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THE MODERATING EFFECTS OF SELF-COMPASSION ON THE RELATIONSHIP 

BETWEEN SHAME AND DEPRESSION IN MILITARY POPULATIONS  

by 

SARAH R. FORAN 

Under the Direction of Ryan Couillou 

ABSTRACT  

The U.S. Military has faced a continuous rise in mental health concerns reported by service 

members and veterans (Currier et al., 2017; Rosenheck & Fontana, 2007). Studies of military 

personnel have found that up to 15% of service members meet the criteria for experiencing 

depression (Shen et al., 2012). Often, individuals with military experience face numerous 

stressors that positively contribute to this experience of depression and feelings of shame 

(Bradbard et al., 2014; Litz et al., 2009). Military culture (often emphasizing shame related to 

mental health) has also been found to put military personnel at higher risk of experiencing 

depression in the first place (Jakupcak et al., 2014; Lineberry & O’Connor, 2012). In recent 

years, self-compassion literature has emerged, showing evidence for its protective effects on 

mood, functioning, and experiencing distress (Liu et al., 2020; Neff, 2003b; Rutter et al., 2023). 

Despite this supporting evidence, no study, to our knowledge, has examined self-compassion as a 

protective factor for the experience of depression in military service members. In an attempt to 

address this gap and add valuable insight into the current literature by exploring these 

relationships, for this study, U.S. active duty service members and veterans completed self-report 

survey measures to assess their experiences of global shame, depression, and self-compassion. A 

total of 407 participants’ data was included in the study’s analyses. Quantitative survey data 

indicated that shame was significantly correlated to depression. Additionally, self-compassion 



 

was significantly inversely related to shame and depression. Moderation analyses, however, did 

not indicate that self-compassion moderates the relationship between shame and depression. The 

effects of gender identity and rurality status on the moderating effect were also explored and 

discussed, as well as the clinical implications of such findings and future directions.  
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CHAPTER 1 

INTRODUCTION 

Purpose of the Study  

 The purpose of this study was to expand the current literature on using self-compassion 

as a protective measure to prevent depression resulting from the experience of feeling shame in 

military populations. Specifically, this study investigated whether self-compassion was inversely 

related to reports of depression and shame. Self-compassion was also expected to moderate the 

relationship between shame and depression within military populations. Additionally, this study 

investigated whether the moderation of self-compassion on shame and depression is moderated 

by gender identity and rural status.  

Significance 

 The relationship between negative emotions, such as feeling shame, and the occurrence 

of depression is well established (Andrews, 1995; Andrews et al., 2002; Thompson & 

Berenbaum, 2006). Research on this relationship in military and veteran populations is currently 

limited despite the greater risk for experiencing both depression and shame compared to non-

military affiliated populations. Additionally, while the literature on positive psychology 

practices, such as self-compassion, has grown recently, the research in this area is still minimal. 

The available research on self-compassion has predominately focused on civilian populations. To 

date, no known study examined the potential impact of self-compassion on the relationship 

between feelings of shame and depression in military service members and veterans.  

 Furthermore, while women make up one of the largest growing populations in the U.S. 

military (Vespa, 2020), few studies specifically focus on the potential impacts of gender identity 

within military personnel populations. Very few studies have examined how gender identity may 
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impact the relationships between shame, depression, and self-compassion. Additionally, no 

literature currently exists examining the impact of living within a rural area on the relationships 

between self-compassion, feelings of shame, and the occurrence of depression.  

Literature Review 

Military Populations  

 Military populations encompass various identities, experiences, and statuses (Parker et 

al., 2017). Individuals incorporated into military populations include those actively enlisted 

within the military and military veterans. The U.S. Department of Veterans Affairs (DVA, 2019) 

defines active duty military as individuals who serve full-time in the armed forces (Army, Navy, 

Air Force, Marines; DVA, 2019). Active duty does not include individuals serving in the Coast 

Guard or Reserves, as these are not full-time positions (The National Center for PTSD, 2012). 

Alternatively, the DVA defines veteran status as individuals discharged from active military, 

naval, or air service under conditions other than dishonorable (DVA, 2019). As of October 2022, 

there were 1.3 million individuals listed as active duty within the U.S. military, and around 18 

million individuals identified as having veteran status as of 2018 (U.S. Department of Defense 

[DoD], 2022a; Vespa, 2020). The average age of veterans is 65 years old, and most (6.4 million) 

are Vietnam Era veterans (Vespa, 2020). While most active duty and veteran populations are 

comprised of individuals who identify as men, women are the largest growing population within 

the U.S. armed forces. As of 2021, women made up 17% of active duty service members, and the 

number of women veterans is projected to increase from 9% to 17% of the total veteran 

population by 2040 (DoD, 2022b; Vespa, 2020). Military populations also continue to diversify 

regarding race/ethnicity, as 40% of active duty military identified with racial and ethnic minority 

groups in 2015 (Parker et al., 2017).  
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 In recent decades, mental health diagnoses/concerns have more than doubled within 

military populations, making them a prominent issue (Rosenheck & Fontanta, 2007). The 

Veterans Health Administration (VHA) reports increasing numbers of veterans seeking mental 

health care, leading to difficulties in meeting this demand (Currier et al., 2017; Rosenheck & 

Fontana, 2007). While the number of mental health diagnoses continues to rise within this 

population, the number of active duty service members seeking mental health treatment is 

limited due to cultural barriers and stigma present within the military. Specifically, military 

culture strongly promotes stereotypically masculine values of self-sufficiency, emotional 

control/emotional restriction, and strength, which creates stigma surrounding the utilization of 

mental health care (Bell et al., 2014; Herbert, 1998; Hoyt et al., 2012). Such intensity in values 

also correlates to increased levels of stress and decreased feelings of self-efficacy for those 

existing within this culture as these values are attempted to be upheld (Voller et al., 2015). 

Military men often experience self-blame following experiences perceived to conflict with 

values associated with societal constructs of masculinity (Hoyt et al., 2012; Mahalik et al., 2003; 

Voller et al., 2015). Veterans who are more strongly aligned with military culture are at higher 

risk for developing mental health concerns such as Post-traumatic Stress Disorder (PTSD) or 

depression (Jakupcak et al., 2014).  

Additionally, power imbalances, harassment, and hostility are reflected in the experiences 

of military women (Bell et al., 2014). Military women report existing in lose-lose situations 

where they face criticism for identifying too strongly with the military’s traditionally masculine 

values and for not identifying strongly enough (Bell et al., 2014; Herbert, 1998). Overall, 

military cultural values and their resulting impacts on mental health outcomes and increased 
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stigma surrounding mental health care create a strong need for greater insight into how stigma 

and self-blame can be decreased within this population.  

Depression in Military Populations  

With growing literature on the unique needs of active duty military personnel and 

veterans, limited studies explicitly focused on depression as a common condition affecting both 

populations worldwide. The U.S. Department of Veterans Affairs defines Major Depressive 

Disorder as a mental health condition involving depressed mood, lack of interest or pleasure in 

regular activities, decreased energy, feelings of guilt or low self-worth, disturbed sleep or 

appetite, and poor concentration (Management of Major Depressive Disorder Working Group, 

2016). Individuals with depression also often experience decreased productivity and social 

difficulties (e.g., interpersonal conflict, stigma, employment difficulties). Depression is one of 

society’s most prevalent mental health diagnoses, with nearly seven percent of the U.S. 

population experiencing at least one Major Depressive Episode within the past year 

(Management of Major Depressive Disorder Working Group, 2016). The World Health 

Organization (2023) estimates a global incidence rate of approximately 280 million people 

currently experiencing depression. Specific populations are at increased risk for depression, with 

young adults between the ages of 18 and 25 being 60% more likely to develop depression than 

older adults and women being 70% more likely than men to experience depression (Management 

of Major Depressive Disorder Working Group, 2016).  

With active duty military personnel often falling within the young adult age range and 

increasing enlistment of women in the armed forces, depression literature must be expanded to 

support the well-being of this population. Veterans and active duty military have similar rates of 

depression compared to civilian populations, with women in the military being at higher risk for 
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depression than men (Goldstein et al., 2017; Gould et al., 2015; Maguen et al., 2010). A recent 

study indicates symptoms of depression to be currently impacting around 13 to 18% of military 

service members (Knobloch & Basinger, 2021). Additionally, studies surveying soldiers 

returning from Iraq note that around 15% of those surveyed met the criteria for depression (Shen 

et al., 2012). Even with a high prevalence, rates of depression are underestimated due to the 

stigma surrounding mental health (Lineberry & O’Connor, 2012).  

Expanding research on depression in military populations is also essential to combat the 

elevated risk of suicide within this population. Previous studies report veterans’ risk of suicide to 

be four times higher than non-veterans (Bossarte, 2023, as cited in Thomas et al., 2018). Recent 

studies also estimate that around 20 veterans die by suicide each day, making for a 22% increase 

in risk compared to civilian populations (Thomas et al., 2018). Compared to civilian samples, 

military personnel who die by suicide are more likely to have previously experienced depression 

(Raines et al., 2020). With such elevations in risk, a diverse discussion of factors related to 

depression is necessary due to the impact of life experiences and risk factors influencing military 

personnel during and after their time in service.  

Service Risk Factors. Several factors experienced by service members during their time 

in the military contribute to this population’s risk for depression. Following more recent conflicts 

such as Operation Enduring Freedom (OEF), Operation Iraqi Freedom (OIF), and Operation 

New Dawn (OND), there are increases in both PTSD and depression rates in military populations 

(Goldstein et al., 2017). While actively enlisted in the military, military personnel face many 

deployment-related stressors, increasing the risk for mental health conditions like depression. 

Both combat and non-combat deployment are factors of military life predicting mental health 

concerns (Booth-Kewley et al., 2013). For example, many military personnel deployed to OEF 
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and OIF experienced mental health concerns like depression following deployment (James et al., 

2013).  

The rates of military personnel mental health concerns following deployment can be 

traced to several factors. A large amount of military research focused on the influence of combat 

experiences on the development of PTSD and the occurrence of comorbid PTSD and depression 

is widely supported in veteran research (Hurlocker et al., 2017). Following traumatic exposures, 

such comorbidity impacts service members’ recovery time (Jacoby et al., 2019). However, 

limited literature focuses on risk factors related to depression alone. Pre- and Post-deployment 

surveys completed by soldiers show that deployment increases rates of depression. These 

assessments show that the intensity of combat experiences during deployment is positively 

related to increases in reported depression (Lineberry & O’Connor, 2012). Other studies found 

deployment to combat zones to almost double the likelihood of service members having 

depression following deployment, and experiencing stressful events like war is a known risk 

factor for depression (Blore et al., 2015; Shen et al., 2012).  

A growing literature also found chronic concerns related to safety and perceived threats 

during deployment to be a prevalent factor contributing to the development of depression in 

military personnel. From this limited literature, it is suggested that individuals who ruminate on 

their life-threatening experiences may be more likely to find such experiences prominent and be 

more prone to depression (James et al., 2013). Gaining an increased understanding of depression 

treatment for veterans who experienced traumatic events during their service is essential due to 

the often comorbid nature of PTSD and depression. Studies show that a decrease in depression 

during treatment is related to a better response to PTSD treatment (Keller et al., 2014).  
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Such risk for depression is not just limited to experiencing combat during deployment. 

Active duty military deployed in non-combat zones also face many stressors impacting their 

mental health. These factors include high-demand training, frequent job relocation, short-notice 

emergency response, prolonged separation from loved ones, sleep deprivation, and stress related 

to military rank (Bradbard et al., 2014; Vyas et al., 2016). In addition, one study found that 49% 

of their active duty respondents reported financial concerns as a top stressor, with worries about 

military life uncertainty and potential changes in benefits being the most identified contributing 

factors for distress (Bradbard et al., 2014). Further, previously mentioned values of military 

culture also often create increased stress and risk for developing depression for active duty 

personnel.  

Currently, there is minimal research on depression in active-duty service members who 

have never been deployed. However, along with the abovementioned considerations, service 

members who have never been deployed still face stressors such as decreased social 

connectedness and extended geographical separation from family (Hoopsick et al., 2018). 

Additionally, in recent years, there has been an increase in the civilian-military divide as 

civilians report less contact and fewer relationships with current or past military service 

personnel, decreasing connection (Bradbard et al., 2014). Such a divide has decreased service 

member’s feelings of being understood and the number of service providers competent in 

understanding their unique needs (Bradbard et al., 2014). Such stressors can further contribute to 

rates of depression in active duty service members.  

Post-Service Risk Factors. While most veteran literature focuses on the diagnosis of 

PTSD, prior studies show a higher incidence of depression compared to PTSD in veteran 

populations (Blore et al., 2015). Veterans report their experience of depression and suicidal 
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ideation at higher rates than individuals who are on active duty (Bradbard et al., 2014). 

Additionally, in more recent decades, veterans have survived serious injuries and disabling 

conditions at higher rates than ever before, leading to increased stressors related to financial 

strain and enduring long-term rehabilitation (Rubin, 2013, as cited in Rishel et al., 2015). Such 

difficulties also make reintegration into civilian society difficult for returning veterans and their 

families (Franklin, 2009). Such factors may contribute to veterans’ experiences with depression. 

Lastly, despite experiencing high rates of depression, only about half of these veterans are 

actively seeking mental health services; approximately 47% of service members and veterans 

with PTSD or depression are not seeking help (Franklin, 2009; Tanielian et al., 2008).  

Shame as a Risk Factor for Depression  

Shame is a universal emotion that often goes unrecognized and is understudied in 

psychological literature, which has predominantly focused on more basic emotions (Alvarez, 

2020). Shame is an intense intrapersonal psychological state that entails global negative self-

evaluations of stable and uncontrollable feelings of being inferior, vulnerable, or helpless (Bryan 

et al., 2013). It is a self-conscious cognitive-affective state, often including feelings of 

inadequacy and low self-worth (Boring et al., 2021). Shame is often connected to a sense of 

identity and is a self-conscious emotion that can also be linked to moral reasoning, psychosocial 

function, and development (Ferreira et al., 2022; Slepian et al., 2019). Using the biopsychosocial 

model for shame developed by Paul Gilbert, shame is described as a defensive emotion often 

becoming involuntarily triggered when an individual’s social status, sense of self, or social 

attractiveness becomes threatened (Ferreira et al., 2022; Matos-Pina et al., 2022). Shame can 

have distinct impacts on psychological well-being and experiences of depression (Ferreira et al., 
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2022). Importantly, literature links feelings of shame to increases in various mental health 

concerns, including substance use, depression, suicide, and eating disorders (Alvarez, 2019).  

When discussing the construct of shame, it is often essential to differentiate the 

experience of shame from feelings of guilt. Unlike shame, guilt is described as an interpersonal 

psychological state, including feelings of regret or remorse typically linked to a specific 

behavior. Individuals are generally considered to have more control over their experience of guilt 

compared to the experience of shame (Bryan et al., 2013).  

The experience of shame can take many forms when discussed in the context of military 

populations. Combat exposure increases the likelihood of military personnel experiencing other 

emotions besides depression/sadness. Studies of combat veterans note feelings of shame as an 

important risk factor for veterans who have experienced combat, regardless of whether they meet 

the criteria for PTSD (Bryan et al., 2013). Compared to other schemas experienced by veterans 

who have experienced trauma (e.g., mistrust, abandonment, self-sacrifice), shame is strongly 

related to suicide ideation, plans, and attempts (Bryan et al., 2013). Previous literature also 

indicates that shame has a stronger correlation to suicidal ideation in veterans compared to the 

experience of depression (Bryan et al., 2013). 

Military personnel who have experienced combat may experience feelings of shame in 

the form of moral injury. Moral injury is the psychological, relational, and potentially spiritual 

moral challenges related to modern warfare that individuals often interpret as a betrayal of what 

is “morally right” (Litz et al., 2009; Shay, 2014). It often describes the intense feeling of guilt or 

shame related to the experience of trauma (Bryan et al., 2013; Litz et al., 2009). Unlike PTSD, 

individuals facing moral injury may be the perpetrator, victim, or witness of a moral violation 

against others. They often feel like they have lost their sense of trust in others (Litz et al., 2009; 
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Shay, 2014). Moral injury may be especially present in military populations due to an intense 

moral code of conduct integrated into military culture, especially during times of war. Despite 

these moral guidelines, military personnel are often faced with unexpected and uncertain moral 

choices that can have lasting psychological, behavioral, and social impacts and lead to the 

experience of emotions like shame (Litz et al., 2009).  

Further, self-conscious emotions (like shame) are often linked to more than just trauma 

and combat experiences. The definition of shame is often highly controlled by the studied 

population’s social/cultural norms and values (Ferreira et al., 2022). Cultures will often have 

differing views regarding which behaviors will face stigma. The purpose of such cultural stigma 

is an attempt to regulate the culture’s established social rules. For example, male-dominated 

groups (like the military) have historically faced stigma surrounding expressing emotions like 

fear and discussing mental illness (Gilbert, 2003; Roche et al., 2016). Therefore, it is crucial to 

understand shame further and how it may influence mental health characteristics like depression 

and suicide risk in military personnel and veterans (Bryan et al., 2013).  

Lastly, studies find shame to be more closely linked than guilt to depressive symptoms, 

and higher rates of shame are correlated to depression diagnoses (Alvarez, 2019; Bryan et al., 

2013). Shame and depression also overlap in many cognitive and behavioral components, such 

as self-criticism, decreased self-worth, rumination, and social withdrawal (Alvarez, 2019). 

Individuals who feel shame report a predominant focus for depressive rumination (Gilbert & 

Procter, 2006). Previous literature shows shame is a potential precursor to experiencing 

depression, and individuals with higher shame-proneness have been found to experience high 

levels of depression (Boring et al., 2021; Cândea & Szentagotai-Tatar, 2018). With such overlap 
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in characteristics of shame in depression, treatment of either shame or depression is suggested to 

affect both constructs (Alvarez, 2019).  

Internal and External Shame 

 Internal shame, one dimension of the experience of shame, is focused on one’s 

evaluation of themselves. Unlike the experience of external shame, internal shame is a global 

self-evaluation (Gilbert, 2003, as cited in Ferreira et al., 2022). Instead of feeling shame-related 

emotions like inferiority and inadequateness in specific contexts, internal shame describes a 

global sense of inadequacy, inferiority, or undesirableness (Ferreira et al., 2022). Such 

evaluations focus predominantly on one’s shortcomings and personal attributes. According to the 

biopsychosocial model, internalized shame is often a defense mechanism resulting from the 

experience of external shame (Ferreira et al., 2022). Thus, when one experiences negative 

evaluations from others, one will also internalize those evaluations in the form of self-

criticism/persecution to protect oneself from experiencing future rejection or attacks on one’s 

sense of self.  

 Alternatively, one’s experience of external shame is often focused on the negative 

evaluation of oneself by others. It is, specifically, being perceived as having failures, flaws, or 

deficits that have been exposed (Ferreira et al., 2022). The experience of external shame is often 

cognitively focused outwards on what other people may be thinking and incorporates internal 

beliefs of inferiority, inadequateness, or unfavorable characteristics (Ferreira et al., 2022; Matos-

Pina et al., 2022). While experiencing external shame, one’s behavior commonly focuses on 

preserving one’s image in others’ minds due to feelings of social rejection or exclusion (Ferreira 

et al., 2022; Proeve et al., 2018). Through previous studies, the experience of external shame has 
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been found to be more strongly associated with depression when compared to the experience of 

internalized shame (Proeve et al., 2018).  

Self-Compassion  

 The study of self-compassion has only begun to emerge in recent years. Based on 

previous constructs from Buddhist principles, Fauvel and colleagues (2021) defined self-

compassion as the awareness, acceptance, and non-judgment of one’s own negative emotions, 

suffering, and flaws due to having an understanding of them as part of a shared human 

experience (Fauvel et al., 2021; Rutter et al., 2023). Instead of experiencing self-judgment, 

isolation, and over-identification with one’s experiences, self-compassion encompasses the three 

elements of self-kindness, common humanity, and mindfulness (Neff, 2003b). Self-kindness 

describes one’s ability to decrease self-criticism during moments of pain and to instead act out of 

understanding. Common humanity is having a larger connection to general human experiences. 

Lastly, mindfulness is being aware of one’s emotions without over-identifying with them (Neff, 

2003b). Through these three components, self-compassion focuses not on changing emotion but 

on creating a shift in how the person interacts with the emotion (Cardona et al., 2023). 

However, many studies have yet to examine the relation of these three components in 

conceptualizing self-compassion. The literature on these dynamics suggests that all three 

components are positively correlated (Barnard & Curry, 2011). Much of the previous literature 

surrounding self-compassion focused on its use in addressing concerns related to bodily 

appearance, perception, and weight. Individuals with high rates of self-compassion have 

unconditional self-acceptance, view suffering as a shared human condition, are aware of difficult 

experiences, and have a balanced way of viewing them (Liu et al., 2020). Unlike self-esteem, 

self-compassion is not based on positive or negative performance evaluations or self-judgments. 
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Instead, it focuses on increasing feelings of connectedness toward others rather than making 

oppositional comparisons (Neff, 2003b). 

Generally, self-compassion is a protective factor against the negative impacts of 

unfavorable self-comparisons (Rutter et al., 2023). It also decreases feelings of loneliness in 

studies of university students and adults. It generally positively impacts individuals’ social 

functioning (e.g., social connectedness, prosocial behavior) (Liu et al., 2020). Self-compassion is 

also identified as a proactive behavior that maintains and promotes well-being to prevent distress 

(Neff, 2003b). Recent studies have built evidence of self-compassion as an effective coping skill 

that should be more broadly studied to be used within treatments for various mental health 

concerns (Sánchez, 2023). 

The Influence of Self-Compassion on Depression and Shame   

 Self-compassion is a protective factor against the experiences of negative emotions like 

shame and mental health outcomes such as depression and self-rumination (Fauvel et al., 2021). 

It is also positively associated with well-being, life satisfaction, and effective emotion processing 

and negatively associated with psychological distress (Fauvel et al., 2021; Neff, 2003b; Sánchez, 

2023). In studies of depression within general populations, individuals experiencing depression 

had increased self-coldness compared to those who were not experiencing depression (Körner et 

al., 2015). Additionally, the incorporation of self-kindness (a component of self-compassion) 

moderates the relationship previously found to exist between isolation and depression (Körner et 

al., 2015). When looking at depression in college-aged students, one study found self-

compassion to have a strong negative association with depressive symptoms. It also identified 

there being decreased long-term depressive symptoms and shame-proneness after students 

completed a self-compassion activity for one week (Johnson & O’Brien, 2013). Additionally, 
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while few studies have examined the impact of self-compassion practices in military populations, 

one study found higher rates of self-compassion to be related to lower depression in veterans 

(Kearney et al., 2013).  

Self-compassion is often conceptualized as a contrasting variable to emotions like shame. 

While shame is often inherently self-judgmental, self-compassion emphasizes a kind and 

accepting self-attitude (Proeve et al., 2018). However, few studies have examined the 

relationship between shame and self-compassion. Most previous literature on the relationship 

between shame and self-compassion focused on adolescent populations and individuals with 

concerns related to eating behaviors. One study investigating the moderating effect of self-

compassion on the relationship between shame and depression in college-aged students found 

self-compassion to impact this relationship significantly. Specifically, the study found 

consistently significant positive relationships between shame and depression at various levels 

and that the strength of these associations significantly weakened as levels of self-compassion 

increased (Callow et al., 2021). Studies on disordered eating and body-related shame have also 

produced evidence supporting the influence of self-compassion on the relationship between 

shame and depression. One of these studies found supporting results for there being a negative 

relationship between self-compassion and external shame in women (Ferriera et al., 2013). 

Another study, looking at how self-compassion may impact the relationship between body-

related shame and depression, found self-compassion to be a significant moderator for women in 

this relationship (Sick et al., 2020). Additionally, one study involving clergy members found 

self-compassion to be unrelated to feelings of guilt but negatively correlated with shame-

proneness (Barnard & Curry, 2012). Lastly, further support for a potential moderating effect of 

self-compassion on the relationship between shame and depression was found in a 2019 study of 
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military veterans. This study investigated the impact of self-compassion on the relationship 

between morally injurious behaviors (often closely associated with shame, as mentioned above) 

and depression. They found that self-compassion significantly moderated this relationship, 

providing even further evidence of the utility of self-compassion practices within this population 

(Forkus et al., 2019).  

Rurality Considerations  

 According to the U.S. Census Bureau, a rural area is any territory, housing, geographical 

region, or population not residing within an urban area (United States Census Bureau, 2023). 

Living within a rural area increases individual risk of mental health concerns such as depression. 

While some studies show individuals living within rural areas to experience depression at rates 

similar to those living within urban areas, others find rural communities to have higher rates of 

depression compared to urban areas (Bushy, 1998, as cited in Smalley et al., 2010; Probst, 2006). 

However, studies within rural communities found rural men to have a greater prevalence of 

suicide compared to men living in urban areas (Singh & Siahpush, 2002). For military personnel 

specifically, individuals who join the military are more likely to be from rural areas than urban 

areas, increasing the population of veterans within rural communities following active duty 

service. Compared to civilians, veterans within rural communities have elevated rates of suicide 

and an overall greater risk of experiencing mental health concerns, such as depression (McCarthy 

et al., 2012). Additionally, veterans living in rural areas are also less likely to receive and utilize 

mental health treatment (Bommersbach et al., 2021). 

 



 23 

The Current Study 

 The goal of the current study was to further examine the relationships between shame and 

depression while also gaining a better understanding of the role self-compassion may have on 

this relationship. With self-compassion, this study specifically sought to see if it moderated the 

relationship between shame and depression. Identifying the impacts of self-compassion on this 

relationship is important when considering treatment targets for active-duty military personnel 

and veterans experiencing concerns related to shame and depression.  

Hypotheses  

Based on previously conducted research highlighting the relationship between shame and 

depression, it was expected that feelings of shame positively correlated with depressive 

symptoms among active duty service members and veterans (Alvarez, 2019; Boring et al., 2021; 

Bryan et al., 2013). Based on previous literature related to the protective effects of self-

compassion, it was predicted that greater levels of self-compassion inversely related to 

depressive symptoms (Fauvel et al., 2021; Neff, 2003b; Sánchez, 2023). Lastly, it was 

hypothesized that the use of self-compassion moderated the relationship between shame and 

depression among military personnel and veterans (Fauvel et al., 2021; Ferriera et al., 2013; 

Forkus et al., 2019). In addition to these hypotheses, through exploratory analysis, this study 

aimed to determine if gender identity and rurality status moderated the moderation of self-

compassion on shame and depression (Bell et al., 2014; Maguen et al., 2010; Probst, 2006). 

Specifically, these hypotheses were outlined as follows:  

1. Individuals’ experience of shame would positively relate to depressive symptoms.  

2. Self-compassion would inversely relate to both shame and depressive symptoms.  
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3. Self-compassion would moderate the relationship between shame and depressive 

symptoms. Specifically, self-compassion would weaken the relationship between shame 

and depression.  

Exploratory Aim 1. An exploratory analysis examined whether gender identity moderated 

the moderation of self-compassion on shame and depression.  

Exploratory Aim 2. An additional exploratory analysis examined whether rurality status 

moderated the moderation of self-compassion on shame and depression.  
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CHAPTER 2 

METHOD 

Participants  

Using self-report methods only, participants included individuals currently on active duty 

in one of the four main branches of the armed forces (Air Force, Army, Marines, Navy) or 

veterans no longer actively serving in the U.S. military. All participants were over the age of 18. 

To ensure participant response validity, exclusion criteria included participants completing less 

than 90% of the survey measures and those responding incorrectly to two or more attention 

check questions. A total of 426 participants participated in the online Qualtrics survey. Of those 

426 individuals, 14 were removed due to incompletion, and five were removed due to failing 

eligibility requirements (i.e., not meeting the study’s definition of being active duty, not being a 

member of the United States military). A total of 407 participants were included in data the 

analyses. All participants meeting inclusion criteria were compensated with $1.75, funded 

through an internal grant provided by the Graduate Student Organization at Georgia Southern 

University. All participants in this study were recruited using the recruitment platform Prolific. 

To comply with recruitment strategies used by Prolific, two separate but identical surveys were 

published collecting both populations (active duty and veterans) individually. Once data were 

collected, all participant responses were consolidated. For both published surveys, potential 

participants read a brief study description and selected whether they were willing to participate.  

A total of 407 participant responses were obtained during data collection. Of the total 

participants, there was a wide range of years participants experienced active-duty service, 

ranging from less than one year to 42 years (M = 8.35, SD = 7.05). For the 320 veteran 

respondents, there was also a range of years since discharge from active duty service from less 
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than one year to 56 years (M = 16.74, SD = 13.10). This study sample also included a broad age 

range of participants ages ranging from 20 to 77 years (M = 42.73, SD = 13.65). See Table 1 for 

full demographic information. 

Table 1  

Demographic Characteristics of the Retained Sample  

 

Variable Frequency Percentage 

Military Status    

Active Duty Service Member  104 25.6% 

Veteran  303 74.4% 

Military Branch    

Air Force  112 27.5% 

Army 173 42.5% 

Marines 33 8.1% 

Navy 88 21.6% 

Combat Experience    

Yes  130 31.9% 

No  277 68.1% 

Gender Identity    

Cisgender Man 289 71.0% 

Cisgender Woman 108 26.5% 

Non-binary or Gender non-conforming  3 0.7% 

Transgender Man  2 0.5% 

Transgender Woman 1 0.2% 

Prefer not to say  1 0.2% 

Race / Ethnic Identity    

African American/Black  47 11.5% 

American Indian/Alaskan Native  4 1.0% 

Asian/Asian American  17 4.2% 

Bi-racial/Multi-racial  21 5.2% 

Hispanic/Latino(a) 26 6.4% 

White/Caucasian 286 70.3% 

Another race/ethnicity  6 1.5% 

Sexual Identity    

Asexual  6 1.5% 

Bisexual  25 6.1% 

Gay 11 2.7% 

Heterosexual/Straight 345 84.8% 

Lesbian 6 1.5% 

Pansexual 8 2.0% 

Queer 1 0.2% 

Prefer not to say 3 0.7% 
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Education Level    

High school graduate/GED equivalent 43 10.6% 

Some college  98 24.1% 

Graduated 2-year college  50 12.3% 

Graduated 4-year college  131 32.2% 

Master’s degree  72 17.7% 

Doctorate / Professional degree 12 2.9% 

Geographical Region Raised In    

Rural  162 39.8% 

Urban  242 59.5% 

Geographical Region Currently Living In    

Rural  130 31.9% 

          Urban  277 68.1% 

 

Measures  

 Participation materials for this study included an informed consent document, 

demographics questionnaire, and three self-report measures of shame, depression, and self-

compassion. These measures included the Center for Epidemiological Studies Depression Scale-

10 (CES-D-10), the External and Internal Shame Scale (EISS), and the Self-Compassion Scale - 

Short Form (SCS-SF). All self-report measures were publicly accessible or used with permission 

from the original authors.  

Demographics Form 

Participants completed a demographics form to gather basic demographic information 

such as age, gender identity, racial identity, sexual orientation, education level, geographic 

location, military status (e.g., active duty, veteran), military branch (e.g., Air Force, Army, 

Marines, Navy), years of active duty service, years since active duty service, and combat 

experience status. Geographic location was assessed using two demographic questions: (1) “How 

would you describe the geographical region you were predominantly raised in?” and (2) “How 

would you describe the geographical region you are currently living in?”  
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Center for Epidemiological Studies Depression Scale-10 (CES-D-10) 

The CES-D-10 is a shortened 10-item self-report measure created from the CES-D full 

20-item scale, assessing the intensity of depressive symptoms per the Diagnostic and Statistical 

Manual – 5 (DSM-5) criteria for Major Depressive Disorder (Andersen et al., 1994). Total scores 

range from 0 to 30, with higher scores indicating higher levels of depressed mood (Andersen et 

al., 1994; Quiñones et al., 2016). The CES-D is widely supported in clarifying Major Depressive 

Disorder symptoms and diagnosing depression in both general and military populations 

(Quiñones et al., 2016; Radloff, 1977). The CES-D-10 improves clinical utility and demonstrates 

good reliability and validity in various populations (Andersen et al., 1994, as cited in 

Björgvinsson et al., 2013). It demonstrates good internal consistency (Cronbach’s α = .89) and 

good construct validity through its correlation to other depression measures (Björgvinsson et al., 

2013; Quiñones et al., 2016; Radloff, 1977). In the current study, the CES-D-10 had good 

internal consistency (Cronbach’s α = .89). When comparing the full-scale CES-D to the CES-D-

10 in veteran populations, no meaningful benefit was found for using the full-scale CES-D 

instead of the CES-D-10 when screening veterans for depression (Quiñones et al., 2016).  

External and Internal Shame Scale (EISS) 

The EISS is an 8-item self-report measure evaluating respondents’ global sense of shame 

(Ferreira, 2022). This measure is the first to measure both external and internal shame and a 

global sense of shame under the biopsychosocial model. Responses on this scale range from 0 

(never) to 4 (always), with responses added to calculate a total score. Total scores range from 0 

to 32, with higher scores indicating higher levels of experienced shame. Items were created 

based on the core domains of both external and internal shame (inferiority/inadequacy, 

emptiness, sense of isolation, and criticism). The EISS has good internal consistency 
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(Cronbach’s α = .89) and reliability in assessing individuals’ global sense of shame (Ferriera, 

2022). In the current study, the EISS had good internal consistency (Cronbach’s α = .89). When 

compared to the Forms of Self-Criticizing and Self-Reassurance Scale (FSCRS), a strong 

negative link was found between the global sense of shame measured by the EISS and the self-

reassurance subscale of the FSCRS. Additionally, the EISS has good concurrent validity with a 

correlation to depressive symptoms (Ferriera, 2022). While this measure was initially tested in 

Portugal, prior literature shows evidence for the pancultural nature of shame (Saraiya & Lopez-

Castro, 2016; Sznycer et al., 2018). When tested across five different countries, the EISS 

maintained good reliability and validity (Matos et al., 2021). Based on these findings, the EISS is 

considered a reliable, valid, and cost-effective measure of individuals’ global sense of shame 

(Ferriera, 2022).  

Self-Compassion Scale – Short Form (SCS-SF) 

The SCS-SF is a 12-item self-report measure evaluating the general tendency to respond 

self-compassionately during difficult times (Matos et al., 2021; Neff et al., 2021). Responses on 

this scale range from 1 (almost never) to 5 (almost always), with participant responses averaged 

to create total average scores ranging from 1.00-2.49 (low self-compassion), 2.5-3.5 (moderate 

self-compassion), and 3.51-5.0 (high levels of self-compassion). The SCS-SF is derived from the 

long-form 26-item Self-Compassion Scale (SCS), which measures six main components of self-

compassion and demonstrates good internal consistency (Cronbach’s α = .93) and construct 

validity (Neff, 2003b). The SCS-SF demonstrates a nearly perfect correlation to the full SCS (r = 

.98), with a similar factor structure and almost no changes in the level of internal consistency 

(Cronbach’s α = .86), thus, making it a recommended cost-effective scale for research and 
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clinical practice (Raes et al., 2011). In the current study, the SCS-SF had good internal 

consistency (Cronbach’s α = .88). 

Procedures 

 Potential participants read a short study description listed through the platform Prolific. 

Interested participants selected a link leading them to a Qualtrics survey. Participants then read 

and affirmed their informed consent. After consenting to participate, participants completed the 

main assessment measures (CES-D-10, EISS, and SCS-SF) in random order using a 

counterbalanced design in Qualtrics to reduce order effects. Participants then completed a brief 

demographics questionnaire.  

After completing all study measures, participants read a debriefing statement reminding 

them of the study’s primary purpose, their rights as participants, the researcher’s contact 

information, and a code to receive compensation ($1.75) for their participation through the 

Prolific platform. Participants were also provided with accessible/free national mental health 

resources if they experienced any distress due to participating in this study.  
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CHAPTER 3 

RESULTS 

Preliminary Data and Bivariate Correlations  

 The mean participant scores for each survey measure (e.g., CES-D-10, EISS, SCS-SF) 

were compared to national response averages. Three one-sample t-tests were performed to 

evaluate whether a difference existed between the current study’s participants and the general 

population. The first t-test evaluated potential differences in participant CES-D-10 depression 

scores compared to average scores within general populations. The mean CES-D-10 scores of the 

study population (M = 10.81, SD = 6.96) were significantly higher than the scores of general 

populations (M = 4.4), t(402) = 17.63, p < .001 (Andersen et al., 1994). The second t-test 

evaluated potential differences in participant EISS scores compared to average scores within 

general populations. The mean EISS score of the study population (M = 11.75, SD = 6.69) was 

significantly higher than the average scores of civilian men (M = 7.99), t(403) = 11.31, p < .001 

(Ferreira, 2022). Only data for civilian men was compared because it was the primary data 

available at the time of this study. The last t-test evaluated potential differences in participants’ 

SCS-SF scores compared to average scores within general populations. The mean SCS-SF score 

of the study population (M = 3.08, SD = .78) was significantly higher than the scores of general 

populations (M = 2.79), t(402) = 7.52, p < .001 (Kotera & Sheffield, 2020).  

 The current study’s main variables, which included feelings of shame, depression, and 

self-compassion, were also analyzed using bivariate correlations. Please see the correlation 

matrix presented in Table 2 for reference of correlation coefficients. As anticipated, feelings of 

shame were significantly positively correlated to depression (r = .74, p < .01). In addition, there 

was a significant negative correlation between self-compassion and depression (r = -.67, p < 
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.01). Lastly, shame had a significant negative correlation with self-compassion (r = -.68, p < 

.01). All correlations aligned with expected hypotheses.  

Table 2  

Bivariate Correlations for Study’s Main Variables 

 

Variables  1 2 3 

1. Shame   --   

2. Depression  .74* --  

3. Self-Compassion -.68* -.67* -- 

Note: *Correlations significant at the .01 level  

 

Moderation Models  

 One moderation model was analyzed to determine whether levels of self-compassion 

impact the relationship between shame and depression. Additionally, three moderated-

moderation models were run to determine whether the relationship between feelings of shame 

and depression were impacted by gender identity and rurality status (e.g., raised in a rural area, 

currently living in a rural area).  

Self-Compassion Moderation Model  

 

 A moderation model analyzed using PROCESS macro (Model 1; Hayes, 2017) examined 

the impact of self-compassion on the relationship between feelings of shame and depression. 

Within this regression model, the focal predictor was feelings of shame, whereas self-

compassion served as the moderator and depression was the outcome variable. Please reference 

Table 3 below for regression statistics. The main and interactive effects accounted for 60% of the 

variance in depression, F(3, 392) = 194.06, p < .01. Within this model, the main effect for shame 

was positive and significant (b = .77, p < .01) and the main effect for self-compassion was 

inversely significant (b = -2.11, p < .01). Looking at multivariate interactions, the shame X self-
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compassion interaction (b = -.08, p = .06) was not significant. These scores suggest that self-

compassion did not moderate the relationship between shame and depression in the sample of 

active duty service members and veterans.  

Figure 1  

Self-Compassion Moderation Model  

 

 

 

 

 

 

 

 

 

 

 

 

Table 3 

Regression Statistics Feelings of Shame and Self-Compassion on Depression  

Variable b Std. Error t p LLCI ULCI 

Constant 10.75 2.04 5.28 .00 6.75 14.75 

Shame  .77 .13 6.00 .00 .52 1.02 

Self-Compassion -2.11 .55 -3.88 <.001 -3.19 -1.04 

Interaction Effect -.08 .04 -1.86 .06 -.16 .00 

 

Gender Identity Moderated-Moderation Model  

 To evaluate the potential impact of gender identity and self-compassion on the 

relationship between feelings of shame and depression, a moderated-moderation model was 

analyzed using PROCESS macro (Model 3; Hayes, 2017). This model is represented in Figure 2. 

This model examined the main effects of shame, self-compassion, and gender identity. In this 

model, multiple two-way and one three-way interaction effects were evaluated to account for any 
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variation in depression scores. For regression statistics for this model, see Table 4. Examining 

the total model, the main and interactive effects accounted for 60% variance in depression 

scores, F(7, 388) = 83.17, p < .01). The main effects for shame (b =.58, p = .05) and gender 

identity (b = -2.01. p = .52) did not show significant variance in depression scores. The main 

effect of self-compassion (b = -3.03, p = .02) was significant. For the two-way interactions, the 

shame X self-compassion interaction effect (b = -.02, p = .83), shame X gender identity 

interaction effect (b =.14, p = .50), and the self-compassion X gender identity interaction effect 

(b = .70, p = .45) did not account for any significant variance in depression scores. Lastly, no 

significant variance was explained in depression scores by the three-way interaction effect for 

shame X self-compassion X gender identity (b = -.04, p = .53), F(1, 388) = .40, p = .53. With no 

significant interaction effects, these findings suggest that neither gender identity nor self-

compassion were significant moderators in this model; thus, no further analyses were completed.  

Figure 2  

Gender Identity Moderated-Moderation Model  
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Table 4 

Multivariate Associations with Depression for Gender Identity   

Main Effects b Std. 

Error 

t p LLCI ULCI 

Shame  .58 .30 1.95 .05 -.00 1.17 

Self-Compassion -3.03 1.30 -2.33 .02 -5.58 -.47 

Gender Identity  -2.01 3.10 -.65 .52 -8.12 4.10 

 

Interaction Effects       

Shame x Self-Compassion  -.02 .10 -.21 .83 -.22 .17 

Shame x Gender Identity .14 .21 .68 .50 -.27 .55 

Self-Compassion x Gender Identity  .70 .92 .76 .45 -1.10 2.50 

Shame x Self-Compassion x Gender Identity  -.04 .07 -.63 .53 -.18 .09 

Note: Model R2 = .60  

 

Raised in a Rural Area Moderated-Moderation Model  

 

To evaluate the potential impact of being raised in a rural area and self-compassion on 

the relationship between feelings of shame and depression, a moderated-moderation model was 

analyzed using PROCESS macro (Model 3; Hayes, 2017). This model is represented in Figure 3. 

This model examined the main effects of shame, self-compassion, and being raised in a rural 

area. In this model, multiple two-way and one three-way interaction effects were also evaluated 

to account for any variation in depression scores. For regression statistics for this model, see 

Table 5. Looking at the total model, the main and interactive effects accounted for 60% variance 

in depression scores, F(7, 385) = 82.64, p < .01). When examining main effects specifically, 

main effects for self-compassion (b = -2.35, p = .21), and being raised in a rural area (b = -.33, p 

= .94) did not show significant variance in depression scores; however, the main effect for shame 

(b = 1.10, p = .02) was significant. For the two-way interactions, none accounted for significant 

variance in depression scores (shame X self-compassion interaction effect: b = -.18, p = .23; 

shame X being raised in a rural area interaction effect: b = -.20, p = .46; self-compassion X being 
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raised in a rural area interaction effect: b = .18, p = .87). Finally, no significant variance in 

depression scores was explained by the three-way interaction effect for shame X self-compassion 

X being raised in a rural area (b = -.06, p = .48), F(1, 385) = .49, p = .48. With no significant 

interaction effects, these findings suggest that neither being raised in a rural area nor self-

compassion were significant moderators in this model; thus, no further analyses were completed.  

Figure 3 

Raised in a Rural Area Moderated-Moderation Model  
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Table 5  

Multivariate Associations with Depression for Raised Rural Status   

Main Effects b Std. 

Error 

t p LLCI ULCI 

Shame  1.10 .46 2.40 .02 .20 2.00 

Self-Compassion -2.35 1.86 -1.26 .21 -6.01 1.31 

Raised Rural  -.33 4.17 -.08 .94 -8.53 7.84 

 

Interaction Effects       

Shame x Self-Compassion  -.18 .15 -1.19 .23 -.47 .12 

Shame x Raised Rural  -.20 .27 -.74 .46 -.72 .33 

Self-Compassion x Raised Rural  .18 1.12 .16 .87 -2.01 2.37 

Shame x Self-Compassion x Raised Rural .06 .09 .70 .48 -.11 .23 

Note: Model R2 = .60  

 

Currently Living in a Rural Area Moderated-Moderation Model  

 

To evaluate the potential impact of currently living in a rural area and self-compassion on 

the relationship between feelings of shame and depression, a moderated-moderation model was 

analyzed using PROCESS macro (Model 3; Hayes, 2017). This model is represented in Figure 4. 

This model examined the main effects of shame, self-compassion, and currently living in a rural 

area. In this model, multiple two-way and one three-way interaction effects were also evaluated 

to account for any variation in depression scores. For regression statistics for this model, see 

Table 6. The main and interactive effects accounted for 60% variance in depression scores, F(7, 

388) = 83.32, p < .01). When examining main effects specifically, main effects for shame (b 

=.67, p = .20), self-compassion (b = -3.45, p = .08), and currently living in a rural area (b = -2.61, 

p = .54) did not show significant variance in depression scores. Examining the two-way 

interactions, the shame X self-compassion interaction effect (b = -.08, p = .65), shame X 

currently living in a rural area interaction effect (b = .06, p = .83), and the self-compassion X 

currently living in a rural area interaction effect (b = .82, p = .47), also did not account for any 
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significant variance in depression scores. Finally, no significant variance was explained in 

depression scores by the three-way interaction effect for shame X self-compassion X currently 

living in a rural area (b = -.00, p = .99), F(1, 388) = .0001, p = .99. With no significant 

interaction effects these findings suggest that neither currently living in a rural area nor self-

compassion were significant moderators in this model; thus, no further analyses were completed.  

Figure 4  

Currently Living in a Rural Area Moderated-Moderation Model  

 

 

 

 

 

 

 

 

 

 

Table 6  

Multivariate Associations with Depression for Currently Rural Status   

 

Main Effects b Std. 

Error 

t p LLCI ULCI 

Shame  .67 .53 1.27 .20 -.36 1.70 

Self-Compassion -3.45 1.96 -1.76 .08 -7.30 .40 

Currently Rural -2.61 4.24 -.62 .54 -10.95 5.72 

 

Interaction Effects       

Shame x Self-Compassion  -.08 .17 -.45 .65 -.42 .26 

Shame x Currently Rural  .06 .29 .22 .83 -.52 .64 

Self-Compassion x Currently Rural  .82 1.14 .72 .47 -1.43 3.07 

Shame x Self-Compassion x Currently Rural   -.00 .10 -.01 .99 -.19 .19 

Note: Model R2 = .60  
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CHAPTER 4 

DISCUSSION 

Review of Purpose  

 The goal of this study was to investigate how self-compassion may impact the 

relationship between shame and depression in U.S. military populations (active duty service 

members and veterans). This analysis was intended to determine if self-compassion serves as a 

protective factor for depression within this population. It was my hope that this project could 

assist in providing evidence of effective treatment for military populations who are experiencing 

feelings of shame and depression. By completing this study, the following questions were 

examined: (a) Are feelings of shame significantly related to feelings of depression within 

military populations? (b) Is self-compassion negatively related to feelings of shame and 

depression within military populations? (c) Does self-compassion moderate the relationship 

between feeling shame and depression?  

Preliminary Data  

 A significant increase was found in participant’s depression, shame, and self-compassion 

levels when the study’s data was compared to average civilian scores on the study’s three 

assessment measures for each construct. Specifically, the study population’s responses indicated 

higher levels of depression, shame, and self-compassionate traits than what has been previously 

found in civilian populations. These findings appear to contrast some existing depression 

literature, which states there is little difference in levels of depression in military populations 

compared to civilian populations (Gould et al., 2015; Jackson et al., 1999). However, some 

literature has supported these findings of military populations experiencing higher rates of 

depression (Flor et al., 2023; Hoerster et al., 2012). Few studies have examined potential 
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differences in shame and self-compassion levels in the military compared to civilian populations. 

Examining these results suggests a greater need to understand the specific factors that may be 

influencing higher rates of depression within military populations. Additionally, with this study 

being one of the first to compare the military population’s scores of shame and self-compassion 

to civilian populations, future research may benefit from continuing to explore these findings to 

see if they can be supported in other military samples.  

Correlations  

Shame and Depression  

 A significant, positive relationship was found between feelings of shame and depression, 

supporting the first hypothesis. Specifically, within the study population, individuals who 

indicated stronger feelings of shame also reported stronger feelings of depression. This finding is 

consistent with previous literature on the positive relationship between shame and depression 

within both civilian and military populations (Alvarez, 2019; Boring et al., 2021; Bryan et al., 

2013; Cândea & Szentagotai-Tatar, 2018; Ferreira et al., 2022). Examining these results suggests 

a need to better understand the relationship between shame and depression within this 

population. Future research could further investigate this relationship by exploring specific 

contexts of shame that are most closely linked to depression within this population. For example, 

future studies may investigate whether military personnel are more likely to experience 

depressive symptoms following shame related to childhood trauma/complex trauma compared to 

shame related to combat-related moral injury. This exploration may help researchers and 

clinicians obtain a better idea of who is more likely to potentially experience depressive 

symptoms and may provide further evidence for why this relationship is observed within this 

population. Additionally, due to the assessment measures used for this study, only broad, general 
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levels of shame were measured for participants. Future studies may benefit from exploring 

potential differences in internal and external shame experiences within military populations, as 

previous literature on civilian populations shows external shame is more strongly linked to 

depression than internal shame (Proeve et al., 2018).  

Self-Compassion and Depression  

 In support of the study’s second hypothesis, depression was significantly, inversely 

related to self-compassion within military populations. Specifically, individuals reporting higher 

levels of depression also reported lower levels of self-compassion. This finding is consistent with 

previous literature on the protective effects of self-compassion on emotion dysregulation and 

depression (Fauvel et al., 2021; Johnson & O’Brien, 2013; Kearney et al., 2013). Further 

research would be beneficial to better understand this inverse relationship. Specifically, future 

studies may examine how domains of self-compassion impact this relationship differently. The 

current study examined individuals’ global self-compassion scores but did not investigate the 

different domains of self-compassion specifically. Previous literature identified the three 

domains of self-compassion as self-kindness, common humanity, and mindfulness (Neff, 2003b). 

Investigating how these factors may influence depression individually may be helpful for future 

clinicians and researchers to determine moderating factors further strengthening this relationship 

so that preventative methods utilizing self-compassion for depression can be developed.  

Self-Compassion and Shame  

 Self-compassion was also significantly, inversely correlated to feelings of shame. This 

relationship indicates that individuals experiencing higher levels of self-compassion also 

reported lower levels of shame. This study provides further evidence for this relationship, which 

is shown in previous literature investigating shame and self-compassion (Callow et al., 2021; 
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Forkus et al., 2019). Future studies could further investigate this relationship by examining how 

the three specific pillars of self-compassion (i.e., self-kindness, common humanity, mindfulness) 

may interact with specific aspects of shame (e.g., internal shame, external shame) within this 

population to develop further self-compassionate treatment interventions that can specifically 

target aspects of shame most often experienced by active duty military personnel and veterans. 

Such studies would also be beneficial in finding potential avenues to decrease mental health 

stigma and better foster compassionate environments to promote self-compassion within military 

communities.   

Moderated Effects of Self-Compassion  

 Unlike the significant correlations found between shame, depression, and self-

compassion, which were consistent with the study’s expectations for Hypotheses 1 and 2, the 

results of testing for Hypothesis 3 were not found to be upheld. Self-compassion did not 

significantly moderate the relationship between shame and depression. Participant’s self-

compassion levels did not change the relationship between scores on the shame and depression 

measures of this study. As few previous studies examined the moderating effects of self-

compassion in military populations, this study is one of the first to search for a possible 

significant moderating effect within this population. Currently, little is known why this 

relationship was not significant, as previous studies have found self-compassion to be a 

significant moderator for the relationship between shame and depression (Callow et al., 2021; 

Forkus et al., 2019; Sick et al., 2020).  

One potential explanation for the nonsignificant findings is the participant’s stress levels 

while completing the survey measures. Military populations face many unique stressors 

compared to civilian populations, including separation from family, leadership climate, cultural 
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ambiguity, combat exposure, and social support (Campbell & Nobel, 2009). Some literature 

shows the protective effects of self-compassion on depression is significantly impacted by 

participants’ perceived levels of stress (Callow et al., 2021; Luo et al., 2019; Raes, 2011; 

Salinger & Whisman, 2021). Thus, participants’ stress levels while completing the survey 

measures may have impacted the significance of self-compassion as a protective factor against 

depression within this study. Participants’ stress levels were not examined in the current study.  

Another potential explanation for the nonsignificant findings may be the differences 

between participants’ internal and external shame-related distress. Specifically, while external 

shame is primarily focused on external perceptions of oneself, depression and self-compassion 

can be conceptualized as internal processes that exist outside of external factors (Callow et al., 

2021; Ferreira et al., 2022; Proeve et al., 2018; Salinger & Whisman, 2021). Thus, some 

researchers suggest that due to its internal focus, self-compassion may be a more effective 

moderator for internal shame compared to external shame when protecting against depression 

(Neff, 2003a; Pinto-Gouveia et al., 2013; Zhang et al., 2018). If the study’s population was 

experiencing more external shame (which may be likely given the stressful nature of military 

environments), this may explain why the moderating effect of self-compassion was not found to 

be significant in the current study. Further research is needed to explain whether differences in 

internal and external shame experiences affect the significance of self-compassion’s moderating 

effects within a military population.  

Lastly, the trait-stability of the Self-Compassion Scale – Short Form (SCS-SF) may also 

explain why self-compassion was not a significant moderator within this study. The self-

compassion scores incorporated in this study’s moderation analysis were based on participants’ 

scores related to global self-compassionate traits, which would be considered relatively stable. 
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Previous literature finding self-compassion to significantly moderate the relationship between 

shame and depression focused specifically on self-compassionate practices and how they impact 

shame and depression-proneness (Johnson & O’Brien, 2013). This suggests that the act of 

engaging in self-compassion may be more impactful than just holding self-compassionate traits. 

Thus, more research is needed to gain a deeper understanding of how different aspects of self-

compassion (e.g., self-kindness, common humanity, mindfulness) or engaging specific self-

compassionate practices (e.g., loving-kindness, affectionate breathing, letter writing) may change 

the significance of self-compassion’s moderating effect on the relationship between shame and 

depression.  

Gender Identity Differences/Gender Identity Considerations  

 A moderated moderation was used to examine how participants’ gender identity may 

impact the relationship between shame and self-compassion.  The results indicated gender 

identity did not have significant moderating effects on the relationship between shame, self-

compassion, and depression. Previous literature indicated that identifying as a woman in the 

military related to an increased risk for depression and feelings of shame related to fitting into 

traditionally masculine cultural norms compared to those identifying as men (Bell et al., 2014; 

Goldstein et al., 2017; Gould et al., 2015; Herbert, 1998; Maguen et al., 2010). Additionally, a 

previous study examining the unique experiences of military veterans identifying as transgender 

indicated that military experiences of discrimination are related to increased internalized 

minority stress (e.g., internal feeling of shame) and suicidal ideation (Tucker et al., 2019). 

Overall, very few studies have examined gender differences in shame, self-compassion, and 

depression in the military population. The non-significant findings of this current study may be 

due to the sample size, consisting largely of individuals identifying as cisgender men (71%), 
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limiting the potential for variations based on gender identity. In future studies, it would be 

beneficial to gather more information related to the unique experiences of women and other 

traditionally marginalized gender identities within the military. It would also be helpful for future 

studies to focus on the potential protective effects of self-compassion within specific gender 

minority military populations to obtain a greater understanding of how self-compassion practices 

may be beneficial in fighting against shame and depression related to one’s experiences of 

gender identity discrimination.  

Rurality Differences/Rurality Considerations  

 To address aim two of this study, two additional moderated moderations were used to 

examine how past rurality status and current rurality status impact the relationships between 

shame, depression, and self-compassion. When analyzing the results of this study, rurality status 

(both past and current) did not have any significant impact on the relationships between shame, 

depression, and self-compassion. While there are differences in lived experiences between rural 

and urban areas, with veterans living within rural areas often experiencing increased difficulties 

related to accessing mental health care, this nonsignificant finding is consistent with prior 

literature finding no differences between depression rates of rural compared to urban populations 

(Bommersbach et al., 2021; Probst, 2006). Despite there being no significant findings, self-

compassion is largely understudied within rural populations. Future studies may benefit from 

gaining more insight into the unique experiences of military personnel living in rural areas. 

Specifically, it may be important to ask individuals about their experiences with shame and self-

compassion and explore any differences in rural vs. urban populations. Obtaining this 

information might be beneficial to obtain a holistic view of any potential relationships between 

rurality status, shame, depression, and self-compassion.  
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Limitations  

Methodological Concerns  

There were some notable limitations related to the study’s design. Specifically, survey 

measures used to collect participant responses for the three main variables (e.g., shame, 

depression, self-compassion) were based on participants’ self-report. Specifically, limitations 

related to social desirability bias may have impacted study results as participants may attempt to 

maintain a positive self-image, especially when responding to questions related to more socially 

sensitive topics within military populations, such as shame and depression (King & Burner, 

2000; Thunholm, 2001; Van de Mortel et al., 2008). For example, study participants may have 

underreported experiences of shame or depression and overemphasized their own self-

compassionate traits due to stigma surrounding mental health concerns and intense expectations 

to cope with stress within military culture. Additionally, this study’s cross-sectional and 

correlational nature may serve as a shortcoming as these designs have inherent limitations on 

timeframes, conclusion inferences, and the possibility of unknown confounding variables. Lastly, 

utilizing binary measures of past and current rurality status limits expanding such findings as 

such binary measures do not capture the unique experiences of individuals living in rural areas. 

For example, it would be useful to use more in-depth measures of rurality status to capture 

potentially important variables such as geographical isolation, mental health stigma, or familial 

cultural values within the conceptualization of past or current rural experiences. The binary 

measures of rurality may also serve as a limitation due to potential variations in what responders 

consider to be rural or urban. For example, there may be potential differences in what someone 

raised in a rural area considers to be urban compared to someone raised in an urban area.  
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Recruitment  

 Another limitation of this study was recruiting participants through the platform Prolific. 

Prolific is still a relatively new recruitment platform; thus, more information may be needed 

related to its strengths and limitations. Most participants in this study (74%) identified as U.S. 

military veterans. Additionally, most study participants identified as white (70%), straight (84%), 

cisgender men (71%). When considering the lack of diversity in this study’s population, it is 

important to note that the study results may differ with more racial, sexual orientation, or gender 

diversity within the study sample. Additionally, the average age (44) and birth year (1978) of 

military personnel within this sample suggests the average participant would most likely have 

been involved in the Global War on Terror (GWOT), including Operation Enduring Freedom 

(OEF) and Operation Iraqi Freedom (OIF) conflicts. Thus, this is an important limitation to the 

study’s generalizability to other eras of U.S. active-duty service members and veterans.  

Clinical Implications  

While self-compassion did not significantly moderate the relationship between shame and 

depression within this population of active duty service members and veterans, the significance 

of the study’s main effects provides important considerations for protecting against depressive 

symptoms within military populations. Specifically, the significant correlation between shame 

and depression further bolsters evidence of the role shame plays in the development of 

depressive symptoms within this population. When clinicians are treating military personnel with 

depression, it may be beneficial to ask specific questions related to their unique shameful 

experiences. Specifically, there may be differences between treatment outcomes for internalized 

compared to externalized shame.  In addition to implications from the study’s main effects, 

important clinical implementations can also be gathered from comparing the study populations’ 
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mean scores on shame, depression, and self-compassion measures to those of the general 

(civilian) population. Specifically, this study found that, on average, active duty service members 

and veterans report higher levels of these experiences and traits on the CES-D-10, EISS, and 

SCS-SF measures than civilian populations (i.e., those used in the norming of these measures). 

These findings are important for clinicians and healthcare providers to be aware of when 

working with active-duty military personnel and veterans as they highlight the unique 

experiences held within this population. It may be beneficial for clinicians to proactively work 

with veterans to protect against feelings of shame and depression, as this population appears to 

be at higher risk for these experiences.  

Future Directions  

 This study provided further evidence for a significant, positive relationship between 

shame and depression. Future research should expand the literature on this relationship, 

specifically within military populations, and examine other potential interventions or factors that 

strengthen or weaken this relationship. Specifically, future studies may benefit from examining 

how pre-military experiences (e.g., childhood/complex trauma) and active duty experiences (e.g., 

moral injury) related to feelings of shame may impact this relationship. Additionally, further 

study of potential differences in the effectiveness of self-compassion practices with internal 

compared to external shame would be helpful in further examining other potential factors 

influencing the significant, negative relationship found between shame and self-compassion 

within this study. A significant and inverse relationship was also found between self-compassion 

and depression. Due to the limitations related to diversity in the present sample, further studies 

may benefit from examining diverse active duty and veteran samples to determine if this inverse 

relationship is generalizable to a broader population. While self-compassion did not significantly 
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moderate the findings within this sample, future research may benefit from investigating whether 

engaging in specific self-compassion practices (e.g., affectionate breathing, letting writing, 

loving kindness) moderates the relationship between shame and depression. It may also be useful 

to investigate what specific aspects of mindfulness (e.g., common humanity, mindfulness, self-

kindness) may increase or decrease the relationship between shame and depression. Lastly, 

although rurality status was not significantly associated with shame or depression in the current 

study, there is limited available research on military populations’ unique experiences with shame 

and depression within rural areas. Future literature could examine culturally relevant factors that 

may impact the experiences of shame and depression for veterans in rural areas.  
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APPENDIX A 

DEMOGRAPHICS SURVEY 

How old are you? (Fill in) _____________ 

 

What year were you born in? (Fill in) ____________  

 

What is your gender?  

Cisgender Man 

Cisgender Woman 

Gender Queer  

Non-binary or gender non-conforming  

Transgender Man  

Transgender Woman  

Prefer not to say  

Prefer to self-describe: (Fill in) ____________  

 

What race/ethnicity do you identify with the most?   

African American / Black  

American Indian / Alaskan Native  

Asian / Asian American  

Bi-Racial / Multi-Racial  

Hispanic / Latino(a)  

Native Hawaiian / Pacific Islander  

White / Caucasian  

Another Race / Ethnicity: (Fill in) ____________ 

 

What is your sexual orientation?  

Asexual  

Bisexual  

Gay  

Heterosexual / Straight  

Lesbian  

Pansexual  

Queer  

Prefer not to say  

Prefer to self-describe: (Fill in) ____________  
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What is the highest grade or level of school that you have completed?  

Middle School (Grades 6-8)  

Some high school  

High School Graduate / GED Equivalent  

Some College  

Graduated 2-year College  

Graduated 4-year College  

Masters Degree  

Doctorate / Professional Degree  

 

How would you describe the geographical region you were predominantly raised in?  

Rural  

Urban  

 

How would you describe the geographical region you are currently living in?  

Rural  

Urban  

 

What branch of the United States military are you actively serving in / have actively served in?  

Air Force  

Army  

Marines  

Navy  

 

How many years did you serve as active duty in the United States armed forces? If you are 

currently still on active duty, how many years have you served? (Fill in) ____________ 

 

If you are no longer active duty in the United States armed forces, how many years have you 

been discharged? (Fill in) ____________ 

 

During your time actively enlisted in the armed forces were you / have you been exposed to 

combat?  

Yes  

No  
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