants were more likely to report depression symptoms when they had less social
support (Nemoto et al., 2011). Studies have demonstrated an inverse association
between depressive symptoms and social support among transgender and genderqueer
individuals (Budge et al., 2014; Pflum et al., 2015).

Age is another important demographic factor for the mental health of transgender
individuals (Rotondi, 2012). A study showed that transgender older individuals had a
notably greater risk for depressive symptomatology than cisgender older individuals
(Frekdriksen-Goldsen et al., 2014). A study exploring the prevalence of depression
among a significant number of transgender participants showed that inadequate social
support, older age, and weaker relational function predicted depression (Witcomb et
al., 2018). This study also found that there was an almost four-fold increased risk of
depression among transgender individuals who were not on hormone replacement
therapy (HRT) (Witcomb et al., 2018). Basar and Oz (2016) found an association
between poor resilience and vulnerability to mental health problems, such as
depression, in transgender individuals with gender dysphoria. A literature review of
depression among trans women demonstrated by Hoffman (2014) reported that being
subjected to discrimination, having social support, and engaging in sex work are some
of the important factors influencing depression.

As mentioned earlier, cognitive emotion regulation is a significant issue and a risk
factor for depression. The next chapter will present the cognitive emotion regulation

processes in detail.
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1.4. Cognitive Emotion Regulation

1.4.1. Emotion Regulation

Before discussing what emotion regulation is, it is important to define what emotion
is. The definition of emotion has been an ongoing discourse topic in literature. Despite
the fact that there isn't a universally accepted definition for "emotion,” there is a
consensus that emotions only consist of a limited number of elements and attributes
(Izard, 2006). Researchers acknowledge that emotions possess neural structures
specifically designed to process them, influence cognition and behavior, and activate
response mechanisms (Izard, 2009). Furthermore, emotions have core features, such
as the fact that they manifest when someone pays attention to a circumstance that is
important to their objectives.; they are multifaceted and encompass a range of bodily
experiences that impact subjective feelings, behavior, and physiological processes
throughout the central and peripheral nervous systems (Gross and Thompson, 2007;
Mauss et al., 2005). As mentioned earlier, there is no agreement on what “emotion”
refers to specifically; however, one of the most widely accepted definitions of emotion
is that it refers to a specific feeling accompanied by particular thoughts, psychological
and biological states, and a range of behavioral tendencies (Goleman, 1996).
Contemporary functionalist perspectives emphasize the crucial roles that emotions
play in preparing essential responses to circumstances, making decisions, enhancing
memory for significant events, and facilitating interpersonal relationships (Gross and
Thompson, 2007).

The term emotion regulation is used to describe the extrinsic and intrinsic mechanisms
that monitor, assess, and adjust emotional responses, particularly with regard to their
intensity and duration, in order to achieve one's objectives (Thompson, 1994). Gross
(1998) defines emotion regulation as the process of modifying the emotions one
experiences, when they are experienced, and how they are experienced or conveyed.
The term “emotion regulation" by itself appears to be ambiguous and it can be
understood as how emotions regulate something else or how emotions themselves are
regulated. However, this definition makes it clear that it refers to the latter, the
regulation of emotions, rather than the regulation by emotions (Gross and Thompson,
2007). Furthermore, this definition suggests that emotion regulation may refer to a
broad variety of relational, biological, behavioral, and cognitive mechanisms
(Garnefski, Kraaij and Spinhoven, 2001). Additionally, emotion regulation includes

establishing a new emotional reaction as well as modifying an existing one (Ochsner
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and Gross, 2005). Studies show that emotion regulation plays a significant role in
determining well-being (Cicchetti, Ackerman and lzard, 1995; Thompson, 1991).
Gross and Thompson (2007) categorized emotion regulation processes into five
categories. One strategy for emotion regulation is situation selection, which involves
deliberate actions aimed at increasing the probability of encountering situations that
are expected to evoke desirable emotions. The second category is situation
modification, which entails making an effort to alter the circumstance in order to
reduce its psychological effect on the person. Situation modification refers to
modifying the external and physical environment, rather than modifying internal or
cognitive processes. The third category is attentional deployment, which describes
how people direct their focus on a particular scenario to alter their emotional
experience. While situation selection and situation modification involve shaping one’s
situation by changing the environment, attentional deployment involves regulating
emotions without changing the external environment. The fourth category is cognitive
change, which refers to altering the cognitive appraisal of a situation to modify its
emotional importance by changing how the situation is perceived or by strengthening
one’s capacity to manage the demands of the situation. The fifth category, response
modulation is the act of directly affecting physiological, observational, or behavioral
reactions. Examples of modifying the response may include engaging in physical
exercise or using drugs and alcohol.

According to Garnefski et al. (2001), the entire process of emotion regulation is too
broad and complex to examine all its aspects and processes simultaneously through
empirical means. Therefore, they prefer focusing on the self-regulatory and cognitive
aspects of emotion regulation. Similarly, the present study will focus on and examine
only these aspects of emotion regulation.

1.4.2. Cognitive Emotion Regulation

Cognitive emotion regulation refers to the management of emotionally provoking
material through cognitive processes (Garnefski et al., 2001; Thompson, 1991).
Furthermore, it enables people to manage their emotions when faced with threatening
situations or afterward, thereby preventing them from becoming overwhelmed.
Cognitive emotion regulation can be conceptualized as an aspect, the cognitive aspect,
of the expansive description of emotion regulation that was provided earlier (Ataman,
2011; Garnefski et al., 2001).

The regulation of emotions through cognitive processes is an essential part of everyday
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life that helps individuals in managing their emotions following stressful
circumstances (Garnefski et al., 2001). Even though everyone has the ability to
cognitively regulate their emotions, there are individual variances in how people
regulate their emotions following distressing circumstances (Garnefski and Kraaij,
2006). Therefore, it can be assumed that cognitive emotion regulation plays a
significant role in relation to mental health.

Garnefski et al. (2001) distinguished nine different cognitive emotion regulation
strategies: “Self-blame”, “Other-blame”, “Acceptance”, “Refocus on Planning”,
“Positive Refocusing”, “Rumination”, “Positive Reappraisal”’, “Putting into
Perspective”, and “Catastrophizing”. These nine distinct dimensions of cognitive
emotion regulation are defined below:

1. Self-blame: It refers to thoughts of holding oneself responsible for a negative
event or experience. It has been reported that self-blaming is associated with
depression (Anderson et al., 1994).

2. Other-blame: It refers to thoughts of attributing responsibility for one's
experiences to others. It was reported that in the face of various types of threatening
situations, blaming others was related to negative mental health outcomes (Tennen and
Affleck, 1990).

3. Acceptance: It refers to accepting and coming to terms with one’s experiences
and resigning yourself to what has happened. It has been reported that acceptance has
a positive correlation with self-esteem, while it has a negative correlation with anxiety
(Carver, Scheier and Weintraub, 1989). Although acceptance is generally described as
an adaptive strategy, some studies suggest that it should be considered as maladaptive
(Martin and Dahlen, 2005). Furthermore, some studies found that the use of acceptance
had a positive association with depression (Huh et al., 2017; Kraaij, Pruymboom and
Garnefski, 2002; Martin and Dahlen, 2005).

4. Refocus on Planning: It refers to the cognitive process of planning what steps
to take and how to manage negative experiences. It has been reported that the use of
refocus on planning has a positive relationship with self-esteem (Carver et al., 1989).
5. Positive Refocusing: It refers to thinking about more positive subjects rather
than thinking about the experience itself. In other words, it can be described as shifting
attention away from the actual incident and toward more uplifting subjects. In the short
term, it may seem adaptive, but its adaptability, in the long run, may be compromised

(Garnefski et al., 2001).
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6. Rumination: It refers to focusing on the emotions and ideas that are connected
with the unpleasant experience. It was reported that rumination was associated with
greater depression levels (Nolen-Hoeksema, Parker and Larson, 1994).

7. Positive Reappraisal: It refers to the ideas of attributing a positive significance
to a negative experience with regard to personal development. Positive reappraisal
demonstrated a negative correlation with anxiety and a positive correlation with self-
esteem (Carver et al., 1989).

8. Putting into Perspective: It refers to thoughts of devaluating or minimizing an
event’s significance or highlighting the relative significance of the event in comparison
to other events.

Q. Catastrophizing: It refers to ideas of intensely highlighting the terror
associated with a particular experience. Catastrophizing was found to be significantly
correlated with depression and emotional distress (Sullivan, Bishop and, Pivik 1995).
In general, the findings suggest that “Rumination”, “Catastrophizing”, “Other-blame”,
and “Self-blame” are assumed to be maladaptive strategies, and individuals who
engage in these strategies more often may be prone to negative mental health
outcomes; on the contrary, "Acceptance,” "Putting into Perspective,” "Positive
Reappraisal,” "Refocus on Planning,” and "Positive Refocusing” are assumed to be
more adaptive strategies, therefore individuals who use these strategies may be less
prone to negative mental health outcomes (Garnefski and Kraaij, 2006).

1.4.3. Cognitive Emotion Regulation and Depression

According to the literature, challenges in emotion regulation are associated with
various psychopathologies (Aldao, Nolen-Hoeksema and Schweizer, 2010). Studies
show that the association between adverse life experiences and depression is
significantly influenced by cognitive coping strategies (Garnefski et al., 2001). These
negative life experiences could involve proximal stressors defined by Meyer (2003),
such as discrimination. Even though cognitive emotional regulation processes are
important issues regarding the mental health of all individuals, individuals belonging
to minority groups may be subjected to negative life events more often than individuals
belonging to more advantaged groups, for that reason, it may be important to pay
attention to the relationship between cognitive emotion regulation strategies and
mental health issues, such as depression. Therefore, it could be argued that cognitive
emotion regulation is a significant issue regarding the mental health of individuals

belonging to minority groups, such as transgender individuals. However, the
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relationship between cognitive emotion regulation and depression among a
transgender sample was not investigated in prior studies.

Numerous research has investigated the relationship between cognitive emotion
regulation strategies and depression (Martin and Dahlen, 2005). For example,
Garnefski et al. (2001) found that cognitive emotion regulation strategies played a
significant role in the relationship between adverse life experiences and depression.
They described that cognitive emotion regulation strategies could be specified as two

categories: adaptive strategies including "positive refocusing”, "acceptance”, "putting

nn

into perspective", "refocus on planning”, and "positive reappraisal”; and maladaptive
strategies including “self-blame”, “other blame”, “catastrophizing”, and “rumination”.
Accordingly, they found that adaptive strategies, especially positive reappraisal and
positive refocusing had significant negative associations with depression. The more
often the participants engaged in adaptive strategies, the less they reported depressive
symptoms. On the contrary, catastrophizing, self-blame, and rumination had
significant positive associations with depression. The more often the participants
engaged in maladaptive strategies, the more depressive symptoms they reported.
Maladaptive emotion regulation strategies have been linked to an increased risk of
depression recurrence (Rude and McCharty, 2003). Moreover, according to research,
the level of clinical severity may influence how strongly maladaptive strategies are
related to psychopathology (Aldao et al., 2010). Another study that examined how
gender differed among the association between cognitive emotion regulation strategies
and depression reported similar findings (Garnefski et al., 2004). In both genders,
greater extensions of engaging in catastrophizing, rumination, and self-blame were
significantly correlated with greater levels of depression, meanwhile, greater
frequencies of engaging in positive reappraisal was correlated with low levels of
depression. Similarly, a study demonstrated in Turkey reported that greater frequencies
of reporting the use of catastrophizing were correlated with depression in both male
and female groups (Ongen, 2010). Cognitive emotion regulation strategies and their
relationship to depression were evaluated among five populations, ranging from the
adolescents to the elderly (Garnefski and Kraaij, 2006). Accordingly, these
relationships remained consistent across all age groups. Rumination and
catastrophizing had a positive correlation with depression among all samples; whereas
positive reappraisal had a negative correlation. Additionally, self-blame was positively

related to depression among almost all groups except the elderly. These findings
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indicate that associations between cognitive emotion regulation strategies and
depression are consistent across different age groups, from youth to the elderly.
Furthermore, it was shown that catastrophizing, rumination, self-blame, and lack of
positive reappraisal played the most significant roles in reporting psychopathology.
Martin and Dahlen’s (2005) findings supported this, as they showed that positive
reappraisal, self-blame, catastrophizing, and rumination significantly predicted
adverse emotional states. Similarly, Omran (2011) reported that catastrophizing, self-
blame, and rumination were positively related to depression, whereas positive
reappraisal and refocus on planning were negatively related. In a study demonstrated
with a clinical sample, it was shown that refocus on planning, positive reappraisal, and
less use of rumination contributed to resilience in patients with depression. These
findings are in parallel with the literature as the significant relationships between
psychopathology and rumination (Nolen-Hoeksema et al., 1994), catastrophizing
(Sullivan et al., 1995), and self-blame (Anderson et al., 1994) were reported in earlier
studies. Similarly, studies repeatedly reported that the strategies of self-blame,
catastrophizing, rumination, and (negatively) positive reappraisal and positive
refocusing show strong and significant relationships with depressive symptoms among
adolescents (Garnefski et al., 2001, 2002, 2003; Garnefski and Kraaij, 2006; Kraaij
and Garnefski, 2012, 2015). In addition, Epkins, Gardner and Scanlon (2013) found
that rumination was related to depressive symptoms among preadolescents.

Emotion regulation is considered a possible mediator in the association between
depression and stressful experiences (Moriya and Takahashi, 2013). A study
investigating the association between stressful experiences and depression found that
maladaptive strategies played a mediator role in this association (Stikkelbroek et al.,
2016). In addition, maladaptive strategies were associated with higher depression
levels, whereas adaptive strategies were associated with lower depression levels.
Another study examining the association between the intensity of depression and
childhood trauma found that this association was mediated by maladaptive strategies
(Huh et al., 2017). They argue that one possible explanation for this is that depressive
symptoms may disrupt cognitive functions such as executive function, leading to
difficulties in utilizing adaptive cognitive emotion regulation strategies (Huh et al.,
2017; Santorelli and Ready, 2015). These studies highlight the importance of the
involvement of cognitive emotion regulation strategies as mediators in the association

among negative life experiences and depression. Therefore, in the present study, the
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investigation of adaptive and maladaptive strategies as mediators in the association
between perceived discrimination and depression will be conducted.

1.5. Perceived Social Support

1.5.1. Definition of Perceived Social Support

The term “social support” includes a variety of concepts (Haber et al., 2007).
Accordingly, social support refers to the act of a social network offering psychological
and material support with the purpose of improving an individual's capability to deal
with stress (Cohen, 2004). In the literature, the conceptions of perceived and received
social support have been distinguished. Perceived social support refers to one's
perceptions of the availability and cognitive sense about the sufficiency of various
kinds of support from their network associates; whereas received social support refers
to actual reports about the types of support an individual receives and its mobilization
and expression (Gottlieb and Bergen, 2010; Park, 2007). Perceived social support
scales assess participants’ perceptions of the general accessibility of support, while
received social support measures assess particular behaviors of support that are
provided to participants (Sarason, Sarason and Pierce, 1990). Perceived social support
is influenced not only by an individual's inherent traits such as personality but also by
varying factors such as attitudes and moods (Deveci, 2011). The extent of a person's
social support system and their satisfaction with the received support from that system
may be distinct dimensions of social support, and both have crucial roles in dealing
with stress independently (Sarason et al., 1983). However, the literature emphasizes
that the most important component of social support functioning as a stress buffer is
the belief that others will provide adequate assistance (Cohen, 1988; Cohen and Wills,
1985; Uchino et al., 1996). Regarding mental health, perceived support has greater and
more positive impacts than actual support, which has less of an impact overall (Bolger
and Amarel, 2007; Chan and Rance, 2005; Faber and Wasserman, 2002; Uchino, 2004;
Uchino, 2009). Therefore, it can be assumed that the perception of the available
support has rather more significant implications than the actual supportive behaviors
one received for particular events. For these reasons, the present study will primarily
focus on perceived support.

The types of resources provided by social support and the type of source of such
support can vary. Social support is often categorized into three types of resources:
“instrumental”, “informational”, and “emotional” (House and Kahn, 1985).

Instrumental support includes providing material assistance, such as financial help.
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Informational support includes providing the necessary knowledge to cope with
ongoing difficulties, such as advice or guidance. Emotional support involves
expressing empathy, concern, and reassurance, as well as providing opportunities for
venting and expression.

Zimet et al. (1988) classified social support into three distinct sources: family,
significant others, and friends. The first source, family support, involves the support
from one’s mother, father, and siblings. Family support is considered one of the most
important support sources. The second source, significant other support, involves
one’s romantic relationships, relatives, neighbors, doctors, teachers, etc. The third
source, friend support is important for the process of socialization, as peer relations
strengthen one’s sense of belonging.

In the following chapter, the two processes of social support which beneficially
influence the well-being of individuals will be presented.

1.5.2. The Two Models of Social Support

According to Cohen and Wills (1985), the positive impacts of social support on mental
health could occur in two distinct processes. One model proposes that the association
between social support and better mental health is limited to, or primarily present in,
individuals experiencing stress. This model is referred to as the buffering model
because it suggests that social support functions as a buffer, protecting individuals
from the adverse effects of stressful experiences. This model proposes that social
connections contribute to better mental health by providing individuals with the
material and psychological resources necessary to manage stress. According to this
model, people facing significant challenges are expected to benefit most from social
support, however social does not significantly impact the mental health of those who
do not face highly demanding stressors. The presence of social support can function
as an intervention between a stressful event and an individual's stress response in two
ways. First, by perceiving that others are able and willing to provide necessary
resources, the individual can change their perception of the situation, leading to a
decrease in the perceived level of stress. Second, having adequate support can
intervene between experiencing stress and developing pathological outcomes by
reducing or eliminating the stress reaction. According to this perspective, the belief
that necessary resources will be provided by others can enhance an individual's ability
to cope with demands (Cohen and Wills, 1985; Thoits, 1986). Psychologists,

particularly those involved in interventions, tend to focus on this primary model
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(Cohen, 2004).

The second model, known as the main effect model, argues that social support systems
have a beneficial impact irrespective of whether individuals are under stress (Cohen,
2004; Cohen and Wills, 1985). Accordingly, social networks offer individuals positive
experiences and stable, socially recognized roles within the community, leading to a
generalized beneficial effect of social support (Cohen and Wills, 1985). Therefore,
social support could benefit individuals’ well-being as it offers them positive feelings
and security. In sum, this model implies that social integration could prevent
individuals from having negative experiences and involvement in large social
networks provides individuals with potential positive experiences, irrespective of
whether one is under stress.

The present study will investigate the influence of social support within the framework
of the buffering effect model.

1.5.3. Perceived Social Support and Psychopathology

It has been established that social support significantly impacts one’s mental health
and well-being and that social support may protect mental health during stressful times
(Cohen and Thomas, 1985; Thoits, 2011). Various forms of social support have
distinct impacts on well-being (Nurullah, 2012). Studies also have shown that social
support’s impact and effectiveness on well-being can vary depending on the source of
the support (e.g., family, friends, or significant other) (Li et al., 2014; Walen and
Lachman, 2000).

Studies showed that greater social support was related to better well-being (Grav et al.,
2012; Henderson et al., 1980). At a broad level, the lack of positive social relationships
can result in negative psychological states (Cohen and Wills, 1985). Studies show that
inadequate social support is related to clinical depression (Brown and Harris, 1979),
and depressive and anxious symptomatology (Dour et al., 2014; Henry et al., 2018),
emotional distress (Finch et al., 1999), and eating disorders (Stice, 2002). It is
established that social support may protect mental health during stressful times (Cohen
and Thomas, 1985; Thoits, 2011).

A significant body of evidence indicates that the perception of having social support
available can reduce the impact of stress on mental health issues, such as depression
(Cohen and Wills, 1985; Kawachi and Berkman, 2001). Accordingly, one study
demonstrated that when participants were under stress, they reported more symptoms

of depression, but this effect was reduced for individuals who believed that they had
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access to necessary resources through their social connections (Cohen et al., 1985). A
general population study with a large sample size found that individuals who receive
inadequate social support have four times increased risk of developing depression
(Grav et al., 2012). According to a study, low levels of contact with parents and friends
were related to depression (Kleinberg, Aluoja and Vasar, 2013). Hallgren et al. (2017)
found that individuals who had more availability of social resources experienced a
more significant decrease in their depression levels than ones who had less access to
such resources. A more recent study found that depressed patients who had sufficient
social relationships were 60% less inclined to utilize mental health care (Andrea,
Siegel and Teo, 2016). According to a study, both the onset and relapse of depression
were associated with depression (Paykel, 1994). A study showed the mediating role of
perceived social support in the association between perceived stress and depression
(Choenarom et al., 2005). Numerous studies have demonstrated that individuals
experiencing greater social strain or less social support showed poorer mental health
outcomes; additionally, it has been demonstrated that perceived social support has a
substantial impact on the overall outcome of depression and the recovery process
(Escobar et al., 2020; Leskela et al., 2006; Zhou, MacGeorge and Myrick, 2020). A
meta-analysis study showed that people with depression and inadequate social support
often have poorer results in relation to severity, the healing process, and functioning
within social contexts (Wang, Huang and Kong, 2017). Various studies in Turkey also
showed the association between depression and social support (Eldeleklioglu, 2006;
Yalgin, 2014). These findings emphasize the significance of perceived social support
on mental health, especially depression.

1.5.4. The Significance of Social Support Among Transgender Individuals

The strongest predictor of depression was found to be social support, greater degrees
of social support were associated with decreased depression levels (Wareham, Fowler
and Pike, 2007; Wester, et al., 2007; Wright and Perry, 2006). The research findings
from the studies on LGB individuals may not accurately capture the unique
experiences of transgender individuals. There may be specific factors associated with
the experiences of transgender individuals that contribute to higher rates of mental
health issues, increased levels of suicidal thoughts and behaviors, and elevated
instances of prejudice. Inadequate levels of social support, being rejected, and isolation
are important elements regarding mental health, and these elements are frequently

reported among the research regarding transgender individuals (Factor and Rothblum,
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2007; Gapka and Raj, 2003; Maguen, Shipherd and Harris, 2005; Whittle, Turner and
Al-Alam, 2007). Studies indicate that transgender individuals frequently report lower
levels of social support compared to their non-transgender sisters and cisgender
individuals overall (Bockting et al., 2005; Colton Meier et al., 2011; Factor and
Rothblum, 2007). There was an association between social support and distress
variables, and social support also had an indirect association with distress variables
through avoidant coping (Budge et al.,, 2013). Social support for transgender
individuals is particularly important to access information about healthcare, voice
opinions on politics, and engage in social systems (Budge et al., 2012; Pinto, Melendez
and, Spector, 2008). Furthermore, it was revealed that transgender people seem to
receive less support from their families than their non-transgender siblings (Factor and
Rothblum, 2007). The findings from studies conducted with transgender individuals
experiencing gender dysphoria in Turkey suggest that social support is linked to
resilience and increased satisfaction (Basar and Oz, 2016; Basar et al., 2016). These
findings highlight the significance of perceived social support, specifically peer
support, for transgender individuals.

1.6. Aim of the Study

Transgender individuals face pervasive and systematic discrimination due to societal
stigmatization based on their gender identities (Bockting, 2005; Grant et al., 2011,
Lombardi et al., 2002). Turkey is among the most disadvantageous and discriminative
countries towards LGBTQ+ individuals in Europe in terms of justice, discrimination,
hate crimes, discriminatory speech, and legally recognizing gender (ILGA-Europe,
2012). LGBTQ+ individuals, specifically transgender individuals, are at great risk of
discrimination in various aspects of daily life such as in employment, housing,
accessing healthcare and psychological services, educational settings, and their
workplace; and they are subjected to verbal, physical, and sexual harassment,
victimization, violence, and economic discrimination at concerning rates (Clements-
Nolle et al., 2006; Grant et al., 2011; Lombardi et al., 2002; Testa, 2012). Even though
it’s limited, similar findings were reported in studies conducted in Turkey as well
(Aypar and Tanyas et al., 2017; Basar and Oz, 2016; Basar et al., 2016; Gé¢gmen and
Yilmaz, 2017). Consequently, such a discriminative environment and societal
stigmatization have adverse effects on the mental health of LGBTQI+ individuals,
especially transgender individuals. Thus, one aspect of this study’s aim is to investigate

the experiences of discrimination faced by transgender individuals residing in Turkey.
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Such a discriminative environment and societal stigmatization have adverse effects on
the mental health of LGBTQI+ individuals, especially among transgender individuals.
Discrimination and stigmatization are risk factors for the well-being of trans people
(Clements-Nolle et al., 2006). Studies show that depression is a prevalent mental
health issue among LGBTQI+ individuals, specifically among transgender individuals
(Clements-Nolle et al., 2006; Couch et al., 2007; Nemoto et al., 2011). Furthermore,
transphobia was linked to greater depression levels (Couch et al., 2007). Moreover,
depression is considered to be associated with suicidality (Riberio et al., 2018).
Concerning rates of suicidality are also reported among transgender individuals
(Bocking et al., 2005; Grant et al., 2011; Nuttbrock et al., 2010; Testa et al., 2017).
Accordingly, it can be concluded that depression is a significant issue concerning the
well-being of transgender individuals and it is crucial to focus on and draw attention
to this domain of mental health of transgender individuals as it is closely linked to
suicidality. Thus, another aspect of this study’s aim is to explore the severity and
symptoms of depression among transgender individuals residing in Turkey; and, to
examine the association between perceived discrimination and depression.

The minority stress model conceptualizes how social stressors unique to LGBT
individuals impact their mental health (Meyer, 2003; Hendricks and Testa, 2012).
Accordingly, LGBT individuals experience unique stressors due to discrimination and
stigmatization, and these stressors are related to adverse mental health conditions, such
as depression (Meyer and Frost, 2013). Additionally, the model shows that coping and
social support can mitigate the adverse impacts of minority stress. Accordingly, this
study aims to examine the effects of protective factors such as perceived social support
and cognitive-emotional coping in the relationship between perceived discrimination
(as a distal stressor) and depression (as a negative mental health outcome).

As suggested by the minority stress model, coping can buffer the adverse effects of
minority stressors on mental health (Meyer, 2003). Cognitive emotion regulation
(CER), an aspect of emotion regulation, refers to the cognitive aspect of coping
(Garnefski et al., 2001). Furthermore, CER is a crucial part of life, as it helps people
to manage their emotions after stressful events. According to the literature, in line with
the minority stress theory, cognitive coping plays a significant role in the relationship
between adverse life experiences and various psychopathologies, including depression
(Aldao et al., 2010; Garnefski et al., 2001; Martin and Dahlen, 2005). Specifically,

maladaptive cognitive coping strategies are described as an important risk factor
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regarding depression (Aldao et al., 2010; Rude and McCharty, 2003). Furthermore,
emotion regulation is considered a possible mediator of depression (Moriya and
Takahashi, 2013). For example, studies reported that maladaptive CER strategies have
a mediating effect in the relationship between stressful events and depression (Huh et
al., 2017; Stikkelbroek et al., 2016). Considering the information described earlier, this
study aims to investigate how CER strategies mediate the association between
perceived discrimination and depression among transgender individuals. Furthermore,
it was noted by the author that this role of CER strategies among transgender
individuals was not examined by prior studies.

In parallel with the minority stress model, Cohen and Wills (1985) propose that social
support acts as a buffer, mitigating the adverse impacts of negative circumstances. This
model, which is called the buffering effect model, argues that social support is
specifically impactful for individuals experiencing adversity and stress. Additionally,
the buffering effect model proposes that social support provides individuals with the
necessary psychological and material resources to cope with stressors, contributing to
better mental health. Considering transgender individuals are faced with pervasive
distal stressors, such as systematic prejudice, and proximal stressors such as being
vigilant to events of discrimination, it can be argued that social support is an important
issue concerning the well-being of transgender individuals (Grant et al., 2011; Meyer,
2003). Thus, another aspect of this study’s aim is to investigate the impact of perceived
social support on the mental health of transgender individuals residing in Turkey.

To sum, the present study aims to investigate how perceived social support and
cognitive emotion regulation strategies mediate the association between perceived
discrimination and depression among individuals who identify their gender under the
trans+ umbrella. Additionally, the relationships between perceived social support,
cognitive emotion regulation strategies, and depression will be investigated. Another
aspect of the present study’s aim is to explore the experiences of transgender
individuals who do not identify their gender on the binary spectrum (e.g., non-binary,
genderqueer). It has to be noted by the author that many of the studies which examine
the experiences of transgender individuals tend to approach the notion of gender as a
binary construct. Therefore, this study aims to include the experiences of transgender
individuals who do not belong on the binary spectrum as well as those who do. This
study also aims to contribute to the existing body of literature by focusing on the

experiences of non-clinical transgender individuals, as the majority of transgender
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studies predominantly explore mental health concerns within clinical transgender
populations of men and women (Harrison-Quintana, 2013; Lehavot, Simpson and
Shipherd, 2016). Additionally, the aim of this study is to contribute to the clinical
understanding by determining the unique needs of transgender individuals, drawing
attention to these needs, and contributing to the clinical interventions tailored to
address these needs. Moreover, previous studies have not collectively examined the
relationships between social support, discrimination, depression, and cognitive
emotion regulation strategies with a transgender sample. Lastly, it is believed that there
Is a lack of sufficient research on the experiences of transgender individuals in the
existing literature, especially in Turkey, thus, one of the purposes of this study is to
address this gap.

Based on the literature and aim of the study described above, the following hypotheses
will be investigated.

1.7. Hypotheses

1. Participants will have higher scores on the perceived group discrimination
scale compared to the perceived individual discrimination scale.

2. There is a significant positive relationship between perceived discrimination
and depression.

3. There is a significant negative relationship between perceived social support
and depression.

4. There are significant positive relationships between maladaptive cognitive
emotion regulation strategies and depression, while there are significant negative
relationships between adaptive cognitive emotion regulation strategies and depression.
5. Perceived social support will significantly mediate the relationship between
perceived discrimination and depression.

6. Cognitive emotion regulation strategies will significantly mediate the
relationship between perceived discrimination and depression. Specifically,
maladaptive cognitive emotion regulation strategies will significantly mediate this

relationship.
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CHAPTER 2: METHOD

This chapter will present information about the participants, measurement instruments
used in the study, study procedure, and statistical analysis, respectively.

2.1. Participants

A total number of 112 participants took part in the present study. Inclusion criteria for
participation were: being 18 years old and above and identifying oneself under the
trans+ umbrella (which includes trans women, trans men, non-binary, genderqueer,
genderfluid, agender, bigender, and other transgender identities). The total number of
participants was 113, but one participant was excluded because they were under the
age of 18. The data were collected online using Google Forms. Participants were
reached through social media platforms such as Twitter, Instagram, and WhatsApp
groups.

Demographic information about the participants is given in Table 1. The average age
of the participants is 24.2 (SD= 4.94), ranging from 18 to 42. The majority of the
participants identified their gender under the non-binary umbrella (i.e., non-binary,
genderqueer, genderfluid) (72.3), while the rest identified their gender under the binary
(i.e., trans woman, trans man) (27.7).

For the level of education variable, the majority of the participants lastly graduated
from high school (52.7%) and had bachelor’s degrees (36.6%), while the others had
master’s degrees (9.8%) and doctoral degrees (0.9%).

For the area of settlement variable, the majority of the participants were living in a
metropolis (81.3%), while the others were living in a city (12.5%) and in a town
(6.3%).

For the employment status variable, the majority of the participants were students
(50%), while the others worked in the private sector (22.3%), did not work (14.3%),
worked as freelance (11.6%), and worked in the public sector (1.8%).

For the socioeconomic status variable, the majority of the participants identified as
belonging to the middle-low income category (34.8%) and middle-income category
(29.5%), while the others identified as belonging to the low-level income category
(20.5%), middle-high income category (13.4%), and high-income category (1.8%).
More than half of the participants (58.9%) reported having a psychiatric disorder
diagnosis while the rest did not (41.1%).

The majority of the participants were out about their gender identity to their close
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friends (97.3%), and friends in school (57.1%). 41.1% of the participants were out to
their families, 23.2% were out to their colleagues, and 2.7% were not out about their
gender identity at all.

The majority of the participants reported that they were intensely vigilant against
discrimination (72.3%), and had experienced verbal harassment due to their gender
expression (67.9%). Almost half of the participants reported that they had experienced
sexual harassment (48.2%), and had lost friends due to their gender identities (45.5%).
The participants also reported that they had experienced discrimination in their
educational settings due to being trans (31.3%), had lost family members due to their
gender identities (27.7%), had experienced discrimination based on their trans
identities in accessing healthcare services (22.3%), had been subjected to physical
violence (21.4%), had experienced discrimination during a job application process
(17.9%), and in their workplace (17%). 2.7% of the participants reported that they had
not experienced discrimination due to their gender identities.

Table 1. Demographic Characteristics of the Participants

Study Variables N %
Gender category Binary 31 21.7
Non-binary 81 72.3
Level of education High school 59 52.7
Bachelor’s degree 41 36.6
Master’s degree 11 9.8
Doctoral degree 1 0.9
Area of settlement Town 7 6.3
City 14 125
Metropolis 91 81.3
Employment status Not working 16 14.3
Student 56 50
Public Sector 2 1.8
Freelance 13 11.6
Socioeconomic Low 23 20.5
status Middle-low 39 34.8
Middle 33 29.5
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Table 2. (Continued) Demographic Characteristics of the Participants

Middle-high 15 13.4

High 2 1.8
Psychological Yes 66 58.9
disorder No 46 41.1

2.2 Instruments

In the present study, the data was collected using the Demographic Information Form,
Discrimination Event List, Perceived Discrimination Scale (PDS), Multidimensional
Scale of Perceived Social Support (MSPSS), Cognitive Emotion Regulation
Questionnaire (CERQ), and Beck Depression Inventory (BDI).

2.2.1. Demographic Information Form

The demographic information form was developed by the researcher and consists of
questions regarding participants’ age, gender identity, level of education,
socioeconomic status, employment status, whether they have any psychiatric
diagnosis, and to whom they shared their gender identity with (Appendix C).

2.2.2. Event List of Discrimination

An event list of discrimination was developed by the researcher to obtain information
about the participants’ experience of discrimination. This was developed because the
Perceived Discrimination Scale measures only the perceived discrimination on a
personal level, it does not include actual events of discrimination experienced by the
participants. Therefore, it was thought that evaluating the actual events of
discrimination would also be important. The items were developed in the light of
literature regarding discrimination based on gender identity (Aypar and Tanyas, 2017;
Grant et al., 2011; Yilmaz and Gé¢men, 2016). The items include statements about
discrimination related to education, job application, healthcare access, housing,
discrimination in the workplace, verbal, physical, and sexual harassment, relationship
cutoff related to gender identity, and being intensely on alert to discrimination
(Appendix D).

2.2.3. Perceived Discrimination Scale

The Perceived Discrimination Scale (PDS) is a self-assessment scale developed by
Ruggiero and Taylor (1995) to evaluate the perceived level of individual and group
discrimination. The Perceived Individual Discrimination Scale (PID) and Perceived
Group Discrimination Scale (PDG) are components of the Perceived Discrimination

Scale. The scale consists of 8 items with a 5-point Likert scale (“1= Never” to “5=
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Always”). Each scale consists of four items. Elevated scores correspond to increased
perceived discrimination levels (Appendix E).

The scale was adapted to Turkish by Baykus (2007) and was used in studies with
minority samples (Akbas, 2010; Basar and Oz, 2016). In the Turkish adaptation study,
the internal consistency alpha coefficients were .73 for group discrimination and .85
for individual discrimination, demonstrating reliability proofs (Baykus, 2007). In
another study, the items in the Turkish version of the scale were adjusted to evaluate
the perceived level of gender identity discrimination experienced by transgender
individuals; PID included four items related to the individual experience of
discrimination (such as, ‘I was made fun of’ or ‘I was insulted because I am
transgender’) and PGD included seven items related to discrimination against
transgender individuals in Turkey (such as, ‘How often do transgender individuals
experience discrimination at school in Turkey?’) (Basar and Oz, 2016). In the
mentioned study, Cronbach’s alpha coefficients were reported as .84 for PID and .89
for PDG (Basar and Oz, 2016). In the present study, the mentioned adjusted version of
the scale was used to evaluate the frequency of perceived discrimination based on
transgender identity. The 5-point Likert type (“1= Never” to “5= Always”) scale
consisted of two domains: PID and PGD. PID included four items related to
experiences of feeling not accepted, feeling persecuted, feeling humiliated/harassed,
and feeling ostracized; PGD included seven items related to discrimination
experiences while applying for a job, looking for accommodation, in the street, while
shopping, at school, at work, and in health facilities (Basar and Oz, 2016). The first
domain's scores ranged between 4 to 20, while the latter ranged from 7 to 35. The
distribution of responses and median score for each item was calculated. Higher scores
correspond to greater levels of perceived individual and group discrimination. This
scale was selected to be used in this study due to its compatibility with the present
study's sample to measure discrimination perceived by transgender individuals. In the
present study, Cronbach's alpha values were .82 for the total scale, .80 for the
Perceived Individual Discrimination subscale, and .88 for the Perceived Group
Discrimination subscale.

2.2.4. Multidimensional Scale of Perceived Social Support

The Multidimensional Scale of Perceived Social Support (MSPSS) is a self-report
scale developed by Zimet et al. (1988) to evaluate the levels of perceived social support

(Appendix E). The scale has twelve items with 7-point Likert typed (“1= Strongly
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Disagree” to ““7= Strongly Agree”) responses. MPSS has three sub-scales, each related
to a different source of support: family, friends, and significant other. The subscale
scores are estimated by adding the scores of the items in each domain and the total
score is estimated by adding each subscale score. Elevated scores correspond to greater
perceived social support levels. The internal consistency coefficient of the total scale
was reported as .88. For the “Family”, “Friends”, and “Significant Other” subscales,
the internal consistency coefficients were reported as, .87, .85, and, .91, respectively;
demonstrating good internal consistency, as a whole and for the subscales. Test-retest
reliability values for the “Family”, “Friends”, and, “Significant Other” subscales were
reported as .85, .75, and, .72, respectively; and .85 for the total scale (Zimet et al.,
1988).

The Turkish validity and reliability study was demonstrated by Eker et al. (2001). The
three-factor and twelve-item structure of the scale was preserved. However, the
“Family” and “Significant Other” subscales were revised to make the scale more
culturally appropriate. In the revised scale, the family was defined by parents, spouse,
children, and siblings. Since the word "significant other" has a particularly specific
connotation in Turkish culture, it has been removed and it was defined by exclusion:
someone who is outside of friends and family (e.g., partners, relatives, neighbors, etc.).
The internal consistency coefficient of the total scale was found as .89. For the
“Family”, “Friends”, and “Significant Other” subscales, the internal consistency
coefficients were found as .85, .88, and .92, respectively (Eker et al., 2001). In this
study, Cronbach’s alpha values were .85 for the total scale, .97 for the” Significant
Other” subscale, .90 for the “Family subscale”, and .95 for the “Friends” subscales.
2.2.5. Cognitive Emotion Regulation Questionnaire

The Cognitive Emotion Regulation Questionnaire (CERQ), developed by Garnefski et
al. (2002), is a self-assessment scale designed to evaluate the cognitive emotion
regulation strategies employed by individuals after experiencing situations that induce
stress or pose a threat (Appendix F). The 36-item scale consists of nine subscales, each
evaluating different cognitive emotion regulation strategies and each subscale consists
of four items. The cognitive emotion regulation strategies are: (1) “other blame”, (2)
"putting into perspective”, (3) "positive refocusing”, (4) "positive reappraisal”, (5)
"acceptance”, (6) "refocus on planning”, (7) "self-blame", (8) "rumination™, and (9)
"catastrophizing”. It is a 5-point Likert-typed scale, with answers ranging from 1

(almost never) to 5 (almost always). Each particular subscale score is estimated by
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adding the scores from the selected subscale, which range from 4 to 20. Scores for
maladaptive and adaptive strategies were summed from the corresponding subscales.
The internal consistency coefficients of the subscales ranged between .75 and .86 at
the initial measurement and between .75 and .87 at the follow-up, demonstrating good
internal consistency. Test-retest reliability for the subscales ranged between .48 and
.65, indicating adequate to good reliability (Garnefski et al., 2002).

CERQ was adapted to Turkish by Ataman (2011). The scale preserved its 9-factor
structure. In the original study, subscales explained %68.1 of the total variance; and in
the adaptation study, subscales explained %65.8 of the total variance. The internal
consistency coefficients of the total scale were reported as .85. The internal
consistency coefficients of the subscales were; .80 for “refocus on planning”; .83 for
“other blame”; .78 for “putting into perspective”; .81 for “catastrophizing”; .80 for
“positive refocusing"; .68 for "self-blame"; .65 for “acceptance”; .70 for “rumination”;
.79 for “positive reappraisal” (Ataman, 2011). In this study, the Cronbach’s alpha
values were .85 for the total scale, .84 for “refocus on planning”, .89 for “other blame”,
.76 for “putting into perspective”, .78 for ‘“catastrophizing”, .77 for “positive
refocusing”, .81 for "self-blame", .69 for “acceptance”, .72 for “rumination”, and .85
for “positive reappraisal” subscales.

2.2.6. Beck Depression Inventory

Beck Depression Inventory (BDI) is a self-report and transtheoretical scale developed
to measure the severity of depressive symptoms (Beck, Ward and Mendelson, 1961)
(Appendix G). The 21-item inventory evaluates cognitive, physical, emotional, and
somatic symptoms of depression. Items are rated from 0 to 3 regarding the intensity of
each symptom. The total score ranges between 0 and 63, greater scores indicate
increased severity of depressive symptoms. Scores higher than 17 were considered as
a cut-off point. The internal consistency coefficient in the original version was .88 and
.86 in the revised version (Beck et al., 1961).

The Turkish validity and reliability study was demonstrated by Hisli (1989) and the
reliability coefficient was found as .74. In this study, Cronbach's alpha value of the
scale was .91.

2.3. Procedure

The ethical approval was granted by the Izmir University of Economics Ethics
Committee before the data collection. Due to the study's inclusion criteria, a purposeful

sampling procedure was preferred. The data were collected online using Google
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Forms. It was decided that collecting the data online would be more convenient in
order to reach more participants as the study’s target population is a minority group.
The online survey was shared on different social media platforms such as Twitter,
Instagram, and WhatsApp. The participant’s consent was taken with an informed
consent form (Appendix B) and participants were informed about the length of the
study, the study's purpose, the researcher's contact information, and their right to
withdraw from the study.

After giving consent to volunteer in the study with the Informed Consent form, the
participants were directed to the questionnaires. The questionnaires that were asked
the participants to complete were: the Demographic Information Form, Discrimination
Event List, Perceived Discrimination Scale, Multidimensional Scale of Perceived
Social Support, Cognitive Emotion Regulation Questionnaire, and Beck Depression
Inventory, respectively. The length of the study was approximately 10-15 minutes.
2.4. Statistical Analysis

In order to determine the necessary number of participants G*Power analyses were
conducted. The results of G*Power analyses revealed that the minimum number of
participants required to participate in the study was 55.

SPSS 20 (Statistical Package for Social Sciences) was used to analyze the data. First,
the data was checked for missing data, and then the data set was organized. Before the
main analyses, the preliminary analyses were conducted. Accordingly, Cronbach
Alpha values were calculated to evaluate the reliability of the scales. After that,
skewness and kurtosis values were calculated to check the normality of the variables
used in the study. Then, mean values, standard deviations, and the minimum and
maximum values of the variables were calculated to examine the descriptive statistics.
For the main analyses, first, a paired samples t-test was performed to analyze the
within-group differences between individual and group discrimination. Second, the
interrelationships of the study variables (ie., perceived discrimination, depression,
perceived social support, cognition emotion regulation) were examined by correlation
analyses. Third, the mediation analyses were performed through PROCESS Macro for
SPSS to investigate the mediating roles of cognitive emotion regulation strategies and
perceived social support among the relationship between perceived discrimination and

depression.
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CHAPTER 3: RESULTS

In this chapter, preliminary analyses will be presented, including reliability tests,
normality checks, and descriptive statistics. Then, the main analyses will be presented,
consisting of within-group differences, correlations between study variables, and
mediation analyses.

3.1. Preliminary Analyses

3.1.1. Reliability Tests

The reliability of the scales used in this study was measured by calculating Cronbach’s
Alpha values. All scales’ Cronbach’s Alpha values are presented in Table 2, indicating
that the scales showed good to excellent internal consistency.

Table 3. Cronbach’s Alpha Values of the Scales Used in the Study

Scales a
Perceived Discrimination Scale .82
Perceived Individual Discrimination .80
Perceived Group Discrimination .88
Multidimensional Scale of Perceived Social Support .85
Significant Other .97
Family .90
Friends .95
Cognitive Emotion Regulation Questionnaire .85
Refocus on Planning .84
Other Blame .89
Putting Into Perspective .76
Catastrophizing .78
Positive Refocusing a7
Self-Blame 81
Acceptance .69
Rumination 72
Positive Reappraisal .85
Beck Depression Inventory 91
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3.1.2. Normality

In order to check the normality of the variables used in the study, skewness and

kurtosis values were calculated. Values were displayed in Table 3. All values fell

between -2 and +2, which are the critical values for normality (George and Mallery,

2019).

Table 4. Skewness and Kurtosis Values of the Variables
Variables Skewness Kurtosis
Perceived Discrimination Total -0.239 -0.394
Perceived Individual Discrimination 0.010 -0.589
Perceived Group Discrimination -0.638 -0.200
Social Support -0.298 -0.269
Significant Other Support -0.169 -1.597
Family Support 0.209 -1.029
Friends Support -1.321 1.093
Cognitive Emotion Regulation Strategies -0.553 1.699
Depression 0.441 -0.287

3.1.3. Descriptive Statistics

Means (M), standard deviations (SD), minimum, and maximum values of the study’s

variables were calculated and displayed in Table 4.

Table 5. Descriptive Statistics of the Variables

Variables M SD Minimum  Maxim
um
Perceived Discrimination Total 43.04 597 27 55
Perceived Individual Discrimination ~ 11.72 3.95 4 20
Perceived Group Discrimination 31.32 3.32 21 35
Social Support Total 4.45 1.23 1.42 6.92
Significant Other 4.21 2.34 1 7
Family 3.48 167 1 7
Friends 5.67 151 1 7
Cognitive Emotion Regulation 111.70 16.39 55 160
Strategies
Refocus on Planning 14.08 369 6 20
Other Blame 11.96 402 4 20
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Table 4. (Continued) Descriptive Statistics of the Variables

Putting Into Perspective 10.76 342 4 20
Catastrophizing 10.96 380 4 20
Positive Refocusing 9.43 326 4 17
Self-Blame 12.57 3.66 4 20
Acceptance 13.63 3.21 4 20
Rumination 16.01 292 8 20
Positive Reappraisal 12.30 388 4 20
Depression 22.62 12.02 0 51

*Scales that are used to measure the variables are as follows: Perceived Discrimination
Scale, Multidimensional Scale of Perceived Social Support, Cognitive Emotion
Regulation Questionnaire, and Beck Depression Inventory.

3.2. Main Analyses

3.2.1. Within-Group Differences

A paired samples t-test was conducted to compare the participants’ perception of
discrimination (i.e., perceived individual and perceived group discrimination) (Table
5). There was a significant difference in scores for perceived group discrimination (M
= 31.32, SD = 3.27) and perceived individual discrimination (M =11.72, SD = 3.95);
t(111) = 50.39, p < .01. Participants perceived discrimination as a group to greater
degrees compared to perceiving discrimination individually.

Table 6. Paired Samples T-Test for Attribution of Perceived Discrimination

Perception of Perceived Group Perceived
Discrimination Discrimination Individual
Discrimination
M SD M SD t
31.32 3.26 11.72 3.95 50.39

**p <.01

3.2.2. Correlation Analyses

Pearson product-moment correlation coefficients were calculated to examine the
relationships among perceived discrimination, perceived individual discrimination,
perceived group discrimination, depressive symptoms, perceived social support, and
cognitive emotion regulation strategies.

Depressive symptoms had significant positive correlations with (total) perceived
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discrimination (r = .46, p <.01), perceived individual discrimination (r = .46, p <.01),
and perceived group discrimination (r = .28, p < .01). As perceived discrimination
levels increased (total, individual and group), depression levels also increased. The
summary of the results were given in Table 6.

There was a significant negative correlation between perceived social support and
depressive symptoms, r = -.37, p < .01, showing that increased perceived social
support levels were associated with decreased depression levels. Depressive symptoms
had significant correlations with perceived significant other support (r =-.36, p <.01)
and friends support (r =-.21, p <.05). However, there was not a significant relationship
between depressive symptoms and perceived family support, r = -.14, p > .05. As
perceived support from significant others and friends increased, depression levels
decreased.

There was a significant negative correlation between perceived social support and
perceived group discrimination, r = .19, p < .05. However, there was not a significant
correlation between perceived social support and perceived individual discrimination,
r = .18, p > .05. Participants with greater perceived social support level had lower
perceived group discrimination levels.

Furthermore, depression had significant positive correlations with self-blame (r = .48,
p < .01), catastrophizing (r = .35, p < .01), acceptance (r = .36 p < .01), and putting
into perspective (r = .24, p < .05). As the frequency of engaging in self-blame,
catastrophizing, acceptance, and putting into perspective increased, depression levels
also increased. Depression had a significant negative correlation with refocus on
planning r = .21, p <.05. Participants who engaged greater frequencies in refocus on
planning had lower depression levels. However, depression did not have significant
relationships with rumination (r = .12, p > .05), positive refocusing (r =-.12, p > .05),
positive reappraisal (r = -.16, p > .05), and other blame (r = .14, p > .05). The results
of the correlation analysis were given in Table7.

There was a significant negative correlation between age and depression, r =-.32, p <
.01. In this study, younger participants had higher depression levels.

Table 7. Correlations Among Variables

1 2 3. 4
1. Depression - 467 28" 377
2. Perceived Individual Discrimination - - 36" -.18
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Table 6. (Continued) Correlations Among Variables

3. Perceived Group Discrimination - -

-.19

*

4. Perceived Social Support - -

*p <.05, **p <.01

41



4%

Table 7. Correlations Among Cognitive Emotion Regulation Strategies and Depression

1 2 3 4 5 6 7 8 9 10 11

12

1. Depression

2. Self-blame 475

3. Acceptance 357+ .544-

4. Rumination 119 251+ .268~

5. Positive refocusing -116 -.030 .079 -.044

6. Refocus on planning -206- .015 .076 .362- .513-

7. Positive reappraisal -162 .017 127 323+ 475 .616+

8. Putting into perspective .240- .197- .472- .072 .334~ .190- .373"
9. Catastrophizing 351~ .326- .336- .285- -.176 -.194- -213- .062
10. Other blame 140 -.055 .201- .244- -011 .031 -109 .002 .459-

11. Maladaptive Strategies .416- .566- .509- .618- -.099 .052 -025 .124 .802- .656-

12. Adaptive Strategies 039 .194- .479- 185 .835 .675 .600~ .666- -.049 .060 .137

*p <.05, **p <.01



3.2.3. Mediation Analyses

Based on the hypotheses and by examining the results of correlation analyses,
mediation analyses were carried out in order to examine the mediating role of
perceived social support and cognitive emotion regulation strategies in the relationship
between perceived discrimination and depression.

First, the mediating role of perceived social support in the relation between perceived
discrimination and depression was investigated.

Then, the mediating role of maladaptive and adaptive strategies in the relation between
perceived discrimination and depression was investigated. Scores for maladaptive and
adaptive strategies were summed from the corresponding subscales.

Lastly, which cognitive emotion regulation strategies played a role as a significant
mediator between perceived discrimination and depression was investigated.

All of the subscales of the variables were examined in the models according to the
hypotheses of the study; however, only the significant models were shown in the
figures.

The Mediating Role of Perceived Social Support in Relation between Perceived
Discrimination and Depression

The first mediation model was demonstrated to investigate the mediating role of
perceived social support in the relation between perceived discrimination and
depression. The mediation model was given in Figure 2.

The results indicated that perceived discrimination significantly predicted perceived
social support, b =-.05, t = -2.37, p < .05. Perceived discrimination explained 5% of
the variance in perceived social support. The negative b value indicated a negative
relationship; as the perceived discrimination levels increased, the level of perceived
social support decreased. Perceived discrimination significantly predicted depression,
with the inclusion of perceived social support in the model, b =.79, t = 4.76, p < .01.
Perceived social support also significantly predicted depression, b =-2.78,t =-3.45, p
<.01. This model explained 29% of the variance in depression. The negative b value
indicated a negative relationship; as the level of perceived social support increased,
depression levels decreased. When perceived social support was excluded from the
model, perceived discrimination significantly predicted depression, b = .92, t = 5.39,
p <.01. When the mediator was not included perceived discrimination explained 21%
of the variance in depression. The variance explained by the model when the mediator

was included was more than the model in which the mediator was not included. The
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indirect influence of perceived discrimination on depression through perceived social
support was significant, b = .13, 95% BCa CI [.013, .286]. The bootstrapped
confidence intervals did not include zero. Therefore, perceived social support
significantly mediated the relationship between perceived discrimination and
depression, indicating that the influence of perceived discrimination on depression was

mediated by perceived social support.

Social Support

b=-.05,p<.05 b=-278,p< .05

Perceived Discrimination

v

Depression

Direct effect, 5 =.79, p <.01
Indirect effect, »=.13,95% BCa CI[.013, .286]

Figure 2. The mediation diagram for the relationship between perceived discrimination
and depression, mediated by social support.

The Mediating Role of Perceived Social Support in Relation between Perceived
Group Discrimination and Depression

The second mediation model was demonstrated to investigate the mediating role of
perceived social support in the relation between group perceived discrimination and
depression. This model was constructed to examine the perceived group discrimination
as a predictor of depression, whereas the first model examined the total perceived
discrimination as a predictor. The mediation model was given in Figure 3.

The results indicated that perceived group discrimination significantly predicted
perceived social support, b = -.07, t = -2.00, p < .05. Perceived group discrimination
explained 4% of the variance in perceived social support. The negative b value
indicated a negative relationship; as the perceived group discrimination levels
increased, the level of perceived social support decreased. Perceived group
discrimination significantly predicted depression, with the inclusion of perceived
social support in the model, b = .81, t = 2.50, p < .05. Perceived social support also
significantly predicted depression, b =-3.22, t = -3.77, p < .01. This model explained
19% of the variance in depression. The negative b value indicated a negative

relationship; as the level of perceived social support increased, depression levels
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decreased. When perceived social support was not in the model, perceived group
discrimination significantly predicted depression, b = 1.04, t = 3.09, p < .01. When the
mediator was not included, perceived group discrimination explained 8% of the
variance in depression. The variance explained by the model when the mediator was
included was more than the model in which the mediator was not included. The indirect
influence of perceived group discrimination on depression through perceived social
support was significant, b = .23, 95% BCa CI [.006, .503]. The bootstrapped
confidence intervals did not include zero. Therefore, perceived social support
significantly mediated the relationship between perceived group discrimination and
depression. The influence of perceived group discrimination on depression was

mediated by perceived social support.

Social Support

b=-07,p< 05 b=-322,p< 0l

Perceived Group

Depression

v

Discrimination

Direct effect, b = .81, p < .05
Indirect effect, b =.23, 95% BCa CI [.006, .503]

Figure 3. The mediation diagram for the relationship between perceived group
discrimination and depression, mediated by social support.

The Mediating Role of Maladaptive Cognitive Emotion Regulation Strategies in
Relation between Perceived Discrimination and Depression

The third mediation model was demonstrated to investigate the mediating role of
maladaptive cognitive emotion regulation strategies in the relation between perceived
discrimination and depression. The maladaptive strategies included catastrophizing,
rumination, other blame, and self-blame. The mediation model was given in Figure 4.
The results indicated that perceived discrimination significantly predicted maladaptive
strategies, b = .41, t = 2.80, p < .01. Perceived discrimination explained 7% of the
variance in maladaptive strategies. The positive b value indicated a positive
relationship; as perceived discrimination levels increased, the use of maladaptive
strategies also increased. Perceived discrimination significantly predicted depression,

with the presence of maladaptive strategies in the model, b = .75, t = 4.53, p < .0L.
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Maladaptive strategies also significantly predicted depression, b = .40, t = 3.87, p <
.01. This model explained 30% of the variance in depression. The positive b value
indicated a positive relationship; as the usage of maladaptive strategies increased,
depression levels also increased. When maladaptive strategies were not included in the
model, perceived discrimination significantly predicted depression, b = .92, t = 5.39,
p <.01. When the mediator was not included, perceived discrimination explained 21%
of the variance in depression. The variance explained by the model when the mediator
was included was more than the model in which the mediator was not included. There
was a significant indirect effect of perceived discrimination on depression through
maladaptive strategies, b =.17, 95% BCa CI [.017, .353]. The bootstrapped confidence
intervals did not include zero. Therefore, maladaptive strategies played a significant
role in mediating the relationship between perceived discrimination and depression.
The influence of perceived discrimination on depression was mediated by the usage of
maladaptive cognitive emotion regulation strategies.

Maladaptive Strategies

b=41,p< .01 b= 40,p< .01

Depression

h 4

Perceived Discrimination

Direct effect, b =.75, p < .01

Indirect effect, = .17, 95% BCa CI[.017, .353]
Figure 4. The mediation diagram for the relationship between perceived discrimination
and depression, mediated by maladaptive strategies.
The Mediating Role of Maladaptive Cognitive Emotion Regulation Strategies in
Relation between Perceived Group Discrimination and Depression
The fourth mediation model was demonstrated to investigate the mediating role of
maladaptive cognitive emotion regulation strategies in the relation between perceived
group discrimination and depression. This model differs from the previous model by
using perceived group discrimination as the predictor rather than the total perceived
discrimination. The mediation model was given in Figure 5.
The results indicated that perceived group discrimination significantly predicted

maladaptive strategies, b = .77, t = 2.86, p < .01. Perceived group discrimination
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explained 7% of the variance in maladaptive strategies. The positive b value indicated
a positive relationship; as perceived group discrimination levels increased, the use of
maladaptive strategies also increased. Perceived group discrimination significantly
predicted depression, with the inclusion of maladaptive strategies in the model, b =
.68, t = 2.10, p < .05. Maladaptive strategies also significantly predicted depression, b
= .46, t = 4.15, p < .01. This model explained 21% of the variance in depression. The
positive b value indicated a positive relationship; as the usage of maladaptive strategies
increased, depression levels also increased. When maladaptive strategies were not
included in the model, perceived group discrimination significantly predicted
depression, b =1.04, t = 3.09, p <.01. When the mediator was not included, perceived
group discrimination explained 8% of the variance in depression. The variance
explained by the model when the mediator was included was more than the model in
which the mediator was not included. There was a significant indirect effect of
perceived group discrimination on depression through maladaptive strategies, b = .36,
95% BCa CI [.053, .749]. The bootstrapped confidence intervals did not include zero.
Therefore, maladaptive strategies played a significant role in mediating the
relationship between perceived group discrimination and depression. The influence of
perceived group discrimination on depression was mediated by the usage of

maladaptive cognitive emotion regulation strategies.

Maladaptive Strategies

b=.T1,p<.01 b= .46,p<.01

Perceived Group
Discrimination

h 4

Depression

Direct effect, b = .68, p < .05
Indirect effect, b = .36, 95% BCa CI[.053, .749]

Figure 5. The mediation diagram for the relationship between perceived discrimination
and depression, mediated by maladaptive strategies.

The Mediating Role of Acceptance in Relation between Perceived Individual
Discrimination and Depression

Which cognitive emotion regulation strategies significantly mediated the association

between discrimination and depression was examined. In this study, only acceptance
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significantly played a role as a mediator in the relationship between perceived
discrimination and depression; however, acceptance only mediated the relationship
between perceived individual discrimination and depression. A significant mediation
model was not found when perceived group and total discrimination was used as a
predictor. Therefore, the fifth mediation model was performed to examine the
mediating role of acceptance in the relationship between perceived individual
discrimination and depression. The mediation model was given in Figure 6.

The results indicated that perceived individual discrimination significantly predicted
acceptance, b = .21, t = 2.78, p < .01. Perceived individual discrimination explained
7% of the variance in acceptance. The positive b value indicated a positive
relationship; as perceived individual discrimination levels increased, the use
acceptance also increased. Perceived individual discrimination significantly predicted
depression, with the inclusion of acceptance in the model, b =1.20, t = 4.63, p < .01.
Acceptance also significantly predicted depression, b = .96, t = 3.04, p < .01. This
model explained 27% of the variance in depression. The positive b value indicated a
positive relationship; as the usage of acceptance increased, depression levels also
increased. When acceptance was not included in the model, perceived individual
discrimination significantly predicted depression, b = 1.40, t =5.40, p <.01. When the
mediator was not included, perceived individual discrimination explained 21% of the
variance in depression. The variance explained by the model when the mediator was
included was more than the model in which the mediator was not included. There was
a significant indirect effect of perceived individual discrimination on depression
through acceptance, b = .20, 95% BCa CI [.017, .497]. The bootstrapped confidence
intervals did not include zero. Therefore, acceptance played a significant role in
mediating the relationship between perceived individual discrimination and
depression. The influence of perceived individual discrimination on depression was

mediated by the usage of acceptance as a cognitive emotion regulation strategy.
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Acceptance

b=21,p<.01 b=.96,p < .01

Perceived Individual

v

Depression

Discrimination

Direct effect, » = 1.20, p < .01
Indirect effect, b= .20, 95% BCa CI [.017,.497]

Figure 6. The mediation diagram for the relationship between perceived individual

discrimination and depression, mediated by acceptance.
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CHAPTER 4: DISCUSSION

The present study mainly aimed to examine the mediating roles of cognitive emotion
regulation strategies and perceived social support in the association between perceived
discrimination and depression in a transgender sample. To be more specific, in the
present study, perceived discrimination refers to perceived discrimination that is based
on gender identity. The majority of the participants reported being intensely vigilant
against discrimination, and experiencing verbal harassment regarding their gender
expression; almost half of the participants reported experiencing sexual harassment
and losing their friendships due to their gender identities. The participants also
reported experiencing discrimination in their educational settings, losing family
members due to their gender identity, experiencing discrimination in accessing
healthcare services, being subjected to physical violence, and experiencing
discrimination in their work settings and job applications. Thus, it was thought that
investigating the relationship between perceived discrimination and depression, and
the mediating roles of perceived social support and cognitive emotion regulation
strategies in this relationship, will have a valuable contribution to the literature.

In the following, firstly, differences within groups regarding the attribution of
perceived discrimination (perceived individual discrimination vs. perceived group
discrimination) will be discussed. Second, the relationships between perceived
discrimination, depression, cognitive emotion regulation strategies, and perceived
social support will be discussed. Lastly, the mediating effect of cognitive emotion
regulation strategies and perceived social support in the relationship between
perceived discrimination and depression will be discussed.

4.1. Within-Group Differences

The results from within-group differences showed that the transgender participants
scored significantly higher on the perceived group discrimination scale than on the
perceived individual discrimination scale. This finding indicates that the participants
tended to perceive higher levels of discrimination targeting their group rather than
perceiving it as an individual experience, which is consistent with the literature.
According to the personal group discrimination discrepancy theory, individuals
belonging to a minority group often perceive group discrimination to a higher degree
compared to personal discrimination (Taylor et al., 1990). Ruggiero and Taylor (1995)

argued that individuals belonging to a minority group tend to minimize attribution to
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discrimination. By attributing discrimination to their group rather than to themselves,
individuals can preserve their self-esteem and sense of control, enabling them to
regulate their emotions following a potentially discriminatory event. In the context of
the present study, it can be argued that transgender individuals tended to attribute
discrimination to their gender minority group to higher degrees than to themselves as
individuals. This may be because attributing prejudice to a group protects self-esteem
as individuals feel less alone in their exclusion, therefore it serves as a buffer role on
the negative effects of exclusion or discrimination (Bourguignon, 2006). However,
self-esteem is beyond the scope of the current study, therefore, it may be enlightening
for the following studies to examine this relationship. In addition, individuals who
participate frequently in their social network may be exposed to more information
regarding gender-related discrimination even though they do not experience it
personally. Therefore, this may be another aspect/explanation of the discrepancy
between the perceived group and individual discrimination. Furthermore, considering
Turkey is among the most disadvantageous and discriminatory countries towards
LGBTQI+ individuals in Europe when it comes to issues such as equality,
discrimination, hate crimes, discriminatory speech, and recognizing gender legally, the
high rates of reported perceived group discrimination may be a reflection of this
(ILGA-Europe, 2012).

A study regarding the perceived discrimination among transgender individuals in
Turkey reported similar findings, supporting the personal/group discrimination
discrepancy theory (Basar et. al., 2016). Accordingly, they found that transgender
individuals with gender dysphoria tended to perceive discrimination directed to their
group at higher levels than themselves. Other studies also demonstrated findings that
support the personal/group discrimination discrepancy theory concerning gay and
lesbian customers in hospitality settings (Ro and Olson, 2020), anti-black racism
(Slaughter-Acey et al., 2018), the association between trait group-identity and
prejudice among lesbian women (Chopp, 2011), and ethnic discrimination (Verkuyten,
2002). The present study’s results support the personal/group discrimination
discrepancy theory in the context of gender-related discrimination among transgender

individuals.
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4.2. Correlations

Perceived Discrimination and Depression

The results demonstrated that depression and perceived discrimination are positively
correlated, as hypothesized. This association was significant for every factor of
perceived discrimination. Accordingly, perceived individual and group discrimination
were positively associated with depression. As perceived discrimination levels
increased, depression levels also increased. These findings are consistent with the
literature. Studies and various frameworks suggest that perceived discrimination poses
a threat to one's well-being and mental health (Meyer, 2003; Schmitt and Branscombe,
2002). Accordingly, the minority stress model proposes that distal stressors such as
discrimination have adverse effects on the well-being of minorities including trans
people (Hendricks and Testa, 2012; Meyer, 2003). A body of literature demonstrates
the association between discrimination, specifically gender-related discrimination, and
depression among transgender individuals (Basar and Oz, 2016; Bockting et al., 2013;
Clements-Nolle et al., 2006; Couch et al., 2007; Nemoto et al., 2011; Testa et al.,
2012). In addition, alarmingly high rates of various forms of discrimination were
reported in the literature concerning the experiences of trans people (Clements-Nolle
et al., 2006; Grant et al., 2010; Testa et al., 2012). High rates of discrimination were
reported in the present study as well. Considering the association between perceived
discrimination and depression, it can be argued that perceiving discrimination both
individually and as a group has detrimental effects on transgender individuals’ mental
health. Therefore, it can be concluded that perceiving discrimination may increase the
probability and severity of depression among transgender individuals, and as the rates
of discrimination are high, it is crucial to be aware of this relationship. However,
because this is a correlational relationship, having greater depression levels may be
related to greater levels of perceived discrimination as well as perceiving greater levels
of discrimination may be related to greater depression levels. Even though the
literature suggests the latter, the causality of this relationship is out of the scope of the
study. Overall, the study's results highlight the significance of the association between
perceived discrimination and depression; and reflect the experiences of discrimination
perceived by transgender individuals living in Turkey.

Perceived Social Support and Depression

The results indicated an inverse association between perceived social support and

depression, indicating that increased perceived social support levels were associated
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with decreased depression levels. Among the subscales of perceived social support,
depression had significant correlations with perceived significant other support and
friend support. These findings are consistent with the literature. However, contrary to
the literature, the association between family support and depression was not
significant. Research has demonstrated that social support’s impact on mental health
can vary regarding its source (Li et al., 2014; Walen and Lachman, 2000). According
to the present study's findings, it can be inferred that the influence of support from
family may be weaker than support from significant others and friends.

Research has established that social support has significant effects on one’s mental
health as it functions as a protective mechanism (Cohen and Thomas, 1985; Thoits,
2011). Consistent with the present results, studies demonstrated the positive impacts
of social support on mental health (Grav et al., 2012; Henderson et al., 1980).
Accordingly, a body of literature has demonstrated that inadequate social support is
associated with adverse mental health outcomes (Brown and Harris, 1979; Cohen and
Wills, 1985; Dour et al., 2014; Henry et al., 2018; Paykel, 1994). Similar results
supporting this association were reported in Turkey as well (Eldeleklioglu, 2006;
Yal¢in, 2014). Furthermore, the effects of social support on depression were
demonstrated among transgender individuals by the research as well (Boza and Perry,
2014; Budge et al., 2013). Regarding the sources of support, studies showed that
support from friends, significant others, and family were all significantly related to
depression (Alsubaie et al.,2019; Kleinberg et al., 2013; Lilympaki et al., 2016;
Rundell, 2012; Tezel, Karabulutlu and Sahin, 2011). The present study found
significant associations between support from friends and significant others and
depression, however, the relationship between social support from family and
depression was not significant. There may be a few potential reasons for not finding a
significant association between them. Transgender individuals often face unique
challenges related to acceptance and rejection from their biological family members
and they are vulnerable to rejection within their families (Factor and Rothblum, 2007,
Whittle et al., 2007). The issue of rejection from family among transgender leads to a
lack of adequate social support from their family members. Accordingly, low support
from families among transgender people was reported (Budge et al., 2013;
Tantirattanakulchai and Hounnaklang, 2021). Therefore, if the participants have
experienced rejection from family members due to their gender identity, a lack of

support weakens the potential beneficial impact it could have on reducing depression.
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Furthermore, Basar and Oz (2016) argue that there is a fundamental distinction in the
relationship between individuals belonging to sexual minority groups and their
families, compared to other discriminated groups. They discuss that unlike other
stigmatized identity features such as race, ethnic origin, and religion, gender identity
(specifically, the experience of being transgender) is not a commonly shared feature
within the family. This could be a potential reason for why depression and support
from friends have a significant association, yet there is no significant relationship
between support from family. Accordingly, they may perceive social support from
their peers to higher degrees than from their families due to the reasons discussed
above. Moreover, the mean of perceived social support from family was the least
compared to friends and significant others according to the present findings. Another
factor for the non-significant association between support from family and depression
may be related to the conception of family among transgender individuals. Because
transgender individuals are vulnerable to rejection from their biological families, the
support received from a group of individuals accepting the individuals as they are,
referred to as chosen family, may become significant in sexual and gender minority
groups (Basar and Oz, 2016; Davey et al. 2014). Even though the scale used in the
study assesses the perception of support from family, it mainly refers to biological
family, therefore, it may not reflect the perception of support from the participants’
chosen families. Future studies, in addition, may investigate the perceptions of support
from one’s chosen family, especially when conducting a study with a minority sample.
Cognitive Emotion Regulation Strategies and Depression

The findings indicated that depression had significant positive correlations with

2 ¢¢ 9% ¢¢

“catastrophizing”, “acceptance”, “self-blame”, and “putting into perspective”. As the
frequency of engaging in these strategies increased, depression levels also increased.
“Catastrophizing” and “self-blame” are assumed to be maladaptive strategies,
therefore, these findings are consistent with the literature (Garnefski et al., 2001).

“Acceptance” and “putting into perspective” are generally assumed to be more
adaptive strategies. However, the study’s findings indicated that “acceptance” and
“putting into perspective" was positively associated with depression, which is not
consistent with the literature, as a negative relationship was expected. Even though
“acceptance” as a cognitive coping strategy is broadly considered an adaptive strategy,

some researchers argue that it could be considered as a maladaptive one (Martin and

Dahlen, 2005). Accordingly, a number of studies supported this argument by
54



demonstrating the positive association between “acceptance” and depression
(Garnefski and Kraaij, 2006; Huh et al., 2017; Kraaij et al., 2002; Liu et al., 2020;
Martin and Dahlen, 2005). The present study’s findings also supported this argument.
One of the possible explanations for these findings might be that “acceptance” could
be understood as surrendering to negative experiences rather than coming to terms
with them. Therefore, acceptance as a way of surrendering may be associated with
depression, as it is possibly more related to the feeling of hopelessness. Surrendering
to negative experiences may intervene in the motivation to cope with them or it may
intervene with reaching necessary support resources to cope. Furthermore, there may
be some cultural differences between the items of the original scale and the Turkish-
adapted scale. This difference could indicate a linguistic difference or a socio-cultural
difference. Future studies may focus on this possible cultural difference. In addition,
“putting into perspective” was positively associated with depression, which is
consistent with the literature (Garnefski, Boon and Kraaij, 2003; Garnefski and Kraaij,
2006; Schroevers, Kraaij and Garnefski, 2007).

Despite being considered a more adaptive strategy, some studies have indicated that
“putting into perspective” may not necessarily be an effective strategy for regulating
emotions (Oikawa, Nakano and Tabuchi, 2017; Schroevers et al., 2007). Even though
“putting into perspective” is associated with positive cognitions, downplaying the
seriousness of an event may be considered a less adaptive coping strategy (Schroevers
et al., 2007). Similarly, Garnefski et al. (2003) argue that the cognitive strategy of
minimizing the seriousness of an event may not always be regarded as an adaptive
coping strategy. Furthermore, other studies have indicated that “putting into
perspective” may be a significant issue related to well-being. (Allen and Gilbert,
1995). Transgender individuals face frequent discrimination, therefore, in the face of
discrimination, playing down the seriousness of the negative events may not be an
effective or adaptive way of coping. Furthermore, minimizing the seriousness of an
event may prevent individuals from reaching the necessary resources of support to
cope with them. Therefore, these may be some of the possible explanations for the
positive relationship between “putting into perspective” and depression.

Consistent with the literature, the study’s findings also revealed that depression had a
significant negative association with “refocus on planning”, therefore it is described
as adaptive (Garnefski et al.,, 2001). Studies have demonstrated the negative

association between “refocus on planning” and depression (Martin and Dahlen, 2005;
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Ongen, 2010; Garnefski et al., 2004). In addition, “refocus on planning” was found
associated with higher resilience (Min et al., 2013).

4.3. Mediation Analyses

4.3.1. Discussion of the Mediating Role of Perceived Social Support in the
Relationship Between Perceived Discrimination and Depression

The first mediation model aimed to examine the mediation effect of perceived social
support on the association between perceived discrimination and depression. The
results indicated that perceived social support significantly mediated the influence of
perceived discrimination on depression, as hypothesized. According to the findings of
the first mediation model, perceived discrimination predicted depression positively
and social support negatively. Furthermore, perceived social support predicted
depression negatively. The strength of the relationship between perceived
discrimination and depression was weakened when the mediator was included in the
model. In other words, the influence of perceived discrimination on depression is
weaker when the perceived social support levels are higher. Overall, these findings
indicated that perceived social support is an important mechanism in explaining
perceived discrimination and depression’s association among transgender people.
These findings are consistent with the literature. For example, Kim’s (2014) study
found that social support mediated the association between racial discrimination and
depression among Asian Americans, supporting the mediating role of social support
among minority groups. Another study’s findings also supported this by showing that
social support played a significant role in mediating the association between perceived
discrimination and suicidality (Mao et al., 2022). Furthermore, it was found that
perceived discrimination predicted suicidal ideation positively, indicating that
perceiving discrimination raises the probability of having suicidal thoughts. Although
the current study is not aiming to focus on suicidal ideation, it is still significant
considering its association with depression. A study carried out with Romanian
immigrants indicated that social support significantly mediates the association among
discrimination and better mental health (Ferndndez et al., 2015). Another study
reported that the adverse impact of stigmatization on depressive symptoms among
people who struggle with substance use is significantly mediated by social support
(Chang et al., 2021). Other studies demonstrated that social support significantly
mediates the association among life satisfaction and stressful events (Yang et al., 2018;

Wang et al., 2017).
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When investigating the subscales of the Perceived Discrimination Scale with the same
predictor and outcome variables, according to the second mediation model, it was
found that there was a significant mediating role of social support among the group
discrimination and depression association, but this role was not significant among the
individual discrimination and depression association. There may be a few possible
explanations for this difference. The first possible explanation is that the influence of
discrimination on depression may vary depending on the perceived source of
discrimination. Accordingly, perceived group discrimination may have a stronger
impact on depression compared to perceived individual discrimination. Furthermore,
considering the discriminative atmosphere of Turkey against transgender individuals,
discrimination’s impact on the mental health of transgender individuals may be
stronger at a group level compared to on a personal level. The second possible
explanation is that perceived social support may have greater importance when it
comes down to perceived group discrimination than perceived individual
discrimination. Accordingly, when individuals perceive discrimination against their
group, perceiving that they have access to social resources may have greater
importance. Lastly, the lack of a significant mediating role for perceived social support
in the association among individual discrimination and depression may indicate that
individual experiences of discrimination may affect depression more directly,
potentially bypassing the mediation effect of social support.

4.3.2. Discussion of the Mediating Role of Maladaptive Cognitive Emotion
Regulation Strategies in Relation between Perceived Discrimination and Depression
The third mediation model aimed to investigate the mediation effect of maladaptive
strategies among the association between perceived discrimination and depression.
The results showed that maladaptive strategies played a significant role in mediating
the association among perceived discrimination and depression, as hypothesized. The
findings of this mediation model showed that perceived discrimination predicted
depression and maladaptive strategies positively. The greater the perceived
discrimination one perceives, the greater their depression and use of maladaptive
strategies. Furthermore, maladaptive strategies predicted depression positively. The
more maladaptive strategies one uses, the greater their depression. Engaging in
maladaptive strategies in the face of discrimination may be harmful to one’s mental
health. Overall, these findings indicated that engaging in maladaptive strategies as a

way of regulating emotions is an important process for explaining the association
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among perceived discrimination and depression. These findings are consistent with the
literature. According to Hatzenbuehler’s (2009) “psychological mediation model”,
which extends “the minority stress model” proposed by Meyer (2003), psychological
processes such as cognitive emotion regulation have a mediating effect in the
association among prejudiced related stress and negative mental health outcomes.
Accordingly, a study revealed that the impact of negative experiences on depression is
mediated by maladaptive strategies (Stikkelbroek et al., 2016). In other words,
individuals who utilized maladaptive strategies to regulate more often were more
likely to experience depressive symptoms in response to negative experiences.
Another study demonstrated that the impact of childhood trauma on depression was
by maladaptive strategies (Huh et al., 2017). A study conducted with transgender
individuals found that avoidant coping, which can be described as maladaptive, had a
mediating role in the association among victimization and depressive symptomatology
(Hughto et al., 2017). The mediation role of maladaptive strategies was demonstrated
among the association between weight stigma and depressive symptoms (Koball and
Carels, 2011). The authors argue that a potential explanation for this phenomenon is
that depressive symptoms can disrupt cognitive functions, thereby impairing the
individual's ability to effectively employ adaptive cognitive strategies for regulating
emotions (Huh et al., 2017; Santorelli and Ready, 2015). This disruption in cognitive
functioning may play a mediating role in the utilization of both maladaptive and
adaptive strategies.

In this study, the emphasis was placed on maladaptive strategies over adaptive
strategies due to a growing body of literature that highlights the significance of
maladaptive coping strategies in the relationship between prejudice and psychological
distress (Szymanski et al., 2014). For example, it was reported that maladaptive coping
strategies mediated the association among ethnic-stress and psychological distress,
whereas, adaptive strategies did not (Szymanski and Obiri, 2011). Furthermore, it was
demonstrated that maladaptive coping styles had a significant role in mediating the
association among heterosexism and distress, meanwhile, adaptive coping styles did
not (Szymanski and Henrichs-Beck, 2014). In parallel with these, in the present study,
adaptive strategies did not significantly mediate the impact of perceived discrimination
on depression, while maladaptive strategies did. The non-significant mediating role
adaptive strategies suggests that these strategies may not have been effective in

mitigating the detrimental effects of perceived discrimination on individuals'
58



depressive symptoms in our sample. In contrast, the significant mediation effect of
maladaptive strategies highlights their amplifying role among the association between
perceived discrimination and depression.

Lastly, the present study aimed to examine which specific strategies played a
significant role in mediating the impact of perceived discrimination on depression. The
results of the mediation analyses revealed that only ‘“acceptance” significantly
mediated the impact of perceived individual discrimination on depression. According
to the findings of the final mediation model, perceived individual discrimination
predicted depression and acceptance positively. The more discrimination one
perceives on an individual level, the greater their depression and the frequency of
engaging in “acceptance”. Furthermore, acceptance predicted depression positively.
The more acceptance as a coping strategy one uses, the greater their depression. As
discussed earlier, the positive relationship between acceptance and depression is not
consistent with the literature, as acceptance is generally considered an adaptive
strategy (Garnefski et al., 2001). However, some studies found a positive association
among “acceptance” and depression, indicating it may not always be an adaptive
strategy (Garnefski and Kraaij, 2006; Huh et al., 2017; Kraaij et al., 2002; Liu et al.,
2020; Martin and Dahlen, 2005). There is not much evidence regarding the mediating
effect of “acceptance”, especially regarding the perceived discrimination and
depression association. However, a study demonstrated that acceptance significantly
mediated the association between traumatic experiences and post-traumatic stress in
Tibetan refugees, supporting the mediating effect of “acceptance” (Hussain and
Bhushan, 2011).

Furthermore, the mediator role of "acceptance" was significant among the association
between depression and individual discrimination exclusively. These findings indicate
a difference regarding how individuals attribute the discrimination they perceive. This
finding suggests that people who report greater depression levels are more likely to
engage in “acceptance” as a cognitive coping strategy, and in turn, “acceptance”
amplifies their depression in response to individual discrimination experiences. In
contrast, the lack of a significant mediating role of “acceptance” among the association
between depression and perceived group discrimination indicates that “acceptance”
may not always play an important role regarding the impact of individual
discrimination on depression. It is possible that the unique effect of group

discrimination, which often involves systemic and institutionalized forms of stigma,
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may render the effects of “acceptance” in relation to negative psychological
consequences associated with these experiences. These findings shed light on the role
of “acceptance” in the context of the effect of discrimination on depression among
transgender individuals.

The present study’s finding indicated that maladaptive coping strategies played a
mediating role regarding the impact of perceived discrimination on depression, while
most cognitive strategies did not significantly play a mediating role in this relationship
on their own, except for “acceptance”. These findings suggest that engaging in a
combination of maladaptive strategies has a more significant impact on the association
between perceived discrimination and depression, rather than engaging in particular
coping strategies. Accordingly, engaging more in maladaptive strategies may hinder
engaging in more adaptive strategies, thus, making individuals less immune to the
harmful impacts of perceived discrimination.

In summary, the study’s overall results indicate that transgender individuals tend to
perceive discrimination directed against their group at higher levels compared to
perceiving it as discrimination targeting themselves individually. The findings suggest
that as the levels of perceived total, group, and individual discrimination increase,
depression levels also increase. In addition, it was found that as the perceived social
support levels increase, the depression levels decrease. The findings revealed that
depression had positive associations with “catastrophizing”, “putting into
perspective”, “acceptance”, and “self-blame”. The greater frequency of engaging in
these strategies was correlated with higher levels of depression. In contrast, depression
had a negative association with “refocus on planning”, indicating that engaging in
refocus on planning more was correlated with lower levels of depression. The findings
of the study also demonstrated that maladaptive cognitive emotion regulation
strategies and perceived social support mediate the influence of perceived
discrimination on depression, indicating that the indirect influence between perceived
discrimination and depression goes through perceived social support and maladaptive
coping strategies. The study also investigated which particular strategies mediated the
association between perceived discrimination and depression. The findings revealed
that only “acceptance” significantly played a mediator role in this association on its
own. These findings shed light on the impacts of perceived discrimination on
depression as well as the roles of perceived social support and cognitive emotion

regulation strategies among transgender individuals.
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4.4. Strengths of the Present Study

The present study is the first to investigate the mediating roles of cognitive emotion
regulation strategies in the association between perceived discrimination and
depression. Overall, studies regarding the experiences of LGBTQ+ individuals are
limited, globally and in Turkey. Furthermore, even though the research exploring the
experiences of LGB individuals is growing, studies regarding the experiences of
transgender individuals are relatively more limited. In addition to this, it was noted by
the author that not all of the studies investigating the experiences of LGBTQ+,
especially the experiences of transgender individuals, are sensitive in their approach
and language. This study has made an effort to overcome this by addressing LGBTQ+
issues with care and sensitivity, aiming to avoid objectifying the experiences of
LGBTQ+ individuals. It was also noted by the author that the majority of the research
regarding transgender individuals tackles the concept of gender in a binary construct,
dismissing the experiences of non-binary individuals. The present study’s sample
consisted of non-binary and binary transgender individuals, therefore, making the
study more inclusive. Moreover, considering that being subjected to discrimination is
a significant risk factor for depression, and taking into account the high rates of
discrimination towards transgender individuals, it is significantly important to
examine the potential impact of discrimination on the mental health of transgender
individuals. In sum, the present study’s findings contribute to the relatively limited
literature regarding the experiences of transgender individuals by highlighting the
importance of perceived social support and cognitive emotion regulation strategies in
the association between perceived discrimination and depression with an inclusive
sample.

4.5. Limitations and Future Suggestions

Despite the strengths of the present study, there are also a few limitations. First, 112
participants took part in the present study, reached by convenient sampling. Even
though the sample of the study is a minority group, which makes reaching higher
numbers of participants harder; a higher number of participants could increase the
generalizability of the study. Moreover, it is important to note that convenient
sampling, even though commonly used, does not guarantee the generalizability of the
findings as random sampling would. However, as Owens et al. (2020) discuss, when
planning a sampling procedure specifically among LGBTIQ+ participants, it is crucial

to consider factors such as cost, feasibility, and the ability to reach a large number of
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participants in addition to generalizability concerns. One of the inclusion criteria was
being 18 years old and above, with no upper age limit. As a result, the age range is
relatively wide. The reason for this approach was to be more inclusive. However, it
can also be argued that keeping the age range wide is a limitation, considering that
each developmental stage entails unique experiences and challenges. Future studies
may conduct a study with a transgender sample, but with a limited age range. In
addition, all scales used in the study were self-report scales that introduce the potential
risk of social desirability bias, as individuals may be concerned about their self-
presentation, which could influence their responses on the scales (Wood, 1996).
Furthermore, the distribution of genders was uneven, with a significant proportion of
participants identifying as non-binary. However, the study aimed to focus on the
experiences of individuals who identify under the trans+ umbrella, it did not aim to
focus on the differences among different gender groups. Finally, the items of the family
subscale of the MSPSS, which assess the degree of perceived social support from
family, exclusively focus on support from one's biological family. However, given that
chosen family holds significant importance for LGBTQ+ individuals, the results
obtained from this specific subscale might not accurately capture the experiences of
participants who define the concept of family in terms of their chosen family rather
than their biological one. Another limitation is that over half of the participants
reported having a psychological diagnosis. In this study, having a psychological
diagnosis was not used as an exclusion criterion to maintain a higher sample size,
especially as it is challenging to reach a sufficient number of participants who belong
to minority groups. Additionally, the study focused on depression; therefore, excluding
participants who reported having depression would not have been meaningful,
considering that the majority of participants reported experiencing depression.
Furthermore, it should be noted that participants self-reported their diagnoses, which
may affect the validity of the diagnoses. Nonetheless, the presence of these diagnoses
could potentially act as a confounding factor, and this may be regarded as a limitation.
Future studies may choose to exclude participants who report having a diagnosis to
overcome this limitation. Lastly, while examining depression as a variable, the study
sample does not necessarily consist of individuals diagnosed with depression. Only the
scores of specific participants from the Beck Depression Inventory, which is frequently
employed in studies involving diagnosed samples, are close to the scores obtained by

individuals diagnosed with depression.
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Considering these limitations, future studies may reach higher numbers of participants
who identify as transgender and prefer random sampling when collecting data to
increase the generalizability of the study. Different types of measurement such as
experimental methods may overcome the limitations of self-report measurement.
Furthermore, future studies may collect data that is more even in its gender distribution
to obtain information about the experiences of different gender identities and their
differences. Future studies, especially when conducting a study with LGBTQ+
individuals, may also focus on perceived social support from the participants’ chosen
families rather than focusing only on their biological family. Lastly, the present study
focused only on the cognitive aspect of emotion regulation, therefore, future studies
may focus on other aspects of emotion regulation regarding the relationship between

perceived discrimination and depression.
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CHAPTER 5: CONCLUSIONS

The aim of this study was to investigate the mediating roles of perceived social support
and cognitive emotion regulation strategies in the relationship between perceived
gender identity based discrimination and depression. Furthermore, the study also
investigated the relationships between these variables as well as the difference between
perceived individual and group discrimination. The study’s findings showed that
perceived social support and maladaptive cognitive emotion regulation strategies
significantly mediated the association between perceived discrimination and
depression, highlighting that the effect of perceived discrimination on depression goes
through perceived social support and maladaptive coping strategies. Results of the
study showed that depression had a positive association with perceived discrimination,
whereas, it was negatively correlated with perceived social support, consistent with
the Minority Stress Model (Meyer, 2003). Moreover, it was shown that the greater
frequency of engaging in self-blame, catastrophizing, acceptance, and putting into
perspective as coping strategies was related to higher levels of depression, whereas,
engaging in refocus on planning was related to lower levels of depression. The study's
findings further revealed that transgender individuals are frequently subjected to
various forms of discrimination, including verbal and sexual harassment, loss of
relationships due to their gender identities, discrimination in educational and work
environments, and difficulties accessing healthcare services. Moreover, they were
intensely vigilant toward potential instances of discrimination. Lastly, the study's
findings revealed that individuals who identify themselves under the trans+ umbrella
tend to perceive higher levels of discrimination directed at their group as a whole,
compared to the discrimination they personally experience as individuals within that
group, consistent with Personal/Group Discrimination Discrepancy Theory (Taylor et
al., 1990).

The present study was the first to investigate the mediating roles of cognitive emotion
regulation strategies in the association between perceived gender identity
discrimination and depression among transgender individuals. Furthermore, it was the
first to investigate the roles of cognitive emotion regulation strategies on depression
among transgender individuals residing in Turkey. Moreover, it was the first study to
examine these relationships with a sample mostly consisting of non-binary individuals.

Overall, the study’s findings emphasized the importance of social support and roles of
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cognitive emotion regulation strategies, especially the roles of maladaptive strategies,
in the link between perceived discrimination and depression among transgender
individuals.

5.1. Clinical Implications

The study’s findings have important clinical implications. First, the study highlights
that transgender individuals perceive higher levels of discrimination directed at their
group than at themselves as individuals. This finding emphasizes the importance of
increasing awareness and understanding of the unique challenges and discrimination
faced by transgender individuals within the clinical setting while being sensitive to the
effects of institutionalized discrimination. Therefore, mental health professionals
should be sensitive to these experiences and offer adequate support. Secondly, in line
with this, as there is a positive relationship between perceived discrimination and
depression, mental health professionals should recognize the impact of perceived
discrimination on mental health outcomes, such as depression in this context, and
develop interventions that aim to reduce discrimination and its negative effects. In
order to reduce discrimination’s adverse effects on the mental health of transgender
individuals, mental health professionals may focus on promoting social support
networks and provide interventions to enhance perceived social support to provide a
buffer against depressive symptoms, as suggested by the study’s findings. The study
also suggests that perceived social support and maladaptive cognitive emotion
regulation strategies mediate the relationship between perceived discrimination and
depression. This finding highlights the significance of addressing these mediating
factors in therapeutic settings. Accordingly, mental health professionals may try to
enhance social support and help individuals challenge individuals’ maladaptive
strategies and develop healthier strategies when working with transgender individuals.
In return, this may reduce perceived discrimination’s impact on depression. Lastly, the
study emphasizes the importance of personalized interventions that acknowledge and
address the diverse experiences within the transgender population. It is crucial to be
aware of the fact that individuals may differ in their levels of perceived discrimination,
social support, and coping strategies. Therefore, when conducting a treatment, it is
crucial for mental health professionals to acknowledge the specific needs of each
individual considering their unique experiences and challenges, and plan a treatment

accordingly.
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“Trans+ Yetigkinlerde Algilanan Ayrimcilik ile Depresif Semptomlar Arasindaki
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Sonugta 05.01.2023 tarihinde “Trans+ Yetigkinlerde Algilanan Ayrimcilik ile Depre-
sif Semptomlar Arasindaki iligkinin incelenmesi: Algilanan Sosyal Destek ve
Biligssel Duygu Diizenleme Stratejilerinin Diizenleyici Etkileri” konulu projenizin
etik agidan uygun olduguna oy birligiyle karar verilmigtir.

Geregi icin bilgilerinize sunarim.

Saygilarimla,

Prof. Dr. Murat Bengisu
Etik Kurul Bagkani
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APPENDIX B. INFORMED CONSENT FORM

Degerli katilimci,

Bu calisma Izmir Ekonomi Universitesi Klinik Psikoloji yiiksek lisans programi
kapsaminda Dr. Ogretim Uyesi Yasemin Meral Ogiit¢ii danismanliginda Kaan Utkan
tarafindan yiiriitiilmekte olan bir tez ¢alismasidir. Bu ¢alisma, kendi cinsiyet kimligi
trans+ (trans kadin, trans erkek, non-binary, genderqueer, genderfluid, agender)
semsiyesinde tanimlayan yetiskinlerde algilanan ayrimcilik, sosyal destek, bilissel
duygu diizenleme stratejileri ve depresyon arasindaki iliskileri incelemeyi
amaclamaktadir.

Bu calismaya katilim tamamen goniilliiliik esasina dayanmaktadir. Formlardaki
sorulara vereceginiz yanitlarin dogrulugu calisma icin 6nem tasimakta ve sorulari
eksiksiz yanitlamaniz beklenmektedir. Bununla birlikte ¢alismayi istediginiz herhangi
bir anda birakma hakkia sahipsiniz. Calismada sizden kisisel bilgileriniz
istenmeyecek, cevaplariniz anonim bir sekilde incelenecek ve arastirma kapsaminda
bilimsel amaglarla kullanilacaktir. Caligma yaklasik olarak 15-20 dakikanizi alacaktir.
Calisma ile ilgili herhangi sorunuz varsa, bilgi edinmek isterseniz veya geribildirimde
bulunmak isterseniz e-posta adresi ilizerinden arastirmaci ile

iletisime gegebilirsiniz.

Calismaya ayirdiginiz zaman, gosterdiginiz 6zen ve katkilariniz igin tesekkiir ederim.

Gondilli olarak ¢aligmaya katilmay1 kabul ediyorum.
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APPENDIX C. DEMOGRAPHIC INFORMATION FORM

1. Yasiniz:

2. Cinsiyetiniz: Kadin, Erkek, Non-binary, Genderqueer, Genderfluid, Agender, Diger

3. En son tamamlamis oldugunuz egitim duzeyi:

1) ilkokul [J Ortaokul [ Lise [J Universite () Yiiksek Lisans [ Doktora

4. Yasadiginiz yerlesim birimi:

1 K8y [ Kasaba [ilge [ il [ Metropol (istanbul, izmir, Ankara)

5. Galisma durumunuz:

] Kamuda galisiyor [ Ozel Sektérde Calisiyor [ Serbest Meslek [ Ogrenci Llissiz [ Emekli
6. Kendinizi hangi gelir grubuna ait gértiyorsunuz?:

1 Alt [ Orta-Alt [1 Orta [ Orta-Ust [ Ust

7. Daha 6nce tanisi konulmus bir psikolojik/psikiyatrik rahatsizhidiniz var mi? Yanitiniz evet
ise lUtfen bir sonraki soruda taninizi belirtiniz.

U Evet L Hayir

8. Cinsiyet kimliginizi asagidakilerden hangilerine acikladiniz  (Birden fazla
isaretleyebilirsiniz):

(1 Aile [ Yakin arkadaslar [ Sosyal ¢evre (Okul, is, vb.) [1 Hi¢ kimse [1 Diger (belirtiniz) ..........
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APPENDIX D. EVENT LIST OF DISCRIMINATION

Liitfen asagida verilen olaylar arasindan denevimlediklerinizi isaretleyiniz:

Egitim hayatimda trans kimligim tizerinden ayrimciliga ugradim.

Is bulurken trans kimligim iizerinden ayrimciliga ugradim.

Is yerimde trans kimligim {izerinden ayrimciliga ugradim.

Saglik hizmetlerine erismede trans kimligim iizerinden ayrimciliga ugradim.
Trans kimligim sebebiyle bariacak yer bulmakta zorlandim.

Cinsiyet ifadem yiiziinden sozlii tacize (laf atma, hakaret) ugradim.

Trans oldugum i¢in fiziksel siddete maruz kaldim.

Trans oldugum i¢in cinsel siddete/tacize maruz kaldim.

Trans oldugum i¢in zorbaliga maruz kaldim.

Cinsiyet kimligim ve ifadem nedeniyle iliskimin koptugu aile fertlerim oldu.
Cinsiyet kimligim ve ifadem nedeniyle iliskimin koptugu arkadaslarim oldu.

Ayrimciliga karst yogun bir sekilde tetikte hissediyorum.
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APPENDIX E. PERCEIVED DISCRIMINATION SCALE

Bu boliimde sizden trans bireylerle ilgili bir takim ifadeleri degerlendirmeniz
istenmektedir. Bu testte gegen “trans” terimi, sahip oldugu cinsiyet kimligi dogumda
kendisine atanan cinsiyetten farkli olan kisi anlaminda kullanilmistir. Bu ifadeler
herhangi bir duruma ya da goriise dayanmamaktadir. Dolayisiyla hi¢birinin dogru veya
yanlis cevabi yoktur. Sadece sizin nasil diisiindiigliniiz ve alginiz 6nemlidir. Sizin
gorlis ve diislincenize karsilik gelen secenegi (rakami) 1’den (hi¢) 5’e (her zaman)
kadar degerlendirilmis Olgek tizerinde segerek belirtiniz. Liitfen 6l¢ekte bulunan tim
ifadeleri degerlendiriniz.

Litfen her ifadenin karsisindaki en uygun rakami daire igine alarak belirtiniz.

1 2 3 4 5

Hig Ara sira/nadiren | Zaman zaman Sik sik Her zaman

Bireysel ayrimcilik

Trans olmayanlar tarafindan kabul gérmedigimi hissediyorum. 112 |3 1|4 |5
Trans olmayanlarin bana karsi olduklarini hissediyorum. 112 (3 |4 |5
Trans oldugum icin dalga gegildim ve hakarete ugradim. 112 (3 |4 |5
Trans oldugum icin insanlar benden uzaklasti ya da aralarina |1 |2 |3 (4 |5
almadilar.
Gruba ayrimcihik

Tirkiye’de trans bireyler ne siklikla is ararken ayrimcilik yasiyor? 112 |3 (4|5
Tlrkiye’de trans bireyler ne siklikla ev ararken ayrimcilik yasiyor? |1 |2 |3 |4 |5
Turkiye’de trans bireyler ne siklikla sokakta ayrimcilik yasiyorlar? 112 (3 (4|5
Tlrkiye’de trans bireyler ne siklikla alisveris yaparken (6rnegin, |1 |2 |3 |4 |5

giyim ya da gida malzemesi alirken, cafe veya lokantaya gittiginde)

ayrimcilik yasiyorlar?

Turkiye’de trans bireyler ne siklikla okulda ayrimcilik yasiyorlar? 12 |3 1|4 |5

Turkiye’de trans bireyler ne siklikla isyerinde ayrimcilik yasiyorlar? |1 |2 |3 (4 |5

Turkiye’de trans bireyler ne siklikla saglik hizmeti alirkenayrimcihk |1 |2 |3 (4 |5

yaslyorlar?
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APPENDIX

F.

QUESTIONNAIRE

Hemen hepimizin yasaminda hos olmayan kotii seyler olabilmekte ve bu olaylara

COGNITIVE

EMOTION

REGULATION

verdigimiz tepkiler de birbirinden farkli olabilmektedir. Asagidaki climlelerde

basiniza gelmis olan olumsuz ya da nahos olaylar karsisinda genellikle ne

diisindiigiiniiz sorulmaktadir. Her bir climleyi okuduktan sonra Sizin durumunuza en

uygun se¢enegi isaretleyerek yanit vermeniz istenmektedir.

-

BASIMA KOTU BIR OLAY GELDIGINDE

Hi¢ Nadiren Arasira Siklikla Her zaman
1) Bunun suglusu benim  diye
dstintram. () yc )y )y )y )
2) Artik bu olayin olup bittigini
kabul etmek  zorunda oldugumu( ) ( ) ( ) ( ) ( )
3) Bu yasadigimia ilgili ne hissettigimi
diisinirtim. (H)yc )y )y )y )
4)Yasadiklarimdan daha hos olan
seyleri diigtintirim. ( ) ( ) ( ) ( ) ( )
5) Yapabilecegim en iyi seyi distiniirim.

() yc )y )y )y )
6) Bu olaydan bir seyler
6grenebilecegimi distiniriam. () ( ) ( ) ( ) ( )
7) Her sey ¢ok daha kétii olabilirdi diye
diisintrtim. ()ycoc )y )y )y )
8) Yasadigim olayin baskalarinin
basina gelenlerden daha kot oldugunu( ) ( ) ( ) ( ) ( )
diteiinirim
9) Bu olayda baskalarinin sugu oldugunu
diisintrtim. ()ycoc )y )y )y )
10) Bu olayin tek sorumlusunun ben|
oldugumu distntiram. () ( ) ( ) ( ) ( )
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Hi¢ Nadiren Arasira Siklikla Her zaman
11) Durumu kabullenmek zorundd
oldugumu distindrim. () () ( ) ( ) ( )
12) Zihnim yasadigim olay hakkinda
ne disiindiigiim ve hissettigimle siirekli( ) ( ) ( ) ( ) ( )
maconl nlir
13) Olayla hig ilgisi olmayan hos seyler|
disandrim. () )y )y )y )
14) Bu durumla en iyi nasil basal
cikabilecegimi diistiniirim. () ( ) ( ) ( ) ( )
15) Basimdan gegenlerin bir sonucu
olarak daha gii¢li bir insan haline( ) ( ) ( ) ( ) ( )
nolohilacagimi diiciiniiriim
16) Diger insanlarin ¢ok daha koti
tecriibeler gecirdiklerini diistiniirim. () ( ) ( ) ( ) ()
17) Basima gelen olayin ne kadar
korkung oldugunu diisiintip dururum. () ( ) ( ) ( ) ()
18) Basimdan gegen olaydan
baskalarinin sorumlu oldugunu( ) ( ) ( ) ( ) ( )
Hariniiriim
19) Bu olayda yaptigim hatalari
diistintrim. ()y )y )y )y )
20) Bu olayla ilgili highir seyi
degistiremeyecegimi distiniram. () ( ) ( ) ( ) ( )
21) Bu olayla ilgili neden baoyle
hissettigimi anlamak isterim. () ( ) ( ) ( ) ( )
22) Basimdan gecen olay yerine hos bir|
seyler digintrim. () ( ) ( ) ( ) ( )
23) Bu durumu nasil degistirecegimi
dstindram. () )y )y )y )
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Hi¢ Nadiren Arasira Siklikla Her zaman
24) Bu durumun olumlu yanlarinin dal
oldugunu dastinirim. () ( ) ( ) ( ) ( )
25)Diger seylerle karsilastirildiginda
bunun o kadar da koti olmadlglm( ) ( ) ( ) ( ) ( )
ZEi]]\fégédlglm bu seyin bir insanin
basina gelebilecek en koti sey( ) ( ) ( ) ( ) ( )
nldiiguni diieiiniiriim
27) Bu olayda digerlerinin yaptigi
hatalar diigtintiriim. () ( ) ( ) ( ) ( )
28) Esas sebebin kendimle ilgili
oldugunu dstintram. () ( ) ( ) ( ) ( )
29) Bununla yasamayr 6grenmem
gerektigini diistiniirim. () ( ) ( ) ( ) ( )
30) Bu durumun bende uyandirdigi
duygularla bogusurum. () ( ) ( ) ( ) ( )
31) Hos olaylar1 diistintirim. () ( ) ( ) ( ) ( )
32) Yapabilecegim en iyi seyle ilgili bin
plan digiinarim. () ( ) ( ) ( ) ( )
33) Bu durumun olumlu yanlarni
ararim. ()y )y )y )y )
34) Kendime hayatta daha koti
seylerin de oldugunu séylerim. ()« ) C ) ( ) € )
35) Sirekli bu durumun ne kadar
korkung oldugunu distintirim. () ( ) ( ) ( ) ( )
36) Esas sebebin baskalariyla ilgili
oldugunu dastniram. () ( ) ( ) ( ) ( )
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APPENDIX G. BECK DEPRESSION INVENTORY

Asagida gruplar halinde bazi ciimleler yazilidir. Her gruptaki ciimleleri dikkatli
okuyunuz. Bugiin dahil, gecen hafta i¢inde kendinizi nasil hissettiginizi en iyi anlatan
climleyi seciniz.

0. Kendimi iiziintiilii ve sikintili hissetmiyorum.

1. Kendimi tiziintilii ve sikintili hissediyorum.

2. Hep tlziintiilii ve sikintiliyim. Bundan kurtulamiyorum.

3. O kadar tiziintiilii ve sikintiliyim ki artik dayanamiyorum.

0. Gelecek hakkinda mutsuz ve karamsar degilim.
1. Gelecek hakkinda karamsarim.
2. Gelecekten bekledigim higbir sey yok.

3. Gelecegim hakkinda umutsuzum ve sanki hi¢bir sey diizelmeyecekmis gibi geliyor.

0. Kendimi basarisiz bir insan olarak gérmiiyorum.
1. Cevremdeki bircok kisiden daha ¢ok basarisizliklarim olmus gibi hissediyorum.
2. Gegmise baktigimda basarisizliklarla dolu oldugunu gériiyorum.

3. Kendimi tiimiiyle basarisiz biri olarak goriiyorum.

0. Bircok seyden eskisi kadar zevk aliyorum.
1. Eskiden oldugu gibi her seyden hoglanmiyorum.
2. Artik higbir sey bana tam anlamiyla zevk vermiyor.

3. Her seyden sikiliyorum.

0. Kendimi herhangi bir sekilde su¢lu hissetmiyorum.
1. Kendimi zaman zaman suglu hissediyorum.
2. Cogu zaman kendimi suglu hissediyorum.

3. Kendimi her zaman suglu hissediyorum.

0. Bana cezalandirilmisim gibi geliyor.
1. Cezalandirilabilecegimi hissediyorum.
2. Cezalandirilmay1 bekliyorum.

3. Cezalandirildigimi hissediyorum.
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. Kendimden memnunum.
. Kendi kendimden pek memnun degilim.
. Kendime ¢ok kiztyorum.

. Kendimden nefret ediyorum.

. Bagkalarindan daha koétii oldugumu sanmiyorum.
. Zayif yanlarim veya hatalarim i¢in kendi kendimi elestiririm.
. Hatalarimdan dolay1 ve her zaman kendimi kabahatli bulurum.

. Her aksilik karsisinda kendimi hatali bulurum.

. Kendimi 6ldiirmek gibi diisiincelerim yok.
. Zaman zaman kendimi 6ldlirmeyi diisiindiigiim olur. Fakat yapmiyorum.
. Kendimi 6ldiirmek isterdim.

. Firsatin1 bulsam kendimi 6ldirirdim.

. Her zamankinden fazla i¢cimden aglamak gelmiyor.
. Zaman zaman i¢inden aglamak geliyor.
. Cogu zaman agliyorum.

. Eskiden aglayabilirdim simdi istesem de aglayamiyorum.

. Simdi her zaman oldugumdan daha sinirli degilim.
. Eskisine kiyasla daha kolay kiziyor ya da sinirleniyorum.
. Simdi hep sinirliyim.

. Bir zamanlar beni sinirlendiren seyler simdi hi¢ sinirlendirmiyor.

. Bagkalar ile goriismek, konugmak istegimi kaybetmedim.
. Bagkalari ile eskiden daha az konusmak, goriigmek istiyorum.
. Bagkalar1 ile konusma ve goriisme istegimi kaybetmedim.

. Hi¢ kimseyle konusmak goriismek istemiyorum.

. Eskiden oldugu gibi kolay karar verebiliyorum.

. Eskiden oldugu kadar kolay karar veremiyorum.
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. Karar verirken eskisine kiyasla ¢ok gli¢liik ¢ekiyorum.

. Artik hi¢ karar veremiyorum.

. Aynada kendime baktigimda degisiklik gérmiiyorum.
. Daha yaslanmis ve ¢irkinlesmisim gibi geliyor.
. Goriiniisiimiin ¢ok degistigini ve ¢irkinlestigimi hissediyorum.

. Kendimi ¢ok ¢irkin buluyorum.

. Eskisi kadar iyi ¢alisabiliyorum.
. Bir seyler yapabilmek icin gayret gdstermem gerekiyor.
. Herhangi bir seyi yapabilmek icin kendimi ¢ok zorlamam gerekiyor.

. Higbir sey yapamiyorum.

. Her zamanki gibi iyi uyuyabiliyorum.
. Eskiden oldugu gibi iyi uyuyamiyorum.
. Her zamankinden 1-2 saat daha erken uyaniyorum ve tekrar uyuyamiyorum.

. Her zamankinden ¢ok daha erken uyaniyor ve tekrar uyuyamiyorum.

. Her zamankinden daha gabuk yorulmuyorum.
. Her zamankinden daha ¢abuk yoruluyorum.
. Yaptigim her sey beni yoruyor.

. Kendimi hemen hig¢bir sey yapamayacak kadar yorgun hissediyorum.

. Istahim her zamanki gibi.

. Istahim her zamanki kadar iyi degil.
. Istahim ¢ok azaldu.

. Artik hi¢ istahim yok.

. Son zamanlarda kilo vermedim.
. Iki kilodan fazla kilo verdim.
. Dort kilodan fazla kilo verdim.

. Alt1 kilodan fazla kilo vermeye ¢alistyorum.

. Sagligim beni fazla endiselendirmiyor.
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1. Agn, sanci, mide bozuklugu veya kabizlik gibi rahatsizliklar
endiselendirmiyor.
2. Saghigim beni endiselendirdigi i¢in baska seyleri diisiinmek zorlasiyor.

3. Sagligim hakkinda o kadar endiseliyim ki baska hig¢bir sey diisiinemiyorum.

0. Son zamanlarda cinsel konulara olan ilgimde bir degisme fark etmedim.
1. Cinsel konularla eskisinden daha az ilgiliyim.
2. Cinsel konularla simdi ¢ok daha az ilgiliyim.

3. Cinsel konular olan ilgimi tamamen kaybettim.
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