
Vol:.(1234567890)

Mindfulness (2024) 15:1814–1830
https://doi.org/10.1007/s12671-024-02403-9

ORIGINAL PAPER

Affirmative Mindfulness, Acceptance, and Compassion‑Based Group 
Intervention for Sexual Minorities (Free2Be): A Non‑Randomized 
Mixed‑Method Study for Feasibility with Exploratory Analysis 
of Effectiveness

Daniel Seabra1,5  · Jorge Gato2  · Nicola Petrocchi3,4  · Maria do Céu Salvador1 

Accepted: 21 June 2024 / Published online: 23 July 2024 
© The Author(s) 2024

Abstract
Objectives Despite sexual minority (SM), i.e. individuals who identify as lesbian women, gay men, bisexual, or pansexual, 
individuals presenting worse mental health outcomes when compared to heterosexual individuals, they face more difficul-
ties in accessing affirmative and quality health services. This study is a mixed-method non-randomized single-arm trial 
targeting SM individuals assessing the feasibility and exploratory findings from an affirmative mindfulness, acceptance, and 
compassion-based group intervention (Free2Be).
Method Eighteen participants who self-identified as SM, with a mean age of 30.80 years old, underwent a face-to-face 
group intervention with 13 weekly sessions (Free2Be). Feasibility was assessed in three domains (acceptability, practicality, 
and preliminary effectiveness) with self-report questionnaires and hetero-report interviews, during and after the interven-
tion, and using a mixed-methods approach. Using a pre–post and participant-by-participant design, changes were assessed 
in self-reported internalized stigma, psychopathology indicators, and mindfulness, acceptance, and compassion processes.
Results The Free2Be was acceptable and feasible in all three domains. Participants who completed the intervention (≥ 80% 
of attendance) revealed significant or reliable decreases in stress and social anxiety symptoms, self-criticism, and fear of 
compassion for the self.
Conclusions The study provides evidence of the feasibility of the intervention. This affirmative mindfulness, acceptance, 
and compassion-based group intervention seems to be feasible and acceptable for SM individuals. These promising findings 
warrant further investigation within a pilot study.

Keywords Feasibility · Affirmative intervention · Mindfulness · Acceptance · Compassion · Sexual minorities

Sexual minority (SM) individuals are a diverse population 
which includes monosexual individuals (e.g., gay men and 
lesbian women), bi + individuals (e.g., bisexual, pansex-
ual, queer), and a spectrum of asexual sexual orientations 
(American Psychological Association, 2021). These identi-
ties experience stigmatization by heteronormative and het-
erosexist cultures. Heteronormativity is the assumption that 
heterosexuality is the standard for defining normal sexual 
behaviour (APA, 2023a; Warner, 1991) and heterosexism 
is the ideological system which denies and stigmatizes any 
non-heterosexual form of behaviour, identity, relationship, 
or community (APA, 2023b; Herek, 1990). Not surprisingly, 
SM individuals present poorer mental health indicators 
when compared to their heterosexual peers, namely mental 
disorders, shame, substance abuse, suicidal ideation, and 
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self-harm behaviours (King et al., 2008; Nappa et al., 2022; 
Ross et al., 2018; Santos, 2021). The Minority Stress Model 
has been proposed to elucidate the consequences and impact 
of stigma on SM individuals’ mental health and conceptual-
izes two types of stressors: distal and proximal. Distal stress-
ors correspond to objective events directly related to social 
stigma and do not depend on individual subjective perspec-
tive (e.g., macroaggressions and microaggressions). Proxi-
mal stressors are related to subjective and inner events, that 
is, the cognitive and emotional processing of social stigma, 
and include expectations of rejection, concealment of sexual 
orientation, and internalized stigma (Frost & Meyer, 2023; 
Meyer, 2003).

The mental health disparities experienced by SM indi-
viduals are exacerbated by the difficulties they face in 
accessing adequate and affirmative healthcare services. Due 
to minority stress processes and difficulties, most SM and 
other minority gender identities individuals that resorted 
to specialized services were searching for psychotherapy 
(69.80%), facing many difficulties when accessing the health 
care they need (Saleiro et al., 2022). The lack of education 
and information on sexuality-related themes by health pro-
fessionals and their difficulty in approaching sexual identity 
issues mirrors the (in)visibility of non-normative sexuality 
in health contexts and the non-affirmative current interven-
tions (Albuquerque et al., 2016; Lopes et al., 2016; Pieri & 
Brilhante, 2022). In sum, minority stressors increase the risk 
for psychopathology and decrease the access to and ben-
efit from affirmative evidence-based treatments (Hambrook 
et al., 2022).

Cognitive Behavioural Therapy (CBT) is an evidence-
based psychological approach that encompasses cognitive, 
emotional/affective, and behavioural techniques (Hofmann 
et al., 2012) and it is suitable for targeting pivotal SM-
specific phenomena (cf. Carvalho et al., 2022; Pachankis, 
2014). More recent CBT approaches encompassing a 
diverse range of client situations incorporate interventions 
focused on mindfulness, acceptance, and compassion (Gil-
bert, 2010; Hayes, 2004; Kennedy & Pearson, 2021): as 
example, mindfulness-based interventions (MBI; Ivtzan, 
2020; Kabat-Zinn, 1994), Acceptance and Commitment 
Therapy (ACT; Hayes et al., 1999, 2012), Compassion-
Focused Therapy (CFT; Gilbert, 2009, 2010; Gilbert & 
Simons, 2022), and Mindful Self-Compassion (MSC; Ger-
mer & Neff, 2019; Neff & Germer, 2013). Mindfulness 
refers to a conscious choice and intention to focus atten-
tion on what is happening here and now, with curiosity, 
openness, and without judgment, regardless of whether 
the experience is positive, negative, or neutral (Kabat-
Zinn, 1994). Acceptance is also a voluntary adoption of 
an open, receptive, flexible, and nonjudgmental attitude 
toward the present moment supported by a willingness to 
connect with unpleasant internal experiences or situations 

and interactions that will likely trigger them (Hayes et al., 
2012). Self-compassion is related to a sensitivity to one’s 
own suffering with a deep commitment to alleviate and/
or prevent it (Gilbert, 2005). Additionally, the affirmative 
approach promotes self-determination of SM individu-
als and recognizes them as natural part of human diver-
sity (American Psychological Association, 2021; Skinta, 
2021). This approach also requires professionals to respect 
and celebrate different identities while validating the 
oppression felt by SM individuals, valuing each individual, 
and avoiding stereotypes (Mendoza et al., 2020).

The CBT processes underlying the abovementioned CBT 
therapies (i.e. mindfulness, acceptance, and self-compas-
sion) have been proven to be useful and positive also for SM 
persons. In fact, a systematic review of mindfulness-based 
(MBCT and MBSR) and mindfulness-informed (ACT, DBT, 
MSC, and CCT) interventions highlighted the improvement 
of behavioural outcomes and health indicators for Sexual 
and Gender Minority individuals (SGM; Sun et al., 2021). 
Specifically, SGM young adults reported that mindfulness 
increased the sense of psychological safety and the develop-
ment of valuable insights for emotional regulation (Iacono 
et al., 2022). Another systematic review of ACT with SGM 
individuals showed that this intervention helped to increase 
psychological flexibility and, consequently, to decrease 
negative mental health indicators (Fowler et  al., 2022). 
Specifically, acceptance promoted a shift in the relationship 
with unhelpful cognitions (e.g. internalized homophobia) 
and empowerment in self-expression (Stitt, 2022). Also, 
self-compassion was found to be negatively associated with 
minority stressors (Helminen et al., 2022) and with nega-
tive mental health outcomes among SM individuals (e.g., 
depression, anxiety, suicidal ideation, internalized stigma; 
Carvalho & Guiomar, 2022). Specifically, SGM young 
adults indicated self-compassion as a coping strategy against 
stigma, using the compassionate self in physical, psycho-
logical, interpersonal, and societal challenges (Iacono et al., 
2022). Furthermore, affirmative and adapted interventions 
for SM persons had a better acceptability, when compared to 
standard interventions (Iacono et al., 2022; Sun et al., 2021).

To the best of our knowledge, there is no evidence-based 
psychological intervention, adapted for SM individuals, 
which integrates mindfulness, acceptance, and compassion 
in the same programme. Therefore, the purpose of the cur-
rent study was to describe the development and assess the 
feasibility of a new affirmative mindfulness, acceptance, and 
compassion-based group intervention for SM individuals 
(Free2Be), in order to explore the viability of a pilot study. 
Specifically, this study aimed to assess feasibility according 
to three domains proposed by Bowen et al. (2009), namely 
acceptability, practicality, and preliminary effectiveness, 
during and after the intervention, and using a mixed-method 
approach (quantitative and qualitative).
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Method

Participants

Eighteen participants were recruited and distributed into 
three intervention groups according to the proximity of 
residence. There were three groups in three Portuguese 
cities (Coimbra, Lisbon, and Oporto). The mean age was 
30.80 years old (SD = 9.70). Considering gender, 55.60% 
self-identified as men, 27.80% as women, and 16.70% 
as non-binary individuals. Considering sexual orienta-
tion, 27.80% self-identified as gay, 27.80% as pansexual, 
22.20% as lesbian, 16.70% as bisexual, and 5.60% as queer 
individuals. Table 1 presents the sociodemographic char-
acteristics of the participants.

Participants were included according to the following 
criteria: (1) majority (> 18 years old); (2) SM self-identi-
fied; (3) residence in Portugal; (4) perfectly understanding 
of Portuguese oral and written language; and (5) informed 
and free consent. The following exclusion criteria were 
used: (1) currently receiving individual or group therapy; 
(2) Major Depressive Disorder – severe specifier (accord-
ing to the DSM-5); (3) Hypo/maniac Episode – without 
full remission (according to the DSM-5); (4) Psychosis 
Characteristics in the last 2 months (according to the 
DSM-5); (5) social impairment from Substance Use Dis-
order (according to the DSM-5); and (6) high suicide risk 
(according to the Suicide Risk Index). These criteria were 

chosen to optimize participant safety and ensure that the 
study results were both accurate and meaningful.

Procedure

The current study is a single-armed pre-post psychologi-
cal intervention study with an embedded qualitative and 
quantitative process of feasibility assessment. Participants 
who met the inclusion criteria for the study received the 
Free2Be intervention (experimental group). All the method-
ology initially projected was followed during this study. This 
paper is reported according to the CONSORT 2010 state-
ment: Extension to randomised pilot and feasibility trials 
(Eldridge et al., 2016), and considering the adjustments and 
omissions for non-randomised feasibility studies (Lancas-
ter & Thabane, 2019). Online Resource 1 (Supplementary 
Information) provides a complete checklist. Additionally, 
this investigation was approved by the Ethics Committee of 
the host institution on the 2nd of November 2019. All par-
ticipants filled out an informed and free consent concerning 
their participation.

The recruitment happened in two phases. First, the 
researchers resorted to a database with potential partici-
pants that had shown a willingness to participate in a pre-
vious phase of a larger investigation (cross-sectional study 
on mental health in SM individuals). In a second moment 
recruitment was made through an online call on social 
media and shared in the LGBTQIA + Portuguese Services’ 
newsletter (these services are recognized as specialized 

Table 1  Participants’ 
sociodemographic 
characteristics and their study’s 
classification

Age Gender Sexual orientation Assessment Number of ses-
sions attended

Classification

Pre-inter-
vention

Post-inter-
vention

26 Men Gay ✓ ✓ 13 Completer
41 Women Lesbian ✓ ✓ 13 Completer
28 Women Pansexual ✓ ✓ 13 Completer
27 Men Bisexual ✓ ✓ 13 Completer
28 Women Pansexual ✓ ✓ 13 Completer
24 Men Bisexual ✓ ✓ 12 Completer
35 Men Gay ✓ ✓ 12 Completer
28 Men Gay ✓ ✓ 12 Completer
23 Men Bisexual ✓ ✓ 12 Completer
58 Women Lesbian ✓ ✓ 12 Completer
35 Non-binary Lesbian ✓ ✓ 8 Non-completer
23 Men Gay ✓ ✓ 7 Non-completer
31 Men Pansexual ✓ ✓ 5 Non-completer
31 Women Lesbian ✓ ✓ 5 Non-completer
29 Men Pansexual ✓ X 7 Dropout
47 Men Gay ✓ X 6 Dropout
22 Non-binary Pansexual ✓ X 5 Dropout
19 Non-binary Queer ✓ X 3 Dropout
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on LGBTQIA + by the Portuguese Commission for Citi-
zenship and Gender Equality and have their own psycho-
logical services). There was no financial compensation for 
participation.

Regarding the eligibility interview, several structured 
clinical diagnostic interviews were used, namely the Clini-
cal Interview for Bipolar Disorders (CIBD; Azevedo et. 
al, 2021), the Clinical Interview for Psychotic Disorders 
(CIPD; Martins et al., 2019), the references in the pocket 
guide to the DSM-5 diagnostic exam (Nussbaum, 2013), and 
the Suicide Risk Index (Veiga et al., 2014). These interviews 
assessed the inclusion and exclusion criteria and were con-
ducted by the principal investigator (who was also a senior 
therapist).

The Free2Be occurred in spacious rooms with chairs 
arranged in a circle. The intervention setting and the coffee 
break space were different and clearly delimited. Two groups 
occurred inside LGBTQIA + services and another in the 
health care facility of a university. All the sessions were con-
ducted by a main therapist and a co-therapist. Both therapist 
and co-therapists had a background and training in clinical 
CBT and had specific training in mindfulness, acceptance, 
and compassion techniques adapted to SM individuals.

During the intervention, participants assessed each ses-
sion. At the end of the intervention, participants assessed 
aspects of feasibility, namely the acceptability via an online 
interview. Interviews were conducted by independent evalu-
ators, had an average duration of 45 min, and were tran-
scribed and de-identified. The interview comprised two 
parts: the first included quantitative data (cf. Participants-
Reported Quantitative Feasibility: Acceptability) and the 
second included open-ended questions with qualitative 
data (cf. Participants-Reported Qualitative Feasibility: 
Acceptability).

Psychological Intervention: Free2Be

Free2Be is a manualized 13-week, face-to-face group inter-
vention, based on mindfulness, acceptance, and compas-
sion. It comprises one introductory session (pre-session) 
followed by 12 intervention sessions. This is a new and 
original psychological intervention developed by the authors 
based on different theoretical and therapeutic backgrounds 
considering previous research on their effectiveness. The 
therapeutic techniques used were derived from MBI, ACT, 
CFT, and MSC, and were interconnected throughout the ses-
sions. Considering the target population, the Minority Stress 
Model (Frost & Meyer, 2023; Meyer, 2003) and affirmative 
approach are also considered, that is, depathologization of 
sexual orientation, normalization of some emotional dif-
ficulties as understandable responses to SM-related stress, 
encouragement of assertive and open self-expression to cope 
with SM-related consequences, validation of unique SM 

strengths, and the construction of an authentic relationship 
as an essential resource in mental health (Pachankis et al., 
2022, 2023).

The pre-session lasts about 90 min, and the remaining 
sessions last approximately 135 min (120 min in session and 
a 15-min break). The pre-session includes the presentation 
of the main therapist, the co-therapist, and the participants, 
and addresses participants expectations and fears as well 
as safety rules. Session 1 has a different structure from the 
other sessions, including an overview of all contents, and 
setting a common language. All remaining sessions have the 
same structure to keep a sense of familiarity and to decrease 
the uncertainty and fear of the unexpected (anxiety inherent 
to participation in an intervention group). This general struc-
ture is as follows: (1) Welcoming; (2) Brief initial practice; 
(3) Discussion of the home practice; (4) Session specific 
content 1; (5) Poem; (6) Break; (7) Soft landing; (8) Session 
specific content 2; (9) Closing; and (10) Home practice. The 
Welcoming is an initial moment to make participants feel 
welcome. The Brief initial practice is a short version of a 
previous practice for grounding and increasing emotional 
willingness for the session. In the Discussion of the home 
practice, participants have a moment for home practices 
check-in, and to share their direct personal experiences in a 
group discussion. Session-specific contents 1 and 2 are the 
most extended moments in the session, including the ration-
ale of the session’s topic(s) and related exercises or practices 
(also allowing some minutes for inquiry and debriefing of 
the practice/exercise). The Poem is related to the session’s 
topic and it is relevant because it highlights mindfulness, 
acceptance, and compassionate experiences. The Break is 
an important moment of relaxation and interaction between 
participants. The Soft landing is a brief practice to bring par-
ticipants attention back to the moment and to the second part 
of the session, and it can also be used daily for participants’ 
grounding in their natural context. In Closing, a summary 
reminds participants of the main topics of the sessions, and 
in the Home practice, the therapist suggests and clarifies the 
therapeutic homework. Table 2 presents an overview of the 
Free2Be session themes, practices, and exercises (a more 
detailed description of each Free2Be session topic is pro-
vided in Online Resource 2).

Measures

The indicators of feasibility were assessed considering three 
criteria of the framework by Bowen et al. (2009) and will be 
presented in the following.

Participant‑Reported Quantitative Feasibility: Acceptability

It was operationalized as satisfaction of each session, global 
satisfaction with the intervention, relevance of the sessions, 
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Table 2  Free2Be programme overview

1 From the original Words change everything. Adapted from Ciarrochi et al. (2008)
2 From the original Capturing your moments. Adapted from Kabat-Zinn (1994)
3 From the original Chocolate cake exercice. Adapted from Hayes et al. (1999)
4 From the original Reflecting on my three systems. Adapted from Kolts (2016)
5 From the original My multiple selves. Adapted from Kolts et al. (2018)
6 Adapted from Gilbert (2010) with a kindness twist from Affectionate breathing (Neff & Germer, 2018)
7 Adapted from Hayes et al. (1999)
8 From the original Have these strategies worked for you? Adapted from Sinclair and Beadman (2016)
9 Adapted from Stitt (2020)
10 Adapted from Simón and Germer (2011)
11 From the original Eating one raisin: a first taste of mindfulness adapted for participants to note the resistance in different sensorial options. 
Adapted from Williams et al. (2007)
12 Adapted from Neff and Germer (2018)
13 Adapted from Walser et al. (2012)
14 From the original Observe, breath, expand. Adapted from Turrell and Bell (2016)
15 Adapted from Gilbert (2009)

Session Theme(s) Practices and exercises

1 Human nature
Relation with suffering

Cockroach in food 1
Looking for something that cannot be evaluated
Focus on an object 2
Don’t think about… 3

2 Emotional regulation
Multiple selves

Reflecting on my three systems 4
Identifying different selves 5
Soothing breathing rhythm 6

3 Creative hopelessness
Values

Chinese finger trap7

How have these strategies worked for you? 8
Colourful circles 9

4 Compassionate attention Mindful breathing 10

The beginners mind and resistance 11

Mindfulness in daily life 12

5 Compassionate acceptance Eyes on 13

Training acceptance 14

6 Self-criticism
Introducing compassion
Flows of compassion

What is self-criticism for? 12,15

The two teachers 15

How would I treat a friend? 12

Soothing touch 12

7 Compassionate imagination Compassionate self Creating an ideal compassionate image for the self 16

Safe place 17

8 Early experiences
Stigma and shame
Cognitive fusion and compassionate cognitive defusion

Life contexts and mental rules 18

Questions that are not about me
Thanking the mind 19

9 Compassionate thinking The captain of the ship 20

(directed to the criticized self and to the critical self)
Flashcards 21

10 Shame
Anger
Forgiveness

Distinguishing compassionate self-correction from 
shame-based self-criticism and attacking 16

Soften–soothe–allow 12

Meeting unmet needs 12

Forgiving others 12

11 Coming out Compassionate behaviour The social sun 22

Passengers in the bus22

12 Positive emotions Preparing for the future Just like me 23

Savouring 12

Gratitude for small things 12

Self-appreciation 12

Compassionate letter writing 21
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perceived appropriateness of the sessions, helpfulness of the 
sessions, helpfulness of the participant’s manual, adequacy 
of the practices and exercises, and probability of recom-
mending the Free2Be to others. Additionally, participants 
reported the most helpful sessions and practices. The sat-
isfaction of each session was assessed at the end of each 
session with a 6-point Likert scale adapted from Campbell 
and Hemsley (2009; Session Rating Scale) and Quirk et al. 
(2013; Group Session Rating Scale) considering: respect 
received by the therapists in the session; respect received 
by group participants in the session; the approach of thera-
pists in the session; their own involvement in the session; 
clarity of the session content; and the utility/helpfulness of 
the session. The remaining variables (e.g., global satisfaction 
with the intervention, helpfulness of the sessions, probabil-
ity of recommending the Free2Be to others) were assessed 
through a post-intervention interview with an independent 
evaluator with a 5-point Likert scale, from nothing (1) to 
extremely (5).

Participant‑Reported Qualitative Feasibility: Acceptability

At the end of the intervention, participants answered two 
questions: “What did you find positive and facilitator 
about this intervention?” and “What was the barriers to the 
embodiment of the intervention?”. Despite the questions 
being centred around two themes (facilitators and barriers), 
they were conducted in a manner that allowed participants 
to respond freely. Interviewers did not pose additional ques-
tions to guide the participants. Additionally, suggestions for 
improvement were asked.

Objective Measures of Feasibility: Practicality

It was operationalized as attendance and dropout rates 
(objective measures of retention).

Clinical Outcomes: Preliminary Effectiveness

Operationalized as differences in internalized stigma, psy-
chopathology indicators, mindfulness, acceptance, and 

compassionate processes (fears of compassion for self, self-
criticism, and psychological flexibility). Completer partici-
pants filled out self-report questionnaires pre- and post-inter-
vention. These measures are described below.

Lesbian, Gay, Bisexual Identity Scale (LGBIS)

Originally from Mohr and Kendra (2011) and with a Euro-
pean Portuguese version from Oliveira et al., (2012), this 
scale has 33 items distributed in seven subscales that assess 
different dimensions of sexuality identity. Participants rate 
items on a 7-point Likert scale from totally disagree (1) to 
totally agree (7), with higher mean scores indicating higher 
levels sexuality identity dimensions. In this study, only the 
subscale identity dissatisfaction corresponding to internal-
ized stigma (e.g., “I wish I were heterosexual”) was used. 
Cronbach’s alphas ranged from 0.87 to 0.93 (depending on 
the sample) in the original version, 0.83 in the Portuguese 
version, and 0.91 in this study.

Depression Anxiety Stress Scales – 21‑Item Version 
(DASS‑21)

Originally from Lovibond and Lovibond (1995), and with 
a European Portuguese version from Pais-Ribeiro et al. 
(2004), this scale has 21 items divided into three subscales: 
depression, anxiety, and stress symptoms. Items are rated on 
a 4-point Likert scale from did not apply to me at all (0) to 
applied to me very much or most of the time (3), with higher 
scores indicating greater negative affect. In this study, only 
stress factor was used (e.g., “I was intolerant of anything 
that kept me from getting on with what I was doing”). Cron-
bach’s alphas were 0.89 in the original version, 0.81 in the 
Portuguese version, and 0.89 in this study.

Social Interaction Anxiety Scale (SIAS)

Originally from Mattick and Clarke (1998) and with a Euro-
pean Portuguese version from Pinto-Gouveia and Salvador 
(2001), this scale has 19 items and assesses fears of general 
social interaction (e.g., “I worry about expressing myself in 

16 Adapted from Gilbert (2010)
17 Adapted from Safe Place (Gilbert, 2010) and Compassionate self from Pepping et al. (2017)
18 From the original Questions to disentangle self-as-content from self-as-context. Adapted from Skinta and Curtin (2016)
19 Adapted from Harris (2019) and McKay et al. (2020)
20 Adapted from Kolts (2016)
21 Adapted from Irons and Beaumont (2017)
22 Adapted from Skinta (2021)
22 Adapted group version from O’Donoghue et al. (2013)
23 Adapted from Jinpa (2016)

Table 2  (continued)
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case I appear awkward”). Items are rated on a 5-point Lik-
ert scale from not at all characteristic or true of me (0) to 
extremely characteristic or true of me (3), with higher total 
scores indicating higher levels of social anxiety. Cronbach’s 
alphas ranged from 0.88 to 0.94 (depending on sample) in 
the original version, 0.90 in the Portuguese version, and 0.92 
in this study.

Fears of Compassion Scale (FCS)

Originally from Gilbert et al. (2011) and with a European 
Portuguese version from Simões (2012), this scale assesses 
fears, blocks, and resistances to compassion. With three 
subscales, the FCS identifies barriers to giving compassion 
to others (10 items), to receiving compassion from others 
(13 items) and to giving compassion to the self (15 items). 
Participants rate items on a 5-point Likert scale, from don’t 
agree at all (0) to completely agree (4), with higher total 
scores indicating higher levels of fears of compassion. In 
this study, only fears of giving compassion to the self was 
used. The Cronbach’s alphas were 0.85 in the original ver-
sion, 0.94 in the Portuguese version, and 0.91 in this study.

Forms of Self‑criticizing/Attacking and Self‑reassuring 
Scale (FSCRS)

Originally from Gilbert et al. (2004) and with a European 
Portuguese version from Castilho et al. (2015), this scale 
assesses how individuals typically think and react when 
things go wrong for them. With three subscales, the FSCRS 
identifies two forms of self-criticism (inadequate self and 
hated self) and an alternative self-to-self relationship (reas-
sured self). Self-criticism as a composite measure that 
includes both the inadequate self (9 items, e.g., “There is a 
part of me that puts me down) and the hated self (5 items, 
e.g., “I have become so angry with myself that I want to hurt 
or injure myself”) was used. Participants rated items on a 
5-point Likert scale from not at all like me (0) to extremely 
like me (4), with higher total scores indicating higher levels 
of self-criticism. The Cronbach’s alphas were 0.90 and 0.86 
in the original version, ranged between 0.72 and 0.91 in the 
Portuguese version (depending on the sample), and 0.93 in 
this study.

Comprehensive Assessment of Acceptance 
and Commitment Therapy Processes – 18 Items 
(CompACT‑18)

Originally from Francis et al. (2016) and with a European 
Portuguese version from Trindade et al. (2021), this mul-
tidimensional scale assesses psychological flexibility. The 
CompACT-18 has three subscales: Openness to experience, 
with five items, e.g., “I try to stay busy to keep thoughts 

or feelings from coming”; Behavioural awareness, with 
five items, e.g., “I find it difficult to stay focused on what’s 
happening in the present”; and Valued actions, with eight 
items, e.g., “I make choices based on what is important to 
me, even if it is stressful”. Participants rate the items on a 
7-point Likert scale, from strongly disagree (0) to strongly 
agree (6), with higher total scores indicating higher levels 
of psychological flexibility. In this study, only the total score 
was used. The Cronbach’s alphas were 0.84 in the original 
version and 0.91 in this study.

Data Analyses

Descriptive statistics (mean and standard deviations) were 
used for measures of feasibility. Due to the sample size—and 
in order to reduce type I error—the statistical tests used were 
non-parametric: Kruskal–Wallis H to explore differences 
between more than two groups, Z Wilcoxon Signed Ranks 
Test as a repeated-measures analysis, and Fisher-Freeman-
Halton Exact to compare more categorical variables in more 
than two groups. These analyses were run in the SPSS v.27. 
The participant-by-participant design through the Reliable 
Change Index (RCI) for completer participants was calcu-
lated for six self-reported outcome measures corresponding 
to questionnaires factors and/or total. The RCI was used to 
calculate if there was a significant improvement, no change, 
or deterioration from pre- to post-intervention. 
RCI =

x
2
−x

1
√

2(SD0
√

1−�)
2
 , where x2 represents the result of the 

individual in the post-intervention, x1 represents the results 
of the individual in the pre-intervention, SD0 represents the 
standard deviation of the variable in a normative sample, and 
α represents the internal consistency of the scale in that same 
sample (Jacobson & Truax, 1991). RCI scores with a mag-
nitude of 1.96 or greater regardless of direction (i.e. 
RCI ≥|1.96|) represented a reliable change (Jacobson & 
Truax, 1991; Zahra & Hedge, 2010) at 95%, and participants 
were classified as “Improved” or “Deteriorated” considering 
these values (Parsons et al., 2009). To compute the RCI, we 
searched data of the European Portuguese validations and, 
when existing, on Portuguese SM samples: LGBIS Identity 
dissatisfaction: α = 0.83, SD0gay = 1.30, SD0lesbian = 1, 
SD0bisexual = 1.20 (European Portuguese validation, Oliveira 
et al., 2012); DASS-21 Stress: α = 0.91, SD0 = 5.10 (Portu-
guese SM sample, Manão et al., 2024); SIAS: α = 0.94, 
SD0 = 1.60 (Portuguese SM sample, Santos, 2021); FCS for 
self: α = 0.94, SD0 = 12.40 (European Portuguese validation, 
Simões, 2012); FSCRS Self-criticism: α = 0.91, SD0 = 0.90; 
CompACT-18 Psychological f lexibility: α = 0.84, 
SD0 = 14.10 (European Portuguese validation, Trindade 
et al., 2021).

For objective measures of retention, the researchers 
classified participants considering the number of sessions 
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completed: completer (≥ 80% of attendance, ≥ 10 sessions) 
and non-completer (< 80% of attendance, < 10 sessions) 
(Cullen et al., 2011). Dropouts corresponded to participants 
that did not complete the post-intervention assessment.

For qualitative methodology, the thematic content analy-
sis was used. Following the transcription of interviews, 
one researcher read and coded the content. This process 
followed Erlingsson and Brysiewicz's (2017) procedures, 
progressing from the lower level of abstraction (meaning 
unit as manifest content) to a higher level of abstraction 
(category as latent content). Specifically, the codification 
followed this sequence: meaning unit → condensed mean-
ing units → code → category. Despite the questions having 
been open-ended, they were intentionally focused on facilita-
tors and barriers topics. Thus, all categories belong to these 
themes.

Results

Participant‑Reported Quantitative Feasibility: 
Acceptability

During the intervention, participants rated each session at 
the end of the sessions. Figure 1 graphically represents the 
scores over time of feeling respected by the therapists in ses-
sion, feeling respected by group participants in the session, 
the appropriateness of the therapist approach in the session, 
their own involvement in the session, clarity of the content 
of the session, and the utility of the session. The general 
mean, considering all rates, was 4.70.

In general, almost all mean values were above 4.50, indi-
cating very good values of acceptability. Exceptions were 
found only in the “involvement of participants” in the first 

sessions and the “approach of the therapist” in session 11. 
That is, the participants started the intervention with little 
engagement and reported gradually increasing involvement 
throughout the sessions. The approach of the therapists in 
session 11 was not well received by the participants. These 
aspects would be considered in the improvement of the 
future intervention.

After the intervention, completer participants also 
assessed the Free2Be. All participants expressed a very or 
extreme global satisfaction with the programme, and found 
the sessions very or extremely relevant and appropriate. The 
majority of participants considered the sessions (80%), and 
participants’ manual very or extremely helpful (90%). Sev-
enty per cent of participants shared that the practices and 
exercises were very or extremely adequate. These results 
are detailed in Table 3.

Participants also referred that the most helpful sessions 
were, in descending order: session 6 (From self-criticism 
to self-compassion), session 11 (Driving my life), session 
2 (Regulating emotions), session 3 (Where to?), session 8 
(My story, my mind and me), session 9 (Who commands my 
ship?), and session 12 (Living fully). Considering practices, 
Mindfulness in daily life, Safe place, Soothing breathing 
rhythm, Flashcards, Soothing touch, Training acceptance, 
Mindful breathing, and Thanking the mind were reported as 
the most helpful.

Participant‑Reported Qualitative Feasibility: 
Acceptability

With the questions made (“What did you find positive and 
facilitator about this intervention?” and “What was the barri-
ers to the embodiment of the intervention?”), the researchers 
searched by two themes: positive and facilitative aspects of 

Fig. 1  Evolution of acceptance indicators during the intervention
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the intervention, and barriers to engaging with the interven-
tion. Within these themes, thematic content analysis revealed 
several categories. For Theme 1 (facilitators), both therapist 
and group-related categories were identified. For Theme 2 
(barriers), categories associated with group exercises, initial 
difficulties, and personal management were identified.

Under Theme 1 (facilitators), participants reported, spe-
cifically, the empathy, respect, proximity, and professional-
ism (as aspects related to therapists), and safe environment 
and knowledge acquired (as a group-related aspects) (codes). 
Some examples (meaning units) included statements such 
as “the therapists had good communication and respect”, 
and “I felt heard” (pertaining to therapists’ empathy), “no 
impositions” and “without ideologic discussions, respecting 
different points of view with acceptance” (related to thera-
pist’ respect), “no distance between therapists and group” 
and “therapists showed their human side and their vulner-
ability” (concerning therapists’ proximity), “the group had 
different backgrounds, histories and ages, and the therapists 
have done an excellent management of this” and “profes-
sional attitude” (addressing therapists’ professionalism), 
“I felt comfortable with the other participants” and “good 
relationship with one another” (about the group’s safe envi-
ronment), and “It is good to meet different people that share 
different stories and perspectives” and “we understood that 
we had to know how to listen and when to speak – it was a 
learning experience” (about the knowledge acquired within 
the group).

Into Theme 2 (barriers), participants reported, specifi-
cally, group exercises, initial difficulties, and personal man-
agement (codes). Some participants reported initial shyness 
and difficulty in opening up to other participants (e.g., “I felt 
difficulty at the beginning of the program, I was tense and 
felt inhibited”, “initial embarrassment”), and suggested more 

activities in small groups (e.g., “More exercises in small 
groups and not in the big group”; “More exercises in groups 
of two.”). Another aspect reported was related to personal 
management, such as “tiredness” associated with session 
schedules (end of the day) and “personal difficulties recon-
ciling work and intervention schedules”). Figure 2 presents 
a schematic representation depicting themes, categories, and 
codes identified through thematic content analysis.

Finally, when asked about suggestions for improvement 
of Free2Be, participants referred some topics/suggestions 
about the recruitment and the group size. Concerning 
recruitment, they mentioned social networks and SM-related 
contexts: LGBTQIA + associations (newsletter, WhatsApp 
groups), LGBTQIA + services and associations, and inter-
net pages addressed to SM individuals (e.g., online blogs 
and informational pages). Regarding group size, different 
perspectives emerged: some participants considered five to 
seven participants by group adequate, but other participants 
would prefer groups of ten participants (but no more than 
that), while still ensuring time/opportunity to share personal 
perspectives and opinions.

Objective Measures of Feasibility: Practicality

Considering the objective measure of retention, the attend-
ance ratio was 78% (14 participants) and the dropout ratio 
was 22% (4 participants). Considering the participants’ 
attendance, ten were completer participants (71.40%) and 
four were non-completer participants (28.60%). Attendance 
ranged from 12 and 13 sessions (M = 12.50, SD = 0.50) 
for completers and from five and eight sessions (M = 6.30, 
SD = 1.50) for non-completer participants. These ratios are 
presented in Table 3 and the number of sessions attended by 
each participant is presented in Table 1.

Table 3  Feasibility results of Free2Be

Completer participants, participants that attended 10 or more sessions; Non-completer, participants that attended less than 10 sessions; Dropout, 
participants that did not complete all assessment moments

Nothing % A little % Moderately % Very % Extremely %

Acceptability (participants)
  Global satisfaction with the intervention 0 0 0 40 60
  Relevance of the sessions 0 0 0 40 60
  Perceived appropriateness of the sessions 0 0 0 50 50
  Helpfulness of the sessions 0 0 20 20 60
  Helpfulness of the participant’s manual 0 0 10 40 50
  Adequacy of the practices and exercises 0 0 30 40 30
  Recommendation to others 0 0 0 20 80

Practicality (objective measures) n (%)
  Attendance ratio
Completer participants
Non-completer participants

14 (78.0)
10 (71.4)
4 (28.6)

  Dropout ratio 4 (22.0)



1823Mindfulness (2024) 15:1814–1830 

Fig. 2  Results of thematic 
content analysis
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Clinical Outcomes: Preliminary Effectiveness

The sociodemographic characteristics of all subsamples 
(completers, non-completers, and dropouts) can be found in 
Online Resource 3 (Supplementary Information). Statistic 
tests of comparison revealed that there were no significant 
differences between groups in terms of age, gender, and 
sexual orientation. In this sense, all three groups were con-
sidered equivalent and comparable.

All groups were compared in the pre-intervention in 
terms of the outcome measures: internalized stigma, stress 
symptoms, social anxiety, fear of compassion for self, 
self-criticism, and psychological flexibility. No differ-
ences were found throughout the Kruskal–Wallis H test: 
Hinternalized.stigma = 2.94, p = 0.23; Hstress = 2.67, p = 0.26; 
Hsocial.anxiety = 2.76, p = 0.25; Hfear.compassion.self = 3.94, 
p = 0.14; Hself.criticism = 2.04, p = 0.36; and Hflexibility = 1.14, 
p = 0.57.

Repeated measures of the Z Wilcoxon Signed Ranks Test 
were performed to test differences in all variables between 
the pre-intervention and the post-intervention, both in 
completer and in non-completer participants. At post-
intervention, completer participants presented a significant 
decrease in fear of compassion for self and in self-criticism. 
The remaining outcomes did not present significant differ-
ences despite the overall improvement in scores from pre- to 
post-intervention (all means in post-intervention were lower 
than in pre-intervention in negative outcomes and higher in 
positive outcomes). In non-completer participants, no sig-
nificant differences were found in any outcome. Details are 
in Table 4.

Considering the reduced sample size, the analyses of 
participant-by-participant pre- vs post-intervention scores 
were performed using the Reliable Change Index (RCI) to 
assess the reliability of individual changes. The results are 
summarised in Table 5. After the intervention, 70% of com-
pleter participants reliably decreased levels of social anxiety, 
and 40% reliably decreased stress symptoms and their fear of 
compassion for self. Considering that each participant (10) 
was assessed in the six outcomes (60 variables), deteriora-
tion was only found in four of these variables (6.60%).

Discussion

Free2Be is the first affirmative, mindfulness, acceptance, and 
compassion-based group intervention for Sexual Minorities 
(SM) individuals. This study aimed to describe the develop-
ment of the Free2Be intervention and to assess its feasibility 
with exploratory analyses of effectiveness, and to explore 
the viability to later conduct a pilot study. The framework 
from Bowen et al. (2009) was used for this purpose, with 
three indicators: acceptability, practicality, and preliminary 
effectiveness, during and after the intervention, and using a 
mixed-method approach (quantitative and qualitative). The 
main results highlighted good indicators of feasibility in all 
domains, suggesting that it may be an effective intervention 
for SM individuals (completer participants revealed signifi-
cant or reliable decreases in stress and social anxiety symp-
toms, self-criticism, and fear of compassion for the self).

In general, the acceptability assessed by participants was 
also very good in both quantitative and qualitative results, 

Table 4  Pre-post-intervention comparisons of outcomes in both completer and non-completer participants

LGBIS, Lesbian, Gay, Bisexual Identity Scale; DASS-21, Depression, Anxiety, and Stress Scales – 21 Item Version; SIAS, Social Interaction 
Anxiety Scale; FCS, Fears of Compassion Scales; FSCRS, Forms of Self-criticizing/Attacking and Self-reassuring Scale; CompAct-18, Compre-
hensive assessment of Acceptance and Commitment Therapy processes – 18 Items

Completers (n = 10) Non-completers (n = 4)

Pre
Mean (SD)

Post
Mean (SD)

Pre
Mean (SD)

Post
Mean (SD)

Internalized stigma (LGBIS) 2.40 (1.30) 2.00 (1.20) 2.50 (2.00) 3.00 (1.80)
Z =  − 1.38, p = 0.17 Z =  − 0.82, p = 0.41

Stress symptoms (DASS-21) 7.10 (5.10) 5.30 (2.90) 4.00 (6.10) 4.00 (3.20)
Z =  − 1.37, p = 0.17 Z =  − 0.06, p = 0.95

Social anxiety (SIAS) 36.60 (14.90) 29.40 (13.30) 23.80 (17.40) 23.80 (16.00)
Z =  − 1.84, p = 0.07 Z = 0.00, p = 1.00

Fear of compassion for self (FCS) 17.10 (10.70) 7.50 (6.90) 5.80 (4.10) 4.50 (3.80)
Z =  − 2.50, p = 0.01 Z =  − 1.63, p = 0.10

Self-criticism (FSCRS) 1.30 (0.70) 1.10 (0.70) 0.90 (0.60) 0.80 (0.30)
Z =  − 2.09, p = 0.04 Z = 0.00, p = 1.00

Psychological flexibility (CompAct-18) 60.30 (13.00) 63.70 (17.70) 74.30 (23.20) 80.00 (22.70)
Z =  − 0.97, p = 0.33 Z =  − 1.83, p = 0.07
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reinforcing the pertinence and viability of a pilot study. The 
general mean was 4.70 (with a maximum of 5) and they 
considered the intervention relevant, appropriate, and help-
ful. In qualitative assessment by participants, some positive 
aspects were highlighted, namely about the utility of the 
intervention, therapist positive attitudes, and group environ-
ment. These results reinforcing the relevance and utility of 
tailored interventions for this population align with other 
interventions studies and recommendations (Iacono et al., 
2022; Stitt, 2022; Sun et al., 2021). Pachankis et al. (2023) 
alert to the need of considering affirmative CBT, based on 
clinical practice and validated interventions, to increase 
awareness of the impact of minority stress on SM individu-
als’ mental health and in their self-perception. Additionally, 
the sharing of SM resilience and intersectional experiences 
can be a source of empowerment coping mechanism and 
validation of genuine relationships (Pachankis et al., 2023). 
The respectful, accepting, and professional posture of the 
therapist was also valued by the participants. In fact, it is 
important that therapists have an ethical and supportive rela-
tionship, and that they can help the development of strategies 
by the participants. Finally, the perception of the group as 
a safe space was referred as important. The Minority Stress 
Model (Frost & Meyer, 2023; Meyer, 2003) already refers 
the social protective factors and a safe place contributes 

to feelings of acceptance, connection, validation, and/or 
belonging through safe connections (Diamond & Alley, 
2022; Gilbert, 2020; Slavich et al., 2023).

Additionally, the group intervention was revealed to be 
feasible considering that it was possible to retain a sufficient 
number of attendees. The attendance ratio was 78%, divided 
into 71.40% of completer participants (attended 10 or more 
sessions) and 28.60% non-completer participants (attended 
less than 10 sessions). The dropout ratio was 22% consistent 
with what was found in other intervention groups for SM. 
For example, a CBT group intervention for adult British SM 
with symptoms of depression, anxiety, and/or stress revealed 
a dropout ratio of 21.80% (Hambrook et al., 2022).

To assess the preliminary effectiveness, two types of anal-
yses were conducted to explore the differences in clinical 
outcomes: mean comparisons and individual changes. Con-
sidering the means, non-completer participants did not show 
any significant differences in outcome measures between 
pre- and post-intervention. Completer participants, on the 
other hand, significantly decreased fears of compassion for 
self and self-criticism in post-intervention. That is, par-
ticipants that attended more than ten sessions significantly 
improved their openness to empathy and action to alleviate 
their own suffering, and showed a significant reduction in 
self-critical attitudes when something fails or they fall short. 

Table 5  Reliable Change Index 
(RCI): pre- vs post-intervention 
scores—completer participants

Imp, improved; UC, unchanged; Det, deteriorated

Internalized stigma Stress Social anxiety Fear of 
comp. for 
self

Self-criticism Psycho-
logical 
flexibility

Participant 1  − 1.54
UC

 − 1.39
UC

36.08
Imp

1.40
UC

0.71
UC

2.88
Det

Participant 2  − 0.66
UC

 − 1.39
UC

 − 7.22
Det

1.40
UC

0.34
UC

1.25
UC

Participant 3 0.44
UC

2.77
Imp

16.24
Imp

 − 1.16
UC

0.58
UC

 − 1.38
UC

Participant 4  − 2.14
Det

0.00
UC

1.80
UC

0.23
UC

0.13
UC

 − 1.25
UC

Participant 5 0.86
UC

2.77
Imp

3.61
Imp

3.26
Imp

 − 0.24
UC

 − 0.13
UC

Participant 6 3.51
Imp

2.77
Imp

7.22
Imp

2.56
Imp

1.99
Imp

 − 2.26
Imp

Participant 7  − 1.90
UC

0.92
UC

9.02
Imp

1.63
UC

1.13
UC

 − 2.26
Imp

Participant 8 0.00
UC

 − 1.85
UC

 − 12.63
Det

0.93
UC

0.29
UC

1.25
UC

Participant 9 0.00
UC

2.31
Imp

50.52
Imp

3.96
Imp

2.44
Imp

 − 1.50
UC

Participant 10 0.86
UC

1.39
UC

25.26
Imp

8.15
Imp

 − 0.52
UC

 − 0.88
UC

Improved 10% 40% 70% 40% 20% 20%
Unchanged 80% 60% 10% 60% 80% 70%
Deteriorated 10% 0% 20% 0% 0% 10%
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These changes in psychological processes seem to show that 
Free2Be may be effective in improving processes associated 
with well-being and in the reduction of psychopathology. 
The remaining outcomes (internalized stigma, social anxiety 
symptoms, and psychological flexibility) did not present a 
significant difference. However, through the visual inspec-
tion of scores, there was an overall improvement, suggesting 
a tendency in the reduction of all outcomes.

Due to the small sample size, an RCI analysis was per-
formed to explore the changes considering individual tra-
jectories. Social anxiety and stress symptoms emerged as 
the clinical outcomes with more improvements (70 and 40% 
respectively), showing that the Free2Be may be effective 
in improving some psychopathology indicators. In general, 
the higher percentages in clinical outcomes represented 
unchanged classification, which may be interpreted as quite 
positive in SM individuals which have a higher degree of 
risk of developing those clinical symptoms. Four partici-
pants presented deterioration: participant 1 in psychologi-
cal flexibility, participant 2 and 8 in social anxiety symp-
toms, and participant 4 in internalized stigma. In all these 
situations, it was possible to verify that the scores in post-
intervention were still within the normative values. This fact 
may also be related to any life relevant life events that may 
cause normal fluctuations in these variables, within norma-
tive values.

In sum, positive results were found in psychological 
symptoms (stress and social anxiety) and compassion pro-
cesses (fears of compassion for self and self-criticism), and 
non-significant results were found in internalized stigma 
and psychological flexibility. The reduction of stress symp-
toms is an important result considering the additional stress 
that SM individuals are victims due to their minority status 
(minority stress). Although this minority stress processes 
devised social stigma (Meyer, 2003), individual processes 
associated to the self-to-self relationship such as fears of 
compassion for self and self-criticism, targeted by compas-
sion-techniques, seem to have had a positive role in reduc-
tion of stress symptoms in SM individuals. These results 
are in line with Iacono et al. (2022) study in which SGM 
young adults reported self-compassion as a coping strategy 
against stigma. Considering the prevalence of social anxi-
ety disorder, heterosexual individuals presented prevalences 
between 2.70 and 11.50%, while nonheterosexual individu-
al’s prevalences ranged between 6.60 and 22.30% (Mahon 
et al., 2021). The apparent significative and positive impact 
of Free2Be in social symptoms appears as clinically impor-
tant, especially in this population with higher levels of social 
anxiety. Since social anxiety is associated with the fear of 
being negatively evaluated by others, we hypothesized that 
the Free2Be may have increased the sense of social safety. 
Additionally, the group modality and the sharing of per-
sonal experiences may have had an impact on the sense of 

common humanity and, consequently, on how one perceives 
the self and the others.

On the other hand, the specific proximal minority stress 
(internalized stigma) and psychological flexibility did not 
reveal a significant and/or reliable decrease, and only pro-
cesses associated to self-compassion (fear of self-compas-
sion and self-criticism) had positive results. A Compassion-
Focused Therapy with other minority groups (transgender 
and gender non-conforming) found similar results: non-sig-
nificant decrease in internalized transphobia and a signifi-
cant improvement in self-compassion (Sessions et al., 2023). 
Despite the absence of significant changes in internalized 
stigma, which was an unexpected result, self-compassion 
interventions seem to have a positive effect on negative pro-
cesses (fears of compassion and self-criticism) and stress 
symptoms but not on internalized stigma. A recent study 
of Seabra et al. (2024) that analysed the indirect effect of 
internalized stigma, shame, and self-criticism in the rela-
tionship between discrimination and psychological outcomes 
found that only shame and self-criticism revealed to be total 
mediators of this relationship. Despite being preliminary 
results, it is important to reflect about internalized stigma-
focused interventions with SM individuals. Maybe the posi-
tive results in mental health indicators on SM individuals 
can depend, primarily, on psychological general processes 
such as self-compassion. In fact, self-compassion is nega-
tively associated with minority stressors (Helminen et al., 
2022) and with negative mental health outcomes among SM 
individuals (e.g., psychopathology and internalized stigma; 
Carvalho & Guiomar, 2022). More longitudinal studies are 
necessary to understand the processes underlying better 
mental health indicators. If self-compassion can function 
as an effective coping strategy with general stigma (Iacono 
et al., 2022), acceptance in psychological flexibility allows 
to shift the relationship with unhelpful cognitions such as 
internalized stigma (Stitt, 2022). Since in this study psycho-
logical flexibility did not show any significant decreases, 
this may account for the also not significant results in the 
decrease of internalized stigma. Future studies will help to 
better understand the relationship between these variables.

Limitations and Future Directions

Despite the abovementioned results and discussion, some 
limitations should be considered. There was no control 
group or random allocation in the current study, preclud-
ing the conclusion that results are exclusively due to the 
Free2Be. Additionally, the small sample size does not allow 
generalisation of these results. In this study, the size of the 
sample did not have enough power to explore intragroup 
differences (e.g., sexual orientation) or draw reliable conclu-
sions about the programme’s efficacy.
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Additionally, intersectionality was not contemplated. 
Previous studies reported differences, for example, in self-
compassion, when analysed for more than one minority 
characteristic (Vigna et al., 2018, 2020). The small sample 
did not allow to explore the impact of other variables con-
sidering different minorized characteristics.

Considering all results and feedback, some suggestions to 
consider in a future pilot study emerged. To ensure a better 
generalisation of results, it will be relevant to have a control 
group, considering more sociodemographic variables, and 
a process of randomization when allocating participants. 
Furthermore, it would be important to consider other cities/
residence areas to administrate the Free2Be. Additionally, 
the sample should be bigger to allow statistical power and 
more robust and reliable results. Follow-up assessments will 
allow further longitudinal analyses of clinical outcomes, as 
well as mechanisms of change.

Considering the structure and content of the psychologi-
cal intervention, some changes will be considered. For exam-
ple, a more explicit group dynamic for participants to get to 
know each other better should be included in the pre-session, 
which would facilitate the involvement of participants in the 
initial sessions. Sessions 2, 3, 8, and 10 should be reorgan-
ized, in order to be shortened. This change should keep the 
practices and exercises that participants highlighted. The 
content and topics in the session should be selected, namely 
in Session 10, in order to shorten the session. Sessions 2, 
3, and 8 were three of the sessions reported as most helpful 
and the topics should be kept but simplified to shorten the 
session. The Passengers on the bus metaphor in session 11 
should be changed from a group to an individual format to 
improve the involvement in the activity and the individual 
experience. Crosswise, all sessions should seek to integrate 
more moments in small groups, as suggested by participants.

In the post-intervention interview, completer participants 
reported some barriers to the involvement in the interven-
tion: group exercises, initial difficulties, and personal man-
agement. To improve attendance ratios, future pilot studies 
should consider larger groups than this study (about 8–10 
participants) that facilitate the sharing of individual experi-
ences and perspectives, more moments in smaller groups 
for a decrease of the difficulty in opening up with other par-
ticipants, and look into the group sessions time schedule so 
they do not occur at the end of the day, avoiding tiredness.

In general, all assessed domains had good values, 
suggesting that the Free2Be (a new, culturally tailored, 
mindfulness, acceptance, and compassion-based group 
intervention for SM in Portugal) can be effective in the 
intervention with SM individuals. Free2Be seems to be 
effective to increase positive psychological processes and 
to decrease psychopathology indicators. The main changes 
were in significant or reliable decreases in fear of com-
passion for self, self-criticism, social anxiety, and stress 

symptoms. The feasibility results were encouraging and 
suggest that the Free2Be is viable and would benefit from 
a pilot study.
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paper.
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