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Abstract

This pilot study examined the psychometric properties of instruments assessing mental health
outcomes (perceived stress, psychological distress, depressive symptoms, suicidality),
minority stressors (structural stigma, rejection sensitivity, internalized homophobia), general
stressors (stressful life events), and personality traits in a sample of LGBTQ+ and non-
LGBTQ+ adults in Greece. Given that the factors influencing the mental health of LGBTQ+
individuals in Greece remain understudied, a small-scale pilot study was conducted to
evaluate the psychometric performance of the selected scales prior to a large-scale
investigation. A convenience sample of 108 participants, 67 of whom self-identified as
LGBTQ+, completed a battery of self-report measures. Factorial validity was examined using
factor-analytic techniques, and internal consistency was assessed with standard reliability
indices. Based on the results, the instruments were refined for use in the main study. All scales
demonstrated satisfactory psychometric properties, except for the BFI-10 personality
inventory, which showed inadequate reliability and poor construct validity. An alternative
personality trait measure will therefore be selected for the main study.
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INTRODUCTION

The mental health of LGBTQ+ populations has been extensively examined over the past two decades. Since the
introduction of the minority stress model by Meyer (2003), which identifies stressors specific to LGBTQ+
individuals, a substantial body of research has investigated the impact of minority identity on mental health.
Drawing upon the work of Meyer (2003), Hatzenbuehler (2009), Feinstein (2019), Bailey (2019), and subsequent
studies, it is evident that LGBTQ+ individuals are exposed both to minority-specific stressors and to general
stressors that shape mental health outcomes.

Building on the transactional theory of stress, which posits that both proximal and distal stressors influence
individuals’ mental health (Lazarus & Folkman, 1984), the minority stress model extends this framework by
specifying minority-related sources of stress. These include distal stressors such as discrimination and
microaggressions and proximal stressors such as internalized homophobia and expectations of rejection (Meyer,
2003). Hatzenbuehler (2009), through the psychological mediation framework, further elaborated the role of distal
stressors by grouping them into social/interpersonal processes (e.g., social isolation, stigmatizing social norms),
coping and emotion dysregulation (e.g., rumination, suppression, maladaptive coping motives), and cognitive
processes (e.g., hopelessness, negative self-schemas, risk-taking expectancies), each of which contributes to
depression, anxiety, and substance use disorders. Feinstein (2019) expanded the conceptualization of proximal
stressors by applying the rejection sensitivity model, emphasizing both expectations of rejection and rejection-
related anxiety. Bailey (2019) highlighted personality traits as an additional factor that may be associated with
sexual orientation.

Previous research suggests that individuals, regardless of sexual orientation or gender identity, share several
common risk factors for psychopathology, including abuse, low self-compassion, low self-esteem, negative social
relationships, and low social support (Clements-Nolle et al., 2018; Liao et al., 2015; Rosario et al., 2005). Mental
health outcomes examined in LGBTQ+ populations include psychological distress (Li et al., 2024; Morandini et
al., 2023; Platt & Scheitle, 2018; Pitonak et al., 2020; Harper et al., 2023; Timmins et al., 2020; Wilson et al.,
2021), stress (Exline et al., 2021; Kaniuka et al., 2019; Lopez & Yeater, 2018; Kéllstrom et al., 2022; Mahjoubi et
al., 2024; Randolph & Leung, 2022; Shenkman et al., 2021; Wu et al., 2023; Jankovi¢ et al., 2020), depression
(Boppana & Gross, 2019; Charak et al., 2023; Ibrahim et al., 2022; Killstrom et al., 2022; Kaniuka et al., 2019;
Kim et al., 2024; Levi-Belz et al., 2022; Li et al., 2024; Lopez & Yeater, 2018; Randolph & Leung, 2022;
Rogowska & Cisek, 2024; Wang et al., 2020; Wu et al., 2023; Jankovi¢ et al., 2020), and suicidality (Charak et
al., 2023; Ibrahim et al., 2022; Jankovi¢ et al., 2020; Kaniuka et al., 2019; Levi-Belz et al., 2022; Rogers et al.,
2021; Rogowska & Cisek, 2024). External factors such as age (Alibudbud, 2022), education (Jankovié et al.,
2020), occupation (Alibudbud, 2022; Wang et al., 2020), income (Wang et al., 2020; Wu et al., 2023), religion
(Boppana & Gross, 2019; Exline et al., 2021; Kim et al., 2024), marital status (Jankovi¢ et al., 2020; Wilson et
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al., 2021), and personality traits (Brandtzeg Godg et al., 2024; Levi-Belz et al., 2022) also influence mental health.
Substance use, smoking (Harper et al., 2023; Li et al., 2024; Pitonak et al., 2020; Wu et al., 2023), and alcohol
use have been conceptualized as distal stressors, whereas rejection sensitivity (Grigoreva & Szaszko, 2024) and
internalized homophobia (Exline et al., 2021; Rogers et al., 2021) represent proximal stressors.

Recent empirical work has increasingly adopted an intersectional lens in studying LGBTQ+ mental health,
recognizing that additional marginalized identities can compound psychological vulnerability. Research indicates
that being an ethnoracial minority (Chaoudhry et al., 2024; Clark et al., 2021a, 2021b; Davidson et al., 2024;
Donaldson et al., 2023; DiGiuseppi et al., 2022; Hall et al., 2021; Harkness et al., 2021; Kelly et al., 2021;
Khanolkar et al., 2023; Khanolkar & Mazhari, 2024; King et al., 2023; Liu et al., 2024; Lopez et al., 2022;
McPherson et al., 2023; Parchem et al., 2025; Salerno & Sambrana, 2024; Shepherd et al., 2025; Standley et al.,
2021; Thomas et al., 2022; McGuire et al., 2024; Watson et al., 2024; Wiglesworth et al., 2022; Wootton et al.,
2025), belonging to health-related marginalized groups such as individuals with cancer (Boehmer et al., 2022),
HIV/AIDS (Wang et al., 2024), or autism (Mournet et al., 2024), and experiencing structural disadvantages
including incarceration (Hail-Jares et al., 2023), older age (Chan et al., 2023; Gomez et al., 2025), poverty or
unstable housing (Chan et al., 2023; Grigsby et al., 2024; Gomez et al., 2025; King et al., 2023), and lower
educational attainment (Gomez et al., 2025) all exacerbate mental health difficulties. This body of research
demonstrates the wide array of minority-specific and general stressors, as well as social vulnerabilities, that shape
LGBTQ+ mental health.

In Greece, factors affecting LGBTQ+ mental health remain understudied. Drydakis (2021) examined both
physical and mental health among sexual minorities and found that gender identity, education, employment, and
income predict health outcomes, while societal rejection, family acceptance, and broader economic conditions
also emerged as influential. Vleioras et al. (2021) investigated differences in mental health (depression and
hopelessness) between LGB and heterosexual adolescents, reporting homogeneity in depression but heterogeneity
in hopelessness. Andreou et al. (2022) were the first to specifically examine the mental health of sexual minority
adolescents in Greece, showing that they report higher levels of depression than their heterosexual peers. Kaprinis
and Charalampakis (2022) assessed whether depression and suicidality differ by sexual orientation and found that,
although levels differed significantly between LGB and heterosexual participants, the effect of sexual orientation
became non-significant after adjusting for sociodemographic variables. More recently, Kaprinis and
Charalampakis (2024) examined predictors of attitudes toward LGB individuals in Greece but did not focus on
determinants of mental health. Overall, the limited number of Greek studies and the absence of systematically
validated instruments capturing both minority-specific and general stressors highlight the need for rigorous
psychometric work in this context.

Although existing evidence suggests that sexual orientation and/or gender identity may affect mental health in
Greece, prior studies have not examined whether instruments originally developed for the general population are
reliable and valid for LGBTQ+ samples in the Greek context. A small-scale pilot study including both LGBTQ+
and non-LGBTQ+ participants was therefore necessary as preliminary work for a larger project incorporating
contemporary theoretical frameworks on LGBTQ+ mental health in Greece. In this pilot, the mental health
outcomes assessed include stress, psychological distress, depression, and suicidality. Minority stressors under
investigation include rejection sensitivity, structural stigma, and internalized homophobia, and corresponding
validated research instruments capturing these constructions were selected. The following sections present the
instruments used in the pilot study and the rationale for their selection, followed by the results concerning their
psychometric properties.

From a clinical and translational perspective, this study has direct implications for healthcare providers and public
health professionals. Valid and reliable psychometric instruments are essential for the early detection of
psychopathology, effective screening in primary care and mental health settings, and the design of culturally
sensitive interventions. By providing preliminary evidence on the performance of these measures in Greek
LGBTQ+ and non-LGBTQ+ adults, this work contributes to bridging the gap between psychometric research and
clinical application and facilitates evidence-based mental health assessment for vulnerable and underserved
populations.

MATERIALS AND METHODS

Research instruments

Stress was assessed using the 14-item Perceived Stress Scale (PSS-14) developed by Cohen et al. (1983). The
PSS-14 measures the degree to which situations in one’s life are appraised as stressful over the past month, with
responses given on a 5-point Likert scale ranging from 0 (“never”) to 4 (“very often”). The scale has been
translated into Greek and standardized in the general population (Katsarou et al., 2012), and it has been widely
used in studies including LGBTQ+ samples, demonstrating strong psychometric properties (e.g., Collet et al.,
2023; Jabson-Tree & Patterson, 2019; Krueger et al., 2018; Lewandowski et al., 2022; Ma & Li, 2024; McElroy
et al., 2015; Mozumder, 2017; Mahjoubi et al., 2024; Reyes et al., 2017; Sanders & McCartney Chalk, 2016;
Vosvick & Stem, 2019).

Although Cohen et al. (1983) did not examine the factorial structure of the PSS-14, Cohen and Williamson (1988)
suggested a one-factor solution. More recent research, however, has indicated that a unidimensional structure is
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both theoretically and psychometrically problematic (Reis et al., 2019). Several studies support a two-factor
structure (Almadi et al., 2012; Lee & Jeong, 2019; Michaelides et al., 2016), while others propose a bifactor model
(Dominguez-Lara et al., 2022; Juarez-Garcia et al., 2021; Park & Colvin, 2019; Tikka et al., 2022). Across these
models, items consistently cluster into positively and negatively worded subscales, corresponding to perceived
helplessness and perceived self-efficacy (Jovanovi¢ & Gavrilov-Jerkovi¢, 2015; Perera et al., 2017; Reis et al.,
2019; Wu & Amtmann, 2013). In bifactor solutions, a robust general perceived stress factor also emerges
(Denovan et al., 2019; Lee & Jeong, 2019), but the two-factor model has been adopted in numerous studies as a
conceptual and empirically sound representation (e.g. Michaelides et al., 2016; Park & Colvin, 2019; Taylor, 2015;
Perera et al., 2017). Although a small number of studies have proposed a three-factor structure (Pangtey et al.,
2020; Bradbury, 2013), this solution is inconsistent with the transactional theory of stress proposed by Lazarus
and Folkman (1984), which guided the scale’s development.

A recent meta-confirmatory factor analysis by Kogar and Kogar (2024) concluded that the two-factor model
provides the best overall fit. In Greece, Andreou et al. (2011) also supported the two-factor structure. Within the
minority stress framework, and drawing on Hatzenbuehler (2009), helplessness and self-efficacy may be
conceptualized as distal cognitive stress processes, providing further justification for selecting the PSS-14 and for
focusing on its two-factor solution in the present study.

Psychological distress was assessed using Kessler’s 10-item Psychological Distress Scale (K-10; Kessler et al.,
2002), which evaluates non-specific psychological distress over the past 30 days on a 5-point Likert scale (from
“none of the time” to “all of the time”). The scale has not yet been translated and standardized in Greek, and there
is no consensus regarding its factorial structure (Easton et al., 2017). Kessler et al. (2002) developed both the 10-
item (K-10) and 6-item (K-6) versions and originally proposed a unidimensional model, a structure that has been
supported in some studies (e.g., Drapeau et al.,, 2012). Other research has identified a two-factor solution
distinguishing anxiety and depression (Brooks et al., 2006). Sunderland et al. (2012) argue that a one-factor model
tends to fit better in general population samples, whereas a two-factor solution may be more appropriate in clinical
or psychiatric samples. Additional work has suggested that models with more than two factors can yield superior
fit indices (Arnaud et al., 2010; Sampasa-Kanyinga et al., 2018). For the K-6, several studies indicate that a two-
factor structure may provide a better fit than a unidimensional model (Bessaha, 2015; Easton et al., 2017; Ko &
Harrington, 2016). Both the K-10 and K-6 have been used in research with LGBTQ+ samples and have
demonstrated good psychometric performance (e.g., Bariola et al., 2015; Kamen et al., 2015; Timmins et al., 2019;
Krueger et al., 2020; Ni Wayan Septarini et al., 2021; Pattison et al., 2021; Miller et al., 2022; Singh et al., 2022;
Lim et al., 2024; Luu et al., 2024; Wang et al., 2024). In the present pilot study, both versions were therefore
evaluated in order to identify the most suitable configuration for the subsequent main study.

Depressive symptoms were measured using the 21-item Beck Depression Inventory (BDI; Beck, 1961), which
assesses the severity of cognitive, emotional, and somatic symptoms of depression. The BDI has been translated
and standardized for use in the Greek population (Ntonias & Demertzi, 1983). As with the Kessler scales, there is
no consensus on its factorial structure. Beck et al. (1988) proposed a two-factor model comprising emotional—
somatic and cognitive dimensions, which has been replicated in subsequent studies (Campos & Gongalves, 2011;
Wang et al., 2014). Other work also supports a two-factor model differentiating emotional—cognitive from somatic
symptoms (Whisman et al., 2000; Yang et al., 2014). In samples of individuals with cardiac disease or cancer, a
three-factor model—emotional, cognitive, and somatic symptoms—has been reported (Buckley et al., 2001;
Ginting et al., 2013; Almeida et al., 2023). Nonetheless, most studies rely on the total BDI score, suggesting the
presence of a strong general depression factor alongside two or three more specific subdimensions. For example,
Kim and Lee (2024) identified a robust general factor with emotional, cognitive, and somatic subfactors. In
Greece, Giannakou et al. (2013) supported the original two-factor model proposed by Beck et al. (1988). The BDI
has been widely used in LGBTQ+ research, where it has demonstrated strong psychometric properties (Yolag &
Merig, 2020; Lopez de Lara et al., 2020; He et al., 2023; Ranta et al., 2025). Importantly, Rimes et al. (2019)
caution that LGBTQ+ individuals may overreport somatic symptoms due to prior negative or traumatic
experiences in healthcare settings, a consideration that underscores the importance of examining the scale’s
structure and functioning in LGBTQ+ samples.

Suicidality was assessed using the 12-item Risk Assessment for Suicidality Scale (RASS), developed specifically
for the Greek population (Fountoulakis et al., 2012). Regarding its factorial structure, Fountoulakis et al. (2011)
initially proposed a four-factor solution (fear, life, intention, history), whereas Fountoulakis et al. (2012) later
suggested a more parsimonious three-factor model (life, intention, history), which has been validated in
subsequent research (Jovici¢ et al., 2016). Although the RASS has been validated in the Greek general population,
it has not previously been used with LGBTQ+ samples. It has, however, been employed in the large-scale
COMET-G quasi-epidemiological study, involving more than 55,000 participants across 40 countries
(Fountoulakis et al., 2022a, 2022b; Imran et al., 2021; Panfil et al., 2022; Syunyakov, 2022). The scale assesses
both recent and lifetime suicidal behavior. Marshal et al. (2011) suggest that instruments focusing on recent
suicidal behavior may be particularly useful for predicting suicide attempts. Compared with widely used tools
such as the Columbia-Suicide Severity Rating Scale (Posner et al., 2011) and Beck’s Scale for Suicide Ideation
(Beck & Steer, 1991), the RASS additionally incorporates attitudes toward life. For LGBTQ+ individuals, this
dimension may capture aspects of internalized stigma and ambivalence toward life, as well as potential avoidance
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of death-related cognitions. These features, together with its existing Greek validation data, supported the selection
of the RASS for the present pilot study.

Turning to proximal minority stressors, rejection sensitivity was measured using the scale developed by Berenson
et al. (2009), which has not yet been translated into Greek. Berenson et al. (2009) proposed a bifactorial structure
consisting of a general rejection sensitivity factor and two subdimensions: rejection expectancy and rejection
concern. This model has been supported by subsequent research, which has identified either two correlated factors
(Lord et al., 2022; Iurina & Kosonogov, 2025) or a bifactorial configuration with a strong general factor
(Innamorati et al., 2014; Ramadas et al., 2025). The scale has recently been used with LGBTQ+ samples and has
demonstrated sound psychometric properties (Maiolatesi et al., 2022; Desjardins et al., 2025), making it suitable
for examining rejection-related cognitive—affective processes in the present context.

Internalized homophobia—a central minority stress construct—was assessed using the 27-item scale by Ross and
Rosser (1996). Their factor analysis identified four dimensions: public identification, internal perception of
stigma, social comfort with other gay men, and moral/religious acceptance of homosexuality. Subsequent research
has proposed alternative structures, including the seven-item, three-factor model by Smolenski et al. (2010) and
the 26-item, three-factor solution by Costa et al. (2013), comprising public identification, internal stigma
perception, and social pressure. Conceptualized within minority stress theory and symbolic interactionism,
internalized homophobia reflects cognitive—emotional processes that manifest in avoidance, withdrawal, and
emotional distress (Herek, 2004; Puckett et al., 2015, 2016).

Because the original measure was developed for gay men, it was not only translated but also linguistically adapted
to ensure inclusivity across the LGBTQ+ spectrum. Items were reworded so that references specific to gay men
were replaced with wording applicable to diverse sexual orientations and gender identities. As a result, the adapted
instrument functions as a measure of internalized LGBTQ+-phobia. This adaptation was necessary because
existing instruments often differ depending on whether minority status is defined solely by sexual orientation or
by gender identity. The present pilot study therefore provided an opportunity to evaluate the psychometric
properties of this inclusive version in a mixed LGBTQ+ and non-LGBTQ+ Greek sample.

Regarding distal minority stressors, structural stigma was assessed using a scale developed for the present study,
informed by relevant theoretical frameworks. Building on Link and Phelan’s (2001) theory, Hatzenbuehler et al.
(2024) conceptualized stigma as occurring at individual, interpersonal, and structural levels. Structural stigma
refers to institutional constraints embedded in legislation, public policies, and social systems—such as restricted
access to healthcare, education, or safety (Hatzenbuehler & Link, 2014). Two methodological approaches are
commonly used to operationalize structural stigma. The first involves the analysis and coding of legal and policy
documents at national or local levels to identify institutionalized stigma (Corrigan et al., 2004). Although this
approach relies on objective indicators, it may overlook informal practices or unwritten norms (Livingston, 2013).
The second approach aggregates data on community attitudes toward stigmatized groups to generate community-
level indicators (e.g., at national or regional level). This method has been widely used to measure structural stigma
related to mental illness (Evans-Lacko et al., 2012), sexuality (Hatzenbuehler, 2014), and HIV/AIDS (Miller et
al., 2011). A key methodological advantage is that it does not require responses from members of the stigmatized
group, thereby reducing bias associated with asking individuals directly about experiences of stigma (Diez Roux,
2007). However, it may underestimate structural stigma due to social desirability in self-reported attitudes
(Livingston, 2013).

Drawing on this literature, Hatzenbuehler et al. (2024) identified several indicators of structural stigma toward
LGBTQ+ individuals, including social attitudes, density of LGBTQ+ households, prevalence of violence,
presence of LGBTQ+ communities, religious context, and shifts in government accompanied by policy changes.
Inspired by these indicators, a four-item scale was developed for the present study, using a five-point Likert format
(1 = Totally disagree, 5 = Totally agree).

The first two items assess personal exposure to LGBTQ+ individuals: “I know many LGBTQ+ couples” and “I
know LGBTQ+ individuals in my working environment.” These items indirectly capture the density of LGBTQ+
individuals in one’s social and occupational environment, as well as general social attitudes. Their wording allows
responses from both LGBTQ+ and non-LGBTQ+ participants. For LGBTQ+ respondents, endorsement may
indicate a strong local LGBTQ+ community, whereas for non-LGBTQ+ respondents it may reflect a social climate
in which LGBTQ+ individuals feel comparatively safe to disclose their identities. The remaining two items
address social attitudes and LGBTQ+-affirming policies: “LGBTQ+ rights are adequately protected in my area”
and “In Greece, public opinion is positive toward LGBTQ+ individuals.” These items solicit perceptions of
societal and governmental attitudes rather than personal views. Although LGBTQ+ respondents may
underestimate public acceptance or the adequacy of legal protections, this potential bias is mitigated by including
non-LGBTQ+ respondents and enabling direct comparisons between groups. The wording of all items was
designed to minimize social desirability bias among non-LGBTQ+ participants.

To measure lifetime stressors, the 13-item Stressful Life Events Screening Questionnaire (SLESQ-13) by
Goodman et al. (1998) was used. The questionnaire was developed based on Criterion Al for the diagnosis of
post-traumatic stress disorder in the DSM-IV (APA, 1994), without incorporating Criterion A2, which concerns
the individual’s subjective emotional response to the event. Criterion Al defines traumatic events as involving
actual or threatened death, serious injury, or threats to the physical integrity of oneself or others. Guided by this
definition, Goodman et al. (1998) created 11 items representing specific traumatic event categories and two
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additional items reflecting more general categories consistent with Criterion A. These categories were informed
by reviews of trauma-exposure instruments focusing either on specific events (e.g., Koss & Oros, 1982; Russell,
1986; Straus, 1989) or on broader trauma types (e.g., Green, 1996; Norris, 1990; Resnick et al., 1993), as well as
by preliminary pilot testing. Compared with earlier instruments (e.g., Norris, 1990; Vrana & Lauterbach, 1994),
the SLESQ-13 places less emphasis on natural disasters and greater emphasis on interpersonal trauma. Higher
scores indicate greater cumulative exposure to stressful or potentially traumatic events across the lifespan. The
scale has not been previously translated into Greek.

The factorial structure of the SLESQ-13 was not examined during its initial development (Goodman et al., 1998)
but was later investigated by Allen et al. (2015), who identified three distinct factors: sexual trauma, physical
assault, and emotional distress. The scale was selected for the present study because, although it has not previously
been used with LGBTQ+ samples, it includes trauma categories that are particularly relevant for this population,
such as sexual violence. Experiences frequently encountered by LGBTQ+ individuals—including family
rejection, school-based victimization, and police mistreatment—constitute cumulative trauma and have been
associated with complex post-traumatic stress disorder (C-PTSD) symptomatology (Hendricks & Testa, 2012).
Although the psychometric properties of the SLESQ-13 have not been evaluated in LGBTQ+ populations, its
reliability and validity have been supported in other marginalized groups, particularly low-income African
American women (Green et al., 20006), supporting its use as a measure of cumulative exposure to stressful and
potentially traumatic events.

Personality traits were assessed using the BFI-10 (Rammstedt & John, 2007), a brief instrument measuring the
Big Five dimensions: Extraversion, Agreeableness, Conscientiousness, Neuroticism, and Openness to Experience.
The BFI-10 has been developed as a very short alternative to longer Big Five inventories, and its factorial structure
has been supported across several cultural contexts (Thalmayer et al., 2011; Rammstedt et al., 2021; Rammstedt
et al., 2023). It has also been used in recent studies involving LGBTQ+ samples (Hirshfield et al., 2024; Foit et
al., 2024), which further motivated its inclusion in the present pilot study.

Finally, the questionnaire included items assessing sociodemographic and background variables such as age,
educational attainment, employment status, marital status, monthly income, nationality, place of residence,
religious affiliation, chronic illness, substance use, and self-identification regarding sexual orientation and gender
identity, given their documented associations with mental health outcomes.

Translation procedure

For the scales that had not yet been translated into Greek, a multi-step translation and cultural adaptation procedure
was followed. First, the researcher/author, a native Greek speaker and expert in the field, translated the scales
from English into Greek (forward translation). A second expert then performed a backward translation, translating
the Greek versions back into English without access to the original instruments. Next, an expert committee
compared the forward and backward translations to identify discrepancies and to evaluate conceptual equivalence.
At this stage, certain items were revised to maintain the integrity of the original instruments while ensuring cultural
relevance and clarity. In the final step, the translated scales were administered to a small group of participants in
a pilot study to assess comprehensibility and appropriateness, and minor wording adjustments were made where
necessary.

Research procedure

The questionnaires were administered to both LGBTQ+ and non-LGBTQ+ participants. A portion of the
questionnaires was distributed face-to-face by the author, which allowed participants to raise questions and discuss
any difficulties encountered during completion. The remaining questionnaires were administered online via
Google Forms. To ensure adequate representation of LGBTQ+ individuals, the survey link was posted in
LGBTQ+-related groups and pages on social media.

Before completing the questionnaires in person, participants received an information sheet explaining the purpose
of the research and were assured that their participation was voluntary and that their responses would remain
anonymous and confidential and would not be disclosed to third parties. They were also informed that all data
would be stored exclusively on the researcher’s personal computer in an encrypted folder. After reading the
information, participants were asked to sign an informed consent form. The same information and consent forms
were presented online, and respondents had to provide electronic consent before accessing the questionnaire. Data
collection began on 1 October 2024 and concluded on 11 December 2024. The study was conducted in accordance
with standard ethical principles for research with human participants, including respect for autonomy,
confidentiality, and the right to withdraw at any time without penalty.

Statistical analysis

To examine the psychometric properties of the scales, factor-analytic techniques were employed. Because the
PSS-14 has an established Greek translation and its factorial structure has previously been examined, confirmatory
factor analysis (CFA) was used to compare one-factor and two-factor models. The K-10 Psychological Distress
Scale has not been translated into Greek; therefore, the translated version was subjected to principal component
analysis (PCA), exploratory factor analysis (EFA), and CFA. For the BDI, one-factor and two-factor models were
compared using CFA. The RASS was also evaluated using CFA, comparing one-factor, three-factor, and four-
factor solutions. For the remaining scales, which likewise lacked Greek translations, PCA, EFA, and CFA were
conducted to explore and confirm their latent structures.
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Model evaluation in CFA relied on the Comparative Fit Index (CFI), the Tucker—Lewis Index (TLI), the
Standardized Root Mean Square Residual (SRMR), and the Root Mean Square Error of Approximation (RMSEA).
The CFI is relatively insensitive to sample size (Fan et al., 1999) and compares the fit of the specified model to a
null model; values > .95 are typically considered indicative of good fit and values > .90 of acceptable fit (Byrne,
1994; Hu & Bentler, 1999). The TLI is another comparative fit index and is even less sensitive to sample size,
although Hu and Bentler (1999) caution that its performance may be suboptimal with samples smaller than 250.
As with the CFI, TLI values > .95 are usually interpreted as good and values > .90 as acceptable (Tucker & Lewis,
1973). The SRMR reflects the standardized difference between observed and predicted correlations, with values
< .08 indicating good fit (Byrne, 1994). The RMSEA ranges from 0 to 1, with values < .05 generally indicating
good fit and values between .05 and .08 indicating acceptable fit (Awang, 2012; Byrne, 1994).

Reliability analyses were performed for all resulting scales and subscales using Cronbach’s a and McDonald’s ®
indices. The combined findings of the factor analyses and reliability assessments guided the selection and
refinement of the instruments to be used in the final phase of the research. Given the modest sample size and the
pilot nature of the study, all factor-analytic results were interpreted as preliminary and in need of replication in a
larger independent sample.

Opiote o o «oQyT», KoBapn] Kot GUVETNG €k00Y) OAOL TOL OMOCTACLOTOS OV £GTEIAEC, £TOLUN Yo
eMKOAANON 0T0 ApOpo (Sratnpd OAn TO vovpEpa Kal Ta tables, OTA®dG BEATIOV® TN pon Kot To VOG).

RESULTS

Sample

The pilot study sample consisted of 108 participants. In terms of age, 37.96% were 36—45 years old, 22.22% were
18-25, 15.74% were 26-35, 13.89% were 4655, and 10.19% were 56—65 years old; no participants were older
than 65. Regarding educational attainment, the majority (57.41%) had completed undergraduate studies at a
university or technological educational institute, 16.67% held a Master’s degree, 11.11% were high school
graduates, 5.56% had completed post-secondary education, 4.63% were junior high school graduates, 2.78% were
primary school graduates, and 1.85% held a doctoral degree.

With respect to occupation, 37.04% of participants were private-sector employees, 21.30% were public-sector
employees, and 21.30% were self-employed. In addition, 11.11% reported “other — caregiver,” 4.63% were retired,
2.78% were unemployed, and 1.85% were students. Monthly income (a quantitative variable) had a mean of
€1,644.24 (SD = €1,260.05), with values ranging from €2.50 to €7,000. One participant reported an income range
(“€1,000—€1,100”); for the analyses, this response was coded as €1,000. Because the accuracy of the lowest
reported income (€2.50) was questionable and one response indicated a range rather than a single value, the
income variable was transformed into an ordinal categorical variable in the final study.

Regarding marital status, 34.26% of participants were in a relationship or cohabiting, 29.63% were single, 27.78%
were married or in a civil partnership, 7.41% were divorced, and 0.93% were widowed. With respect to number
of children, 65.74% had no children, 22.22% had two, 6.48% had one, 4.63% had four, and 0.93% had three
children. Most participants (92.59%) reported Greek nationality, followed by Albanian (4.63%), Iranian (1.85%),
and Cypriot (0.93%). Over half of the sample (52.78%) resided in the Region of Attica, followed by Crete
(34.26%), Central Macedonia (9.26%), Eastern Macedonia and Thrace (1.85%), and the Ionian Islands and South
Aegean (0.93% each). In terms of religious affiliation, 63.89% identified as Christian, 31.48% as atheist, 2.78%
as agnostic, and 1.85% as Muslim. The majority (63.89%) reported no substance use.

In relation to sexual orientation and gender identity, 26.85% identified as heterosexual cisgender women, 24.07%
as homosexual cisgender men, 13.89% as pansexual cisgender men, 12.04% as bisexual cisgender men, 11.11%
as heterosexual cisgender men, 5.56% as homosexual transgender women, 1.85% as homosexual cisgender
women, and 1.85% as homosexual transgender men. In addition, 0.93% identified as heterosexual non-binary,
0.93% as homosexual non-binary, and 0.93% reported no interest in self-identification. Overall, most of the
sample identified with a minority sexual orientation and/or gender identity. In the final study, more detailed
explanatory information was provided to clarify the meaning of each sexual orientation and gender identity
category. This clarification was deemed necessary because only homosexual transgender identities were reported,
suggesting that some respondents may have misunderstood the categories. For example, a homosexual transgender
man is a person assigned female at birth, who identifies as male and is attracted to men, a distinction that may not
have been fully understood by all participants.

Validity and reliability analysis

Perceived Stress Scale (PSS-14)

Because the PSS-14 has already been translated and validated in Greek, a confirmatory factor analysis (CFA) was
conducted to examine its factorial structure. Two alternative models were tested: (a) a unidimensional model, in
which all items loaded on a single latent factor (Perceived Stress), and (b) a two-factor model differentiating
Perceived Helplessness and Perceived Self-Efficacy. In the one-factor model, several items had non-significant
loadings and overall model fit was poor. By contrast, the two-factor model showed excellent fit across all indices.
Factor loadings ranged from 0.20 to 1.18 and were all statistically significant (p < .001), indicating strong
relationships between the observed indicators and their respective latent constructs.
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Table 1. Model Comparison for the PSS-14 (Confirmatory Factor Analysis)

[Model |CFI |[TLI |SRMR|[RMSEA|
|One-factor model](0.907//0.823][0.109 [/0.124 |
[Two-factor model][1.000][1.000]0.046 [/0.000 |

For the total PSS-14 scale, internal consistency was high, with Cronbach’s a = 0.842 and McDonald’s @ = 0.850,
both indicating excellent reliability. Items with the lowest item—rest correlations were items 2 (r = .323) and 8 (r
= .385), whereas all remaining items had correlations above 0.40. Deletion of any item resulted in a decrease in
both a and ®, confirming the strong internal coherence of the scale. Despite the inadequate fit of the
unidimensional model, these reliability indices indicate that a total perceived stress score can nonetheless be
meaningfully derived.

Table 2. Internal Consistency Indices for the Perceived Stress Scale (PSS-14)

|Item HCronbach’s a if item dropped”McDonald’s o if item dropped|
pss1 [0.830 0.838 |
[pss2 ]/0.842 l0.850 |
lpss3 [0.835 0.844 |
[pss4 ]/0.824 ll0.829 |
[pss5 ]/0.824 l0.831 |
[pss6 [[0.831 l0.838 |
[pss7 ]/0.832 ll0.840 |
[pss8 ]0.838 l0.846 |
[pss9 ][0.836 ll0.844 |
lpss10]/0.835 l0.842 |
[pss11]0.833 ll0.842 |
[pss12]/0.816 ll0.826 |
Ipss13]/0.835 0.844 |
[pss14]0.840 ll0.847 |

To further examine the reliability of each subscale, internal consistency indices were calculated separately. For
the Perceived Helplessness subscale, Cronbach’s o = 0.798 and McDonald’s @ = 0.808 indicated acceptable
reliability. Removal of any item led to a reduction in both indices.

Table 3. Internal Consistency Indices for the Perceived Helplessness Subscale (PSS-14)

|Item ||Cronbach’s o if item droppedHMcDonald’s o if item dropped|
[pss1 ]/0.757 ll0.766 |
lpss2 [0.773 10.778 |
[pss3 ]0.758 ll0.763 |
[pss8 10.795 l0.811 |
lpss11]j0.772 10.790 |
[pss14][0.748 ll0.774 |

For the Perceived Self-Efficacy subscale, reliability was very good (Cronbach’s a = 0.853; McDonald’s ® =
0.860). Removal of item 13 would slightly increase both indices, but the change was negligible and not considered
meaningful.

Table 4. Internal Consistency for the PSS-14 Perceived Self-Efficacy Subscale

|Item ||Cronbach’s o if item droppedHMcDonald’s o if item dropped|
[pss4 ][0.827 ll0.835 |
lpss5 [|0.817 l0.827 |
[pss6 ]/0.813 ll0.823 |
[pss7 ]/0.829 [0.840 |
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|Item ||Cronbach’s o if item droppedHMcDonald’s o if item dropped|

[pss9 ]/0.831 ll0.844 |

Ipss10](0.837 10.847 |

Ipss13]/0.866 0.869 |

Kessler Psychological Distress Scales (K-10 and K-6)

Because the K-10 has not previously been translated or standardized in Greek, a series of analyses were conducted,
including principal component analysis (PCA), exploratory factor analysis (EFA), and CFA, to examine the
validity of the Greek version. The Kaiser—Meyer—Olkin (KMO) statistic was 0.885, indicating excellent sampling
adequacy for factor analysis. Bartlett’s test of sphericity yielded a p-value close to zero, confirming that the data
were suitable for factor extraction. Using Varimax rotation and the eigenvalue > 1 criterion, two components
emerged.

Table 5. Principal Component Analysis of the Kessler Psychological Distress Scale (K-10)\

|Item ||C0mp0nent 1||C0mponent 2|
K10-1 [ l0.853 |
K10-2 | [0.880 |
K10-3 ll0.665 ll0.612 |
K10-4 10.849 | |
IK10-5 | l0.852 |
K10-6 0.778 [0.450 |
IK10-7 l0.701 l0.507 |
K10-8 0.773 l0.431 |
K10-9 10.868 | |
K10-10  [[0.876 | |

All loadings exceeded 0.40, although items 3, 6, 7, and 8 cross-loaded on both components. To clarify the factor
structure, three separate EFAs were conducted. A maximum likelihood EFA with Varimax rotation and eigenvalue
> 1 again produced a two-factor structure, consistent with the PCA results:

Table 6. EFA of the K-10 Scale (Maximum Likelihood, Varimax rotation)

|Item ||Fact0r 1 ||Fact0r 2|
IKIO-I H Ho.748 I
K10-2 0.867

K10-3 0.670 l0.592 |
[K10-4 [0.794 I |
IK10-5 | lo.828 |
[K10-6 [0.760 l0.452 |
[K10-7 0.700 0.468 |
IK10-8 ll0.756 0423 |
[K10-9 |[0.855 | |
K10-10 0.811 | |

A second EFA extracting a single factor explained 68.61% of the variance and yielded the loadings shown below:

Table 7. EFA of the K-10 Scale (Maximum Likelihood, One-Factor Solution)

|Item ||Factor 1|
K10-1 lo.662 |
K10-2 lo.711 ]
K10-3 [0.892 |
K10-4 0.829 |
[K10-5 o728 |
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|Item ||Factor 1|

K10-6 lo.892 |

K10-7 lo.850 |

IK10-8 0.857 |

K10-9 lo.859 |

IK10-10 0.754 |

All item loadings were well above 0.40, supporting a unidimensional model. A further EFA using only the six
most representative items based on factor loadings (the K-6 items) produced two factors with eigenvalues greater
than 1:

Table 8. EFA of the K-6 Scale (Maximum Likelihood, Varimax rotation)

|Item ||Fact0r 1||Fact0r 2|
K10-1 J0.745 || |
K10-2 J0.888 || |
K10-4 || lo.816 |
K10-5 [0.837 || |
K10-9 || l0.793 |
K10-10] lo.854 |

Items 1, 2, and 4 loaded on the first factor (Anxiety), whereas items 3, 5, and 6 loaded on the second factor
(Depression). To confirm the final structure of the scale, CFA was performed for three competing models:

Table 9. Model Comparison — Confirmatory Factor Analyses of the Kessler Psychological Distress Scale

IModel |[Items||[Factors| CFI ||[TLI |SRMR|[RMSEA|
IK-10 (one factor)][10 || 110.991]/0.979]|0.0318](0.0676 |
[K-6 (one factor) |6 |1 [1.000[1.020][0.0124 ]/0.000 ]
IK-6 (two factors)||6 |2 111.000][1.000][0.0255 ]0.000 |

All models demonstrated excellent fit. However, the K-6 model, particularly the one-factor solutions, showed the
best overall fit indices. These findings support the presence of a strong general factor of psychological distress
alongside two specific, correlated dimensions (Anxiety and Depression). A total psychological distress score can
therefore be validly derived.

For the K-10 scale, internal consistency was excellent (Cronbach’s a = 0.948; McDonald’s ® = 0.949). All items
correlated above 0.40 with the total scale, and item removal reduced reliability, indicating strong internal
coherence.

Table 10. Internal Consistency Indices for the K-10 Scale

Item Cronbach’s o if item||McDonald’s o if item
dropped dropped
K10-1  ]/0.947 10.949 |
K102 ]|0.945 [[0.947 |
K10-3  ]0.938 110.940 |
K10-4  ][0.942 [[0.944 |
K10-5  ]/0.944 0.946 |
K10-6  [[0.939 [0.941 |
K107 ][0.940 [[0.942 |
K10-8  ]0.940 10.942 |
K10-9  ][0.940 [[0.942 |
[K10-10  [0.945 0.947 |

For the K-6 scale, internal consistency was very good (Cronbach’s o = 0.888; McDonald’s ® = 0.892). Deletion
of any item led to a decrease in these indices.
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Table 11. Internal Consistency Indices for the K-6 Scale
Cronbach’s a if item McDonald’s o if item
Item
dropped dropped
K10-1 0.880 0.883
K102 | 0.869 | 0872 |
K10-4 | 0.867 | 0871 |
K10-5 || 0.861 | 0871 |
K10-9 | 0.860 | 0872 |
K10- 0.872 0.883
10

Examination of internal consistency for the K-6 subscales showed that the Anxiety subscale had very good
reliability (Cronbach’s o = 0.897; McDonald’s ® = 0.903), with item deletion reducing reliability.

Table 12. Internal Consistency for the K-6 (Anxiety Subscale)
|Item HCronbach’s o if dropped“McDonald’s o if dropped|

[K10-1][0.902 110.902 |
[K10-2]/0.819 [0.821 |
[K10-5)[0.842 [0.848 |

For the Depression subscale, reliability indices were excellent (Cronbach’s o= 0.901; McDonald’s ® = 0.903).

Table 13. Internal Consistency for the K-6 (Depression Subscale)

|Item ||Cr0nbach’s o if dropped”McDonald’s o if dropped|
K10-4  ]0.853 0.853 |
K10-9  0.862 0.865 |
[K10-10  |[0.859 0.862 |

The two-factor structure of the K-6 (Anxiety and Depression) is consistent with bifactor models of psychological
distress, such as that described for the DASS-21 (Lovibond & Lovibond, 1995), supporting the construct validity
of the instrument among LGBTQ+ individuals.

Beck Depression Inventory (BDI-21)

According to existing literature on the Greek version of the Beck Depression Inventory (BDI-21), the scale
consists of two factors: Cognitive—Emotional Symptoms and Somatic Symptoms (Giannakou et al., 2013). To
assess the validity of this structure in the present sample, CFA was conducted comparing a one-factor and a two-
factor model. In the one-factor model, all items had significant loadings ranging from 0.342 to 0.781. In the two-
factor model, all items—except item 11—exhibited loadings above 0.40, and all loadings were statistically
significant. Fit indices for the two competing models are summarized below:

Table 14. Model Comparison — Confirmatory Factor Analyses of the BDI-21 scale
[Model |cF1 |[TLI |[SRMR|[RMSEA]
|One-factor model](0.955/0.930][0.061 [/0.074 |
0,949/[0,931]/0.061 ]/0.071 |

All indices indicated good model fit and suggested the presence of a strong general factor of depression, as well
as two subfactors representing cognitive—emotional and somatic symptoms. Regarding reliability, the total BDI-
21 showed excellent internal consistency, with Cronbach’s a = 0.953 and McDonald’s @ = 0.954. Each item
correlated above 0.40 with the total score, and removal of any item reduced reliability.

|Two-factor mode1|

Table 15. Internal Consistency Indices for the Beck Depression Inventory (BDI-21)

|Item ||Cr0nbach’s o if droppedHMcDonald’s o if dropped|

[bdil ]/0.949 ll0.950 |

Ibdi2 [0.951 10.952 |
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|Item ||Cr0nbach’s a if droppedHMcDonald’s o if dropped|

[bdi3 ]/0.951 0.952 |
Ibdi4 ]/0.950 10.952 |
bdi5 [/0.950 10.951 |
[bdi6 ]/0.951 0.952 |
Ibdi7 [/0.950 10.951 |
[bdi8 ]/0.951 l0.953 |
Ibdi9 [0.951 10.952 |
[bdi10][0.952 ll0.953 |
Ibdi11]/0.953 10.954 |
[bdi12][0.951 0.952 |
[bdi13]/0.951 ll0.953 |
[bdi14][0.951 0.952 |
[bdi15]/0.950 ll0.952 |
Ibdi16]/0.950 10.951 |
[bdi17]/0.949 ll0.950 |
[bdi18][0.951 l0.953 |
bdi19]/0.951 10.953 |
[bdi20][0.952 ll0.953 |
bdi21]/0.952 0.953 |

For the Cognitive-Emotional Symptoms subscale, Cronbach’s o = 0.937 and McDonald’s ® = 0.938 indicated
excellent reliability. All items correlated above 0.40 with the rest; removal of item 11 slightly improved the
coefficients but not sufficiently to justify exclusion.

Table 16. Internal Consistency for the BDI-21 (Cognitive—Emotional Symptoms Subscale)

|Item ||Cr0nbach’s o if droppedHMcDonald’s o if dropped|

Ibdil [0.928 110.929 |
[bdi2 ]/0.932 ll0.933 |
bdi3 ]/0.931 0.932 |
Ibdi4 [/0.933 10.934 |
[bdi5 ]/0.930 [0.931 |
bdi6 [/0.932 10.934 |
[bdi7 ]/0.930 l0.931 |
bdi8 [0.932 10.934 |
[bdi9 ][0.931 ll0.933 |
[bdi10][0.934 ll0.936 |
bdi11/0.938 10.940 |
[bdi12][0.933 ll0.935 |
Ibdi13]/0.935 10.936 |
[bdi14][0.933 [l0.935 |

For the Somatic Symptoms subscale, reliability was also excellent (Cronbach’s a =0.903; McDonald’s @ = 0.907).
Item deletion reduced both indices, confirming strong internal coherence.

Table 17. Internal Consistency for the BDI-21 (Somatic Symptoms Subscale)

|Item ||Cr0nbach’s o if droppedHMcDonald’s o if dropped|

Ibdi15]/0.881 l0.886 |
[bdi16][0.887 l0.893 |
Ibdi17/0.878 10880 |
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A1
|Item ||Cr0nbach’s a if droppedHMcDonald’s o if dropped|
[bdi18][0.892 ll0.897 |
[bdi19]/0.890 10.895 |
bdi20]/0.896 10.901 |
bdi21]/0.893 ll0.897 |

Risk Assessment Suicidality Scale (RASS)

According to Fountoulakis et al. (2011), who developed the Risk Assessment Suicidality Scale (RASS-12) for the
Greek population, the instrument comprises four factors: Intention, Attitude Toward Life, History, and Fear. To
test whether this factorial structure would emerge in the present study, a CFA was conducted. All items except
item 9 had statistically significant loadings; however, several items (3, 7, and 12) had loadings below 0.40, and
overall model fit was poor.

An alternative three-factor model was then examined, following Fountoulakis et al. (2012), which excludes the
Fear factor and assigns item 1 to the Attitude Toward Life dimension. From a clinical perspective, the extracted
factors correspond to key psychiatric constructs relevant to LGBTQ+ populations, in which Major Depressive
Disorder is highly prevalent (Cai et al., 2024). Symptoms such as anhedonia and social withdrawal—central to
the Attitude Toward Life factor—reflect depressive symptomatology as defined in the DSM-5. Suicidal thoughts
and behaviors captured in the Intention and History factors are consistent with features of Major Depression and
Borderline Personality Disorder (Cavale et al., 2024), both associated with elevated suicide risk. Given the high
exposure of LGBTQ+ individuals to traumatic events, comorbidity with Post-Traumatic Stress Disorder (PTSD)
is also common (Valentine et al., 2025). PTSD-related avoidance and mood alterations align with the Attitude
Toward Life dimension, supporting its conceptual distinction from suicidal intent. This distinction between
Attitude Toward Life and Intention parallels the theoretical differentiation between passive and active suicidal
ideation (Joiner, 2005).

In the three-factor model, item 1 was not significantly associated with its intended factor, and several items (2, 3,
7,9, and 12) had loadings below 0.40, although overall model fit was good. Internal consistency indices suggested
that removing items 1 and 9 improved reliabilities, and the History subscale showed low reliability (see tables
below). Consequently, a revised one-factor model with ten items (RASS-10) was tested. All loadings were
statistically significant and exceeded the minimum threshold, indicating an adequate single latent construction.
Model fit indices indicated good overall fit:

Table 18. Model Comparison for the Risk Assessment Suicidality Scale (RASS)

[Model |[Items||Factors||CFI | TLI ||SRMR|RMSEA|
IRASS-12 (Four-factor model) |[12 |4 0.924]0.856](0.077 Jl0.121 |
IRASS-12 (Three-factor model)[[12 |3 10.991][0.983]/0.041 ]j0.042 |
[RASS-10 (One-factor model) |[10 |1 10.975/0.962][0.043 ][0.070 ]

Overall, the three-factor and one-factor solutions showed better fit than the initial four-factor model. Given
considerations of parsimony and reliability, the RASS-10 single-factor structure was preferred for subsequent
analyses. For the original RASS-12, reliability was acceptable (Cronbach’s a = 0.792; McDonald’s @ = 0.857),
although items 1 (r =0.02) and 9 (r = 0.06) had extremely low item—rest correlations and their removal improved
reliability.

Table 19. Internal Consistency Indices for the RASS-12

|Item ||Cr0nbach’s o if droppedHMcDonald’s o if dropped|
lrass1 |0.822 ll0.874 |
[rass2 ]0.788 [[0.855 |
lrass3 ][0.779 0.856 |
[rass4 ]0.749 [[0.835 |
lrass5 [0.745 l0.818 |
lrass6 |0.761 ll0.825 |
lrass7 /0.770 0.835 |
lrass8 /0.756 [l0.824 |
[rass9 ]0.825 [[0.871 |
lrass10][0.758 0.846 |
lrass11][0.769 [l0.848 |
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|Item ||Cr0nbach’s a if dropped”McDonald’s o if dropped|
[rass12]/0.784 0.854 |

For the Attitude Toward Life subscale, reliability was unacceptable (o= 0.494; ® = 0.588). Removing items 1 and
9 slightly improved the coefficients but did not bring them to acceptable levels.

Table 20. Internal Consistency for the RASS-12 (Attitude Toward Life Subscale)

|Item ||Cr0nbach’s a if dropped”McDonald’s o if dropped|
lrass3 |0.366 0.464 |
lrass4 /0.369 0.532 |
[rass10][0.147 0.376 |
lrass9 [0.568 0.638 |
lrass1 /0.603 l0.665 |

For the Intention subscale, reliability was very good (a = 0.851; @ = 0.900), and removal of item 2 further
improved reliability.

Table 21. Internal Consistency for the RASS-12 (Intention Subscale)

lltemHCronbach’s a if droppedHMcDonald’s o if dropped|
rass2|(0.927 0.932

lrass5|0.773 |0.857 |
Irass6](0.801 [0.865 |
lrass7|0.823 0.879 |
Irass8]|0.774 [0.846 |

For the History subscale, reliability was also unacceptable (o = 0.461; @ = 0.572); removing item 11 increased
both indices to acceptable levels.

Table 22. Internal Consistency for the RASS-12 (History Subscale)

|Item HCronbach’s o if dropped“McDonald’s o if dropped|
lrass11][0.894 |— |
lrass12]/0.180 |— |

In summary, although the original four-factor model did not demonstrate acceptable fit, both the three-factor and
one-factor models yielded good fit indices. However, internal consistency for several subscales was suboptimal.
The RASS-10 single-factor version showed acceptable reliability and strong theoretical coherence, representing
a concise and psychometrically robust measure of suicidality risk, particularly suited for use in LGBTQ+
populations where risk is elevated due to structural and psychological stressors.

Structural Stigma Scale

The Structural Stigma Scale was developed by the researcher for the purposes of the present study. The KMO
measure of sampling adequacy was 0.596, which, although modest, is acceptable for a pilot study. Bartlett’s test
of sphericity was statistically significant (p <.001), confirming the suitability of the data for factor analysis. PCA
with Varimax rotation extracted two components. Items 1 and 2 are loaded on one factor, whereas items 3 and 4
are loaded on the other, with all loadings well above 0.40.

Table 23. Principal Component Analysis of the Structural Stigma Scale (Varimax rotation)

|Item ||C0mp0nent 1 ||Component 2 |
|stigmal || ||0-872 |
|stigma2 | l0.947 |
Stigma3 0.939 [ |
|stigma4 ||0-956 || |

A maximum likelihood EFA with Varimax rotation replicated this two-factor solution.
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Table 24. Exploratory Factor Analysis of the Structural Stigma Scale (Maximum Likelihood, Varimax rotation)
|Item ||Factor 1||Factor 2||Uniqueness|
|stigmal| [0.827  Jl0.214 |
|stigma?|| 0.850 ]0.268 |
Istigma3)[0.906 || l[0.126 |
Istigma4/[0.917 || [0.135 |

Conceptually, one factor represents personal experience or interpersonal exposure to LGBTQ+ individuals, and
the other represents perceived social climate—that is, perceived societal attitudes and institutional protection of
LGBTQ+ rights. A two-factor CFA model was tested to confirm this structure. All loadings were high and
statistically significant, and model fit indices indicated excellent fit (CFI = 1.00, TLI = 1.00, RMSEA = 0.00).
For the total scale, internal consistency was good (Cronbach’s a = 0.800; McDonald’s @ = 0.809). Item 2 showed
a relatively lower item—rest correlation, and its removal slightly increased the reliability indices.

Table 25. Internal Consistency Indices for the Structural Stigma Scale

IItem HCronbach’s o if droppedHMcDonald’s o if dropped|
Istigma1[0.733 ll0.795 |
|stigma2][0.820 |[0.844 |
Istigma3||0.700 1[0.769 |
Istigma4][0.731 ll0.788 |

For the Personal Experience factor, reliability was acceptable to good (a = 0.846; © = 0.847) and removing either
item reduced reliability.

Table 26. Internal Consistency for the Structural Stigma Scale — Personal Experience Subscale

IItem HCronbach’s o if droppedHMcDonald’s o if dropped|
Istigma1l|0.687 |— |
|stigma2]|0.785 — |

For the Societal Attitudes factor, reliability was excellent (o= 0.928; ® = 0.929), and item removal decreased both
indices.

Table 27. Internal Consistency for the Structural Stigma Scale — Societal Attitudes Subscale

|Item ||Cr0nbach’s o if droppedHMcDonald’s o if dropped|
|stigma3|0.894 |- |

stigma4 0.841 —

Overall, the Structural Stigma Scale demonstrated a clear and theoretically consistent two-factor structure,
representing Personal Experience with LGBTQ+ individuals and Perceived Societal Attitudes. The CFA
confirmed excellent model fit, and internal consistency was good to excellent across subscales. These findings
suggest that the scale is a psychometrically sound tool for assessing structural stigma in Greek-speaking and
LGBTQ+-inclusive contexts, and it is particularly valuable for studies examining social determinants of mental
health in marginalized populations.

Stressful Life Events Screening Questionnaire (SLESQ-13)

For the SLESQ-13, the KMO measure of sampling adequacy was 0.846, indicating excellent suitability for factor
analysis, and Bartlett’s test of sphericity was statistically significant (p < .001). PCA with Varimax rotation
extracted three components. Items 1, 2, 3, 10, 11, and 12 loaded on the first factor; item 7 cross-loaded on the first
and second factors. Items 4, 5, 7, 9, and 13 loaded on the second factor, and item 5 cross-loaded on the second
and third factors.

Table 28. Principal Component Analysis of the SLESQ-13 (Varimax rotation)
|Item ||C0mp0nent 1 ||Component 2 ||Comp0nent 3 |
|slesq1 ||O.773 || || |
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|Item

||C0mponent 1

||C0mp0nent 2 ||Component 3 |

|slesq2

ll0.820

|slesq3

10.581

|slesq4

0.508

IslesqS

[

[0.729

[0.420

|slesq6

10.846

|slesq7

ll0.470

0543

|slesq8

l0.822

|slesq9

[

l0.852

IslesqIO

10.723

|slesq1 1

110.729

|slesq12

[l0.841

|slesq1 3

[

0.635

An EFA using the maximum likelihood method with Varimax rotation also extracted three factors. Items 1, 2, 3,
and 7 loaded on the first factor (with item 7 also loading on the second factor); items 5, 9, and 13 loaded on the
second factor; and items 6 and 8 loaded on the third factor. Item 4 did not show a statistically significant loading.

Table 29. Exploratory Factor Analysis of the SLESQ-13 (Maximum Likelihood, Varimax rotation)

Because several items had comparable loadings across multiple factors, an oblique (Oblimin) rotation was applied
to allow for correlated dimensions. The Oblimin rotation yielded a single dominant factor on which all items
loaded above 0.40, indicating that the items collectively measure a unified underlying construct of exposure to

|Item “Factor 1||Factor 2||Fact0r 3|

Islesq1 |[0.708

|slesq2 ||0.772

| |

Islesq3 [[0.518

| |

|slesq4 ||

|slesq5 H

[0.794 ||

|slesq6 ||

| 110.980

lslesq7 ][0.453

o419 ||

|slesq8 ||

| 10.492

|slesq9 H

lo.635 ||

Islesq10]|0.687

| |

Islesq11]/0.674

lslesq12][0.816

| |

|slesq13||

l0.588 ||

L

| |

stressful or potentially traumatic life events.

Table 30. Exploratory Factor Analysis of the SLESQ-13 (Maximum Likelihood, Oblimin rotation)

|Item ||Fact0r 1|
lslesq1 lo.702 |
|slesq2 ||0.718 |
lslesq3 lo.591 |
|slesq4 ||0.461 |
|slesq5 ||0.568 |
|slesq6 ||0.4 10 |
|slesq7 ||0.645 |
lslesq8 l0.405 |
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|Item ||Fact0r 1|

lslesq9 0392 |

lslesq10 l0.793 |

lslesq11 l0.720 |

|slesq12 ||0.814 |

lslesq13 lo.617 |

To verify the one-factor structure suggested by the EFA, a CFA was conducted. All factor loadings were
statistically significant, and the model demonstrated good overall fit (CFI = 0.945, TLI = 0.927, SRMR = 0.060,
RMSEA = 0.072). Internal consistency for the SLESQ-13 was very good (Cronbach’s a = 0.868; McDonald’s ®
= 0.888). All items showed item—rest correlations above 0.40, and item deletion reduced reliability.

Table 31. Internal Consistency Indices for the SLESQ-13

|Item ||Cr0nbach’s o if droppedHMcDonald’s o if dropped|
lslesql /0857 0.877 |
lslesq2 ][0.858 [0.877 |
lslesq3 /0.860 [0.881 |
lslesq4 ][0.863 [0.885 |
lslesq5 ][0.853 0.879 |
lslesq6 [/0.867 0.887 |
lslesq7 ][0.853 [0.877 |
lslesq8 /0.868 0.887 |
lslesq9 ][0.868 0.887 |
lslesq10]/0.855 l0.872 |
lslesq11][0.857 0.876 |
lslesq12][0.855 [0.872 |
lslesq13]/0.853 0.878 |

Overall, the SLESQ-13 demonstrated a coherent unidimensional structure, strong factorial validity, and high
internal reliability. The scale effectively captures cumulative exposure to traumatic or life-threatening experiences,
which are critical predictors of psychological distress, particularly within marginalized populations such as
LGBTQ+ individuals.

Rejection Sensitivity Scale (RSS)

The Rejection Sensitivity Scale has not previously been translated or validated in Greek. In the present study, the
KMO measure of sampling adequacy was 0.823, indicating good suitability for factor analysis, and Bartlett’s test
of sphericity was statistically significant (p <.001). PCA with Varimax rotation extracted four components. Items
reflecting rejection concern loaded primarily on the second factor (1a, 2a, 5a, 6a, 7a, 8a, 9a) and the fourth factor
(3a, 4a). Some cross-loadings were observed: item 5a loaded on both the second and third factors (higher on the
third), and items 8a and 9a loaded on both the second and third factors (higher on the second). Items reflecting
rejection expectancy loaded mainly on the first factor (1b, 2b, 3b, 4b, 5b, 6b, 9b) and the third factor (7b, 8b).
Items 4b, 5b, and 6b loaded on both the first and third factors, with stronger loadings on the latter. The fourth
factor included only two items with significant loadings.

A subsequent maximum likelihood EFA with Varimax rotation also yielded four factors, although some items
shifted in their loading patterns. Item 2a showed no significant loading. Rejection concerning items were
associated mainly with the third factor, whereas rejection expectancy items loaded on the second. Cross-loadings
appeared for items 5b, 6b, and 7b (first—second factors), and 8a and 9a (first—third factors). Because items 3a and
4a remained somewhat distinct from the rest, a three-factor solution was further explored.

When extracting three factors, items related to rejection anxiety clustered primarily on the first factor (1a, 2a, 3a,
Sa, 6a, 7a, 8a, 9a). Item 4a did not load significantly, and several items (3a, 5a, 8a, 9a) showed dual loadings (first—
second factors). Rejection expectancy items loaded mainly on the third factor (1b, 2b, 3b, 4b, 6b, 9b), although
items 4b and 6b also loaded on the second factor; item 7b loaded solely on the second factor.

Given the high inter-item correlations and conceptual overlap, a more parsimonious two-factor solution was
ultimately preferred, reflecting the theoretical distinction between rejection concern and rejection expectancy
(Downey & Feldman, 1996; Downey et al., 1998). With two extracted factors, most rejection concern items (1a,
2a, 3a, 5a, 6a, 7a, 8a, 9a) loaded on one factor, whereas rejection expectancy items (1b—9b) loaded primarily on
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the other. Item 4a again did not load significantly; items 5a, 7b, and 8a showed cross-loadings of comparable
magnitude. An oblique (Oblimin) rotation was therefore applied to account for the conceptual correlation between
concern and expectancy.

An EFA with maximum likelihood extraction and Oblimin rotation confirmed the two-factor solution, with all
loadings above 0.40 except for item 4a. Items 8a and 8b loaded on the same factor, suggesting some conceptual
redundancy.

Table 32. Exploratory Factor Analysis of the RSS (Maximum Likelihood, Oblimin rotation)

|Item “Factor 1||Factor 2|
|rssla || ||0.736 |
rsslb  ][0.643 || |
|rss2a || ||O.452 |
rss2b  [[0.658 || |
rss3a || l0.521 |
rss3b  [0.761 || |
rssda | [ |
rss4b  [0.860 || |
|rssSa H ||O.465 |
rsssb [0.726 || |
|rss6a || || 1.005 |
rss6b  [[0.801 || |
|rss7a || ||O.996 |
rss7b | [ |
Irss8a [0.493 || |
|rss8b ||0.575 || |
rss%9a || 0573 |
rss9b  [/0.695 || |

A two-factor CFA model was subsequently tested. All loadings were statistically significant and high, except for
item 4a (0.284). Some model fit indices indicated adequate but not optimal fit (CFI = 0.937, TLI = 0.904, SRMR
=0.127, RMSEA = 0.097). Overall reliability of the full scale was very good (Cronbach’s o.=0.890; McDonald’s
® = 0.898). Items 4a and 1b showed low item—rest correlations (0.124 and 0.226, respectively), and their removal
slightly improved internal consistency.

Table 33. Internal Consistency Indices for the RSS (Full Scale)

Ttem Cronbach’s a if| McDonald’s o if
dropped dropped

rssla|l 0.887 0.895
| rssib][ 0.896 || 0.902 |
| rss2al| 0.884 || 0.893 |
| rss2b|| 0.885 || 0.895 |
| rss3al| 0.890 | 0.898 |
| rss3b]| 0.886 | 0.896 |
| rss4a| 0.896 | 0.904 |
| rssdbl| 0.878 || 0.888 |
| rsssal[ 0.879 || 0.887 |
| rsssb|| 0.878 || 0.887 |
| rss6al| 0.882 | 0.891 |
| rss6bl| 0.885 | 0.894 |
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| rss7a]| 0.882 | 0.891 |
| rss7b][ 0.882 | 0.891 |
| rss8al| 0.880 || 0.889 |
| rss8b|| 0.881 | 0.890 |
| rss9al[ 0.879 | 0.888 |
rssOb)[ 0.886 0.896

For the Rejection Concern subscale, Cronbach’s o = 0.885 and McDonald’s @ = 0.890 indicated excellent
reliability, removing item 4a slightly improved both indices.

Table 34. Internal Consistency for the RSS — Rejection Concern Subscale

Item Cronbach’s o McDonald’s ®
if dropped if dropped

rsslal| 0.871 0.878
| rss2al| 0.874 | 0.881 |
| rss3a]| 0.875 | 0.882 |
| rssdal| 0.897 | 0.901 |
| rsssal| 0.871 || 0.878 |
| rss6al| 0.857 || 0.863 |
| rss7al| 0.859 || 0.864 |
| rss8al| 0.882 || 0.886 |

rss9a|| 0.864 0.871

For the Rejection Expectancy subscale, Cronbach’s a = 0.885 and McDonald’s ® = 0.891 also indicated strong
internal consistency; removal of item 7b marginally increased reliability.

Table 35. Internal Consistency for the RSS — Rejection Expectancy Subscale

If item dropped

Cronbach's a || McDonald's ®

rsslb[ 0.883 [ 0.887
[rss2o] o7t | Josro | ]
[rss3o] oses | Josa | ]
[rssab] osss | Joses | ]
[rssst]| J[o8s6 | Jos3 | ]
|
|
|

rssot][ J[086s | Jlos73 | ]
rss7o] 0892 | Jloss ] ]
rosst] J[0.878 | Jlosss | ]

rss9bD 0.870 D 0.877

BFI-10
EFA and PCA were conducted to examine the factor structure of the BFI-10. Both methods extracted four factors
rather than the theorized five-factor structure.

Table 36. Factor loadings of BFI-10 items (PCA and Varimax rotation).
item |[PCA Component1]2 |3 |4 |
bfit 747 L a2t |
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|Item ||PCA Component 1||2 ||3 ||4 |
bfi2 |,606 L ]-630]
bfi3 |.789 [
bfi4 || 733 |
bfis | (30
bfi6 ||-.591 [
bfi7 | L kso7l |
[bfi8 ]|.818 [
bfi9 | LIl lsss]
[bfi10]| 613 |[469 || |

In both EFA and PCA, items 2, 3, and 8 loaded on the first factor (corresponding to Conscientiousness), items 1
and 6 on the second factor (Extraversion), item 9 on the third factor (Neuroticism), and items 5 and 10 on the
fourth factor (Openness to Experience). Item 4, which theoretically measures Neuroticism, did not load strongly
on any factor. Item 2, intended to measure Agreeableness, loaded on the Conscientiousness factor, likely reflecting
translation issues (the Greek rendering of “reliable” aligns more closely with conscientiousness). A CFA with a
five-factor model showed that factor loadings were significant only for Extraversion, Conscientiousness, and
Openness, whereas Agreeableness and Neuroticism exhibited low or non-significant loadings.

Table 37. Factor loadings and significance in CFA for BFI-10.

|Fact0r ||Item||Estimate||SE HZ Hp |
[l (Extraversion)  |jbfil [0.725  ]0.090 |[8.065]<.001]
| |[bfi J0.637  ][0.108 ||5.922]|<.001]
2 (Agreeableness)  ||bfi7 [0.254  ][0.172 |[1.480][0.139]
| [bfi2 Jl0.200  ][0.120 |[1.664]/0.09¢]
|3 (Conscientiousness)||bfig ]/0.896  ][0.101 |[8.868]|<.001]
| |bfi3 ][0.729  ]/0.093 |7.875|<.001]

4 (Neuroticism)  |[bfi9 ][16.809 |[24.474][0.687][0.492]
| |bfi4 ][0.001  ]/0.004 ]/0.267][0.790]
|5 (Openness) |bfi10fj0.971  ][0.266 |[3.653|<.001]

| |bfis [0.492  |[0.176 |2.800]/0.005]
Internal consistency for each trait factor was evaluated using Cronbach’s o and McDonald’s ©.

Table 38. Factor loadings and significance in CFA for BFI-10.

|Trait ||a ||co ||C0mment |

|Extraversi0n ||O.661||0.672||Below acceptable threshold |

|Agreeableness ||O.121||0.144||Very low, item correlation = 0.077 |
|
|
|

|Conscientiousness| |O.741 ||0.743||Acceptable

|Neur0ticism ||0.028||0.028||Extremely low, item correlation = 0.014

|Openr1ess ||O.542||0.556||Low, moderate item correlation = 0.385

The low reliability of most traits likely reflects both the limited number of items per factor (two for most traits)
and the misalignment of some items with their intended constructs. Removal of individual items did not materially
improve internal consistency. The BFI-10 did not replicate the theoretical five-factor structure in this sample,
particularly for Neuroticism and Agreeableness, and reliability indices were below acceptable levels for most traits
except Conscientiousness. Use of a longer Big Five instrument (e.g., BFI-44 or NEO-PI-R) is therefore
recommended in the main study to achieve adequate construct coverage and internal consistency.

Internalized LGBTQ+-phobia Scale (IHS-26)

The modified Internalized LGBTQ+-phobia Scale (IHS-26) was examined using PCA, EFA, and CFA. PCA
extracted six components. The first factor included items 1, 2, 4, 5, 6, 9, 17, 18, 22, and 26, reflecting comfort
with LGBTQ+ identity in public spaces. Items 7, 8, 16, 23, and 24 reflected perceived stigma, both social and
internal. Items 11 and 12 captured anxieties regarding future appearance, items 13, 14, and 15 reflected perceived
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societal attitudes, items 3, 21, and 25 concerned perceived consequences of LGBTQ+ identity, and item 10
reflected personal perception of one’s condition.

EFA suggested a three-factor solution: Factor 1 (items 1,2,4,5,6,9,17,18, 19,21, 22,25, 26; public identification
as LGBTQ+), Factor 2 (items 11-15; perceived stigma), and Factor 3 (items 7, 8, 16, 23, 24; social pressure).
Items 3, 10, and 20 did not exhibit significant loadings. A four-factor solution distinguished items 11 and 12 as a
separate “future anxiety” factor, while the remaining factors largely mirrored the three-factor solution.

CFA was first conducted on the three-factor model following Costa et al. (2013), including items 3, 10, and 20.
Items 3 and 10 were non-significant, and fit indices were inadequate (CFI =0.617, TLI = 0.567, SRMR = 0.191,
RMSEA = 0.177). The four-factor model similarly showed poor fit (CFI = 0.661, TLI = 0.603, SRMR = 0.170,
RMSEA = 0.170). After removing items 3, 10, and 20 (yielding IHS-23), CFA for the four-factor model produced
slightly improved but still suboptimal fit indices (CFI = 0.631, TLI = 0.569, SRMR = 0.195, RMSEA = 0.186),
whereas for the three-factor model some indices indicated acceptable fit (CFI = 0.906, TLI = 0.840, SRMR =
0.154, RMSEA = 0.114).

The overall scale demonstrated excellent internal consistency (Cronbach’s o = 0.897; McDonald’s ® = 0.905).
Item-level analyses suggested that items 7, 8, 11, 12, 14, and 15 contributed less to reliability and could be
candidates for removal to enhance internal consistency. Subscale reliability varied: Public Identification as
LGBTQ+ (a=0.867, ® = 0.913), Internal Perception of Stigma (o= 0.639, ® = 0.744; removal of items 3 and 10
increased reliability), and Perceived Social Pressure (o = 0.767, ® = 0.783; item removal did not improve
reliability). After removing problematic items, all subscales showed satisfactory to excellent reliability: Public
Identification (o = 0.912, ® = 0.918), Internal Stigma Perception (a = 0.804, @ = 0.826), and Social Pressure
(unchanged).

The three subscales align conceptually with internalized stigma (internal perception), public identity concealment
or disclosure (public identification), and perceived social oppression (social pressure). Despite the high internal
consistency of the total score, certain items contributed poorly to reliability, and factor structure indices were not
uniformly optimal. Researchers should therefore exercise some caution when interpreting total scores in LGBTQ+
populations and consider subscale-level analyses where appropriate.

Concurrent validity

To assess concurrent validity, correlations among the resulting scales were examined. Perceived stress showed
positive and significant correlations with the K-6 Anxiety (r=.577, p <.001) and Depression (r = .450, p <.001)
subscales, as well as with the BDI total score (r = .358, p < .001). Perceived stress was also positively and
significantly correlated with the BDI Cognitive—Affective Symptoms (r =.328, p <.001) and Somatic Symptoms
(r=.356,p <.001).

The K-6 and K-10 scales were highly correlated with the BDI total score (r =.734 and r =.731, respectively, p <
.001), as well as with its subdimensions: Cognitive—Affective Symptoms (r =.739 and r =.731, respectively, p <
.001) and Somatic Symptoms (r = .610 and r = .619, respectively, p < .001). The K-6 Anxiety and Depression
subscales were also strongly and positively correlated with the BDI Cognitive—Affective (r = .490 and r = .771,
respectively, p <.001) and Somatic dimensions (r =.437 and r = .634, respectively, p <.001). Both subscales were
positively associated with suicidality (r = .506 and r = .442, respectively, p <.001).

The BDI total score was positively correlated with suicidality (r=.425, p <.001). These associations are consistent
with previous findings showing that minority stress and structural stigma among LGBTQ+ populations are linked
to higher risk for dysthymia, PTSD, mood and anxiety disorders, depression, psychological distress, suicidal
ideation, and suicide attempts (Hatzenbuehler, 2009; Blosnich et al., 2016; Denny et al., 2014; Meyer et al., 2019;
English et al., 2022; Panchakis et al., 2021). Suicidality was positively and significantly correlated with the K-6
Anxiety (r=.441, p <.001) and Depression (r =.348, p <.001) subscales, as well as with the Cognitive—Affective
dimension of the BDI (r =.526, p <.001), indicating that higher levels of suicidality are associated with increased
psychological distress and depressive symptomatology.

The SLESQ-13 total score correlated positively and significantly with the PSS total score (r = .386, p <.001),
supporting concurrent validity and aligning with evidence that cumulative exposure to traumatic or stressful life
events is associated with elevated perceived stress and mental health burden.

The Rejection Sensitivity Scale showed a small but significant positive correlation only with the K-6 Anxiety
subscale (r =.251, p =.009). Scores on the Internalized LGBTQ+-phobia Scale were positively and significantly
correlated with Rejection Sensitivity scores (r =.308, p <.001), and negatively and significantly correlated with
the Structural Stigma Scale (r = —.685, p < .001), suggesting that higher internalized stigma is associated with
greater rejection sensitivity and lower perceived societal support for LGBTQ+ individuals.

DISCUSSION

Beginning with the PSS-14, the present findings are consistent with previous research supporting the existence of
a strong general perceived stress factor alongside two subdimensions, perceived helplessness and perceived self-
efficacy (Dominguez-Lara et al., 2022; Juarez-Garcia et al., 2021; Park & Colvin, 2019; Tikka et al., 2022;
Jovanovi¢ & Gavrilov-Jerkovi¢, 2015; Perera et al., 2017; Reis et al., 2019; Wu & Amtmann, 2013; Denovan et
al., 2019; Lee & Jeong, 2019). The factorial structure identified in this study was supported by satisfactory fit
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indices and high internal consistency, indicating that the Greek version of the PSS-14 is a reliable measure of
perceived stress in samples including LGBTQ+ individuals.

Regarding the Kessler Psychological Distress Scales, although the unifactorial K-10 model showed good
psychometric performance, the two-factor (anxiety and depression) K-6 version was preferred for the final study,
owing to its brevity and its established validity in LGBTQ+ samples. The present results are in line with previous
work supporting a unidimensional structure for the K-10 (Kessler et al., 2002; Drapeau et al., 2012; Sunderland
et al., 2012) and a two-factor solution for the K-6 (Bessaha, 2015; Easton et al., 2017; Ko & Harrington, 2016).
The strong correlations between K-6/K-10 scores and depressive symptomatology further support the concurrent
validity of these measures.

For the BDI-21, the results aligned with studies identifying a robust general depression factor accompanied by
cognitive—affective and somatic subdimensions (Whisman et al., 2000; Yang et al., 2014). The two-factor model
showed good fit, while internal consistency indices were excellent for both the total scale and subscales. These
findings are consistent with previous work indicating that LGBTQ+ participants may differentially report somatic
symptoms—either underreporting or overreporting—due to prior negative experiences in healthcare settings
(Rimes et al., 2019), and they underscore the importance of assessing both cognitive—affective and somatic aspects
of depression. Overall, the BDI-21 emerged as a psychometrically robust measure of depressive symptoms for
both research and clinical use in samples that include LGBTQ+ adults.

In contrast, the factorial structure of the RASS-12 did not replicate the original four-factor configuration reported
by Fountoulakis et al. (2011) or the later three-factor solution (Fountoulakis et al., 2012). Several items showed
low factor loadings and contributed weakly to internal consistency. A revised ten-item version (RASS-10)
capturing a single general factor of suicidality demonstrated better fit and acceptable reliability. The RASS-10
thus appears to be a concise and psychometrically adequate tool for assessing suicidality risk in LGBTQ+ and
non-LGBTQ+ adults in Greece, although further validation in larger samples is warranted.

With respect to proximal minority stressors, a two-factor solution for the Rejection Sensitivity Scale—Rejection
Concern and Rejection Expectancy—was supported, consistent with previous findings (Lord et al., 2022; Turina
& Kosonogov, 2025) and with the original conceptualization by Downey et al. (1998). Rejection sensitivity is
defined as a disposition to anxiously expect, readily perceive, and strongly react to rejection. Among LGBTQ+
individuals, heightened rejection sensitivity has been linked to hypervigilance to social threat, avoidant coping
strategies, and internalized stress processes, thereby increasing vulnerability to depression, social anxiety, and
emotional withdrawal (Feinstein, 2019; Pachankis et al., 2015). In this framework, the expectancy dimension
reflects cognitive schemas of relational insecurity shaped by microaggressions and institutional marginalization,
whereas the concern dimension captures the emotional anticipation of rejection. Together, these dimensions
provide a psychometrically sound basis for examining interpersonal stress processes and affect regulation in
minority populations.

The Structural Stigma Scale developed for this study yielded a clear two-factor solution, comprising personal
experience with LGBTQ+ individuals and perceived societal attitudes and protections. The excellent model fit
and high internal consistency of both subscales indicate that the instrument captures key aspects of structural
stigma, as conceptualized in contemporary minority stress frameworks. This is particularly important in the Greek
context, where formal legal changes co-exist with ongoing social stigma and ambivalence toward LGBTQ+ rights.
For the SLESQ-13, the three-factor structure proposed by Allen et al. (2015) was not replicated. Instead, the data
supported a unidimensional structure representing cumulative exposure to stressful or potentially traumatic life
events. This unidimensional solution showed good fit and high internal consistency, confirming that the SLESQ-
13 can be used as a global indicator of lifetime trauma exposure. The positive correlations with perceived stress
further support its concurrent validity in this sample.

Regarding internalized stigma, a 23-item version of the Internalized LGBTQ+-phobia Scale (IHS-23), rather than
the original 26-item version, was retained, with three subscales: public identification as LGBTQ+, internal
perception of stigma, and social pressure. This structure is broadly consistent with the model proposed by Costa
et al. (2013), although some items contributed weakly to fit indices. The refined subscales demonstrated
satisfactory to excellent reliability, suggesting that the adapted measure captures both internal and relational
dimensions of internalized stigma among LGBTQ+ individuals. At the same time, the less-than-optimal global fit
indices indicate that further refinement and cross-validation of the scale are needed before it can be considered a
definitive measure of internalized LGBTQ+-phobia in the Greek context.

In contrast to the generally satisfactory performance of the other instruments, the five-factor BFI-10 scale
displayed poor model fit and low reliability for most traits. The intended Big Five structure was not reproduced:
Agreeableness and Neuroticism showed weak or non-significant loadings, and internal consistency was
inadequate, likely reflecting both translation issues and the inherent limitations of ultra-brief personality
inventories. Consequently, a longer personality measure will be used in the final study to ensure adequate construct
coverage and reliability.

The present study has several limitations. First, the sample size was modest and derived from convenience
sampling, limiting statistical power and the generalizability of the findings to the broader Greek population.
Moreover, exploratory and confirmatory factor analyses were conducted within the same sample, which may
inflate model fit and requires replication in an independent sample. Second, the overall length of the questionnaire,
which included multiple scales assessing both minority-specific and general stressors, may have contributed to
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respondent fatigue and reduced attention, particularly toward the end of the survey. Third, although the
internalized LGBTQ+-phobia scale was adapted to be inclusive of diverse sexual orientations and gender
identities, the pilot sample included only specific combinations of transgender and sexual orientation categories,
suggesting that some respondents may not have fully understood the distinctions between sexual orientation and
gender identity. Future studies should examine potential differential item functioning across LGBTQ+ and non-
LGBTQ+ participants, as well as among gender-expansive individuals compared with other LGBTQ+ subgroups.
In addition, the lack of an LGBTQ+-phobia measure applicable to all participants, irrespective of sexual
orientation and gender identity, limited the direct comparison of internalized stigma across groups. Finally, the
pilot design did not allow for systematic comparison of alternative instruments measuring the same constructs
(e.g., different depression or suicidality scales) within LGBTQ+ samples, which would be informative for
instrument selection in future research.

Despite these limitations, the present pilot study achieved its main aim of evaluating the psychometric properties
of instruments measuring mental health outcomes, minority stressors, and personality traits among LGBTQ+ and
non-LGBTQ+ adults in Greece. Overall, the findings support the reliability and validity of the selected measures
assessing stress, psychological distress, depression, suicidality, structural stigma, rejection sensitivity, internalized
LGBTQ+-phobia, and exposure to stressful life events. The minority stress scales demonstrated satisfactory
psychometric performance and theoretical coherence, reinforcing their relevance to minority stress theory and
cross-cultural findings.

The results also underscore the importance of carefully assessing personality traits as potential moderators of
stress-related mental health outcomes. The inadequate performance of the BFI-10 is consistent with literature
highlighting the psychometric limitations of very brief personality inventories. For the forthcoming large-scale
study, the use of an alternative instrument (e.g., BFI-44 or NEO-FFI) is recommended to enable more reliable and
nuanced assessment of personality domains and their interaction with minority stress processes.

This pilot study contributes to the literature by providing preliminary validation of culturally adapted instruments
that assess minority stress and mental health outcomes among Greek adults, including LGBTQ+ individuals. The
demonstration that these minority stressors are measurable and theoretically consistent in this context lays the
groundwork for larger, more representative studies. Future research should examine measurement invariance
across subgroups defined by gender identity, age, and regional context, and explore longitudinal associations
between minority stress, personality traits, and mental health outcomes.

Finally, the findings hold important clinical and public health implications for mental health assessment and
intervention in Greece. By providing initial evidence on the reliability and validity of key psychometric
instruments in a Greek sample that includes LGBTQ+ individuals, this study supports their use in clinical and
community settings for the early identification of psychological distress, depressive symptoms, suicidality, and
minority stress processes. Reliable and culturally appropriate measurement tools can help mental health
professionals detect at-risk individuals, monitor symptom trajectories, and tailor interventions to address the
unique stressors and social challenges faced by sexual and gender minorities. Moreover, the availability of
validated Greek-language instruments enhances cross-cultural comparability in international research and
promotes the inclusion of LGBTQ+ populations in evidence-based mental health practice. Integrating these
measures into primary care screening, psychological services, and public health initiatives has the potential to
strengthen early prevention efforts and improve access to culturally competent care for marginalized groups.
Conclusion

This pilot study provides initial evidence for the reliability and validity of instruments assessing mental health
outcomes, minority stressors, and lifetime stressors among LGBTQ+ and non-LGBTQ+ adults in Greece. With
the exception of the BFI-10, which showed inadequate reliability and will be replaced by a longer personality
inventory, the scales demonstrated satisfactory factorial validity and internal consistency, supporting their use in
subsequent large-scale research. The findings highlight the feasibility of applying minority stress frameworks to
the Greek sociocultural context and underscore the importance of psychometrically sound, culturally adapted tools
for understanding and addressing mental health disparities affecting sexual and gender minority populations.
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