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Suffering is an inevitable part of life. We are born having just few certainties; bitterly, 
one of them is that we will soon or later experience emotional pain. The way people 
deal with this pain will partly determine how much they will suffer during their life-
span. When confronted with a painful or difficult situation, it is not uncommon to 
respond harsh towards ourselves: ‘I should have known better’, ‘I am so weak’, 
‘stupid of me’. These critical responses reinforce negative feelings, many times 
making us believe that we are not good enough, that we are a failure. 

There is an alternative way of responding in those instances of pain and 
difficulties. It is called self-compassion, a challenging concept but surely worth the 
try. Compati is the Latin word for compassion and it means ‘to suffer with’. 
Accordingly, self-compassion encompasses to kindly accompany oneself when 
suffering. Imagine your close friend just finished a long-term relationship with an 
important partner. How would you act towards your friend? What would you say or 
do? Now suppose that you just finished a long-term relationship with whom you 
thought was the love of your life. How would you act towards yourself? What would 
you think or do? That desire of wanting to comfort and help your friend to come 
through is called compassion. If you are likewise kind towards yourself when it is you 
who is suffering, you are experiencing self-compassion.                                                  

In the last decade, the western world has moved its attention towards self-
compassion and there is now compelling evidence supporting its benefits for 
psychological functioning. Surprisingly, little attention has been giving to its 
assessment. In addition, research examining how self-compassion associates to very 
closely constructs, such as mindfulness and compassion for others, is limited. 
Furthermore, a large majority of research on self-compassion has being conducted 
using cross-sectional methodologies, so not much is known about the benefits of 
self-compassion for future psychological wellbeing and which variables interact with 
self-compassion to predict future wellbeing. In an effort to fill in these gaps, this 
study will explore the measurement of self-compassion, as well as its association to 
mindfulness and compassion for others, and under which circumstances self-
compassion is more or less beneficial for (future) psychological wellbeing. 

Self-compassion 
The most commonly used conceptualization of self-compassion in research literature 
is a three-component model proposed by Kristin Neff (2003a) based on social 
psychology and Buddhist tradition. In this model self-compassion is understood as an 
attitude that is relevant to every personal experience of suffering, such as painful 
situations, perceived flaws, failures or inadequacies, and that contains three 
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interacting components: (1) self-kindness versus self-judgment, (2) a sense of 
common humanity versus isolation, and (3) mindfulness versus over-identification. 
Self-kindness denotes treating oneself with tenderness, warmness and 
understanding in the face of suffering rather than with harshness and self-judgment. 
Therefore, this involves using a soft and supportive tone of language towards the 
self, accepting the failures and inadequacies rather than responding to them with 
criticism, and being soothing and comforting to the self in difficult situations. A sense 
of common humanity refers to seeing one’s failures and painful experiences as part 
of the large human condition. That is, realizing that all the people suffer rather than 
feeling isolated. A sense of connectedness with others can then be developed from 
the recognition of suffering as a shared human condition. The mindfulness 
component involves maintaining a balance awareness of the painful experiences 
instead of ignoring or over-identifying with painful thoughts and emotions.  

A different conceptualization was proposed by Paul Gilbert (2010) from an 
evolutionary approach, where self-compassion is understood as involving a range of 
thoughts, feelings and behaviours that aim to protect, reassure, soothe and take 
care of oneself. This model is based on the theoretical assumption that there are 
three types of systems that regulate our emotions: (1) the threat and protection 
system is in charge of responding to threats with the generation of emotions like 
anxiety, anger, or disgust, which induce behavioral reactions of defense, escape or 
submission, (2) the drive and excitement system provides positive emotions that 
guide individuals to pursue their desires and goals (e.g., food, sex, status, material 
possessions), and the (3) contentment-soothing system provides positive emotions 
of wellbeing, calmness, and peacefulness, that are experienced when individuals are 
not threatened or pursuing their desires/goals. Self-compassion is conceptualized as 
being related to the contentment-soothing system, which is developed early in life 
through attachment relationships (e.g., parent-child relationship). The caring 
behavior of the attachment figures helps individuals to create experiences and 
emotional memories of safeness and affiliation that become available later in life in 
times of stress (Gilbert & Procter, 2006). So far, research has mainly focus on the 
conceptualization of self-compassion proposed by Neff, with less studies exploring it 
based on Gilbert’s definition. 

Assessment of self-compassion 
Based on the three-component model of self-compassion, Neff (2003b) developed a 
self-report questionnaire to measure levels of self-compassion, the Self-Compassion 
Scale (SCS). This questionnaire asks individuals to rate in a scale from 1 (almost 

never) to 5 (almost always) each of its 26 items that measure self-kindness, a sense 
of common humanity, and mindfulness, as well as its opposite, self-judgment, 
isolation, and over-identification. Therefore, this scale contains items framed in a 
positive way (e.g., ‘I am kind towards myself’) and items framed in a negative way 
(e.g., ‘I am judgmental towards myself’). Usually, the scores of each of these positive 
and negative items are summed up to obtain a total score that indicates levels of 
self-compassion. The SCS is the most widely used questionnaire to measure self-
compassion in research. Thus, the vast majority of empirical evidence regarding the 
relationship between self-compassion and psychological functioning rely on this 
scale.  

Unfortunately, the SCS presents a series of important pitfalls. First, because of its 
negative items it does not only measures self-compassion but also measures self-
criticism. However, self-compassion and self-criticism are not the same. In fact, they 
involve different affective processes and thus, should not be measured together as 
one. Second, the SCS contains items that measure mindfulness. Self-compassion and 
mindfulness are closely related but they are not the same, and again, should not be 
measure together. The problem of including items of self-criticism and mindfulness 
in a questionnaire that aims to measure self-compassion, is that when exploring the 
association of self-compassion with other psychological processes (e.g., depression) 
it is not possible to know if the resulting association is due to levels of self-
compassion or alternatively, to levels of self-criticism or mindfulness. The need of 
new assessment tools to measure levels of self-compassion is evident. For the 
development of these tools it would be crucial to ensure that self-compassion is 
measured distinctly from self-criticism and mindfulness.  

Self-compassion and psychological wellbeing  
Many studies have explored the relationship of self-compassion with psychological 
wellbeing. Results from these studies suggest an important link, with self-
compassion being related to less anxiety and depression (MacBeth & Gumley, 2012), 
greater happiness, optimism and positive affect (Neff, Rude, & Kirkpatrick, 2007), 
greater feelings of social connectedness and life satisfaction (Neff et al., 2007; Neff, 
2003b), among other benefits. Furthermore, the benefits of self-compassion are 
being studied in a variety of populations, including community adults and 
adolescents, as well as individuals suffering from health or mental problems, as for 
example patients with cancer or alcohol abuse (Brooks, Kay-Lambkin, Bowman & 
Childs, 2012; Przezdziecki et al., 2013).  
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The current study and overview of the chapters 
This thesis aims to expand the understanding of self-compassion by addressing 
topics that have been overlooked in past research. We will focus on the assessment 
of self-compassion, its association with other closely related psychological processes 
(i.e., mindfulness and compassion for others), and under which circumstances self-
compassion is more or less beneficial for psychological wellbeing. 

In Chapter 2 we will examine the validity and reliability of the most widely used 
self-report questionnaire to assess self-compassion, the Self-Compassion Scale (SCS; 
Neff, 2003b). Almost all research on self-compassion has relied on this 
questionnaire, and thus testing its psychometrics properties is urgently needed.  

To gain a better understanding of the association between self-compassion and 
mindfulness, in Chapter 3 we will explore their unique and combined effects in the 
prediction of positive and negative indicators of psychological wellbeing (i.e., 
depressive symptoms, negative affect, and positive affect). In Chapter 4 we will 
investigate how much self-compassion and compassion for others resemblance each 
other by examining their levels and whether these vary among different 
demographic groups. Also we will explore how they relate to psychological wellbeing 
(i.e., depressive symptoms, negative affect, and positive affect).  

In order to understand under which circumstances self-compassion may be more 
beneficial for individuals’ wellbeing, we explore whether it interacts with other 
processes to further predict wellbeing. Therefore, in Chapter 5 we will test whether 
self-compassion predicts future depressive symptoms and if the experience of stress 
moderates this relationship. Additionally, in Chapter 6 we will explore whether self-
compassion and self-coldness interact with each other to predict depressive 
symptoms. Finally, and as an answer to the need for more tools to assess self-
compassion, in Chapter 7 we will develop and pilot test a new self-report 
questionnaire that seeks to overcome limitations of the SCS.   

In the general discussion (Chapter 8), we will present the main findings of this 
thesis and its theoretical and clinical implications. Further, an overview of the main 
strengths and limitations will be given, as well as directions for the advancement of 
future research. As an end note of this work, a brief concluding remark will be 
depicted.  
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Abstract 
The Self-Compassion Scale (SCS) is currently the only self-report instrument to 
measure self-compassion. The SCS is widely used despite the limited evidence for 
the scale’s psychometric properties, with validation studies commonly performed in 
college students. The current study examined the factor structure, reliability, and 
construct validity of the SCS in a large representative sample from the community. 
The study was conducted in 1736 persons, of whom 1643 were included in the 
analyses. Besides the SCS, data was collected on positive and negative indicators of 
psychological functioning, as well as on rumination and neuroticism. Analyses 
included confirmatory factor analysis (CFA), exploratory factor analysis (EFA), and 
correlations. CFA showed that the SCS’s proposed six-factor structure could not be 
replicated. EFA suggested a two-factor solution, formed by the positively and 
negatively formulated items respectively. Internal consistency was good for the two 
identified factors. The negative factor (i.e., sum score of the negatively formulated 
items) correlated moderately to strongly to negative affect, depressive symptoms, 
perceived stress, as well as to rumination and neuroticism. Compared to this 
negative factor, the positive factor (i.e., sum score of the positively formulated 
items) correlated weaker to these indicators, and relatively more strongly to positive 
affect. Results from this study do not justify the common use of the SCS total score 
as an overall indicator of self-compassion, and provide support for the idea, as also 
assumed by others, that it is important to make a distinction between self-
compassion and self-criticism.   
 
  

 
 

Introduction  
In recent years, there has been a growing research interest in the concept of self-
compassion, particularly as an outcome of mindfulness-based interventions (Birnie, 
Speca, & Carlson, 2010; Keng, Smoski, Robins, Ekblad, & Brantley, 2012), and more 
recently compassion-based interventions (Gilbert, 2010; Jazaieri et al., 2012; Neff & 
Germer, 2012). The cultivation of a mindful, nonjudgmental, compassionate attitude 
is assumed to be a key mechanism that may explain the benefits of these 
interventions for improvements in psychological outcomes (Kuyken et al., 2010). 
Self-compassion is typically assessed by the Self-Compassion Scale (SCS) (Neff, 
2003b), as this is currently the only self-report questionnaire available for measuring 
self-compassion. However, evidence regarding its psychometric properties is limited, 
particularly as it has been mostly tested in college students. Therefore, the aim of 
this study was to examine the psychometric properties of the SCS in a large 
representative sample from the general population. 

(Self)-compassion can be regarded as the recognition of distress or suffering and 
the desire to alleviate it (Jazaieri et al., 2012).  The definition of Neff (2003a) is the 
most commonly used within research literature. According to Neff (2003a), self-
compassion includes three components: self-kindness - treating oneself with 
tenderness and understanding when facing suffering rather than with harshness and 
self-judgment - a sense of common humanity - seeing one’s failures as part of the 
human condition rather than feeling isolated - and mindfulness - having a balanced 
awareness of the present experience instead of over-identifying with painful 
thoughts and emotions.  

There is a growing body of evidence that supports the benefits of self-
compassion for subjective wellbeing. A recent meta-analysis found a large effect size 
for a negative relationship between self-compassion and psychological symptoms 
(i.e., stress, anxiety and depression), with higher levels of self-compassion being 
strongly associated with lower levels of symptoms (MacBeth & Gumley, 2012). 
Besides its association with the presence of psychological symptoms, self-
compassion has been moderately positively related to the experience of positive 
affect (Neff, Rude, & Kirkpatrick, 2007).  

Most studies on self-compassion measure the concept with the Self-Compassion 
Scale (Neff, 2003b). This 26-item questionnaire was developed based on Neff’s 
(2003a) definition of self-compassion, as described previously. Each of the three 
components, i.e., self-kindness, common humanity, and mindfulness, is measured by 
both positively and negatively formulated items. In the original study, Neff (2003b) 
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tenderness and understanding when facing suffering rather than with harshness and 
self-judgment - a sense of common humanity - seeing one’s failures as part of the 
human condition rather than feeling isolated - and mindfulness - having a balanced 
awareness of the present experience instead of over-identifying with painful 
thoughts and emotions.  

There is a growing body of evidence that supports the benefits of self-
compassion for subjective wellbeing. A recent meta-analysis found a large effect size 
for a negative relationship between self-compassion and psychological symptoms 
(i.e., stress, anxiety and depression), with higher levels of self-compassion being 
strongly associated with lower levels of symptoms (MacBeth & Gumley, 2012). 
Besides its association with the presence of psychological symptoms, self-
compassion has been moderately positively related to the experience of positive 
affect (Neff, Rude, & Kirkpatrick, 2007).  

Most studies on self-compassion measure the concept with the Self-Compassion 
Scale (Neff, 2003b). This 26-item questionnaire was developed based on Neff’s 
(2003a) definition of self-compassion, as described previously. Each of the three 
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found that the positively and negatively formulated items formed separate factors 
rather than one: self-kindness versus self-judgment, common humanity versus 
isolation, and mindfulness versus over-identification. As a result, Neff proposed a six-
factor structure with one higher-order factor of self-compassion (2003b). Thus, the 
SCS contains six subscales that can be added to obtain a total score of self-
compassion. Most researchers use this total score as an indicator of self-compassion.  

Some studies have tested by confirmatory factor analysis (CFA) the SCS’s factor 
structure revealing mixed findings. One study confirmed the six-factor structure with 
a higher-order factor of self-compassion in a sample of students (Garcia-Campayo et 
al., 2014). Other studies replicated the six-factor structure, but could not find 
evidence for a higher-order factor among community samples (Hupfeld & Ruffieux, 
2011; Petrocchi, Ottaviani, & Couyoumdjian, 2013), indicating that the six subscales 
cannot be summed into an overall score of self-compassion. In a recent study, 
however, none of the models could be replicated, neither in a sample of meditators, 
nor in depressed patients and adults from the community (Williams, Dalgleish, Karl, 
& Kuyken, 2014). This latter study also tested by CFA a single factor model where all 
items loaded into one overall self-compassion factor, but failed to find an acceptable 
fit. Results are more consistent regarding the scale’s reliability, with studies 
demonstrating a high internal consistency of the total scale, and sufficient to good 
internal consistency of the subscales among college students (Neff, Pisitsungkagarn, 
& Hsieh, 2008; Neff, 2003b). Finally, regarding the convergent validity, the SCS total 
score has been related to measures of self-esteem, neuroticism, and rumination, 
considered to be theoretically related constructs. In student samples, a strong 
positive relationship has been observed with self-esteem as well as strong negative 
relationships with rumination and neuroticism (Neff, 2003b; Neff et al., 2007). Also, 
there is evidence that Buddhist practitioners of Vipassana mediation report more 
self-compassion than college students (Neff, 2003b). However, the large 
demographic differences between these two groups prevent drawing a firm 
conclusion on this finding.  

Given that the SCS was developed using a student sample and its psychometric 
properties have been commonly tested in college students, we conducted a study 
among community adults to test its psychometric qualities. Firstly, we examined the 
factor structure of the SCS using CFA, testing whether we could replicate the 
(hierarchical) six-factor structure, as suggested by Neff (2003b). In case the CFA 
failed to support the six-factor structure, we intended to perform an exploratory 
factor analysis (EFA) to explore the SCS factorial structure. Secondly, we evaluated its 

 
 

reliability in terms of internal consistency. Thirdly, to explore the scale’s construct 
validity, we examined the relationships between the SCS and self-report measures of 
positive and negative affect, depressive symptoms, and perceived stress, as well as 
with the assumed theoretically related constructs of rumination and neuroticism.  

 

Method 
Sample and procedure  
This study is part of a research on quality of life, mindfulness and related constructs 
including self-compassion. This research was approved by the medical ethical 
committee of the University Medical Center of Groningen, The Netherlands. A 
community-based sample was selected from the register offices of five municipalities 
in The Netherlands, based on the age and gender distribution of the Dutch general 
population (in the time the data was collected 50.5% of the Dutch total population 
was female, 33% was 20 to 40 years old, 47% was 41 to 65 years old, 15% was 66 to 
80 years old, and 5% was 81 or more years old). When having obtained the names 
and addresses from the municipalities, people were sent a letter with brief 
information about the focus of the study and with the invitation to participate by 
filling in a self-report questionnaire. They were also sent an informed consent, the 
self-report questionnaire package and a return envelope, so they could return the 
informed consent and questionnaire without any costs. A total of 7492 persons were 
approached of whom 24.4% agreed to participate and sent back the informed 
consent and questionnaire package. Participants that failed to complete 15% or 
more of the questionnaire package were excluded. A total of 1736 adults constituted 
the final sample. For the present study, cases with missing values on any of the SCS’s 
items were excluded. Analyses were then performed with a sample of 1643 adults, 
54.8% female, and 45.2% male. Participants’ mean age was 54.9 years old (SD = 
16.7), ranging from 20 to 97 years old (22% was 20 to 40 years old, 50% was 41 to 65 
years old, 21% was 66 to 80 years old, and 7% was 81 or more years old).  A 19.5% of 
the sample was low educated, 48.7% middle educated and 31.8% high educated. The 
majority of the sample was married or cohabiting (76.6%), followed by single (9.5%), 
widowed (6.9%), divorced (4.1%), and other (2.8%). The sample was primarily 
employed (50.1%), 24.1% was retired, 10.4% did housework, 3.8% did volunteer 
work, 3.4% was on disability, and 8.4 % did other activities. 
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Measures   
Self-compassion 
The 24-item Dutch version of the Self-Compassion Scale (SCS) (Neff, 2003b; Neff & 
Vonk, 2009) was used. Neff and Vonk (2009) translated the original SCS into Dutch, 
removing two of the 26 items from the original English version due to difficulties in 
translation (the authors did not mention in the study which type of difficulties they 
encountered with the translation of these two items). The SCS is divided into six 
subscales: 4-item self-kindness (e.g., ‘I am kind to myself when I am experiencing 
suffering’); 4-item self-judgment (e.g., ‘I am intolerant and impatient towards those 
aspects of my personality I don’t like’); 4-item common humanity (e.g., ‘I try to see 
my failings as part of the human condition’); 4-item isolation (e.g., ‘When I think 
about my inadequacies it tends to make me feel more separate and cut off from the 
rest of the world’); 4-item mindfulness (e.g., ‘When I fail at something important to 
me I try to keep things in perspective’); and 4-item over-identification (e.g., ‘When I 
fail at something important to me, I become consumed by feelings of inadequacy’). 
The items can be rated on a five-point likert scale with 1 indicating almost never and 
5 indicating almost always. After reversing the negatively formulated items, a total 
score can be calculated, which may range from 24 to 120, with higher scores 
indicating greater self-compassion.   
 
Positive and Negative Affect 
Positive and negative affect were measured with the 20-item Positive and Negative 
Affect Schedule (PANAS) (Peeters et al., 1999; Watson, Clark, & Tellegen, 1988). This 
instrument is divided into two 10-item scales that assess feelings of activeness, 
enthusiasm, and alertness (i.e., positive affect), and subjective distress and 
unpleasant engagement (i.e., negative affect). Participants were asked to rate the 
extent to which they experienced each particular emotion during the last week using 
a five-point likert scale (1 indicating very slightly or not at all and 5 indicating very 
much). Total scores are calculated for each scale by summing all the 10 items and 
can range from 10 to 50. Higher scores indicate more positive and negative affect. 
The PANAS has demonstrated good internal consistency for the positive affect and 
negative affect scales (Crawford & Henry, 2004). In this study, the positive affect and 
negative affect scales of the PANAS showed good internal consistency (α = .88 and 
.87, respectively).   
 
 

 
 

Depressive symptoms 
Depressive symptoms were assessed with the Center of Epidemiologic Studies 
Depression Scale (CES-D) (Bouma, Ranchor, Sanderman, & Van Sonderen, 1995; 
Radloff, 1977; Schroevers & Brandsma, 2010). The CES-D is a 20-item self-report 
instrument designed to measure current levels of depressive symptomatology in the 
general population. The scale consists of 16 negatively formulated items (e.g., ‘I felt 
depressed’) and four positively formulated items (e.g., ‘I enjoyed life’). On a four-
point likert scale, participants specified the frequency by which each symptom was 
experienced during the last week (0 indicating rarely or none of the time and 3 
indicating most of the time). After reversing the positively formulated items, a total 
score can be calculated based on all 20 items. Total scores may range from 0 to 60, 
with higher scores indicating more depressive symptoms. The CES-D has shown a 
good internal consistency (Radloff, 1977). Similarly, in this study the scale’s internal 
consistency was good (α = .89).  
 
Perceived stress 
The 4-item version of the Perceived Stress Scale (PSS) (Cohen, Kamarck, & 
Mermelstein, 1983; De Vries, 1998) was used to measure experiences of stress. 
Participants rated in a five-point likert scale, ranging from 0 (never) to 4 (very often), 
the frequency on which they experienced stress during the last month (e.g., ‘In the 
last month, how often have you felt that you were unable to control the important 
things in your life?’). After reversing the positively formulated  items, a total score 
can be calculated based on the four items. Total scores can range from 0 to 16, with 
higher scores representing greater levels of perceived stress. This version of the 
scale has demonstrated acceptable internal consistency and adequate test-retest 
reliability over a 2-month period (Cohen et al., 1983). The PSS had an acceptable 
internal consistency (α = .73) in the current study.  
 
Neuroticism 
Neuroticism was measured with the 12-item neuroticism scale of the NEO Five-
Factor Inventory (NEO-FFI) (Costa & McCrae, 1992; Hoekstra, Ormel, & De Fruyt, 
2003). Participants rated the extent to which they agreed with 12 statements (e.g., ‘I 
am not a worrier’) using a five-point likert scale (1 indicating strongly disagree and 5 
indicating strongly agree). After reversing the positively formulated items, a total 
score can be calculated based on the 12 items. Higher scores are indicative of 
greater neuroticism, with total scores ranging from 12 to 60. Costa & McCrae (1992) 
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score can be calculated based on all 20 items. Total scores may range from 0 to 60, 
with higher scores indicating more depressive symptoms. The CES-D has shown a 
good internal consistency (Radloff, 1977). Similarly, in this study the scale’s internal 
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can be calculated based on the four items. Total scores can range from 0 to 16, with 
higher scores representing greater levels of perceived stress. This version of the 
scale has demonstrated acceptable internal consistency and adequate test-retest 
reliability over a 2-month period (Cohen et al., 1983). The PSS had an acceptable 
internal consistency (α = .73) in the current study.  
 
Neuroticism 
Neuroticism was measured with the 12-item neuroticism scale of the NEO Five-
Factor Inventory (NEO-FFI) (Costa & McCrae, 1992; Hoekstra, Ormel, & De Fruyt, 
2003). Participants rated the extent to which they agreed with 12 statements (e.g., ‘I 
am not a worrier’) using a five-point likert scale (1 indicating strongly disagree and 5 
indicating strongly agree). After reversing the positively formulated items, a total 
score can be calculated based on the 12 items. Higher scores are indicative of 
greater neuroticism, with total scores ranging from 12 to 60. Costa & McCrae (1992) 
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found good internal consistency and adequate test-retest reliability over a 3-month 
interval range. This scale showed good internal consistency in the current study (α = 
.87).  
 
Rumination 
The 12-item rumination subscale of the Rumination-Reflection Questionnaire (RRQ) 
(Luyckx et al., 2008; Trapnell & Campbell, 1999) was used to assess rumination. 
Participants indicated on a five-point likert scale ranging from 1 (strongly disagree) 
to 5 (strongly agree), the extent to which they involved in ruminative thinking (e.g., ‘I 
spend a great deal of time thinking back about my embarrassing or disappointing 
moments’). A total score can be calculated by reversing the positively formulated 
items and summing the 12 items. Total scores can range from 12 to 60. Higher scores 
indicate greater levels of rumination. Trapnell & Campbell (1999) reported excellent 
internal consistency. This scale showed good internal consistency in the present 
study (α = .89). 
 

Data analyses 
The factor structure of the SCS was first tested with CFA using weighted least 
squares method based on polychoric correlation matrix. Analyses were performed in 
MPlus, version 7.1 (Muthén & Muthén, 2012). The goodness of fit of the models was 
evaluated using the chi-squared to degrees of freedom ratio (2/df), the 
comparative fit index (CFI), the tucker-lewis index (TLI), the root mean square error 
of approximation (RMSEA), and the weighted root mean residual (WRMR). The 2/df 
values close to or less than 2, and less than 5, were interpreted as indicative of good 
and acceptable fit of the model, respectively (Watkins, 1989). CFI and TLI values ≥ .90 
and ≥.95, respectively, were considered to show acceptable and good model fit. 
RMSEA values ≤.06 were considered as an indication of good fit, and in the range of 
.06 to .08 were considered to indicate an acceptable model fit (Hu & Bentler, 1999). 
WRMR values ≤1.0 were considered to indicate a good fit (Yu, 2012). Giving that 
these fit indices can be influenced by sample size and data normality (Nye & 
Drasgow, 2011), a satisfactory model fit was interpreted when all indices met either 
an acceptable or a good fit.  

A series of EFA were conducted in SPSS 20.0 to further examine the factor 
structure of the SCS. Maximum likelihood method with varimax rotation was used 
since the objective was to identify latent underlying constructs and there were not 
assumptions of the factors as being related. Following suggestions of Fabrigar et al. 

 
 

(Fabrigar, Wegener, MacCallum, & Strahan, 1999) regarding EFA, the distribution of 
the items was examined to ensure there were not severe nonnormalities (skewness 
> 2; kurtosis > 7). None of the SCS’s items showed severe nonnormal distribution. 
The number of relevant factors was determined based on the scree plot and using 
the minimum average partial (MAP) statistical test (O’Connor, 2000; Velicer, 1976). 
The MAP uses the remaining variance of the correlation matrix after component’s 
extraction as criterion for determining the number of relevant factors. Research 
suggest that the MAP performs superior than commonly used rules of thumb such as 
the eigenvalues-greater-than-one rule (Kaiser, 1961) which tends to overestimate 
the number of factors to extract (Hakstian, Rogers, & Cattell, 1982; Zwick & Velicer, 
1986). Due to the large sample size, loadings above .20 were considered significant 
(Stevens, 2002). Internal consistency was analysed with Cronbach’s alpha statistic. 
Values of .80 or higher were considered as good (Nunnally, 1978). Pearson 
correlations were used to test the associations between the SCS and other measures 
of psychological functioning; correlations coefficients below 0.3 were interpreted as 
small or weak, from 0.3 to 0.5 as moderate and above 0.5 as strong (Cohen, 1988). 
 

Results 
Descriptive statistics   
The mean scores and standard deviations (SD) of all study variables are presented in 
Table 1. The inter-correlations among the original SCS’s six subscales and their 
correlations with the SCS total score are presented in Table 2.   
 
Table 1 
Means (and SDs) of study variables  
Variable (scale) M (SD) 
Self-compassion (SCS) 80.13 (12.75) 
Negative affect (PANAS-NA) 15.66 (5.89) 
Depressive symptoms (CES-D) 9.33 (8.27) 
Perceived stress (PSS) 4.55 (2.70) 
Positive affect (PANAS-PA) 30.25 (7.32) 
Neuroticism (NEO-FFI-Neuro) 28.96 (8.00) 
Rumination (RRQ-Rumin) 35.60 (8.30) 
SCS = Self-Compassion Scale; PANAS-NA = Positive and Negative Affect Schedule-Negative Affect 
scale; CES-D = Center of Epidemiologic Studies Depression Scale; PSS = Perceived Stress Scale; 
PANAS-PA = Positive and Negative Affect Schedule-Positive Affect scale; NEO-FFI-Neuro = NEO Five-
Factors Inventory-Neuroticism subscale; RRQ-Rumin = Rumination Reflection Questionnaire-
Rumination subscale.      
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found good internal consistency and adequate test-retest reliability over a 3-month 
interval range. This scale showed good internal consistency in the current study (α = 
.87).  
 
Rumination 
The 12-item rumination subscale of the Rumination-Reflection Questionnaire (RRQ) 
(Luyckx et al., 2008; Trapnell & Campbell, 1999) was used to assess rumination. 
Participants indicated on a five-point likert scale ranging from 1 (strongly disagree) 
to 5 (strongly agree), the extent to which they involved in ruminative thinking (e.g., ‘I 
spend a great deal of time thinking back about my embarrassing or disappointing 
moments’). A total score can be calculated by reversing the positively formulated 
items and summing the 12 items. Total scores can range from 12 to 60. Higher scores 
indicate greater levels of rumination. Trapnell & Campbell (1999) reported excellent 
internal consistency. This scale showed good internal consistency in the present 
study (α = .89). 
 

Data analyses 
The factor structure of the SCS was first tested with CFA using weighted least 
squares method based on polychoric correlation matrix. Analyses were performed in 
MPlus, version 7.1 (Muthén & Muthén, 2012). The goodness of fit of the models was 
evaluated using the chi-squared to degrees of freedom ratio (2/df), the 
comparative fit index (CFI), the tucker-lewis index (TLI), the root mean square error 
of approximation (RMSEA), and the weighted root mean residual (WRMR). The 2/df 
values close to or less than 2, and less than 5, were interpreted as indicative of good 
and acceptable fit of the model, respectively (Watkins, 1989). CFI and TLI values ≥ .90 
and ≥.95, respectively, were considered to show acceptable and good model fit. 
RMSEA values ≤.06 were considered as an indication of good fit, and in the range of 
.06 to .08 were considered to indicate an acceptable model fit (Hu & Bentler, 1999). 
WRMR values ≤1.0 were considered to indicate a good fit (Yu, 2012). Giving that 
these fit indices can be influenced by sample size and data normality (Nye & 
Drasgow, 2011), a satisfactory model fit was interpreted when all indices met either 
an acceptable or a good fit.  

A series of EFA were conducted in SPSS 20.0 to further examine the factor 
structure of the SCS. Maximum likelihood method with varimax rotation was used 
since the objective was to identify latent underlying constructs and there were not 
assumptions of the factors as being related. Following suggestions of Fabrigar et al. 

 
 

(Fabrigar, Wegener, MacCallum, & Strahan, 1999) regarding EFA, the distribution of 
the items was examined to ensure there were not severe nonnormalities (skewness 
> 2; kurtosis > 7). None of the SCS’s items showed severe nonnormal distribution. 
The number of relevant factors was determined based on the scree plot and using 
the minimum average partial (MAP) statistical test (O’Connor, 2000; Velicer, 1976). 
The MAP uses the remaining variance of the correlation matrix after component’s 
extraction as criterion for determining the number of relevant factors. Research 
suggest that the MAP performs superior than commonly used rules of thumb such as 
the eigenvalues-greater-than-one rule (Kaiser, 1961) which tends to overestimate 
the number of factors to extract (Hakstian, Rogers, & Cattell, 1982; Zwick & Velicer, 
1986). Due to the large sample size, loadings above .20 were considered significant 
(Stevens, 2002). Internal consistency was analysed with Cronbach’s alpha statistic. 
Values of .80 or higher were considered as good (Nunnally, 1978). Pearson 
correlations were used to test the associations between the SCS and other measures 
of psychological functioning; correlations coefficients below 0.3 were interpreted as 
small or weak, from 0.3 to 0.5 as moderate and above 0.5 as strong (Cohen, 1988). 
 

Results 
Descriptive statistics   
The mean scores and standard deviations (SD) of all study variables are presented in 
Table 1. The inter-correlations among the original SCS’s six subscales and their 
correlations with the SCS total score are presented in Table 2.   
 
Table 1 
Means (and SDs) of study variables  
Variable (scale) M (SD) 
Self-compassion (SCS) 80.13 (12.75) 
Negative affect (PANAS-NA) 15.66 (5.89) 
Depressive symptoms (CES-D) 9.33 (8.27) 
Perceived stress (PSS) 4.55 (2.70) 
Positive affect (PANAS-PA) 30.25 (7.32) 
Neuroticism (NEO-FFI-Neuro) 28.96 (8.00) 
Rumination (RRQ-Rumin) 35.60 (8.30) 
SCS = Self-Compassion Scale; PANAS-NA = Positive and Negative Affect Schedule-Negative Affect 
scale; CES-D = Center of Epidemiologic Studies Depression Scale; PSS = Perceived Stress Scale; 
PANAS-PA = Positive and Negative Affect Schedule-Positive Affect scale; NEO-FFI-Neuro = NEO Five-
Factors Inventory-Neuroticism subscale; RRQ-Rumin = Rumination Reflection Questionnaire-
Rumination subscale.      
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Table 2 
Inter-correlations between the SCS’s subscales and correlations with the SCS total score  
 SK CH M SJ I SCS total score 
SK -      .64*** 
CH  .53*** -     .47*** 
M  .62*** .55*** -    .65*** 
SJ -.18*** .08** -.06* -  -.61*** 
I -.14*** .02 -.18*** .62*** - -.70*** 
OI -.11*** .06* -.17*** .60*** .74*** -.67*** 
SK = Self-Kindness; CH = Common Humanity; M = Mindfulness; SJ = Self-Judgment; I = Isolation; OI = 
Over-Identification; SCS = Self-Compassion Scale.  
* p < .05, ** p < .01, *** p < .001 

 

Confirmatory and exploratory factor analyses  
Following Neff (2003b), a six-factor hierarchical model was tested but it could not be 
estimated due to weak correlations between some pairs of  the six factors that 
prevented a higher-order factor from emerging. Subsequently, a model with six 
correlated factors was tested. The fit indices indicated that the model did not fit the 
data sufficiently: 2= 3779.467 (df = 237, p < .000), 2/df = 15.95 (i.e., > 5 indicating 
a non-acceptable fit), CFI = 0.896 (i.e., < .90 indicating a non-acceptable fit), TLI = 
0.879 (i.e., < .90 indicating a non-acceptable fit), RMSEA = 0.095 (i.e., > .08 indicating 
a non-acceptable fit), WRMR = 3.146 (i.e., > 1 indicating a non-good fit).   

Giving that the six-factor structure could not be replicated, an EFA was 
subsequently conducted. The scree plot and MAP suggested the presence of two 
relevant factors. Therefore, a second EFA was conducted with two fixed factors. 
With an eigenvalue of 6.35, Factor 1 explained 26.5% of the variance. Factor 2 had 
an eigenvalue of 4.53 and explained 18.9% of the variance. After rotation, the 12 
negatively formulated items loaded on factor 1 (i.e., negative factor) and the 12 
positively formulated items loaded on factor 2 (i.e., positive factor). The total 
explained variance of this two-factor solution was 45.4%, with the percentage of 
unexplained variance being attributed to the high heterogeneity of the SCS’s items. 
The factor loadings for each item on the two factors before and after rotation are 
presented in Table 3.  

Two additional EFA were conducted to examine the structure of these two 
factors in order to explore whether within each factor we could find the three 
components of self-compassion as suggested by Neff (2003b). That is, self-kindness, 
common humanity and mindfulness within the positive factor, and self-judgment, 
isolation and over-identification within the negative factor. The scree plots and MAP 

 
 

suggested one-factor solutions for both factors.  The two identified factors were 
weakly negatively correlated (r = -.11, p <.001). The following analyses examine the 
reliability and validity of these two factors. Although CFA and EFA results did not 
support the use of the SCS total score, its reliability and validity are also reported as 
complementary information giving that most past and current research is using this 
total score.   

 
Table 3 
Item-factor loadings before and after rotation for exploratory factor analysis  
Item description and subscale Item 

formulation 
Non-rotated Rotated 

Factor 1 Factor 2 Factor 1 Factor 2 
Feel alone in my failure I Neg .78 -.23  .81 .05 
Obsess and fixate on everything that’s wrong OI Neg .77 -.19  .79 .08 
Get down on myself SJ Neg .76 -.19  .78 .08 
Feel like others are probably happier I Neg .70 -.16  .71 .09 
Get carried away with my feelings OI Neg .64 -.20  .67 .03 
Feel like others must be having an easier time I Neg .65 -.16  .67 .07 
Feel separate and cut off from the world I Neg .66 -.09  .65 .14 
Judgmental about my own flaws SJ Neg .61 -.20  .64 .02 
Intolerant towards aspects that I don’t like SJ Neg .61 -.18  .64 .04 
Consumed by feelings of inadequacy OI Neg .60 -.09  .63 .01 
Blow the incident out of proportion OI Neg .47 -.25  .47 .08 
To be tough on myself SJ Neg .23 -.25  .30 -.15 
See my failings as part of the human condition CH Pos .36  .64  .13 .73 
Keep things in perspective M Pos .29  .63  .06 .69 
Balanced view of the situation M Pos .32  .59  .11 .66 
Keep my emotions in balance M Pos .34  .56  .13 .64 
Understanding towards aspects I don’t like SK Pos .23  .57  .02 .62 
Tolerant of my own flaws SK Pos .32  .52  .16 .61 
Feelings of inadequacy shared by most people CH Pos .19  .57 -.02 .60 
Approach feelings with curiosity M Pos .21  .54  .02 .58 
Give to myself caring and tenderness SK Pos .39  .45  .21 .56 
Difficulties part of life everyone goes through CH Pos .04  .53 -.14 .51 
I’m kind to myself SK Pos .18  .46  .01 .50 
Other people in the world feeling like me CH Pos -.09  .43 -.23 .38 

Negative formulated items were reversed for EFA.  I = Isolation, OI = Over-Identification, SJ = Self-
Judgment, CH = Common Humanity, M = Mindfulness, SK = Self-Kindness. 

 

Reliability: internal consistency 
The positive and negative factors (i.e., the sum scores of the 12 positively and 12 
negatively formulated items) showed good internal consistency, with Cronbach’s 
alpha coefficients of .86 and .90, respectively. The SCS total score demonstrated 
good internal consistency with a Cronbach’s alpha coefficient equal to .86.    
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Table 2 
Inter-correlations between the SCS’s subscales and correlations with the SCS total score  
 SK CH M SJ I SCS total score 
SK -      .64*** 
CH  .53*** -     .47*** 
M  .62*** .55*** -    .65*** 
SJ -.18*** .08** -.06* -  -.61*** 
I -.14*** .02 -.18*** .62*** - -.70*** 
OI -.11*** .06* -.17*** .60*** .74*** -.67*** 
SK = Self-Kindness; CH = Common Humanity; M = Mindfulness; SJ = Self-Judgment; I = Isolation; OI = 
Over-Identification; SCS = Self-Compassion Scale.  
* p < .05, ** p < .01, *** p < .001 

 

Confirmatory and exploratory factor analyses  
Following Neff (2003b), a six-factor hierarchical model was tested but it could not be 
estimated due to weak correlations between some pairs of  the six factors that 
prevented a higher-order factor from emerging. Subsequently, a model with six 
correlated factors was tested. The fit indices indicated that the model did not fit the 
data sufficiently: 2= 3779.467 (df = 237, p < .000), 2/df = 15.95 (i.e., > 5 indicating 
a non-acceptable fit), CFI = 0.896 (i.e., < .90 indicating a non-acceptable fit), TLI = 
0.879 (i.e., < .90 indicating a non-acceptable fit), RMSEA = 0.095 (i.e., > .08 indicating 
a non-acceptable fit), WRMR = 3.146 (i.e., > 1 indicating a non-good fit).   

Giving that the six-factor structure could not be replicated, an EFA was 
subsequently conducted. The scree plot and MAP suggested the presence of two 
relevant factors. Therefore, a second EFA was conducted with two fixed factors. 
With an eigenvalue of 6.35, Factor 1 explained 26.5% of the variance. Factor 2 had 
an eigenvalue of 4.53 and explained 18.9% of the variance. After rotation, the 12 
negatively formulated items loaded on factor 1 (i.e., negative factor) and the 12 
positively formulated items loaded on factor 2 (i.e., positive factor). The total 
explained variance of this two-factor solution was 45.4%, with the percentage of 
unexplained variance being attributed to the high heterogeneity of the SCS’s items. 
The factor loadings for each item on the two factors before and after rotation are 
presented in Table 3.  

Two additional EFA were conducted to examine the structure of these two 
factors in order to explore whether within each factor we could find the three 
components of self-compassion as suggested by Neff (2003b). That is, self-kindness, 
common humanity and mindfulness within the positive factor, and self-judgment, 
isolation and over-identification within the negative factor. The scree plots and MAP 

 
 

suggested one-factor solutions for both factors.  The two identified factors were 
weakly negatively correlated (r = -.11, p <.001). The following analyses examine the 
reliability and validity of these two factors. Although CFA and EFA results did not 
support the use of the SCS total score, its reliability and validity are also reported as 
complementary information giving that most past and current research is using this 
total score.   

 
Table 3 
Item-factor loadings before and after rotation for exploratory factor analysis  
Item description and subscale Item 

formulation 
Non-rotated Rotated 

Factor 1 Factor 2 Factor 1 Factor 2 
Feel alone in my failure I Neg .78 -.23  .81 .05 
Obsess and fixate on everything that’s wrong OI Neg .77 -.19  .79 .08 
Get down on myself SJ Neg .76 -.19  .78 .08 
Feel like others are probably happier I Neg .70 -.16  .71 .09 
Get carried away with my feelings OI Neg .64 -.20  .67 .03 
Feel like others must be having an easier time I Neg .65 -.16  .67 .07 
Feel separate and cut off from the world I Neg .66 -.09  .65 .14 
Judgmental about my own flaws SJ Neg .61 -.20  .64 .02 
Intolerant towards aspects that I don’t like SJ Neg .61 -.18  .64 .04 
Consumed by feelings of inadequacy OI Neg .60 -.09  .63 .01 
Blow the incident out of proportion OI Neg .47 -.25  .47 .08 
To be tough on myself SJ Neg .23 -.25  .30 -.15 
See my failings as part of the human condition CH Pos .36  .64  .13 .73 
Keep things in perspective M Pos .29  .63  .06 .69 
Balanced view of the situation M Pos .32  .59  .11 .66 
Keep my emotions in balance M Pos .34  .56  .13 .64 
Understanding towards aspects I don’t like SK Pos .23  .57  .02 .62 
Tolerant of my own flaws SK Pos .32  .52  .16 .61 
Feelings of inadequacy shared by most people CH Pos .19  .57 -.02 .60 
Approach feelings with curiosity M Pos .21  .54  .02 .58 
Give to myself caring and tenderness SK Pos .39  .45  .21 .56 
Difficulties part of life everyone goes through CH Pos .04  .53 -.14 .51 
I’m kind to myself SK Pos .18  .46  .01 .50 
Other people in the world feeling like me CH Pos -.09  .43 -.23 .38 

Negative formulated items were reversed for EFA.  I = Isolation, OI = Over-Identification, SJ = Self-
Judgment, CH = Common Humanity, M = Mindfulness, SK = Self-Kindness. 

 

Reliability: internal consistency 
The positive and negative factors (i.e., the sum scores of the 12 positively and 12 
negatively formulated items) showed good internal consistency, with Cronbach’s 
alpha coefficients of .86 and .90, respectively. The SCS total score demonstrated 
good internal consistency with a Cronbach’s alpha coefficient equal to .86.    
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Construct validity: correlations with other self-report measures    
Relationship of SCS to indicators of psychological functioning 
The negative factor was moderately to strongly positively related to negative affect, 
depressive symptoms, and perceived stress, and weakly negatively related to 
positive affect. The positive factor, on the other hand, showed small negative 
correlations with negative affect, depressive symptoms, and perceived stress, and a 
small positive correlation with positive affect relatively stronger than the one of the 
negative factor. Similarly to the negative factor, the SCS total score had moderate to 
strong negative correlations with measures of negative affect, depressive symptoms, 
and perceived stress, and a small positive correlation with positive affect (Table 4). 
 
Relationship of SCS to neuroticism and rumination 
The negative factor showed a strong positive correlation with neuroticism and 
rumination. In contrast, the positive factor showed a moderate negative correlation 
with neuroticism and a small negative correlation with rumination. The SCS total 
score showed a strong negative correlation with these constructs (Table 4).   
 
Table 4 
Correlations between the SCS total score, SCS positive factor and SCS negative factor with self-report 
measures of psychological functioning, neuroticism and rumination  
Variable (scale) SCS total score SCS Positive 

factor 
SCS Negative factor 

Negative affect (PANAS-NA) -.47*** -.15***  .52*** 
Depressive symptoms (CES-D) -.53*** -.26***  .52*** 
Perceived stress (PSS) -.53*** -.29***  .48*** 
Positive affect (PANAS-PA)  .26***  .29*** -.11*** 
Neuroticism (NEO-FFI-Neuro) -.69*** -.33***  .68*** 
Rumination (RRQ-Rumin) -.57*** -.17***  .65*** 
SCS = Self-Compassion Scale; PANAS-NA = Positive and Negative Affect Schedule-Negative Affect 
scale; CES-D = Center of Epidemiologic Studies Depression Scale; PSS = Perceived Stress Scale; 
PANAS-PA = Positive and Negative Affect Schedule-Positive Affect scale; NEO-FFI-Neuro = NEO Five-
Factors Inventory-Neuroticism subscale; RRQ-Rumin = Rumination Reflection Questionnaire-
Rumination subscale.  
*** p < .001 

 

Discussion 
This study examined the psychometric properties of the Self-Compassion Scale in a 
large community sample. Results did not confirm the (hierarchical) six-factor 

 
 

structure, as proposed by Neff (2003b). In contrast, two factors were found, formed 
by the positively and negatively formulated items. The internal consistency of these 
two factors was good. Importantly, the two factors showed different patterns of 
correlations with other measures, suggesting a different meaning for both factors. 
The negative factor was moderately to strongly related to psychological symptoms, 
rumination and neuroticism. In contrast, the positive factor was only weakly to 
moderately related to psychological symptoms, rumination, and neuroticism, and 
relatively more strongly related to positive affect.  

A key finding is that we could not confirm the suggested six-factor structure for 
the SCS, with results indicating two factors based on item formulation (i.e., positive 
or negative). Our results are in line with those of others, who could also not 
adequately replicate the assumed six-factor structure (Williams et al., 2014). In the 
original study (Neff, 2003b), the SCS’s factor structure was examined by conducting 
separate CFA for each of the three suggested components of self-compassion, with 
results showing two distinct factors within each component, based on item 
formulation: self-kindness versus self-judgment, common humanity versus isolation, 
and mindfulness versus over-identification. When analysing all items simultaneously 
(rather than for each component separately), we found that the positively and 
negatively formulated items formed separated factors, indicating that self-kindness, 
common humanity and mindfulness combine into one factor, and self-judgment, 
isolation, and over-identification into another factor. The commonality between the 
results of Neff (2003b) and our results is the role of item formulation in 
differentiating distinct factors.   

It can be reasoned that the two found factors are caused by an artificial method 
effect as previous research has suggested this can be the case when two factors are 
solely composed by positively and negatively formulated items (Van Dam, Hobkirk, 
Danoff-Burg, & Earleywine, 2012; Wood, Taylor, & Joseph, 2010). Alternatively, it can 
be reasoned that it is theoretically accurate to separate the SCS’s positive and 
negative items since their content seem to be measuring two different processes: 
self-compassion and self-criticism, instead of one construct of self-compassion. 
Supporting this idea, Gilbert et al. (2011)  argued that self-compassion is distinct 
from self-criticism, related to different affective and physiological systems, and 
therefore they should not be measured as one. The inclusion of both positive and 
negative items in the SCS suggests that self-compassion is conceptualized as a 
bipolar construct, ranging from high self-compassion (as measured by the positive 
items) to high self-criticism (as measured by the negative items). However, there is 
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Construct validity: correlations with other self-report measures    
Relationship of SCS to indicators of psychological functioning 
The negative factor was moderately to strongly positively related to negative affect, 
depressive symptoms, and perceived stress, and weakly negatively related to 
positive affect. The positive factor, on the other hand, showed small negative 
correlations with negative affect, depressive symptoms, and perceived stress, and a 
small positive correlation with positive affect relatively stronger than the one of the 
negative factor. Similarly to the negative factor, the SCS total score had moderate to 
strong negative correlations with measures of negative affect, depressive symptoms, 
and perceived stress, and a small positive correlation with positive affect (Table 4). 
 
Relationship of SCS to neuroticism and rumination 
The negative factor showed a strong positive correlation with neuroticism and 
rumination. In contrast, the positive factor showed a moderate negative correlation 
with neuroticism and a small negative correlation with rumination. The SCS total 
score showed a strong negative correlation with these constructs (Table 4).   
 
Table 4 
Correlations between the SCS total score, SCS positive factor and SCS negative factor with self-report 
measures of psychological functioning, neuroticism and rumination  
Variable (scale) SCS total score SCS Positive 

factor 
SCS Negative factor 

Negative affect (PANAS-NA) -.47*** -.15***  .52*** 
Depressive symptoms (CES-D) -.53*** -.26***  .52*** 
Perceived stress (PSS) -.53*** -.29***  .48*** 
Positive affect (PANAS-PA)  .26***  .29*** -.11*** 
Neuroticism (NEO-FFI-Neuro) -.69*** -.33***  .68*** 
Rumination (RRQ-Rumin) -.57*** -.17***  .65*** 
SCS = Self-Compassion Scale; PANAS-NA = Positive and Negative Affect Schedule-Negative Affect 
scale; CES-D = Center of Epidemiologic Studies Depression Scale; PSS = Perceived Stress Scale; 
PANAS-PA = Positive and Negative Affect Schedule-Positive Affect scale; NEO-FFI-Neuro = NEO Five-
Factors Inventory-Neuroticism subscale; RRQ-Rumin = Rumination Reflection Questionnaire-
Rumination subscale.  
*** p < .001 

 

Discussion 
This study examined the psychometric properties of the Self-Compassion Scale in a 
large community sample. Results did not confirm the (hierarchical) six-factor 

 
 

structure, as proposed by Neff (2003b). In contrast, two factors were found, formed 
by the positively and negatively formulated items. The internal consistency of these 
two factors was good. Importantly, the two factors showed different patterns of 
correlations with other measures, suggesting a different meaning for both factors. 
The negative factor was moderately to strongly related to psychological symptoms, 
rumination and neuroticism. In contrast, the positive factor was only weakly to 
moderately related to psychological symptoms, rumination, and neuroticism, and 
relatively more strongly related to positive affect.  

A key finding is that we could not confirm the suggested six-factor structure for 
the SCS, with results indicating two factors based on item formulation (i.e., positive 
or negative). Our results are in line with those of others, who could also not 
adequately replicate the assumed six-factor structure (Williams et al., 2014). In the 
original study (Neff, 2003b), the SCS’s factor structure was examined by conducting 
separate CFA for each of the three suggested components of self-compassion, with 
results showing two distinct factors within each component, based on item 
formulation: self-kindness versus self-judgment, common humanity versus isolation, 
and mindfulness versus over-identification. When analysing all items simultaneously 
(rather than for each component separately), we found that the positively and 
negatively formulated items formed separated factors, indicating that self-kindness, 
common humanity and mindfulness combine into one factor, and self-judgment, 
isolation, and over-identification into another factor. The commonality between the 
results of Neff (2003b) and our results is the role of item formulation in 
differentiating distinct factors.   

It can be reasoned that the two found factors are caused by an artificial method 
effect as previous research has suggested this can be the case when two factors are 
solely composed by positively and negatively formulated items (Van Dam, Hobkirk, 
Danoff-Burg, & Earleywine, 2012; Wood, Taylor, & Joseph, 2010). Alternatively, it can 
be reasoned that it is theoretically accurate to separate the SCS’s positive and 
negative items since their content seem to be measuring two different processes: 
self-compassion and self-criticism, instead of one construct of self-compassion. 
Supporting this idea, Gilbert et al. (2011)  argued that self-compassion is distinct 
from self-criticism, related to different affective and physiological systems, and 
therefore they should not be measured as one. The inclusion of both positive and 
negative items in the SCS suggests that self-compassion is conceptualized as a 
bipolar construct, ranging from high self-compassion (as measured by the positive 
items) to high self-criticism (as measured by the negative items). However, there is 
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evidence supporting the distinction between self-compassion and self-criticism as 
independent processes (Longe et al., 2010), and more broadly between positive, 
resilience factors and negative, vulnerability factors (Smith & Zautra, 2008). Using a 
fMRI task, Longe et al. (2010) found that self-critical thinking was associated with 
regions of the brain related to error processing/resolution and behavioral inhibition, 
while self-reassurance was associated to regions that are also activated when 
expressing compassion and empathy towards others. These results suggest that the 
neural correlates of self-compassion and self-criticism are different, supporting their 
view as independent processes.   

Further evidence for the differential meaning of the positive and negative factors 
was the distinct pattern of correlations with other measures. The negative factor 
was strongly related to rumination and neuroticism, while the positive factor related 
moderately to neuroticism and weakly to rumination. The strong correlations of the 
negative factor with these constructs might be explained by the fact that its items 
seem to be measuring self-criticism. Previous research suggests that both rumination 
and neuroticism are strongly related to self-criticism (Bagby & Rector, 1998; 
Mongrain, 1993; Spasojević & Alloy, 2001). Moreover, a construct overlap between 
neuroticism and self-criticism was proposed (Bagby & Rector, 1998), with latter 
evidence supporting their view as independent but highly related constructs (Clara, 
Cox, & Enns, 2003). In addition, self-criticism has shown to be an important 
prospective predictor of depression (Dunkley, Sanislow, Grilo, & McGlashan, 2006, 
2009). Accordingly, our results showed a strong relationship between the negative 
items of the SCS (i.e., negative factor) and depressive symptoms, a finding in line 
with others (Mills, Gilbert, Bellew, McEwan, & Gale, 2007; Van Dam, Sheppard, 
Forsyth, & Earleywine, 2011).  

The different pattern of correlations between the two found factors and 
measures of wellbeing, might further suggest a difference in their role for predicting 
wellbeing. The stronger correlations of the negative factor with depressive 
symptoms, negative affect, and perceived stress, support the view of self-criticism as 
an important vulnerability factor for the experience of psychological symptoms 
(Dunkley et al., 2006, 2009). In turn, the stronger correlation of the positive factor 
with positive affect might suggest that self-compassion is a protective, resilience 
factor. These findings highlight the importance of distinguishing self-compassion 
from self-criticism when examining its predictive role on wellbeing.  

Our findings have some implications for clinical settings. As we could not 
confirmed a hierarchical six-factor structure for the SCS, we prevent clinicians from 

 
 

using a SCS total score as an indicator of self-compassion. Moreover, due to the 
inclusion of positively and negatively formulated items, a SCS total score does not 
differentiate between levels of self-compassion and self-criticism. Our results 
suggest different correlates for the two found factors, thus, we advise to separately 
use the SCS’s positive and negative items. More research is needed to confirm our 
findings and the validity of the two factors.   

When interpreting our findings, some limitations need to be considered. This 
study focused on the factor structure of the SCS, with a limited amount of variables 
available to examine convergent validity and none to examine discriminant validity. 
In addition, the criterion validity of the scale was not examined giving the fact that 
the SCS is currently the only available self-report measure of self-compassion. The 
sample was recruited by mail, with a response rate of 24.4%. Unfortunately, 
information about the socio-demographics of the nonresponding sample was not 
available to check for possible selection bias; however, the gender and age 
distribution of the studied sample was similar to those of the general Dutch 
population. Our response rate is not uncommon for mail surveys (Van Horn, Green, 
& Martinussen, 2008), but it can be argued that the topic of the study (i.e., quality of 
life, mindfulness and related constructs) may have reduced the participation 
considering that responders were a large group from the general population not 
particularly motivated or interested in this topic. In addition, the length of the 
questionnaire package (about 30 minutes to fill in) may have reduced the response 
rate. Our findings may not be generalizable to clinical populations giving that we 
focused on a community sample. Evidence suggests differences between these 
populations in levels and correlates of self-compassion (Krieger, Altenstein, Baettig, 
Doerig, & Holtforth, 2013). However, a recent study did not find differences between 
depressed patients and adults from the community regarding the factor structure of 
the SCS (Williams et al., 2014). 

To conclude, our results suggest that it is meaningful to distinguish self-
compassion from harsh self-criticism and do not support the use of a SCS total score 
as a measure of self-compassion. Considering the rapid increase of research on self-
compassion, we strongly encourage a continued psychometric assessment of the 
SCS, in both nonclinical and clinical populations, particularly the replication of the 
two-factor structure.  
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Cox, & Enns, 2003). In addition, self-criticism has shown to be an important 
prospective predictor of depression (Dunkley, Sanislow, Grilo, & McGlashan, 2006, 
2009). Accordingly, our results showed a strong relationship between the negative 
items of the SCS (i.e., negative factor) and depressive symptoms, a finding in line 
with others (Mills, Gilbert, Bellew, McEwan, & Gale, 2007; Van Dam, Sheppard, 
Forsyth, & Earleywine, 2011).  

The different pattern of correlations between the two found factors and 
measures of wellbeing, might further suggest a difference in their role for predicting 
wellbeing. The stronger correlations of the negative factor with depressive 
symptoms, negative affect, and perceived stress, support the view of self-criticism as 
an important vulnerability factor for the experience of psychological symptoms 
(Dunkley et al., 2006, 2009). In turn, the stronger correlation of the positive factor 
with positive affect might suggest that self-compassion is a protective, resilience 
factor. These findings highlight the importance of distinguishing self-compassion 
from self-criticism when examining its predictive role on wellbeing.  

Our findings have some implications for clinical settings. As we could not 
confirmed a hierarchical six-factor structure for the SCS, we prevent clinicians from 

 
 

using a SCS total score as an indicator of self-compassion. Moreover, due to the 
inclusion of positively and negatively formulated items, a SCS total score does not 
differentiate between levels of self-compassion and self-criticism. Our results 
suggest different correlates for the two found factors, thus, we advise to separately 
use the SCS’s positive and negative items. More research is needed to confirm our 
findings and the validity of the two factors.   

When interpreting our findings, some limitations need to be considered. This 
study focused on the factor structure of the SCS, with a limited amount of variables 
available to examine convergent validity and none to examine discriminant validity. 
In addition, the criterion validity of the scale was not examined giving the fact that 
the SCS is currently the only available self-report measure of self-compassion. The 
sample was recruited by mail, with a response rate of 24.4%. Unfortunately, 
information about the socio-demographics of the nonresponding sample was not 
available to check for possible selection bias; however, the gender and age 
distribution of the studied sample was similar to those of the general Dutch 
population. Our response rate is not uncommon for mail surveys (Van Horn, Green, 
& Martinussen, 2008), but it can be argued that the topic of the study (i.e., quality of 
life, mindfulness and related constructs) may have reduced the participation 
considering that responders were a large group from the general population not 
particularly motivated or interested in this topic. In addition, the length of the 
questionnaire package (about 30 minutes to fill in) may have reduced the response 
rate. Our findings may not be generalizable to clinical populations giving that we 
focused on a community sample. Evidence suggests differences between these 
populations in levels and correlates of self-compassion (Krieger, Altenstein, Baettig, 
Doerig, & Holtforth, 2013). However, a recent study did not find differences between 
depressed patients and adults from the community regarding the factor structure of 
the SCS (Williams et al., 2014). 

To conclude, our results suggest that it is meaningful to distinguish self-
compassion from harsh self-criticism and do not support the use of a SCS total score 
as a measure of self-compassion. Considering the rapid increase of research on self-
compassion, we strongly encourage a continued psychometric assessment of the 
SCS, in both nonclinical and clinical populations, particularly the replication of the 
two-factor structure.  
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Abstract 
In contrast to the increased research interest in the benefits of mindfulness and self-
compassion, relatively few studies have examined their unique and combined effects 
in predicting affect. This cross-sectional study examined the predictive value of 
mindfulness and self-compassion for depressive symptoms, negative affect, and 
positive affect in a large representative sample of community adults (N = 1736). The 
Five Facets of Mindfulness Questionnaire (FFMQ) was used as a measure of 
mindfulness and the Self-Compassion Scale (SCS) as a measure of self-compassion. 
Five FFMQ facets were explored: observe, describe, act with awareness, non-
judgment and non-reactivity. Two SCS facets were explored: its positive items (SCS 
Pos) and its negative items (SCS Neg). When simultaneously examining all seven 
facets of mindfulness and self-compassion, three of the five FFMQ facets and SCS 
Neg significantly predicted both depressive symptoms and negative affect, with SCS 
Neg and act with awareness being the strongest predictors. These findings suggest 
that a harsh attitude towards oneself and a lack of attention when acting have the 
greatest value in predicting the presence of psychological symptoms. With respect to 
positive affect, four of the five FFMQ facets (except non-judgment) were significant 
predictors, with no unique predictive value of the two SCS’s facets, suggesting that 
mindfulness is a more important predictor of positive affect than self-compassion, as 
measured by the FFMQ and SCS.  

 
 
 
 
 
 
 
 
 

  

 
 

 
 

Introduction 
During the last decades, the western world has seen a flourishing of interest in the 
practice of mindfulness with an increased number of studies investigating its 
benefits and those of mindfulness-based interventions (Fjorback, Arendt, Ornbol, 
Fink, & Walach, 2011). Mindfulness, a concept rooted in Buddhist mediation 
traditions, involves being aware of the present experience, by paying attention on 
purpose and without judgment (Kabat-Zinn 1994). Mindfulness has been 
operationalized in different ways, sometimes as a single-factor construct and others 
as a multifaceted construct. Empirical reviews have shown that mindfulness has 
beneficial effects on psychological health, such as reduced psychological symptoms 
and increased subjective wellbeing (Keng, Smoski, & Robins, 2011; Khoury et al., 
2013).  

More recently, psychologists have also moved their attention towards the study 
of self-compassion, a construct closely related to mindfulness. Self-compassion, also 
rooted in Buddhist traditions, is commonly defined as treating oneself with kindness 
and understanding when facing suffering, seeing one’s failures as part of the human 
condition, and having a balanced awareness of painful thoughts and emotions (Neff, 
2003a). Self-compassion has also proven to be beneficial for psychological health, 
with a meta-analysis showing that higher levels of self-compassion are associated 
with lower psychological symptoms (MacBeth & Gumley, 2012).  

Conceptually, mindfulness and self-compassion are strongly linked constructs 
that go hand on hand (Maex, 2011; Neff, 2003a). For instance, it has been argued 
that a mindful attention should be characterized by a kind, non-judgmental attitude 
(Segal, Williams, & Teasdale, 2002), and that in turn, to hold compassion towards 
oneself, it is necessary to be mindfully aware of the ongoing experience (Neff, 
2003a). Yet, the focus of mindfulness and self-compassion differs. Whereas, 
mindfulness refers to a non-judgmental awareness of a wide range of present-
moment experiences (e.g., emotions, cognitions, bodily sensations, sounds, etc), 
whether pleasant, neutral or unpleasant, self-compassion involves the awareness 
and response to suffering of the self, thus focussing more on emotion regulation 
(Boellinghaus, Jones, & Hutton, 2014).  

One of the most commonly used questionnaires to measure mindfulness is the 
Five Facets of Mindfulness Questionnaire (FFMQ, Baer, Smith, Hopkins, Krietemeyer, 
& Toney, 2006). This questionnaire measures five mindfulness skills, i.e., observe, 
describe, act with awareness, non-reactivity, and non-judgment, that can be 
combined into a total score of mindfulness. Although this total score has been often 
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Abstract 
In contrast to the increased research interest in the benefits of mindfulness and self-
compassion, relatively few studies have examined their unique and combined effects 
in predicting affect. This cross-sectional study examined the predictive value of 
mindfulness and self-compassion for depressive symptoms, negative affect, and 
positive affect in a large representative sample of community adults (N = 1736). The 
Five Facets of Mindfulness Questionnaire (FFMQ) was used as a measure of 
mindfulness and the Self-Compassion Scale (SCS) as a measure of self-compassion. 
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Neg and act with awareness being the strongest predictors. These findings suggest 
that a harsh attitude towards oneself and a lack of attention when acting have the 
greatest value in predicting the presence of psychological symptoms. With respect to 
positive affect, four of the five FFMQ facets (except non-judgment) were significant 
predictors, with no unique predictive value of the two SCS’s facets, suggesting that 
mindfulness is a more important predictor of positive affect than self-compassion, as 
measured by the FFMQ and SCS.  
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rooted in Buddhist traditions, is commonly defined as treating oneself with kindness 
and understanding when facing suffering, seeing one’s failures as part of the human 
condition, and having a balanced awareness of painful thoughts and emotions (Neff, 
2003a). Self-compassion has also proven to be beneficial for psychological health, 
with a meta-analysis showing that higher levels of self-compassion are associated 
with lower psychological symptoms (MacBeth & Gumley, 2012).  

Conceptually, mindfulness and self-compassion are strongly linked constructs 
that go hand on hand (Maex, 2011; Neff, 2003a). For instance, it has been argued 
that a mindful attention should be characterized by a kind, non-judgmental attitude 
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oneself, it is necessary to be mindfully aware of the ongoing experience (Neff, 
2003a). Yet, the focus of mindfulness and self-compassion differs. Whereas, 
mindfulness refers to a non-judgmental awareness of a wide range of present-
moment experiences (e.g., emotions, cognitions, bodily sensations, sounds, etc), 
whether pleasant, neutral or unpleasant, self-compassion involves the awareness 
and response to suffering of the self, thus focussing more on emotion regulation 
(Boellinghaus, Jones, & Hutton, 2014).  

One of the most commonly used questionnaires to measure mindfulness is the 
Five Facets of Mindfulness Questionnaire (FFMQ, Baer, Smith, Hopkins, Krietemeyer, 
& Toney, 2006). This questionnaire measures five mindfulness skills, i.e., observe, 
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used, recent research suggests that it is more valid to look at the separate five facets 
(Williams et al., 2014). Regarding self‐compassion, the vast majority of research has 
used the Self‐Compassion Scale (SCS) as it is currently the only scale available to 
measure self‐compassion (Neff, 2003b). The SCS contains six subscales, three of 
them measure a compassionate approach to suffering (i.e., self‐kindness, common 
humanity, and mindfulness), and the other three measure the opposite, a harsh and 
critical attitude towards oneself (i.e., self‐judgment, isolation, and over‐
identification). Researchers have usually examined these six subscales as well as a 
total score of self‐compassion. However, recent evidence indicated that it is not 
meaningful to use a total score, since a six‐factor hierarchical structure has not being 
replicated in community, clinical, nor meditating samples (Williams et al., 2014). 
Some studies have found evidence for a six‐factor correlated structured for the SCS 
(Petrocchi, Ottaviani, & Couyoumdjian, 2014; Hupfield & Ruffieux, 2011), whereas 
others showed support for a two‐factor structure with one factor containing the 
positive items and the other the negative items (Costa, Marôco, Pinto‐Gouveia, 
Ferreira, & Castilho, 2015; López et al., 2015). Recent evidence showed that these 
two factors correlate differently to psychological symptoms (Muris & Petrocchi, 
2016); in line, some authors recommend the exclusive use of the positive items as a 
measure of self‐compassion (Muris, 2015; Muris, Otgaar, & Petrocchi, 2016).  

So far, the empirical evidence for the separate and combined effects of 
mindfulness and self‐compassion for psychological wellbeing is limited to a handful 
of studies. In a sample of patients with mixed anxiety and depression interested in a 
self‐help intervention program, Van Dam et al. (2011) found that a total SCS score of 
self‐compassion was a more powerful predictor of psychological symptom severity 
and quality of life, than a single‐factor score of mindfulness (as measured by the 
Mindful Attention Awareness Scale, MAAS; Brown & Ryan, 2003). Unfortunately, as a 
result of using the MAAS, the study could not examine the different facets of 
mindfulness. Similar results were found in a combined sample of highly educated 
meditators and non‐meditators, when using the total score of a multi‐facet measure 
of mindfulness (i.e., Five Facets of Mindfulness Questionnaire; FFMQ; Baer et al., 
2006) and a total score of self‐compassion (SCS) (Baer et al., 2012). However, when 
looking at a subscale level, mindfulness and self‐compassion facets predicted a 
similar amount of variance of psychological wellbeing. It should be noted that in 
these analyses, several subscales of the FFMQ and SCS were excluded and others 
were combined, making it difficult to draw definite conclusions. In a relatively small 
sample of undergraduate students, Woodruff et al. (2013) also found that when 

 
 

 
 

using total scores, self‐compassion explained a larger amount of variance of 
depressive symptoms and negative affect than mindfulness, yet for positive affect 
they explained about similar amount of variance. When including all 11 facets of 
mindfulness and self‐compassion, few facets were significant unique predictors. A 
similar result was found in a combined sample of undergraduate students and 
demographically comparable community members  (Hollis‐Walker & Colosimo, 
2011).  

The aim of the present study was to examine the unique predictive value of 
mindfulness and self‐compassion, as measured by the FFMQ and the SCS, for affect. 
In order to overcome limitations of previous studies (i.e., selective samples including 
students, highly educated people, or anxious and depressed individuals interested in 
psychological help), we conducted this study in a large representative sample from 
the general population with equivalent gender distribution and a broad age range, 
allowing greater generalizability of the findings. In addition, we used multi‐facet 
measures of both constructs to allow the examination of the distinct facets of 
mindfulness and self‐compassion. Finally, as previous literature has shown 
differential associations of mindfulness and self‐compassion with negative and 
positive indicators of psychological functioning, we focused on both negative and 
positive indicators of affect (Schroevers & Brandsma, 2010). 

 

Method 
Participants   
A total of 1736 adults constituted the study sample, of whom 54.7% was female. The 
mean age was 54.9 years old (SD = 16.8), ranging from 20 to 96 years old. The 
majority of the participants completed middle education (48.4%), followed by high 
(31.5%) and low (20%) education. A 76.3% of the participants was married or 
cohabitating, 9.6% was single, 7.1% was widowed, 4.1% was divorced, and 2.9% 
others.  
 

Procedure 
The community‐based sample was selected from the register offices of five middle‐
size cities in the Netherlands. The characteristics of the sample were representative 
of the Dutch population in age and gender distributions. Participants were sent a 
letter explaining the aim of the study, an informed consent and the self‐report 
questionnaire package. Informed consent was obtained from all participants. 
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two factors correlate differently to psychological symptoms (Muris & Petrocchi, 
2016); in line, some authors recommend the exclusive use of the positive items as a 
measure of self‐compassion (Muris, 2015; Muris, Otgaar, & Petrocchi, 2016).  

So far, the empirical evidence for the separate and combined effects of 
mindfulness and self‐compassion for psychological wellbeing is limited to a handful 
of studies. In a sample of patients with mixed anxiety and depression interested in a 
self‐help intervention program, Van Dam et al. (2011) found that a total SCS score of 
self‐compassion was a more powerful predictor of psychological symptom severity 
and quality of life, than a single‐factor score of mindfulness (as measured by the 
Mindful Attention Awareness Scale, MAAS; Brown & Ryan, 2003). Unfortunately, as a 
result of using the MAAS, the study could not examine the different facets of 
mindfulness. Similar results were found in a combined sample of highly educated 
meditators and non‐meditators, when using the total score of a multi‐facet measure 
of mindfulness (i.e., Five Facets of Mindfulness Questionnaire; FFMQ; Baer et al., 
2006) and a total score of self‐compassion (SCS) (Baer et al., 2012). However, when 
looking at a subscale level, mindfulness and self‐compassion facets predicted a 
similar amount of variance of psychological wellbeing. It should be noted that in 
these analyses, several subscales of the FFMQ and SCS were excluded and others 
were combined, making it difficult to draw definite conclusions. In a relatively small 
sample of undergraduate students, Woodruff et al. (2013) also found that when 

 
 

 
 

using total scores, self‐compassion explained a larger amount of variance of 
depressive symptoms and negative affect than mindfulness, yet for positive affect 
they explained about similar amount of variance. When including all 11 facets of 
mindfulness and self‐compassion, few facets were significant unique predictors. A 
similar result was found in a combined sample of undergraduate students and 
demographically comparable community members  (Hollis‐Walker & Colosimo, 
2011).  

The aim of the present study was to examine the unique predictive value of 
mindfulness and self‐compassion, as measured by the FFMQ and the SCS, for affect. 
In order to overcome limitations of previous studies (i.e., selective samples including 
students, highly educated people, or anxious and depressed individuals interested in 
psychological help), we conducted this study in a large representative sample from 
the general population with equivalent gender distribution and a broad age range, 
allowing greater generalizability of the findings. In addition, we used multi‐facet 
measures of both constructs to allow the examination of the distinct facets of 
mindfulness and self‐compassion. Finally, as previous literature has shown 
differential associations of mindfulness and self‐compassion with negative and 
positive indicators of psychological functioning, we focused on both negative and 
positive indicators of affect (Schroevers & Brandsma, 2010). 

 

Method 
Participants   
A total of 1736 adults constituted the study sample, of whom 54.7% was female. The 
mean age was 54.9 years old (SD = 16.8), ranging from 20 to 96 years old. The 
majority of the participants completed middle education (48.4%), followed by high 
(31.5%) and low (20%) education. A 76.3% of the participants was married or 
cohabitating, 9.6% was single, 7.1% was widowed, 4.1% was divorced, and 2.9% 
others.  
 

Procedure 
The community‐based sample was selected from the register offices of five middle‐
size cities in the Netherlands. The characteristics of the sample were representative 
of the Dutch population in age and gender distributions. Participants were sent a 
letter explaining the aim of the study, an informed consent and the self‐report 
questionnaire package. Informed consent was obtained from all participants. 
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Participants that failed to complete 15% or more of the questionnaire package were 
excluded. 

 

Measures  
Mindfulness 
Mindfulness was assessed with the Five Facets of Mindfulness Questionnaire (FFMQ; 
Baer et al., 2006; de Bruin, Topper, Muskens, Bögels, & Kamphuis, 2012). This 39‐
item scale contains five facets: observe, describe, act with awareness, non‐judgment, 
and non‐reactivity. Participants rated in a five‐point likert scale the degree to which 
every statement was true for them ranging from 1 (never or very rarely true) to 5 
(very often or always true). A total score for each facet can be calculated after 
reversing the negative worded items and summing the totality of the items. Higher 
scores are indicative of greater levels of mindfulness. In this study, the internal 
consistency was good for describe (α = .87), act with awareness (α = .84), and non‐
judgment (α = .85), and acceptable for non‐reactivity (α = .74) and observe (α = .76).  

 
Self-compassion 
Self‐compassion was measured with the Self‐Compassion Scale (SCS; Neff & Vonk, 
2009; Neff, 2003b). Originally, the SCS is divided into six subscales: self‐kindness, 
self‐judgment, common humanity, isolation, mindfulness, and over‐identification. 
The items can be rated on a five‐point likert scale ranging from 1 (almost never) to 5 
(almost always). After reversing the negative‐worded items, a total score can be 
calculated with higher scores indicating greater self‐compassion. The SCS total score 
can range from 24 to 120. In this study, the internal consistency was good for the SCS 
total score (α = .86).  

 
Measures of affect 
Depressive symptoms were assessed with the Center of Epidemiologic Studies 
Depression Scale (CES‐D; Bouma, Ranchor, Sanderman, & Van Sonderen, 1995; 
Radloff, 1977; Schroevers, Sanderman, Van Sonderen, & Ranchor, 2000). The CES‐D 
is a 20‐item self‐report instrument designed to measure current levels of depressive 
symptomatology in the general population. Total scores may range from 0 to 60, 
with higher scores indicating more depressive symptoms. In this study, the CES‐D 
showed a good internal consistency (α = .89). Positive and Negative Affect were 
measured with the 20‐item Positive and Negative Affect Schedule (PANAS; Peeters et 
al., 1999; Watson, Clark, & Tellegen, 1988). This instrument is divided into two 10‐

 
 

 
 

item scales that assess feelings of activeness, enthusiasm and alertness (i.e., positive 
affect), and subjective distress and unpleasant engagement (i.e., negative affect). 
The internal consistency was good for positive affect (α = .88) as well as for negative 
affect (α = .87).   

 

Data analyses 
Prior to conducting the main analyses, the factor structures of the FFMQ and SCS 
were tested with confirmatory factor analysis using weighted least squares method 
based on polychoric correlation matrix, in MPlus, version 7.1, and with exploratory 
factor analysis (EFA) in SPSS 20.0 using  maximum likelihood method with varimax 
rotation. The main analyses were conducted in SPSS 20.0. Pearson’s correlations 
between all study variables were computed to examine their interrelationships. 
Next, multiple regressions were conducted to examine the predictive value of 
mindfulness and self‐compassion for depressive symptoms, negative affect, and 
positive affect. The FFMQ (i.e., observe, describe, act with awareness, non‐reactivity, 
and non‐judgment) and SCS (i.e., SCS positive items and SCS negative items) facets 
were entered simultaneously as predictor variables with separate regressions for the 
three indicators of affect.  

 

Results 
Following Baer et al. (2006), a five‐factor structure was tested for the FFMQ with CFA 
using both items and parcels. Results showed that a five‐factor correlated model did 
not fit well, neither when using items (χ2/df = 15.25, CFI = 0.778, TLI = 0.762, RMSEA 
= 0.091, WRMR = 4.035) nor when using parcels (χ2/df = 19.33, CFI = 0.816, TLI = 
0.759, RMSEA = 0.103, SMRS = 0.092). Similarly, a five‐factor hierarchical model did 
not fit good the data for items (χ2/df = 20.93, CFI = 0.688, TLI = 0.668, RMSEA = 
0.107, WRMR = 5.291) and did not converge when using parcels. Consequently, we 
performed EFA. The scree plot indicated the presence of five factors. A second EFA 
was conducted with five fixed factors. After rotation, all items load on the original 
five factors, with a total explained variance of 49%. 

Following Neff (2003b), a six‐factor hierarchical model for the SCS was tested 
with CFA but it could not be estimated due to weak correlations between some pairs 
of the six factors that prevented a higher order factor from emerging. Subsequently, 
a model with six correlated factors was tested but also showed an insufficient fit 
(χ2/df = 16.19, CFI = 0.898, TLI = 0.881, RMSEA = 0.094, WRMR = 3.171). EFA was 
performed, with the scree plot indicating the presence of two factors. Thus, a second 
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Participants that failed to complete 15% or more of the questionnaire package were 
excluded. 

 

Measures  
Mindfulness 
Mindfulness was assessed with the Five Facets of Mindfulness Questionnaire (FFMQ; 
Baer et al., 2006; de Bruin, Topper, Muskens, Bögels, & Kamphuis, 2012). This 39‐
item scale contains five facets: observe, describe, act with awareness, non‐judgment, 
and non‐reactivity. Participants rated in a five‐point likert scale the degree to which 
every statement was true for them ranging from 1 (never or very rarely true) to 5 
(very often or always true). A total score for each facet can be calculated after 
reversing the negative worded items and summing the totality of the items. Higher 
scores are indicative of greater levels of mindfulness. In this study, the internal 
consistency was good for describe (α = .87), act with awareness (α = .84), and non‐
judgment (α = .85), and acceptable for non‐reactivity (α = .74) and observe (α = .76).  

 
Self-compassion 
Self‐compassion was measured with the Self‐Compassion Scale (SCS; Neff & Vonk, 
2009; Neff, 2003b). Originally, the SCS is divided into six subscales: self‐kindness, 
self‐judgment, common humanity, isolation, mindfulness, and over‐identification. 
The items can be rated on a five‐point likert scale ranging from 1 (almost never) to 5 
(almost always). After reversing the negative‐worded items, a total score can be 
calculated with higher scores indicating greater self‐compassion. The SCS total score 
can range from 24 to 120. In this study, the internal consistency was good for the SCS 
total score (α = .86).  

 
Measures of affect 
Depressive symptoms were assessed with the Center of Epidemiologic Studies 
Depression Scale (CES‐D; Bouma, Ranchor, Sanderman, & Van Sonderen, 1995; 
Radloff, 1977; Schroevers, Sanderman, Van Sonderen, & Ranchor, 2000). The CES‐D 
is a 20‐item self‐report instrument designed to measure current levels of depressive 
symptomatology in the general population. Total scores may range from 0 to 60, 
with higher scores indicating more depressive symptoms. In this study, the CES‐D 
showed a good internal consistency (α = .89). Positive and Negative Affect were 
measured with the 20‐item Positive and Negative Affect Schedule (PANAS; Peeters et 
al., 1999; Watson, Clark, & Tellegen, 1988). This instrument is divided into two 10‐

 
 

 
 

item scales that assess feelings of activeness, enthusiasm and alertness (i.e., positive 
affect), and subjective distress and unpleasant engagement (i.e., negative affect). 
The internal consistency was good for positive affect (α = .88) as well as for negative 
affect (α = .87).   

 

Data analyses 
Prior to conducting the main analyses, the factor structures of the FFMQ and SCS 
were tested with confirmatory factor analysis using weighted least squares method 
based on polychoric correlation matrix, in MPlus, version 7.1, and with exploratory 
factor analysis (EFA) in SPSS 20.0 using  maximum likelihood method with varimax 
rotation. The main analyses were conducted in SPSS 20.0. Pearson’s correlations 
between all study variables were computed to examine their interrelationships. 
Next, multiple regressions were conducted to examine the predictive value of 
mindfulness and self‐compassion for depressive symptoms, negative affect, and 
positive affect. The FFMQ (i.e., observe, describe, act with awareness, non‐reactivity, 
and non‐judgment) and SCS (i.e., SCS positive items and SCS negative items) facets 
were entered simultaneously as predictor variables with separate regressions for the 
three indicators of affect.  

 

Results 
Following Baer et al. (2006), a five‐factor structure was tested for the FFMQ with CFA 
using both items and parcels. Results showed that a five‐factor correlated model did 
not fit well, neither when using items (χ2/df = 15.25, CFI = 0.778, TLI = 0.762, RMSEA 
= 0.091, WRMR = 4.035) nor when using parcels (χ2/df = 19.33, CFI = 0.816, TLI = 
0.759, RMSEA = 0.103, SMRS = 0.092). Similarly, a five‐factor hierarchical model did 
not fit good the data for items (χ2/df = 20.93, CFI = 0.688, TLI = 0.668, RMSEA = 
0.107, WRMR = 5.291) and did not converge when using parcels. Consequently, we 
performed EFA. The scree plot indicated the presence of five factors. A second EFA 
was conducted with five fixed factors. After rotation, all items load on the original 
five factors, with a total explained variance of 49%. 

Following Neff (2003b), a six‐factor hierarchical model for the SCS was tested 
with CFA but it could not be estimated due to weak correlations between some pairs 
of the six factors that prevented a higher order factor from emerging. Subsequently, 
a model with six correlated factors was tested but also showed an insufficient fit 
(χ2/df = 16.19, CFI = 0.898, TLI = 0.881, RMSEA = 0.094, WRMR = 3.171). EFA was 
performed, with the scree plot indicating the presence of two factors. Thus, a second 
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EFA was conducted with two fixed factors. After rotation, the 12 negatively 
formulated items loaded on one factor and the 12 positively formulated items 
loaded on the other factor. The total explained variance of this two‐factor solution 
was 45.4%. Such a two‐factor model has also been found by others (Costa, Marôco, 
Pinto‐Gouveia, Ferreira, & Castilho, 2015).  

Based on these results, this study focused on the separate five facets of the 
FFMQ and the two facets of the SCS, one containing its positive items/subscales 
(referred to as SCS Pos), and the other containing its negative items/subscales 
(referred to as SCS Neg). That is, the SCS’s positive subscales (i.e., self‐kindness, 
common humanity and mindfulness) were combined into SCS Pos and the SCS’s 
negative subscales (i.e., self‐judgment, isolation and over‐identification) were 
combined into SCS Neg.  

 

Correlation analyses 
First, we examined the interrelationships among the facets of self‐compassion and 
mindfulness. The SCS Pos was significantly, and most strongly related to the 
mindfulness facet of non‐reactivity (r = .51), and to a lesser extent, but still 
moderately, to observe (r = .37) and describe (r = .35). In contrast, SCS Neg was 
significantly and most strongly related to act with awareness (r = ‐.55) and non‐
judgment (r = ‐.59).  

With respect to affect, depressive symptoms and negative affect were 
significantly and moderately to strongly related to the mindfulness facets of act with 
awareness (r = ‐.50 and r = ‐ .47, respectively) and non‐judgment (r = ‐.43 and r = ‐
.45, respectively), and to SCS Neg (r = .52 and r = .53, respectively). In contrast, 
positive affect was significantly and most strongly related to describe (r =.35) and 
non‐reactivity (r = .31), and to a lesser extent, to observe (r = 28) and SCS Pos (r = 
.29).    

 

Regression analyses  
The combination of FFMQ’s facets, SCS Pos and SCS Neg significantly predicted 
depressive symptoms (F (7, 1695) = 147.87, p < .001) and negative affect (F (7, 1696) 
= 133.10, p < .001), explaining 37.7% and 35.2% of the outcomes’ variance, 
respectively (Table 2). The combination of facets of the FFMQ, SCS Pos and SCS Neg 
also significantly predicted positive affect (F (7, 1693) = 62.31, p < .001), explaining 
20.2% of the outcome’s variance (Table 2).  

 
 

 
 

Three of the five FFMQ’s facets, as well as SCS Pos and SCS Neg, significantly 
predicted depressive symptoms, with SCS Neg and act with awareness being the 
strongest predictors. Results were similar for negative affect, with the only 
difference that the predictive value of SCS Pos was not significant for negative affect. 
With respect to positive affect, four of the five FFMQ facets were significant 
predictors (i.e., observe, describe, act with awareness and non‐reactivity), with no 
unique predictive value of the two SCS’s facets.  

Of the total explained variance for depressive symptoms, the FFMQ’s facets 
uniquely predicted 15%, compared to 14% uniquely predicted by the two SCS’s 
facets, with 71% being common variance. Similarly, of the total explained variance 
for negative affect, the FFMQ’s facets uniquely predicted 16%, compared to 14% 
uniquely predicted by the two SCS’s facets, with 70% being common variance. In 
contrast, of the total explained variance for positive affect, the FFMQ’s facets 
uniquely predicted 36%, compared to only 3% uniquely predicted by the two SCS’s 
facets, and 61% being common variance. 
 
Table 1 
Means, standard deviations, and inter-correlations between study variables  

  Mean SD 1 2 3 4 5 6 7 8 9 
1 SCS Pos 36.24 7.98 ‐         

2 SCS Neg 28.18 9.18 ‐.11*** ‐        

3 FFMQ‐obs 24.98 5.56  .37***  .09*** ‐       

4 FFMQ‐des 27.24 5.75  .35*** ‐.21***  .28*** ‐      

5 FFMQ‐act 28.88 5.14  .15*** ‐.55*** ‐.05  .30*** ‐     

6 FFMQ‐nonj 29.07 5.68  .08 ‐.59*** ‐.23***  .13***  .50*** ‐    

7 FFMQ‐nonr 21.61 4.40  .51*** ‐.08  .41***  .35***  .09*** ‐.05 ‐   

8 CES‐D 9.45 8.30 ‐.25***  .52*** ‐.01 ‐.22*** ‐.50*** ‐.43*** ‐.20*** ‐  

9 PANAS‐NA 15.72 5.90 ‐.15***  .53***  .07 ‐.18*** ‐.47*** ‐.45*** ‐.15***  .68 *** ‐ 

10 PANAS‐PA 30.14 7.37  .29*** ‐.11***  .28***  .35***  .22***  .09***  .31*** ‐.36 *** ‐.11 *** 

SCS Pos = Self‐compassion Scale’s positive items; SCS Neg = Self‐compassion Scale’s negative items; 
FFMQ‐obs = Observe; FFMQ‐des = Describe; FFMQ‐act = Act with Awareness; FFMQ‐ nonj = Non‐
judgment; FFMQ‐nonr = Non‐reactivity; CES‐D = Center of Epidemiologic Studies Depression Scale; 
PANAS‐NA = Positive and Negative Affect Schedule‐Negative affect scale; PANAS‐PA = Positive and 
Negative Affect Schedule‐Positive affect scale.  
***p < .001 
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EFA was conducted with two fixed factors. After rotation, the 12 negatively 
formulated items loaded on one factor and the 12 positively formulated items 
loaded on the other factor. The total explained variance of this two‐factor solution 
was 45.4%. Such a two‐factor model has also been found by others (Costa, Marôco, 
Pinto‐Gouveia, Ferreira, & Castilho, 2015).  

Based on these results, this study focused on the separate five facets of the 
FFMQ and the two facets of the SCS, one containing its positive items/subscales 
(referred to as SCS Pos), and the other containing its negative items/subscales 
(referred to as SCS Neg). That is, the SCS’s positive subscales (i.e., self‐kindness, 
common humanity and mindfulness) were combined into SCS Pos and the SCS’s 
negative subscales (i.e., self‐judgment, isolation and over‐identification) were 
combined into SCS Neg.  

 

Correlation analyses 
First, we examined the interrelationships among the facets of self‐compassion and 
mindfulness. The SCS Pos was significantly, and most strongly related to the 
mindfulness facet of non‐reactivity (r = .51), and to a lesser extent, but still 
moderately, to observe (r = .37) and describe (r = .35). In contrast, SCS Neg was 
significantly and most strongly related to act with awareness (r = ‐.55) and non‐
judgment (r = ‐.59).  

With respect to affect, depressive symptoms and negative affect were 
significantly and moderately to strongly related to the mindfulness facets of act with 
awareness (r = ‐.50 and r = ‐ .47, respectively) and non‐judgment (r = ‐.43 and r = ‐
.45, respectively), and to SCS Neg (r = .52 and r = .53, respectively). In contrast, 
positive affect was significantly and most strongly related to describe (r =.35) and 
non‐reactivity (r = .31), and to a lesser extent, to observe (r = 28) and SCS Pos (r = 
.29).    

 

Regression analyses  
The combination of FFMQ’s facets, SCS Pos and SCS Neg significantly predicted 
depressive symptoms (F (7, 1695) = 147.87, p < .001) and negative affect (F (7, 1696) 
= 133.10, p < .001), explaining 37.7% and 35.2% of the outcomes’ variance, 
respectively (Table 2). The combination of facets of the FFMQ, SCS Pos and SCS Neg 
also significantly predicted positive affect (F (7, 1693) = 62.31, p < .001), explaining 
20.2% of the outcome’s variance (Table 2).  

 
 

 
 

Three of the five FFMQ’s facets, as well as SCS Pos and SCS Neg, significantly 
predicted depressive symptoms, with SCS Neg and act with awareness being the 
strongest predictors. Results were similar for negative affect, with the only 
difference that the predictive value of SCS Pos was not significant for negative affect. 
With respect to positive affect, four of the five FFMQ facets were significant 
predictors (i.e., observe, describe, act with awareness and non‐reactivity), with no 
unique predictive value of the two SCS’s facets.  

Of the total explained variance for depressive symptoms, the FFMQ’s facets 
uniquely predicted 15%, compared to 14% uniquely predicted by the two SCS’s 
facets, with 71% being common variance. Similarly, of the total explained variance 
for negative affect, the FFMQ’s facets uniquely predicted 16%, compared to 14% 
uniquely predicted by the two SCS’s facets, with 70% being common variance. In 
contrast, of the total explained variance for positive affect, the FFMQ’s facets 
uniquely predicted 36%, compared to only 3% uniquely predicted by the two SCS’s 
facets, and 61% being common variance. 
 
Table 1 
Means, standard deviations, and inter-correlations between study variables  

  Mean SD 1 2 3 4 5 6 7 8 9 
1 SCS Pos 36.24 7.98 ‐         

2 SCS Neg 28.18 9.18 ‐.11*** ‐        

3 FFMQ‐obs 24.98 5.56  .37***  .09*** ‐       

4 FFMQ‐des 27.24 5.75  .35*** ‐.21***  .28*** ‐      

5 FFMQ‐act 28.88 5.14  .15*** ‐.55*** ‐.05  .30*** ‐     

6 FFMQ‐nonj 29.07 5.68  .08 ‐.59*** ‐.23***  .13***  .50*** ‐    

7 FFMQ‐nonr 21.61 4.40  .51*** ‐.08  .41***  .35***  .09*** ‐.05 ‐   

8 CES‐D 9.45 8.30 ‐.25***  .52*** ‐.01 ‐.22*** ‐.50*** ‐.43*** ‐.20*** ‐  

9 PANAS‐NA 15.72 5.90 ‐.15***  .53***  .07 ‐.18*** ‐.47*** ‐.45*** ‐.15***  .68 *** ‐ 

10 PANAS‐PA 30.14 7.37  .29*** ‐.11***  .28***  .35***  .22***  .09***  .31*** ‐.36 *** ‐.11 *** 

SCS Pos = Self‐compassion Scale’s positive items; SCS Neg = Self‐compassion Scale’s negative items; 
FFMQ‐obs = Observe; FFMQ‐des = Describe; FFMQ‐act = Act with Awareness; FFMQ‐ nonj = Non‐
judgment; FFMQ‐nonr = Non‐reactivity; CES‐D = Center of Epidemiologic Studies Depression Scale; 
PANAS‐NA = Positive and Negative Affect Schedule‐Negative affect scale; PANAS‐PA = Positive and 
Negative Affect Schedule‐Positive affect scale.  
***p < .001 
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Table 2 
Prediction of outcome variables by FFMQ’s facets, SCS Pos, and SCS Neg  
 β sr2 Common variance R2 
Depressive symptoms     
SCS Pos -.126*** .011 .269 .377 
SCS Neg  .278*** .042   
FFMQ-obs       .019 .000   
FFMQ-des       .005 .000   
FFMQ-act -.252*** .039   
FFMQ-nonj -.133*** .010   
FFMQ-nonr -.108*** .008   
     
Negative affect      
SCS Pos      -.037 .001 .250 .352 
SCS Neg  .299*** .049   
FFMQ-obs       .053 .002   
FFMQ-des       .010 .002   
FFMQ-act -.214*** .028   
FFMQ-nonj -.156*** .014   
FFMQ-nonr -.121*** .009   
     
Positive affect      
SCS Pos       .075 .004 .125 .202 
SCS Neg       .056 .002   
FFMQ-obs  .164*** .020   
FFMQ-des  .187*** .027   
FFMQ-act  .141*** .012   
FFMQ-nonj       .071 .003   
FFMQ-nonr  .133*** .012   
R2 = percentage of variance explained by predictors; sr2 = semi-partial correlation squared (i.e., 
percentage of variance explained by one specific predictor above and beyond all others); common 
variance = percentage of predicted variance redundant between the predictors; SCS Pos = Self-
compassion Scale’s positive items; SCS Neg = Self-compassion Scale’s negative items; FFMQ-obs = 
Observe; FFMQ-des = Describe; FFMQ-act = Act with Awareness; FFMQ-nonj = Non-judgment; 
FFMQ-nonr = Non-reactivity. 
 ***p < .001 

 
 

 

 

 
 

 
 

Discussion 
This study examined the unique and common predictive value of mindfulness and 
self-compassion (as measured by the FFMQ and SCS) for affect, in a large 
representative sample from the general population. We focused on the five facets of 
the FFMQ and two facets of the SCS, one containing its positive items/subscales 
(referred to as SCS Pos, including the original subscales of self-kindness, common 
humanity, and mindfulness), and the other containing its negative items/subscales 
(referred to as SCS Neg, including the original subscales of self-judgment, isolation, 
and over-identification). Results indicate that the combination of the FFMQ’s facets , 
SCS Pos and SCS Neg, explained a larger amount of variance for depressive 
symptoms and negative affect, compared to positive affect. The FFMQ’s facets, SCS 
Pos and SCS Neg, uniquely predicted a similar amount of variance of depressive 
symptoms and negative affect (with around 70% common variance). In contrast, of 
the total explained variance for positive affect, the FFMQ’s facets uniquely predicted 
36%, compared to only 3% uniquely predicted by the SCS Pos and SCS Neg (with 61% 
common variance). For depressive symptoms, three of the five FFMQ’s facets, the 
SCS Neg and the SCS Pos were significant predictors, with SCS Neg and act with 
awareness being the strongest predictors. Results were similar for negative affect 
with the only difference that SCS Pos was not a significant predictor. With respect to 
positive affect, four of the five FFMQ’s facets were significant predictors, with no 
unique predictive value of the SCS Pos and SCS Neg. 

A key finding is that the FFMQ’s and SCS’s facets predicted a similar amount of 
unique variance for depressive symptoms and negative affect. This finding is 
consistent with previous studies, indicating that mindfulness and self-compassion 
predict an equal amount of variance of psychological symptoms when examining 
their facets (instead of using their total scores) (Woodruff et al., 2013). Previous 
evidence using total scores generally found that the SCS was a stronger predictor of 
negative affect compared to the FFMQ (Woodruff et al., 2013). Altogether, ours and 
previous studies’ results suggest that the FFMQ loses predictive value for negative 
indicators of affect when it is consolidated into a total score (Baer et al., 2006; 
Woodruff et al., 2013).   

Regarding positive affect, our main finding is that the FFMQ’s facets predicted a 
larger percentage of unique variance than the two SCS’s facets. A previous study did 
not find a significant prediction of the FFMQ’s and SCS’s facets on positive affect 
(Woodruff et al., 2013). When looking at the simple correlations, we did find a 
significant, marginally moderate, relationship between SCS Pos and positive affect. A 
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Table 2 
Prediction of outcome variables by FFMQ’s facets, SCS Pos, and SCS Neg  
 β sr2 Common variance R2 
Depressive symptoms     
SCS Pos -.126*** .011 .269 .377 
SCS Neg  .278*** .042   
FFMQ-obs       .019 .000   
FFMQ-des       .005 .000   
FFMQ-act -.252*** .039   
FFMQ-nonj -.133*** .010   
FFMQ-nonr -.108*** .008   
     
Negative affect      
SCS Pos      -.037 .001 .250 .352 
SCS Neg  .299*** .049   
FFMQ-obs       .053 .002   
FFMQ-des       .010 .002   
FFMQ-act -.214*** .028   
FFMQ-nonj -.156*** .014   
FFMQ-nonr -.121*** .009   
     
Positive affect      
SCS Pos       .075 .004 .125 .202 
SCS Neg       .056 .002   
FFMQ-obs  .164*** .020   
FFMQ-des  .187*** .027   
FFMQ-act  .141*** .012   
FFMQ-nonj       .071 .003   
FFMQ-nonr  .133*** .012   
R2 = percentage of variance explained by predictors; sr2 = semi-partial correlation squared (i.e., 
percentage of variance explained by one specific predictor above and beyond all others); common 
variance = percentage of predicted variance redundant between the predictors; SCS Pos = Self-
compassion Scale’s positive items; SCS Neg = Self-compassion Scale’s negative items; FFMQ-obs = 
Observe; FFMQ-des = Describe; FFMQ-act = Act with Awareness; FFMQ-nonj = Non-judgment; 
FFMQ-nonr = Non-reactivity. 
 ***p < .001 

 
 

 

 

 
 

 
 

Discussion 
This study examined the unique and common predictive value of mindfulness and 
self-compassion (as measured by the FFMQ and SCS) for affect, in a large 
representative sample from the general population. We focused on the five facets of 
the FFMQ and two facets of the SCS, one containing its positive items/subscales 
(referred to as SCS Pos, including the original subscales of self-kindness, common 
humanity, and mindfulness), and the other containing its negative items/subscales 
(referred to as SCS Neg, including the original subscales of self-judgment, isolation, 
and over-identification). Results indicate that the combination of the FFMQ’s facets , 
SCS Pos and SCS Neg, explained a larger amount of variance for depressive 
symptoms and negative affect, compared to positive affect. The FFMQ’s facets, SCS 
Pos and SCS Neg, uniquely predicted a similar amount of variance of depressive 
symptoms and negative affect (with around 70% common variance). In contrast, of 
the total explained variance for positive affect, the FFMQ’s facets uniquely predicted 
36%, compared to only 3% uniquely predicted by the SCS Pos and SCS Neg (with 61% 
common variance). For depressive symptoms, three of the five FFMQ’s facets, the 
SCS Neg and the SCS Pos were significant predictors, with SCS Neg and act with 
awareness being the strongest predictors. Results were similar for negative affect 
with the only difference that SCS Pos was not a significant predictor. With respect to 
positive affect, four of the five FFMQ’s facets were significant predictors, with no 
unique predictive value of the SCS Pos and SCS Neg. 

A key finding is that the FFMQ’s and SCS’s facets predicted a similar amount of 
unique variance for depressive symptoms and negative affect. This finding is 
consistent with previous studies, indicating that mindfulness and self-compassion 
predict an equal amount of variance of psychological symptoms when examining 
their facets (instead of using their total scores) (Woodruff et al., 2013). Previous 
evidence using total scores generally found that the SCS was a stronger predictor of 
negative affect compared to the FFMQ (Woodruff et al., 2013). Altogether, ours and 
previous studies’ results suggest that the FFMQ loses predictive value for negative 
indicators of affect when it is consolidated into a total score (Baer et al., 2006; 
Woodruff et al., 2013).   

Regarding positive affect, our main finding is that the FFMQ’s facets predicted a 
larger percentage of unique variance than the two SCS’s facets. A previous study did 
not find a significant prediction of the FFMQ’s and SCS’s facets on positive affect 
(Woodruff et al., 2013). When looking at the simple correlations, we did find a 
significant, marginally moderate, relationship between SCS Pos and positive affect. A 
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possible explanation for why this relationship was not found in the regression 
analysis is that the predictive value of SCS Pos was covered to a large extent by the 
FFMQ facets. Another explanation can be the broader focus of mindfulness 
compared to self-compassion. Mindfulness skills can be applied to any ongoing 
experience, while self-compassion is restricted to experiences that involve suffering 
(Baer et al., 2012; Boellinghaus, Jones, & Hutton, 2014). The FFMQ assesses a set of 
mindfulness skills that, when present, can produce a shift in individuals’ perceptions, 
giving more clarity and objectivity to moment-by-moment experience (Shapiro, 
Carlson, Astin, & Freedman, 2006). In turn, this can facilitate cognitive, behavioral, 
and emotional flexibility, positively influencing individuals’ wellbeing (Shapiro et al., 
2006).   

When scoping into the specific facets, act with awareness showed to be a strong 
predictor, accounting for the largest amount of unique variance across the 
outcomes, particularly for the negative indicators of affect. This is in line with 
previous studies (Hollis-Walker & Colisimo, 2011; Woodruff et al., 2013), and 
suggests that being mindfully aware of the ongoing experience is an important 
contributor of affect. One of the ways in which being aware is associated with affect 
might be through disengaging individuals from harmful automatic thoughts and 
unhealthy behaviors (Brown & Ryan, 2003), which in turn facilitates the self-
regulation of behavior to fulfill one’s needs and values, and subsequently a better 
mood (Ryan & Deci, 2008).  

Additionally, and in line with the findings of Woodruff et al. (2013), though to a 
lesser extent, non-reactivity also showed to be a significant predictor of all outcome 
measures, suggesting that not reacting impulsively to ongoing experiences, 
particularly to thoughts and emotions, has important benefits for affect. In addition, 
the SCS Neg showed to be the strongest predictor of psychological symptoms, 
indicating that a harsh attitude towards oneself has important negative implications 
for wellbeing. Non-judgment also showed to significantly predict psychological 
symptoms. These two facets measure a self-critical attitude that has shown to be an 
important determinant for depressive symptoms (Dunkley, Sanislow, Grilo, & 
McGlashan, 2006, 2009). Finally, our findings suggest that the mindfulness skills to 
be observing, able to describe internal and external experiences, non-reacting to 
emotions and thoughts, and to act with awareness, are all predictors of positive 
affect. This is in line with previous literature, showing that specifically changes in 
being aware and observing of experiences significantly predicted changes in positive 
affect (Schroevers & Brandsma, 2010). More research, both correlational as well as 

 
 

 
 

intervention studies, is needed to examine closely the distinct relationships between 
the facets of mindfulness and self-compassion with negative and positive indicators 
of wellbeing and mediators explaining these relationships.   

It is worth to notice that the SCS’s negative items showed to be a stronger 
predictor of negative affect than the SCS’s positive items. This finding suggests that 
the predictive value of the SCS total score over the FFMQ total score, as found in 
previous studies (Woodruff et al., 2013), could be mainly related to the predictive 
value of these negative items. In line with this, Van Dam et al. (2011) found that 
among the SCS’s subscales, self-judgment and isolation (in our study combined) were 
the strongest predictors of symptom severity. Others have also found strong 
associations between the SCS’s negative items and depressive symptoms, more so 
than the ones of the SCS’s positive items (Mills, Gilbert, Bellew, McEwan, & Gale, 
2007; Wasylkiw, MacKinnon, & MacLellan, 2012). It has been suggested that the 
SCS’s negative items seem to be measuring self-coldness instead of self-compassion 
(López et al., 2015; Gilbert et al., 2011). In the light of our results, this might indicate 
that mainly self-coldness, and not self-compassion, is an important predictor of 
psychological symptoms.   

Our findings have some clinical implications. Mindfulness and self-compassion 
showed to have unique contributions on affect, suggesting that both are important 
for individuals’ wellbeing. Particularly, a range of mindfulness skills seem to have a 
greater benefit on positive affect, thus playing an important protective role, whereas 
a lack of self-compassion in terms of self-coldness (i.e., SCS Neg) seems to have a 
notorious negative effect, predicting more strongly psychological symptoms in 
combination with a lack of awareness for doing daily activities. The latter suggests 
that to improve psychological symptoms, it is important to work on individuals’ 
harsh attitudes towards themselves as well as stimulate a mindful awareness and 
reduction of functioning on automatic pilot. 

Some limitations need to be considered when interpreting our findings. In this 
study, we compared the predictive value of two commonly used measures of 
mindfulness and self-compassion; however, our results are constrained to the 
characteristics and limitations of these questionnaires. Some parts of the SCS and 
FFMQ overlap in content, which hinders the interpretation of their unique effects on 
affect. In particular, the SCS’s items related to self-judgment overlap in content with 
the FFMQ’s non-judgment items. Also, the SCS’s items related to a mindful approach 
to difficult experiences and not being over-identified by such experiences overlap in 
content with the FFMQ’s non-reactivity items. Another limitation is the cross-
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possible explanation for why this relationship was not found in the regression 
analysis is that the predictive value of SCS Pos was covered to a large extent by the 
FFMQ facets. Another explanation can be the broader focus of mindfulness 
compared to self-compassion. Mindfulness skills can be applied to any ongoing 
experience, while self-compassion is restricted to experiences that involve suffering 
(Baer et al., 2012; Boellinghaus, Jones, & Hutton, 2014). The FFMQ assesses a set of 
mindfulness skills that, when present, can produce a shift in individuals’ perceptions, 
giving more clarity and objectivity to moment-by-moment experience (Shapiro, 
Carlson, Astin, & Freedman, 2006). In turn, this can facilitate cognitive, behavioral, 
and emotional flexibility, positively influencing individuals’ wellbeing (Shapiro et al., 
2006).   

When scoping into the specific facets, act with awareness showed to be a strong 
predictor, accounting for the largest amount of unique variance across the 
outcomes, particularly for the negative indicators of affect. This is in line with 
previous studies (Hollis-Walker & Colisimo, 2011; Woodruff et al., 2013), and 
suggests that being mindfully aware of the ongoing experience is an important 
contributor of affect. One of the ways in which being aware is associated with affect 
might be through disengaging individuals from harmful automatic thoughts and 
unhealthy behaviors (Brown & Ryan, 2003), which in turn facilitates the self-
regulation of behavior to fulfill one’s needs and values, and subsequently a better 
mood (Ryan & Deci, 2008).  

Additionally, and in line with the findings of Woodruff et al. (2013), though to a 
lesser extent, non-reactivity also showed to be a significant predictor of all outcome 
measures, suggesting that not reacting impulsively to ongoing experiences, 
particularly to thoughts and emotions, has important benefits for affect. In addition, 
the SCS Neg showed to be the strongest predictor of psychological symptoms, 
indicating that a harsh attitude towards oneself has important negative implications 
for wellbeing. Non-judgment also showed to significantly predict psychological 
symptoms. These two facets measure a self-critical attitude that has shown to be an 
important determinant for depressive symptoms (Dunkley, Sanislow, Grilo, & 
McGlashan, 2006, 2009). Finally, our findings suggest that the mindfulness skills to 
be observing, able to describe internal and external experiences, non-reacting to 
emotions and thoughts, and to act with awareness, are all predictors of positive 
affect. This is in line with previous literature, showing that specifically changes in 
being aware and observing of experiences significantly predicted changes in positive 
affect (Schroevers & Brandsma, 2010). More research, both correlational as well as 

 
 

 
 

intervention studies, is needed to examine closely the distinct relationships between 
the facets of mindfulness and self-compassion with negative and positive indicators 
of wellbeing and mediators explaining these relationships.   

It is worth to notice that the SCS’s negative items showed to be a stronger 
predictor of negative affect than the SCS’s positive items. This finding suggests that 
the predictive value of the SCS total score over the FFMQ total score, as found in 
previous studies (Woodruff et al., 2013), could be mainly related to the predictive 
value of these negative items. In line with this, Van Dam et al. (2011) found that 
among the SCS’s subscales, self-judgment and isolation (in our study combined) were 
the strongest predictors of symptom severity. Others have also found strong 
associations between the SCS’s negative items and depressive symptoms, more so 
than the ones of the SCS’s positive items (Mills, Gilbert, Bellew, McEwan, & Gale, 
2007; Wasylkiw, MacKinnon, & MacLellan, 2012). It has been suggested that the 
SCS’s negative items seem to be measuring self-coldness instead of self-compassion 
(López et al., 2015; Gilbert et al., 2011). In the light of our results, this might indicate 
that mainly self-coldness, and not self-compassion, is an important predictor of 
psychological symptoms.   

Our findings have some clinical implications. Mindfulness and self-compassion 
showed to have unique contributions on affect, suggesting that both are important 
for individuals’ wellbeing. Particularly, a range of mindfulness skills seem to have a 
greater benefit on positive affect, thus playing an important protective role, whereas 
a lack of self-compassion in terms of self-coldness (i.e., SCS Neg) seems to have a 
notorious negative effect, predicting more strongly psychological symptoms in 
combination with a lack of awareness for doing daily activities. The latter suggests 
that to improve psychological symptoms, it is important to work on individuals’ 
harsh attitudes towards themselves as well as stimulate a mindful awareness and 
reduction of functioning on automatic pilot. 

Some limitations need to be considered when interpreting our findings. In this 
study, we compared the predictive value of two commonly used measures of 
mindfulness and self-compassion; however, our results are constrained to the 
characteristics and limitations of these questionnaires. Some parts of the SCS and 
FFMQ overlap in content, which hinders the interpretation of their unique effects on 
affect. In particular, the SCS’s items related to self-judgment overlap in content with 
the FFMQ’s non-judgment items. Also, the SCS’s items related to a mindful approach 
to difficult experiences and not being over-identified by such experiences overlap in 
content with the FFMQ’s non-reactivity items. Another limitation is the cross-
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sectional design, which precludes us from drawing conclusions about the direction of 
the relationships. For instance, we cannot conclude whether higher levels of 
mindfulness and self-compassion lead to lower negative affect and more positive 
affect, or whether this is the other way around. Previous longitudinal research has 
shown evidence for the first hypothesis, with higher level of mindfulness leading to 
lower levels of psychological symptoms (Snippe, Nyklíček, Schroevers, & Bos, 2015). 
More longitudinal studies are necessary to confirm our findings. 

It is also important to notice that we focused on a representative sample from 
the general population; thus, our sample is not representative for participants of 
mindfulness- or self-compassion-based interventions, who generally experience 
higher levels of psychological symptoms. In addition, the prior mediation experience 
of our sample was unknown, yet mean levels of mindfulness were comparable to 
levels found in other samples from the general population. Given these 
characteristics of our sample, it is important that future research examines the 
unique benefits of mindfulness and self-compassion in samples differing in the 
severity of psychological symptoms and in meditation experience. It should also be 
noted that the current study was performed among Dutch individuals, with the few 
previous studies on this topic being conducted primarily in samples from the USA 
and Canada. Given this low number of studies on the unique and common predictive 
value of mindfulness and self-compassion for psychological wellbeing, and the great 
differences between previous samples (e.g., students, persons with anxiety and need 
for help) and our sample, it is difficult to conclude to what extent results may have 
been affected by the Dutch culture. Cross-cultural research is needed to examine 
possible cultural differences in the predictive value of mindfulness and self-
compassion for the experience of negative and positive affect.  

Overall, our findings point out the importance of distinguishing the different 
facets of mindfulness and self-compassion when examining their benefits for 
psychological functioning, rather than using the total scores of multi-facet self-report 
questionnaires. Mindfulness and self-compassion, as measured by the FFMQ and 
SCS, were found to be equally important in predicting levels of psychological 
symptoms, with mindfulness also being related to the experience of positive affect. It 
is important to note that a lack of self-compassion in terms of self-coldness was 
found to be a stronger predictor of psychological symptoms than self-compassion in 
terms of self-kindness. This suggests that it is important to find ways by which 
individuals can reduce these harmful self-related thoughts and feelings.  
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Abstract 
Compassion for others and self-compassion are assumed to be closely related 
concepts. Yet, as they have been mostly studied separately, little is known about 
their relationship and to what extent they differ or resemble each other with respect 
to their  correlates. This cross-sectional study aimed to gain knowledge on their 
mean levels, interrelationship, and relationships to demographic factors and 
psychological wellbeing. A community sample of 328 adults completed a series of 
standardized self-report questionnaires to assess compassion for others, self-
compassion, as well as depressive symptoms, negative affect, and positive affect. 
Analyses included t-tests, ANOVAs and correlations. Results showed that self-
reported mean levels of compassion for others were significantly higher than those 
of self-compassion. Compassion for others and self-compassion were not 
significantly related. Compassion for others was higher in women than in men and in 
low educated individuals compared to higher educated individuals. In contrast, self-
compassion was lower in low educated individuals. Self-compassion was found to be 
more strongly related to both negative and positive indicators of affect, than 
compassion for others. Together, our findings show that among community adults, 
people report experiencing more compassion for others than for the self, whereas 
self-compassion showed to be more beneficial for psychological wellbeing. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

Introduction 
The interest on the benefits of compassion for others and self-compassion has grown 
rapidly during the last decade. Although these two concepts are assumed to be 
closely related, research examining their association is notoriously scarce. In an 
attempt to increase the understanding of the relationship  between compassion for 
others and self-compassion, this study explored their mean levels, association, and 
relationships to socio-demographic factors and psychological wellbeing, in a sample 
from the community.   

There is compelling evidence suggesting that compassion for others is a distinct 
emotion rooted in evolution (Goetz, Keltner & Simon-Thomas, 2010). According to 
this approach, compassion for others is the emotion that arises when witnessing 
another’s suffering and that subsequently motivates a desire to help. The triggering 
of compassion may be shaped by three appraisals: (1) the relevance of the person 
who is suffering to the self (i.e., emotional closeness and genetically relatedness), (2) 
the appraisals of low controllability and responsibility on the part of the sufferer, 
signalling that he/she deserves help, and (3) the self-capacity of coping with the 
situation and of offering effective help. Compassion for others can then be 
understood as a state or as a trait (Goetz et al., 2010). The state consists in the 
discrete emotional display of compassion, a brief and context-related experience 
triggered by a clear cause. Compassion as a trait involves the tendency to experience 
compassion and generate related responses across different situations, that is, a 
general style of emotional response that is transversal to time and context. A 
different approach conceptualizes compassion for others as an attitude containing 
feelings, cognitions and behaviors, characterized by caring and concern, and 
orientated towards supporting, helping and understanding others, particularly when 
the other is perceived to be suffering or in need (Sprecher, 2005).   

Self-compassion has been defined similar to compassion for others, as the 
capacity to feel concern with the pain and suffering of oneself and the wish to relieve 
this pain (van den Brink & Koster, 2012). In fact, some conceptualizations do not 
distinguish self-compassion from compassion for others, suggesting that they involve 
openness to the suffering of the self and others, the desire to relieve it, and 
cognitions/behaviors that aim to nurture, look after, and soothe (Gilbert, 2010). On 
the other hand, some researchers define compassion for the self somewhat 
differently than compassion for others. Neff (2003a) defined self-compassion as 
treating oneself with kindness and understanding when facing suffering, seeing one’s 
failures as part of the human condition and having a balanced awareness of painful 
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Abstract 
Compassion for others and self-compassion are assumed to be closely related 
concepts. Yet, as they have been mostly studied separately, little is known about 
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reported mean levels of compassion for others were significantly higher than those 
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significantly related. Compassion for others was higher in women than in men and in 
low educated individuals compared to higher educated individuals. In contrast, self-
compassion was lower in low educated individuals. Self-compassion was found to be 
more strongly related to both negative and positive indicators of affect, than 
compassion for others. Together, our findings show that among community adults, 
people report experiencing more compassion for others than for the self, whereas 
self-compassion showed to be more beneficial for psychological wellbeing. 
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There is compelling evidence suggesting that compassion for others is a distinct 
emotion rooted in evolution (Goetz, Keltner & Simon-Thomas, 2010). According to 
this approach, compassion for others is the emotion that arises when witnessing 
another’s suffering and that subsequently motivates a desire to help. The triggering 
of compassion may be shaped by three appraisals: (1) the relevance of the person 
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the appraisals of low controllability and responsibility on the part of the sufferer, 
signalling that he/she deserves help, and (3) the self-capacity of coping with the 
situation and of offering effective help. Compassion for others can then be 
understood as a state or as a trait (Goetz et al., 2010). The state consists in the 
discrete emotional display of compassion, a brief and context-related experience 
triggered by a clear cause. Compassion as a trait involves the tendency to experience 
compassion and generate related responses across different situations, that is, a 
general style of emotional response that is transversal to time and context. A 
different approach conceptualizes compassion for others as an attitude containing 
feelings, cognitions and behaviors, characterized by caring and concern, and 
orientated towards supporting, helping and understanding others, particularly when 
the other is perceived to be suffering or in need (Sprecher, 2005).   

Self-compassion has been defined similar to compassion for others, as the 
capacity to feel concern with the pain and suffering of oneself and the wish to relieve 
this pain (van den Brink & Koster, 2012). In fact, some conceptualizations do not 
distinguish self-compassion from compassion for others, suggesting that they involve 
openness to the suffering of the self and others, the desire to relieve it, and 
cognitions/behaviors that aim to nurture, look after, and soothe (Gilbert, 2010). On 
the other hand, some researchers define compassion for the self somewhat 
differently than compassion for others. Neff (2003a) defined self-compassion as 
treating oneself with kindness and understanding when facing suffering, seeing one’s 
failures as part of the human condition and having a balanced awareness of painful 
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thoughts and emotions. Also, it has been proposed that self-compassion 
encompasses understanding, acceptance and forgiveness for the self (McKay & 
Fanning, 2000). Overall, these different conceptualizations seem to have in common 
the notion that compassion is a reaction to the suffering of others and the self, 
characterized by a caring response.  

There is fMRI evidence showing that self-compassion engages similar brain 
regions as expressing compassion towards others (Longe et al., 2010; Lutz, 
Brefczynski-Lewis, Johnstone, & Davidson, 2008), supporting the view of compassion 
for others and for the self as closely related, comparable processes. Despite this 
presumably relatedness, there is a considerable lack of research that compares these 
two concepts. One study found small positive associations between compassion for 
others and self-compassion in community adults and meditators, with a somewhat 
stronger association for the meditators’ group (Neff & Pommier, 2012). In a series of 
four experiments in undergraduate student samples, another study demonstrated 
that activating support-giving schemas increased levels of self-compassion, 
suggesting that a way to cultivate compassion for the self can be by giving 
compassion to others (Breines & Chen, 2013).   

Compassion for others and self-compassion have proved to be beneficial for 
individuals’ psychological wellbeing. The association of compassion for others with 
wellbeing has being hardly examined by survey methods and evidence of their 
association comes primarily from task or intervention studies. For instance, after a 
brief compassion training in a sample of healthy adults, participants’ experiences of 
positive affectivity were higher compared to a control condition, even in response to 
witnessing others in distress (Klimecki, Leiberg, Lamm, & Singer, 2012). In addition, 
community adults that performed a daily compassionate action towards others in a 
one-week task study, showed increases in self-reported happiness at the end of the 
week, compared to a control condition (Mongrain, Chin, & Shapira, 2011). In 
contrast, there is a large number of cross-sectional studies using  survey methods to 
demonstrate the relationship between self-compassion and psychological wellbeing. 
According to a review, higher levels of self-reported self-compassion are associated 
with reduced stress, anxiety, and depressive symptoms (MacBeth & Gumley 2012). 
Self-compassion has also shown to be related with improvements in self-reported 
indicators of positive affectivity, such as greater happiness, optimism, positive affect, 
and life satisfaction (Neff, Rude, & Kirkpatrick, 2007; Neff, 2003b).  

So far, the limited number of studies examining compassion for others together 
with self-compassion, suggests that they involve similar brain regions (Longe et al., 

 
 

2010) and that those individuals who are more compassionate towards others could 
be more compassionate towards themselves (Neff & Pommier, 2012; Breines & 
Chen, 2013). However, there is still a limited understanding on how much these two 
concepts are similar or different from each other; specifically, descriptive data is 
missing. This cross-sectional study aims to give insight into the mean levels of 
compassion for others and the self in adults from the general population, their 
association, and whether they vary among different socio-demographic groups. 
Because both compassion for others and self-compassion have been related to 
psychological wellbeing, we also explored their associations to depressive symptoms, 
negative affect, and positive affect.  

 

Method 
Sample and procedure 
Data was collected as part of a follow-up assessment of a larger study on 
mindfulness, self-compassion, and quality of life. The study was conducted among a 
community-based sample selected from the register offices of five middle size cities 
in the Netherlands.  The follow-up assessment was made in two waves (hereby 
following the same procedure of the baseline  assessment). This study focuses on 
data collected in the second wave in which 450 individuals were approached. A 
questionnaire package was sent to the participants’ home addresses with a return 
envelope, so they could return the questionnaire without any cost. Data was 
obtained from 328 participants (73%). The socio-demographic characteristics of the 
sample are presented in Table 1. We compared the sample of this study with the 
others included in the follow-up sample and found that the two samples did not 
significantly differ in age, gender, marital status, education, working status or 
presence of physical disease, and either in levels of depressive symptoms, negative 
affect or positive affect.  

 

Measures  
Compassion for others 
Compassion for others was assessed with the compassion subscale of the 
Dispositional Positive Emotions Scale (DPES-comp; Shiota, Keltner, & John, 2006). 
This 5-item subscale assesses the tendency to feel compassion towards people in 
general using a seven-point likert scale, with 1 indicating strongly disagree and 7 
indicating strongly agree (e.g., ‘When I see someone hurt or in need, I feel a 
powerful urge to take care of them’). Total scores can range from 5 to 35, with 
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thoughts and emotions. Also, it has been proposed that self-compassion 
encompasses understanding, acceptance and forgiveness for the self (McKay & 
Fanning, 2000). Overall, these different conceptualizations seem to have in common 
the notion that compassion is a reaction to the suffering of others and the self, 
characterized by a caring response.  

There is fMRI evidence showing that self-compassion engages similar brain 
regions as expressing compassion towards others (Longe et al., 2010; Lutz, 
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others and self-compassion in community adults and meditators, with a somewhat 
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that activating support-giving schemas increased levels of self-compassion, 
suggesting that a way to cultivate compassion for the self can be by giving 
compassion to others (Breines & Chen, 2013).   
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wellbeing has being hardly examined by survey methods and evidence of their 
association comes primarily from task or intervention studies. For instance, after a 
brief compassion training in a sample of healthy adults, participants’ experiences of 
positive affectivity were higher compared to a control condition, even in response to 
witnessing others in distress (Klimecki, Leiberg, Lamm, & Singer, 2012). In addition, 
community adults that performed a daily compassionate action towards others in a 
one-week task study, showed increases in self-reported happiness at the end of the 
week, compared to a control condition (Mongrain, Chin, & Shapira, 2011). In 
contrast, there is a large number of cross-sectional studies using  survey methods to 
demonstrate the relationship between self-compassion and psychological wellbeing. 
According to a review, higher levels of self-reported self-compassion are associated 
with reduced stress, anxiety, and depressive symptoms (MacBeth & Gumley 2012). 
Self-compassion has also shown to be related with improvements in self-reported 
indicators of positive affectivity, such as greater happiness, optimism, positive affect, 
and life satisfaction (Neff, Rude, & Kirkpatrick, 2007; Neff, 2003b).  

So far, the limited number of studies examining compassion for others together 
with self-compassion, suggests that they involve similar brain regions (Longe et al., 

 
 

2010) and that those individuals who are more compassionate towards others could 
be more compassionate towards themselves (Neff & Pommier, 2012; Breines & 
Chen, 2013). However, there is still a limited understanding on how much these two 
concepts are similar or different from each other; specifically, descriptive data is 
missing. This cross-sectional study aims to give insight into the mean levels of 
compassion for others and the self in adults from the general population, their 
association, and whether they vary among different socio-demographic groups. 
Because both compassion for others and self-compassion have been related to 
psychological wellbeing, we also explored their associations to depressive symptoms, 
negative affect, and positive affect.  

 

Method 
Sample and procedure 
Data was collected as part of a follow-up assessment of a larger study on 
mindfulness, self-compassion, and quality of life. The study was conducted among a 
community-based sample selected from the register offices of five middle size cities 
in the Netherlands.  The follow-up assessment was made in two waves (hereby 
following the same procedure of the baseline  assessment). This study focuses on 
data collected in the second wave in which 450 individuals were approached. A 
questionnaire package was sent to the participants’ home addresses with a return 
envelope, so they could return the questionnaire without any cost. Data was 
obtained from 328 participants (73%). The socio-demographic characteristics of the 
sample are presented in Table 1. We compared the sample of this study with the 
others included in the follow-up sample and found that the two samples did not 
significantly differ in age, gender, marital status, education, working status or 
presence of physical disease, and either in levels of depressive symptoms, negative 
affect or positive affect.  

 

Measures  
Compassion for others 
Compassion for others was assessed with the compassion subscale of the 
Dispositional Positive Emotions Scale (DPES-comp; Shiota, Keltner, & John, 2006). 
This 5-item subscale assesses the tendency to feel compassion towards people in 
general using a seven-point likert scale, with 1 indicating strongly disagree and 7 
indicating strongly agree (e.g., ‘When I see someone hurt or in need, I feel a 
powerful urge to take care of them’). Total scores can range from 5 to 35, with 
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higher scores indicating greater levels of compassion for others. The DPES-comp has 
demonstrated a good internal consistency and adequate validity (Shiota et al., 2006). 
In this study, the DPES-comp had good internal consistency (α = .84). 

 
Self-compassion 
Self-compassion was measured with the 12 positive items of the Self-Compassion 
Scale (Neff 2003b). We focused on the SCS’s positive items because we were 
interested in assessing the positive experience of self-compassion and not its 
opposite form, i.e., being harsh and critical towards oneself, evaluated by the SCS’s 
negative items. Recent research has recommended the validity and use of these 
positive items as a measure of self-compassion (López et al., 2015; Muris, Otgaar & 
Petrocchi, 2016).  These items assess self-kindness, a mindful approach to negative 
thoughts or emotions, and a sense that suffering is common to all human beings 
(e.g., ‘I’m kind to myself when I’m experiencing suffering’). The items can be rated 
on a five-point likert scale ranging from 1 (almost never) to 5 (almost always). Total 
scores can range from 12 to 60 with higher scores indicating greater self-
compassion. The SCS’s positive items have demonstrated a good internal consistency 
and adequate validity (Costa et al., 2015). In this study, the SCS’s positive items had 
good internal consistency (α = .87). 

 
Depressive symptoms 
Depressive symptoms were assessed with the Center of Epidemiologic Studies 
Depression Scale (CES-D; Bouma, Ranchor, Sanderman, & Van Sonderen, 1995; 
Radloff, 1977). The CES-D is a 20-item self-report instrument designed to measure 
current levels of depressive symptomatology in the general population (e.g., ‘I felt 
depressed’). On a four-point likert scale, participants specified the frequency by 
which each symptom was experienced during the last week (0 indicating rarely or 
none of the time and 3 indicating most of the time). After reversing the positively 
formulated items, a total score can be calculated based on all 20 items. Total scores 
can range from 0 to 60, with higher scores indicating more depressive symptoms. In 
this study, the scale showed good internal consistency (α = .91).  
 
 
 
 

 

 
 

Negative and positive affect 
Negative and positive affect were measured with the 20-item Positive and Negative 
Affect Schedule (PANAS; Peeters et al., 1999; Watson, Clark & Tellegen, 1988). This 
instrument is divided into two 10-item scales that assess subjective distress and 
unpleasant engagement (i.e., negative affect) and feelings of activeness, enthusiasm 
and alertness (i.e., positive affect). Participants were asked to rate the extent to 
which they experienced each particular emotion during the last week using a five-
point likert scale (1 indicating very slightly or not at all and 5 indicating very much). 
Higher scores in the two scales indicate more negative and positive affect. In this 
study, the PANAS demonstrated high internal consistency for the negative affect (α 
=.88) and positive affect (α =.88) scales.   
 

Data analyses  
Statistical analyses were conducted in SPSS, 20.0. Paired samples t-tests was used to 
examine differences in levels of compassion for others and self-compassion. We first 
converted the total scores of compassion for others and self-compassion into a 1-
100 range in order to make them comparable. The association between compassion 
for others and self-compassion was tested with Pearson correlation. Next, to 
examine whether the levels of compassion for others and for oneself varied 
according demographic factors (i.e., age, gender, marital status, education, working 
status and presence of physical disease), several t-tests and ANOVAs were 
performed testing for differences in the total scores of compassion for others and 
self-compassion. For these analyses, the variable marital status was dichotomized 
into married/cohabitating and others, and the variable working status was 
categorized into employed, retired and others, in order to have comparable groups 
in size. Lastly, correlation analyses were conducted to explore the relationships 
between compassion for others and self-compassion with depressive symptoms, 
negative affect and positive affect. The means (SD) of all study variables are 
presented in Table 1. 
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In this study, the DPES-comp had good internal consistency (α = .84). 
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Self-compassion was measured with the 12 positive items of the Self-Compassion 
Scale (Neff 2003b). We focused on the SCS’s positive items because we were 
interested in assessing the positive experience of self-compassion and not its 
opposite form, i.e., being harsh and critical towards oneself, evaluated by the SCS’s 
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thoughts or emotions, and a sense that suffering is common to all human beings 
(e.g., ‘I’m kind to myself when I’m experiencing suffering’). The items can be rated 
on a five-point likert scale ranging from 1 (almost never) to 5 (almost always). Total 
scores can range from 12 to 60 with higher scores indicating greater self-
compassion. The SCS’s positive items have demonstrated a good internal consistency 
and adequate validity (Costa et al., 2015). In this study, the SCS’s positive items had 
good internal consistency (α = .87). 

 
Depressive symptoms 
Depressive symptoms were assessed with the Center of Epidemiologic Studies 
Depression Scale (CES-D; Bouma, Ranchor, Sanderman, & Van Sonderen, 1995; 
Radloff, 1977). The CES-D is a 20-item self-report instrument designed to measure 
current levels of depressive symptomatology in the general population (e.g., ‘I felt 
depressed’). On a four-point likert scale, participants specified the frequency by 
which each symptom was experienced during the last week (0 indicating rarely or 
none of the time and 3 indicating most of the time). After reversing the positively 
formulated items, a total score can be calculated based on all 20 items. Total scores 
can range from 0 to 60, with higher scores indicating more depressive symptoms. In 
this study, the scale showed good internal consistency (α = .91).  
 
 
 
 

 

 
 

Negative and positive affect 
Negative and positive affect were measured with the 20-item Positive and Negative 
Affect Schedule (PANAS; Peeters et al., 1999; Watson, Clark & Tellegen, 1988). This 
instrument is divided into two 10-item scales that assess subjective distress and 
unpleasant engagement (i.e., negative affect) and feelings of activeness, enthusiasm 
and alertness (i.e., positive affect). Participants were asked to rate the extent to 
which they experienced each particular emotion during the last week using a five-
point likert scale (1 indicating very slightly or not at all and 5 indicating very much). 
Higher scores in the two scales indicate more negative and positive affect. In this 
study, the PANAS demonstrated high internal consistency for the negative affect (α 
=.88) and positive affect (α =.88) scales.   
 

Data analyses  
Statistical analyses were conducted in SPSS, 20.0. Paired samples t-tests was used to 
examine differences in levels of compassion for others and self-compassion. We first 
converted the total scores of compassion for others and self-compassion into a 1-
100 range in order to make them comparable. The association between compassion 
for others and self-compassion was tested with Pearson correlation. Next, to 
examine whether the levels of compassion for others and for oneself varied 
according demographic factors (i.e., age, gender, marital status, education, working 
status and presence of physical disease), several t-tests and ANOVAs were 
performed testing for differences in the total scores of compassion for others and 
self-compassion. For these analyses, the variable marital status was dichotomized 
into married/cohabitating and others, and the variable working status was 
categorized into employed, retired and others, in order to have comparable groups 
in size. Lastly, correlation analyses were conducted to explore the relationships 
between compassion for others and self-compassion with depressive symptoms, 
negative affect and positive affect. The means (SD) of all study variables are 
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Results  
Levels and association of compassion for others and self-compassion   
The mean level of compassion for others was significantly higher than the one of 
self-compassion (t(326) = -22.11, p < .001), Mcompassion = 77.12 (SD = 14.26), Mself-

compassion = 51.80 (SD = 15.84). Compassion for others and self-compassion were 
weakly, not significantly related (r = .10, p = .071).  
 

Compassion for others and self-compassion among different 
demographic groups   

Compassion for others 
Women reported higher levels of compassion for others than men (t(326) = -2.21, p 
= .028). In addition, we also found higher levels of compassion for others in low 
educated individuals, compared to middle and high educated individuals (F(2, 324) = 
4.90, p = .008). Age was weakly positively correlated with compassion for others (p < 
.05) (Table 2).   
 
Self-compassion 
Low educated individuals reported lower levels of self-compassion than middle and 
high educated individuals, and middle educated individuals reported lower levels of 
self-compassion than high educated individuals  (F(2, 323) = 12.34, p < .001) (Table 
2).  

 

Associations of compassion for others and self-compassion with 
psychological wellbeing  
Compassion for others was not significantly related to depressive symptoms neither 
to negative nor positive affect (Table 3). Self-compassion had significant, weak to 
moderate, negative associations with depressive symptoms and negative affect, and 
a significant moderate positive association with positive affect (p < .001) (Table 3).  
 

 

 

 

 

 

 

 
 

Table 1  
Participants’ socio-demographic characteristics and means (SD) of all study variables 
  Study sample (N = 328) 
Mean age in years (SD)  57 (15.2) 
Gender (% female) 55.2 
Marital status (%)  
 Married /cohabiting 78.8 
 Single 6.4 
 Widowed 8.9 
 Divorced 3.4 
 Other  2.4 
Education (%)  
 Low  17.1 
 Middle  51.6 
 High  31.2 
Working status (%)   
 Employed  49.2 
  Retired 22.6 
  Housework 8.2 
  Volunteer  5.0 
  Disability 5.3 
  Others  9.4 
Presence of physical disease   
 No 44.5 
 One  23.5 
 Two or more 24.1 
  
Mean of study variables (SD)  
Compassion for others 28.11 (4.29) 
Self-compassion  36.87 (7.60) 
Depressive symptoms  8.65 (8.87) 
Negative affect 15.26 (5.71) 
Positive affect  30.57 (6.93) 
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Table 2 
Means (SD) of compassion for others and self-compassion for different socio-demographic groups   
  Self-compassion  Compassion for others 

Age  -.022 .116* 
Gender    
 Women  52.70 (15.28) 78.75 (14.60) a* 

 Men 50.71 (16.48) 75.11 (13.60) 

Marital status    
 Married/cohabiting 52.31 (15.27) 77.78 (14.29) 
 Others 49.83 (17.97) 74.63 (14.11) 
Education   
 Low  43.98 (15.84) b** 82.44 (13.30) c** 

 Middle  51.40 (15.96) 76.04 (13.87) 
 High  56.60 (13.77) 76.03 (14.92) 
Working status    
 Employed  51.87 (14.67) 75.72 (15.14) 
  Retired 49.68 (15.67) 77.27 (13.36) 
  Others  53.58 (17.75) 79.30 (13.50) 
Presence of physical disease    
 No 52.98 (16.01) 75.21 (13.11) 
 One  51.84 (15.16) 77.13 (16.50) 
 Two or more 50.78 (16.38) 78.94 (13.68) 
All mean (SD) scores presented in this table are converted to 1-100 range to allow easier 
comparisons; a significant differences in compassion for others between women and men;  
b significant differences in self-compassion between low educated and middle/high educated, and 
between middle educated and high educated; c significant differences in compassion for others 
between low educated and middle/high educated.  

**p < .01, *p < .05  
 
 
Table 3 
Correlations of compassion for others and self-compassion with measures of psychological wellbeing  

 Depressive symptoms Negative affect Positive affect 

Compassion for others  -.001 -.050 .072 
Self-compassion -.322*** -.185*** .331*** 
***p < .001 
 

 

 

 
 

Discussion 
This study aimed to explore the mean levels of compassion for others and self-
compassion in the general population and whether they vary according to different 
socio-demographic characteristics. In addition, we explored how compassion for 
others and self-compassion relate to indicators of psychological wellbeing. Results 
showed that self-reported levels of compassion for others were higher than self-
reported levels of self-compassion. Women and lower educated individuals reported 
to be more compassionate for others than their counterparts. Lower educated 
individuals  reported less self-compassion than higher educated persons. Self-
compassion was associated with lower levels of negative affectivity and higher levels 
of positive affectivity, while compassion for others was not significantly related to 
affect. 

A key finding was the self-reported higher levels of compassion for others than 
for the self. The mean level of compassion for others observed in our study is similar 
to those reported in previous studies among undergraduate samples (Oveis, Horberg 
& Keltner, 2010; Stellar et al., 2012). Also, the mean level of self-compassion 
observed in our study is similar to those in previous studies among community 
samples (Costa, Marôco, Pinto-Gouveia, Ferreira, & Castilho, 2015; Körner et al., 
2015). The relatively high levels of compassion for others is in line with the notion 
that it is a distinct emotion that denotes important evolutionary purposes (Goetz et 
al., 2010). Specifically, it has been suggested that compassion for others evolved as 
part of a caregiving response to vulnerable offspring, that it promotes cooperative 
relations between nonkin and that compassionate mates are preferred (Goetz et al., 
2010). The relatively low levels of individuals’ self-compassion might be explained by 
an inherent difficulty of expressing compassion towards oneself (Gilbert, McEwan, 
Matos, & Rivis, 2011). In a qualitative study, individuals with depression recognized 
that self-compassion could be meaningful and helpful, though they stated that being 
self-compassionate would be difficult because the concept itself felt challenging 
(Pauley & McPherson, 2010). This might also be the case for non-depressed 
individuals. Gilbert et al. (2011) argued that individuals, especially those with low 
affectionate backgrounds or those who are highly self-critical, can experience a fear 
to be self-compassionate and as a consequence, have difficulties in developing self-
compassion. An alternative explanation for our findings might be that it is socially 
desirable to report compassion for others, and this is less so for reporting 
compassion for oneself. As mentioned before, evidence suggests that compassion 
for others is a desirable trait for mate selection (Buss et al., 1990; Eastwick & Finkel, 
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Table 2 
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 Married/cohabiting 52.31 (15.27) 77.78 (14.29) 
 Others 49.83 (17.97) 74.63 (14.11) 
Education   
 Low  43.98 (15.84) b** 82.44 (13.30) c** 

 Middle  51.40 (15.96) 76.04 (13.87) 
 High  56.60 (13.77) 76.03 (14.92) 
Working status    
 Employed  51.87 (14.67) 75.72 (15.14) 
  Retired 49.68 (15.67) 77.27 (13.36) 
  Others  53.58 (17.75) 79.30 (13.50) 
Presence of physical disease    
 No 52.98 (16.01) 75.21 (13.11) 
 One  51.84 (15.16) 77.13 (16.50) 
 Two or more 50.78 (16.38) 78.94 (13.68) 
All mean (SD) scores presented in this table are converted to 1-100 range to allow easier 
comparisons; a significant differences in compassion for others between women and men;  
b significant differences in self-compassion between low educated and middle/high educated, and 
between middle educated and high educated; c significant differences in compassion for others 
between low educated and middle/high educated.  

**p < .01, *p < .05  
 
 
Table 3 
Correlations of compassion for others and self-compassion with measures of psychological wellbeing  

 Depressive symptoms Negative affect Positive affect 

Compassion for others  -.001 -.050 .072 
Self-compassion -.322*** -.185*** .331*** 
***p < .001 
 

 

 

 
 

Discussion 
This study aimed to explore the mean levels of compassion for others and self-
compassion in the general population and whether they vary according to different 
socio-demographic characteristics. In addition, we explored how compassion for 
others and self-compassion relate to indicators of psychological wellbeing. Results 
showed that self-reported levels of compassion for others were higher than self-
reported levels of self-compassion. Women and lower educated individuals reported 
to be more compassionate for others than their counterparts. Lower educated 
individuals  reported less self-compassion than higher educated persons. Self-
compassion was associated with lower levels of negative affectivity and higher levels 
of positive affectivity, while compassion for others was not significantly related to 
affect. 

A key finding was the self-reported higher levels of compassion for others than 
for the self. The mean level of compassion for others observed in our study is similar 
to those reported in previous studies among undergraduate samples (Oveis, Horberg 
& Keltner, 2010; Stellar et al., 2012). Also, the mean level of self-compassion 
observed in our study is similar to those in previous studies among community 
samples (Costa, Marôco, Pinto-Gouveia, Ferreira, & Castilho, 2015; Körner et al., 
2015). The relatively high levels of compassion for others is in line with the notion 
that it is a distinct emotion that denotes important evolutionary purposes (Goetz et 
al., 2010). Specifically, it has been suggested that compassion for others evolved as 
part of a caregiving response to vulnerable offspring, that it promotes cooperative 
relations between nonkin and that compassionate mates are preferred (Goetz et al., 
2010). The relatively low levels of individuals’ self-compassion might be explained by 
an inherent difficulty of expressing compassion towards oneself (Gilbert, McEwan, 
Matos, & Rivis, 2011). In a qualitative study, individuals with depression recognized 
that self-compassion could be meaningful and helpful, though they stated that being 
self-compassionate would be difficult because the concept itself felt challenging 
(Pauley & McPherson, 2010). This might also be the case for non-depressed 
individuals. Gilbert et al. (2011) argued that individuals, especially those with low 
affectionate backgrounds or those who are highly self-critical, can experience a fear 
to be self-compassionate and as a consequence, have difficulties in developing self-
compassion. An alternative explanation for our findings might be that it is socially 
desirable to report compassion for others, and this is less so for reporting 
compassion for oneself. As mentioned before, evidence suggests that compassion 
for others is a desirable trait for mate selection (Buss et al., 1990; Eastwick & Finkel, 
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2008; Goetz et al., 2010). In turn, it has been found that self-compassion (as 
measured by the SCS) is not related to social desirability in undergraduates students 
(Neff, 2003b). It would be important to explore the association of social desirability 
with compassion for others and self-compassion in community adults.  

Interestingly, compassion for others and self-compassion were not significantly 
associated. Other researchers have found that compassion for others is weakly or 
not related to self-compassion (Gilbert, 2016; Neff & Pommier, 2012). This indicates 
that it is possible to be compassionate towards others but not to the self, or 
alternative, to be self-compassionate but don’t have compassion towards others. 
More in-depth research, including qualitative studies, is needed to clarify people’s 
experiences with both concepts and their association. 

When comparing the levels of compassion for others and for oneself among 
different demographic groups, results showed that women reported higher 
compassion for others compared to men. Past literature has observed this same 
gender difference in self-reported levels of compassion for others in undergraduate 
students, community adults and meditators (Neff & Pommier, 2012; Stellar et al., 
2012). Sprecher, Ferh, & Zimmerman (2007) found that women, at a greater degree 
than men, expect enhanced positive mood as a result of compassionate acts (the 
participants were asked to rate the degree in which they would experience an 
increase in positive emotions if they were to perform specific helping acts), and 
theorized that it can be due to differences in social role experiences. In line with this, 
Eagly and Crowley’s (1986) social role theory of helping, suggests that gender roles 
encourage males to perform heroic actions, while females to be nurturing and caring 
which relates more to the experience of compassion for others.  

In contrast, we found no gender differences in levels of self-compassion, which is 
in line with research in undergraduates, community adults and meditators (Neff & 
Pommier, 2012). Others, however, have found lower levels of self-compassion in 
women compared to men, as measured by the SCS total score (Johnson & O’Brien, 
2013; Neff & Beretvas, 2013; Neff & Vonk, 2009; Neff, 2003b). It should be noted 
that in these studies, gender differences were mainly accounted for by the negative 
aspects of the Self-Compassion Scale, which focuses on self-criticism, over-
identification and isolation (Neff, 2003b). It seems that when focusing on the positive 
experience of self-compassion (i.e., being mindful, self-kind and connected to 
common humanity), there are no significant gender differences in levels of self-
compassion. 

 
 

Low educated individuals reported higher levels of compassion for others, but 
lower levels of self-compassion, compared to their counterparts. For compassion for 
others, our results are in line with those of a series of three studies in 
undergraduates samples, showing that lower-class individuals reported greater 
compassion for others during laboratory inductions and real social interactions, 
compared to upper-class individuals (social class was assessed with a compound 
measurement of education, income and perceived class) (Stellar et al., 2012). The 
authors showed that this association between social class and compassion for others 
was mediated by the perception of distress in others, supporting their hypothesis 
that lower-class individuals, who often live in more threatening environments, are 
more aware and reactive to others’ emotions or negative situations, and initiate 
more cooperative relationships as a strategy to deal with external threats (i.e., tend-
and-befriend response strategy). On the other hand, self-compassion was found to 
be lower in lower educated individuals. We are not aware of literature reporting 
levels of self-compassion according to participants’ education or social class. Since a 
considerable amount of studies on self-compassion have been performed among 
undergraduate students, there are limited possibilities to explore the association 
between education and self-compassion. More research is needed in order to clarify 
whether and how education influences levels of self-compassion.   

Regarding psychological wellbeing, self-compassion was related to both negative 
and positive affective states, in line with previous research (MacBeth & Gumley, 
2012; Neff, 2003b; Neff et al., 2007). Dundas and colleagues (2015) suggested that 
self-compassion might relate to lower levels of depressive symptoms by protecting 
against the increase of self-judging responses. The influence of self-compassion on 
positive affect can be due to a positive affective response in the face of personal 
distress, e.g., experiencing warmth, understanding, and reassurance (Neff, 2003a). 
Complementarily, during less threatening situations, self-compassion can have a 
resilient effect by promoting healthy behaviors aimed to maintain wellbeing (e.g., 
good eating habits, work-rest balance) (Neff, 2003a). It should be noted that most 
previous research assessed self-compassion by combining positive self-compassion 
and its opposite, being harsh and cold towards oneself, into one overall score of self-
compassion. In our study we focused specifically on positive self-compassion. The 
fact that we also found significant associations of self-compassion with depressive 
symptoms and negative affect, as well as with positive affect, strengthens the idea 
that self-compassion has benefits for psychological wellbeing, independent of 
aspects more related to self-coldness.  
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2008; Goetz et al., 2010). In turn, it has been found that self-compassion (as 
measured by the SCS) is not related to social desirability in undergraduates students 
(Neff, 2003b). It would be important to explore the association of social desirability 
with compassion for others and self-compassion in community adults.  

Interestingly, compassion for others and self-compassion were not significantly 
associated. Other researchers have found that compassion for others is weakly or 
not related to self-compassion (Gilbert, 2016; Neff & Pommier, 2012). This indicates 
that it is possible to be compassionate towards others but not to the self, or 
alternative, to be self-compassionate but don’t have compassion towards others. 
More in-depth research, including qualitative studies, is needed to clarify people’s 
experiences with both concepts and their association. 

When comparing the levels of compassion for others and for oneself among 
different demographic groups, results showed that women reported higher 
compassion for others compared to men. Past literature has observed this same 
gender difference in self-reported levels of compassion for others in undergraduate 
students, community adults and meditators (Neff & Pommier, 2012; Stellar et al., 
2012). Sprecher, Ferh, & Zimmerman (2007) found that women, at a greater degree 
than men, expect enhanced positive mood as a result of compassionate acts (the 
participants were asked to rate the degree in which they would experience an 
increase in positive emotions if they were to perform specific helping acts), and 
theorized that it can be due to differences in social role experiences. In line with this, 
Eagly and Crowley’s (1986) social role theory of helping, suggests that gender roles 
encourage males to perform heroic actions, while females to be nurturing and caring 
which relates more to the experience of compassion for others.  

In contrast, we found no gender differences in levels of self-compassion, which is 
in line with research in undergraduates, community adults and meditators (Neff & 
Pommier, 2012). Others, however, have found lower levels of self-compassion in 
women compared to men, as measured by the SCS total score (Johnson & O’Brien, 
2013; Neff & Beretvas, 2013; Neff & Vonk, 2009; Neff, 2003b). It should be noted 
that in these studies, gender differences were mainly accounted for by the negative 
aspects of the Self-Compassion Scale, which focuses on self-criticism, over-
identification and isolation (Neff, 2003b). It seems that when focusing on the positive 
experience of self-compassion (i.e., being mindful, self-kind and connected to 
common humanity), there are no significant gender differences in levels of self-
compassion. 

 
 

Low educated individuals reported higher levels of compassion for others, but 
lower levels of self-compassion, compared to their counterparts. For compassion for 
others, our results are in line with those of a series of three studies in 
undergraduates samples, showing that lower-class individuals reported greater 
compassion for others during laboratory inductions and real social interactions, 
compared to upper-class individuals (social class was assessed with a compound 
measurement of education, income and perceived class) (Stellar et al., 2012). The 
authors showed that this association between social class and compassion for others 
was mediated by the perception of distress in others, supporting their hypothesis 
that lower-class individuals, who often live in more threatening environments, are 
more aware and reactive to others’ emotions or negative situations, and initiate 
more cooperative relationships as a strategy to deal with external threats (i.e., tend-
and-befriend response strategy). On the other hand, self-compassion was found to 
be lower in lower educated individuals. We are not aware of literature reporting 
levels of self-compassion according to participants’ education or social class. Since a 
considerable amount of studies on self-compassion have been performed among 
undergraduate students, there are limited possibilities to explore the association 
between education and self-compassion. More research is needed in order to clarify 
whether and how education influences levels of self-compassion.   

Regarding psychological wellbeing, self-compassion was related to both negative 
and positive affective states, in line with previous research (MacBeth & Gumley, 
2012; Neff, 2003b; Neff et al., 2007). Dundas and colleagues (2015) suggested that 
self-compassion might relate to lower levels of depressive symptoms by protecting 
against the increase of self-judging responses. The influence of self-compassion on 
positive affect can be due to a positive affective response in the face of personal 
distress, e.g., experiencing warmth, understanding, and reassurance (Neff, 2003a). 
Complementarily, during less threatening situations, self-compassion can have a 
resilient effect by promoting healthy behaviors aimed to maintain wellbeing (e.g., 
good eating habits, work-rest balance) (Neff, 2003a). It should be noted that most 
previous research assessed self-compassion by combining positive self-compassion 
and its opposite, being harsh and cold towards oneself, into one overall score of self-
compassion. In our study we focused specifically on positive self-compassion. The 
fact that we also found significant associations of self-compassion with depressive 
symptoms and negative affect, as well as with positive affect, strengthens the idea 
that self-compassion has benefits for psychological wellbeing, independent of 
aspects more related to self-coldness.  
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In contrast, compassion for others did not appear to be significantly related to 
levels of depressive symptoms, negative affect, nor positive affect. Partly in line with 
our results, two previous studies found that after one week of performing daily 
compassionate acts towards others (Mongrain et al., 2011) and after a compassion-
based 9 weeks intervention (Jazaieri et al., 2014), community adults did not report 
greater decreases of depressive symptoms compared to a control group; though, 
these studies did find higher increases of happiness in the experimental groups. 
More research is needed to increase our understanding of how compassion for 
others relates to psychological wellbeing. 

The community sample with equivalent gender distributions and broad age range 
increases the generalizability of our results. Though, some limitations should be 
considered when interpreting our findings. Our study is cross-sectional and therefore 
conclusions regarding causality of (self-)compassion on negative and positive 
indicators of psychological wellbeing cannot be drawn. Another limitation is the 
dropout of participants between the baseline and follow-up study. Low response 
rates are not uncommon for mail surveys (Van Horn, Green & Martinussen, 2008) 
and it is possible that the topic of the study (i.e., self-compassion, mindfulness, and 
quality of life) may have reduced the participation considering that responders were 
a large group from the general population not particularly motivated or interested in 
this topic. Furthermore,  the length of the questionnaire package (about 30 minutes 
to fill in) may have contributed to the reduction on the response rate. Although the 
follow-up sample (N = 734) did not significantly differ from the non-respondent 
sample (N = 1002) in age or gender distributions, we did find that higher educated 
people and individuals married or with a partner were more likely to participate in 
the follow-up.  

This is one of the first studies exploring the association between compassion for 
others and self-compassion. Overall, our results suggest that community adults  
report higher levels of compassion for others than self-compassion. In addition, our 
results suggests that levels of compassion for others can vary according to gender 
and education, with women and low educated individuals reporting more 
compassion for others than their counterparts. In contrast, it seems that lower 
educated individuals have less self-compassion than higher educated persons. 
Finally, our results showed that self-compassion is more strongly related to 
psychological wellbeing than compassion for others.  Future research can build up on 
these findings to enlarge the understanding of how compassion for others and self-
compassion relate and differ from each other.  
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sample (N = 1002) in age or gender distributions, we did find that higher educated 
people and individuals married or with a partner were more likely to participate in 
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others and self-compassion. Overall, our results suggest that community adults  
report higher levels of compassion for others than self-compassion. In addition, our 
results suggests that levels of compassion for others can vary according to gender 
and education, with women and low educated individuals reporting more 
compassion for others than their counterparts. In contrast, it seems that lower 
educated individuals have less self-compassion than higher educated persons. 
Finally, our results showed that self-compassion is more strongly related to 
psychological wellbeing than compassion for others.  Future research can build up on 
these findings to enlarge the understanding of how compassion for others and self-
compassion relate and differ from each other.  
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Abstract 
The benefits of self-compassion on wellbeing have been mostly demonstrated with 
cross-sectional designs and among student samples. The present study aims to 
expand the understanding of the relationship between self-compassion and 
depressive symptoms using a longitudinal design among a large representative 
community sample (N = 734). As self-compassion is assumed to be particular 
important when confronted with difficult life experiences, we also examined 
whether the experience of stress, namely  stressful life events and levels of 
neuroticism, would interact with self-compassion to predict depressive symptoms 
over one-year time. Since previous research has suggested a difference  between 
self-compassion and its opposite form, harsh self-coldness, we distinguished these 
two processes in our analyses. Results showed that only self-coldness, and not self-
compassion, significantly predicted future depressive symptoms. Furthermore, 
neuroticism moderated the relationship between self-coldness and depressive 
symptoms, as well as the relationship between self-compassion and depressive 
symptoms, with a stronger effect in persons reporting elevated levels of neuroticism. 
The occurrence of stressful life events did not moderate the association of either 
self-compassion or self-coldness with depressive symptoms. This is the first study 
that has separately examined the effect of self-compassion and self-coldness on 
depressive symptoms over time and the moderating influence of stress. Based on 
our findings, we recommend clinicians to pay particular attention to critical reactions 
of clients that they identify as more neurotic, and to stimulate and train healthier 
responses to stressors, including self-compassion skills. 

 

 

 

 

 

 

 

 

 
 

 
 

Introduction 
Self-compassion has been exponentially studied during the last decade (Barnard & 
Curry, 2011). In western psychology, it has been commonly conceptualized as being 
aware and open to one’s own suffering, experiencing feelings of kindness towards 
oneself, and recognizing that one’s own experiences are part of a common human 
experience (Neff, 2003a). Self-compassion has shown to have positive effects on 
psychological wellbeing, particularly as it has been associated with lower depression 
symptomatology. A recent meta-analytic review of fourteen cross-sectional studies, 
showed that higher levels of self-compassion were strongly associated with lower 
depressive symptoms (MacBeth & Gumley, 2012).  

As research has mostly focused on the immediate effect of self-compassion on 
psychological wellbeing, little is known about its long-term effects, and thus whether 
it can be a protective factor for the development of psychological symptoms in the 
future. To our knowledge, only one longitudinal study in undergraduate students has 
examined the predictive role of self-compassion on depressive symptoms over a 5-
month time interval (Raes, 2011). Results showed that self-compassion significantly 
predicted change scores in depressive symptoms, with higher levels of self-
compassion at baseline being significantly associated with greater reductions and/or 
smaller increases of depressive symptoms over the 5-month period. Given the 
predominance of cross-sectional designs in the research of self-compassion (Barnard 
& Curry, 2011; MacBeth & Gumley, 2012), the aim of the current longitudinal study 
was to examine the effect of self-compassion on depressive symptoms over one-year 
time. We explored this in a large representative sample from the general population, 
hereby overcoming a limitation of most previous research on self-compassion of 
using student samples. 

Most previous research on self-compassion have usually used an overall indicator 
(i.e., total score of the Self-Compassion Scale; Neff, 2003b) that combines the 
positive experience of self-compassion and its opposite form, the negative 
experience of harsh self-coldness. Therefore, it is not possible to distinguish whether 
lower levels of depressive symptoms are due to higher levels of self-compassion or 
rather to lower levels of self-coldness (MacBeth & Gumley, 2012). In order to reach 
more clarity about the role of self-compassion for future psychological wellbeing, 
and following recent research recommendations (Gilbert, McEwan, Matos, & Rivis, 
2011; López et al., 2015), we distinguished positive self-compassion and negative 
self-coldness when examining their predictive value for future depressive symptoms.  
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Abstract 
The benefits of self-compassion on wellbeing have been mostly demonstrated with 
cross-sectional designs and among student samples. The present study aims to 
expand the understanding of the relationship between self-compassion and 
depressive symptoms using a longitudinal design among a large representative 
community sample (N = 734). As self-compassion is assumed to be particular 
important when confronted with difficult life experiences, we also examined 
whether the experience of stress, namely  stressful life events and levels of 
neuroticism, would interact with self-compassion to predict depressive symptoms 
over one-year time. Since previous research has suggested a difference  between 
self-compassion and its opposite form, harsh self-coldness, we distinguished these 
two processes in our analyses. Results showed that only self-coldness, and not self-
compassion, significantly predicted future depressive symptoms. Furthermore, 
neuroticism moderated the relationship between self-coldness and depressive 
symptoms, as well as the relationship between self-compassion and depressive 
symptoms, with a stronger effect in persons reporting elevated levels of neuroticism. 
The occurrence of stressful life events did not moderate the association of either 
self-compassion or self-coldness with depressive symptoms. This is the first study 
that has separately examined the effect of self-compassion and self-coldness on 
depressive symptoms over time and the moderating influence of stress. Based on 
our findings, we recommend clinicians to pay particular attention to critical reactions 
of clients that they identify as more neurotic, and to stimulate and train healthier 
responses to stressors, including self-compassion skills. 

 

 

 

 

 

 

 

 

 
 

 
 

Introduction 
Self-compassion has been exponentially studied during the last decade (Barnard & 
Curry, 2011). In western psychology, it has been commonly conceptualized as being 
aware and open to one’s own suffering, experiencing feelings of kindness towards 
oneself, and recognizing that one’s own experiences are part of a common human 
experience (Neff, 2003a). Self-compassion has shown to have positive effects on 
psychological wellbeing, particularly as it has been associated with lower depression 
symptomatology. A recent meta-analytic review of fourteen cross-sectional studies, 
showed that higher levels of self-compassion were strongly associated with lower 
depressive symptoms (MacBeth & Gumley, 2012).  

As research has mostly focused on the immediate effect of self-compassion on 
psychological wellbeing, little is known about its long-term effects, and thus whether 
it can be a protective factor for the development of psychological symptoms in the 
future. To our knowledge, only one longitudinal study in undergraduate students has 
examined the predictive role of self-compassion on depressive symptoms over a 5-
month time interval (Raes, 2011). Results showed that self-compassion significantly 
predicted change scores in depressive symptoms, with higher levels of self-
compassion at baseline being significantly associated with greater reductions and/or 
smaller increases of depressive symptoms over the 5-month period. Given the 
predominance of cross-sectional designs in the research of self-compassion (Barnard 
& Curry, 2011; MacBeth & Gumley, 2012), the aim of the current longitudinal study 
was to examine the effect of self-compassion on depressive symptoms over one-year 
time. We explored this in a large representative sample from the general population, 
hereby overcoming a limitation of most previous research on self-compassion of 
using student samples. 

Most previous research on self-compassion have usually used an overall indicator 
(i.e., total score of the Self-Compassion Scale; Neff, 2003b) that combines the 
positive experience of self-compassion and its opposite form, the negative 
experience of harsh self-coldness. Therefore, it is not possible to distinguish whether 
lower levels of depressive symptoms are due to higher levels of self-compassion or 
rather to lower levels of self-coldness (MacBeth & Gumley, 2012). In order to reach 
more clarity about the role of self-compassion for future psychological wellbeing, 
and following recent research recommendations (Gilbert, McEwan, Matos, & Rivis, 
2011; López et al., 2015), we distinguished positive self-compassion and negative 
self-coldness when examining their predictive value for future depressive symptoms.  
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Next to the knowledge of the long-term effects of self-compassion on depressive 
symptoms, it is important to gain understanding of the factors that might influence 
the strength of this relationship. Raes (2011) proposed that stress could moderate 
and strengthen the predictive role of self-compassion on depressive symptoms. This 
reasoning is in line with the general idea that self-compassion is especially useful 
when going through difficult circumstances or suffering (Neff, 2003a). One option of 
operationalizing and assessing stress is by means of the presence of stressful life 
events. It can be hypothesized that higher levels of self-compassion are more 
strongly associated with lower levels of depressive symptoms in individuals 
undergoing stressful life events, in the sense that self-compassion can lessen the 
negative impact of such events on psychological wellbeing. According to the stress-
buffering theory, psychosocial resources such as self-compassion can have both a 
direct and a buffering effect on psychological wellbeing; that is, they have a main 
effect on wellbeing regardless the presence of an stressful event, and they can 
become even more important for wellbeing in individuals undergoing stress (Thoits, 
1995). 

An alternative indicator of stress is neuroticism. Neuroticism is conceptualized as 
a personality trait characterized by the tendency to experience negative emotions 
and to poorly manage stressors (Costa & McCrae, 1992; Suls & Martin, 
2005). Neuroticism is assumed to work as a source of stress in daily life, with 
individuals high in neuroticism tending to report more hassles in daily basis, 
to appraise events as highly threatening, and to react more emotionally severe to 
stressors (Suls & Martin, 2005). Previous studies have found that higher levels of 
neuroticism are related to lower levels of self-compassion (Neff, Rude, & Kirkpatrick, 
2007). However, it has not yet been examined whether neuroticism moderates the 
effect of self-compassion on depressive symptoms. Neuroticism has shown to 
interact with mindfulness, a closely related construct to self-compassion, to predict 
future depressive symptoms, with high levels of neuroticism and low levels of 
mindfulness predicting the highest levels of depressive symptoms (Feltman, 
Robinson, & Ode, 2009). The current study examined whether these two indicators 
of stress, namely the occurrence of stressful life events and neuroticism, influence 
the relationship between self-compassion and future depressive symptoms.  

In short, this study aimed to examine the predictive effect of self-compassion on 
depressive symptoms over a one-year time, in a large and representative sample 
from the general population. To gain a better understanding of this relationship, we 
distinguished the positive experience of self-compassion and its opposite, the 

 
 

 
 

negative experience of being harsh with oneself, also known as self-coldness. 
Secondly, we examined whether stressful life events and neuroticism moderate the 
long-term relationship of self-compassion and self-coldness with depressive 
symptoms. We hypothesized that self-compassion and self-coldness will predict 
future depressive symptoms, and that these associations become stronger in the 
case of the presence of stressful life events and higher levels of neuroticism.  

 

Method 
Sample and procedure  
A community-based sample was selected from the register offices of five middle size 
cities in the Netherlands. The characteristics of the sample were representative of 
the Dutch total population in age and gender distributions. When having obtained 
the names and addresses from the municipalities, people were sent a letter with 
brief information about the focus of the study and with the invitation to participate 
by filling out a self-report questionnaire. They were also sent an informed consent, 
the self-report questionnaire and a return envelope. In the informed consent, 
participants were asked for permission to approach them one year later in case they 
wanted to participate in a follow-up assessment. For the baseline assessment (Time 
1; T1), a total of 7492 persons were approached of whom 24.4% agreed to 
participate and sent back the informed consent and self-report questionnaire. 
Participants that failed to complete 15% or more of the questionnaire package were 
excluded. A total of 1736 adults constituted the final baseline sample. One year later, 
the self-report questionnaire was sent to 1060 (of the 1736) participants who gave 
consent to participate in the follow-up assessment (Time 2; T2). Data was obtained 
from 734 (of the 1060) participants who constituted the final follow-up sample. This 
study focuses on these 734 persons. The follow-up sample (N = 734) did not 
significantly differ from the non-respondent sample (N = 1002) in age or gender 
distributions. We did find significant differences between the two groups in 
education (p = .001) and marital status (p = .032), with higher educated people and 
individuals married or with a partner more likely to participate in the follow-up. The 
mean age of this study sample was 55.7 years old (SD = 15.2), ranging from 20 to 90 
years old, of whom 55.4% were female. The majority of the sample was middle 
educated (49.8%), followed by high (34.3%) and low educated (15.9%). The majority 
of the sample was married or with a partner (80.9%), with the rest being either 
single, widowed, or divorced (19.1%). 
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Next to the knowledge of the long-term effects of self-compassion on depressive 
symptoms, it is important to gain understanding of the factors that might influence 
the strength of this relationship. Raes (2011) proposed that stress could moderate 
and strengthen the predictive role of self-compassion on depressive symptoms. This 
reasoning is in line with the general idea that self-compassion is especially useful 
when going through difficult circumstances or suffering (Neff, 2003a). One option of 
operationalizing and assessing stress is by means of the presence of stressful life 
events. It can be hypothesized that higher levels of self-compassion are more 
strongly associated with lower levels of depressive symptoms in individuals 
undergoing stressful life events, in the sense that self-compassion can lessen the 
negative impact of such events on psychological wellbeing. According to the stress-
buffering theory, psychosocial resources such as self-compassion can have both a 
direct and a buffering effect on psychological wellbeing; that is, they have a main 
effect on wellbeing regardless the presence of an stressful event, and they can 
become even more important for wellbeing in individuals undergoing stress (Thoits, 
1995). 

An alternative indicator of stress is neuroticism. Neuroticism is conceptualized as 
a personality trait characterized by the tendency to experience negative emotions 
and to poorly manage stressors (Costa & McCrae, 1992; Suls & Martin, 
2005). Neuroticism is assumed to work as a source of stress in daily life, with 
individuals high in neuroticism tending to report more hassles in daily basis, 
to appraise events as highly threatening, and to react more emotionally severe to 
stressors (Suls & Martin, 2005). Previous studies have found that higher levels of 
neuroticism are related to lower levels of self-compassion (Neff, Rude, & Kirkpatrick, 
2007). However, it has not yet been examined whether neuroticism moderates the 
effect of self-compassion on depressive symptoms. Neuroticism has shown to 
interact with mindfulness, a closely related construct to self-compassion, to predict 
future depressive symptoms, with high levels of neuroticism and low levels of 
mindfulness predicting the highest levels of depressive symptoms (Feltman, 
Robinson, & Ode, 2009). The current study examined whether these two indicators 
of stress, namely the occurrence of stressful life events and neuroticism, influence 
the relationship between self-compassion and future depressive symptoms.  

In short, this study aimed to examine the predictive effect of self-compassion on 
depressive symptoms over a one-year time, in a large and representative sample 
from the general population. To gain a better understanding of this relationship, we 
distinguished the positive experience of self-compassion and its opposite, the 

 
 

 
 

negative experience of being harsh with oneself, also known as self-coldness. 
Secondly, we examined whether stressful life events and neuroticism moderate the 
long-term relationship of self-compassion and self-coldness with depressive 
symptoms. We hypothesized that self-compassion and self-coldness will predict 
future depressive symptoms, and that these associations become stronger in the 
case of the presence of stressful life events and higher levels of neuroticism.  

 

Method 
Sample and procedure  
A community-based sample was selected from the register offices of five middle size 
cities in the Netherlands. The characteristics of the sample were representative of 
the Dutch total population in age and gender distributions. When having obtained 
the names and addresses from the municipalities, people were sent a letter with 
brief information about the focus of the study and with the invitation to participate 
by filling out a self-report questionnaire. They were also sent an informed consent, 
the self-report questionnaire and a return envelope. In the informed consent, 
participants were asked for permission to approach them one year later in case they 
wanted to participate in a follow-up assessment. For the baseline assessment (Time 
1; T1), a total of 7492 persons were approached of whom 24.4% agreed to 
participate and sent back the informed consent and self-report questionnaire. 
Participants that failed to complete 15% or more of the questionnaire package were 
excluded. A total of 1736 adults constituted the final baseline sample. One year later, 
the self-report questionnaire was sent to 1060 (of the 1736) participants who gave 
consent to participate in the follow-up assessment (Time 2; T2). Data was obtained 
from 734 (of the 1060) participants who constituted the final follow-up sample. This 
study focuses on these 734 persons. The follow-up sample (N = 734) did not 
significantly differ from the non-respondent sample (N = 1002) in age or gender 
distributions. We did find significant differences between the two groups in 
education (p = .001) and marital status (p = .032), with higher educated people and 
individuals married or with a partner more likely to participate in the follow-up. The 
mean age of this study sample was 55.7 years old (SD = 15.2), ranging from 20 to 90 
years old, of whom 55.4% were female. The majority of the sample was middle 
educated (49.8%), followed by high (34.3%) and low educated (15.9%). The majority 
of the sample was married or with a partner (80.9%), with the rest being either 
single, widowed, or divorced (19.1%). 
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Measures  
Depressive symptoms 
Depressive symptoms were assessed with the Center of Epidemiologic Studies 
Depression Scale (Bouma, Ranchor, Sanderman, & Van Sonderen, 1995; Radloff, 
1977). The CES-D is a 20-item self-report instrument designed to measure current 
levels of depressive symptomatology in the general population. The scale consists of 
16 negatively formulated items (e.g., ‘I felt depressed’) and four positively 
formulated items (e.g., ‘I enjoyed life’). On a four-point likert scale, participants 
specified the frequency by which each item was experienced during the last week (0 
indicating rarely or none of the time and 3 indicating most of the time). After 
reversing the positively formulated items, a total score can be calculated based on all 
20 items. Total scores may range from 0 to 60, with higher scores indicating more 
depressive symptoms. In this study, the scale showed good internal consistency at 
baseline (α = .89) and at follow-up (α = .91).  
 
Self-compassion and self-coldness 
The 24-item Dutch version of the Self-Compassion Scale (Neff & Vonk, 2009;  Neff, 
2003b) was used to measure self-compassion and self-coldness. Neff and Vonk 
(2009) translated the original SCS into Dutch, removing 2 of the 26 items from the 
original English version, due to difficulties in translation. The SCS contains 12 
positively formulated items (e.g., ‘I am kind to myself when I am experiencing 
suffering’) that measure self-kindness, a sense of common humanity, and a mindful 
approach to suffering, and 12 negatively formulated items (e.g., ‘I am intolerant and 
impatient towards those aspects of my personality I don’t like’) that measure self-
judgment, isolation, and over-identification. The items can be rated on a five-point 
likert scale with 1 indicating almost never and 5 indicating almost always. In the 
present study the sum score of the positive formulated items was used to measure 
self-compassion with higher scores indicating greater levels of self-compassion, and 
the sum score of the negatively formulated items was used as a measure of self-
coldness with higher scores indicating higher levels of self-coldness. The scores of 
these scales may range from 12 to 60. The internal consistency was good for both 
self-compassion (α = .86) and self-coldness (α = .90) in the current study.  
 
Stressful life events 
The experience of stressful life events during the one year period between baseline 
and follow-up, was measured with a list of 8 life events (e.g., ‘death of partner’, 

 
 

 
 

‘serious financial problems’, ‘work loss’). Participants answered whether they 
experienced or not each event during the last year (0 indicating no and 1 indicating 
yes). The total score was calculated by summing the presence of events, with scores 
ranging from 0 to 8.  
 
Neuroticism 
Neuroticism was measured with the 12-item neuroticism scale of the NEO Five 
Facets Inventory (Costa & McCrae, 1992; Hoekstra, De Fruyt, & Ormel, 2003). 
Participants rated the extended to which they agreed with 12 statements (e.g., 
‘When I am under a great deal of stress, sometimes I feel like I am going to pieces’) 
using a five-point liker scale ranging from 1 (strongly disagree) to 5 (strongly agree). 
After reversing the 4 positive items, a total score can be calculated based on the 12 
items, with scores ranging from 12 to 60. Higher scores reflect higher levels of 
neuroticism. This scale showed good internal consistency in the current study (α = 
.88). 
 

Data analyses 
All analyses were conducted in SPSS version 20.0. The relationships between all 
study variables were explored with Pearson correlations. Multiple regression 
analyses were conducted to examine the predictive role of baseline self-compassion 
and self-coldness on depressive symptoms over one-year time. The analyses were 
controlled for depressive symptoms at T1 and for demographic characteristics (i.e., 
gender and education) that showed to be related to self-compassion and/or self-
coldness, and to depressive symptoms at T2. To test for the possible moderation 
effect of stressful life events, two multiple regression analyses were conducted (for 
self-compassion and self-coldness separately) in which depressive symptoms at T2 
was regressed onto mean-centered self-compassion or self-coldness at T1, stressful 
life events between T1, and T2 and their interaction. The variable stressful life events 
was recoded into a categorical variable with two categories representing no 
presence of stressful life events (0) and presence of one or more stressful life events 
(1). Finally, to test for the possible moderation effect of neuroticism, the variable 
was categorized into low, middle and high neuroticism, where the middle group 
consisted of persons with scores that felt into the mean minus and plus one standard 
deviation, and the low and high neuroticism groups of persons scoring more than 
one standard deviation below or above the mean, respectively. To calculate the 
interaction terms, we created dummy variables for the low neuroticism and high 
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Measures  
Depressive symptoms 
Depressive symptoms were assessed with the Center of Epidemiologic Studies 
Depression Scale (Bouma, Ranchor, Sanderman, & Van Sonderen, 1995; Radloff, 
1977). The CES-D is a 20-item self-report instrument designed to measure current 
levels of depressive symptomatology in the general population. The scale consists of 
16 negatively formulated items (e.g., ‘I felt depressed’) and four positively 
formulated items (e.g., ‘I enjoyed life’). On a four-point likert scale, participants 
specified the frequency by which each item was experienced during the last week (0 
indicating rarely or none of the time and 3 indicating most of the time). After 
reversing the positively formulated items, a total score can be calculated based on all 
20 items. Total scores may range from 0 to 60, with higher scores indicating more 
depressive symptoms. In this study, the scale showed good internal consistency at 
baseline (α = .89) and at follow-up (α = .91).  
 
Self-compassion and self-coldness 
The 24-item Dutch version of the Self-Compassion Scale (Neff & Vonk, 2009;  Neff, 
2003b) was used to measure self-compassion and self-coldness. Neff and Vonk 
(2009) translated the original SCS into Dutch, removing 2 of the 26 items from the 
original English version, due to difficulties in translation. The SCS contains 12 
positively formulated items (e.g., ‘I am kind to myself when I am experiencing 
suffering’) that measure self-kindness, a sense of common humanity, and a mindful 
approach to suffering, and 12 negatively formulated items (e.g., ‘I am intolerant and 
impatient towards those aspects of my personality I don’t like’) that measure self-
judgment, isolation, and over-identification. The items can be rated on a five-point 
likert scale with 1 indicating almost never and 5 indicating almost always. In the 
present study the sum score of the positive formulated items was used to measure 
self-compassion with higher scores indicating greater levels of self-compassion, and 
the sum score of the negatively formulated items was used as a measure of self-
coldness with higher scores indicating higher levels of self-coldness. The scores of 
these scales may range from 12 to 60. The internal consistency was good for both 
self-compassion (α = .86) and self-coldness (α = .90) in the current study.  
 
Stressful life events 
The experience of stressful life events during the one year period between baseline 
and follow-up, was measured with a list of 8 life events (e.g., ‘death of partner’, 

 
 

 
 

‘serious financial problems’, ‘work loss’). Participants answered whether they 
experienced or not each event during the last year (0 indicating no and 1 indicating 
yes). The total score was calculated by summing the presence of events, with scores 
ranging from 0 to 8.  
 
Neuroticism 
Neuroticism was measured with the 12-item neuroticism scale of the NEO Five 
Facets Inventory (Costa & McCrae, 1992; Hoekstra, De Fruyt, & Ormel, 2003). 
Participants rated the extended to which they agreed with 12 statements (e.g., 
‘When I am under a great deal of stress, sometimes I feel like I am going to pieces’) 
using a five-point liker scale ranging from 1 (strongly disagree) to 5 (strongly agree). 
After reversing the 4 positive items, a total score can be calculated based on the 12 
items, with scores ranging from 12 to 60. Higher scores reflect higher levels of 
neuroticism. This scale showed good internal consistency in the current study (α = 
.88). 
 

Data analyses 
All analyses were conducted in SPSS version 20.0. The relationships between all 
study variables were explored with Pearson correlations. Multiple regression 
analyses were conducted to examine the predictive role of baseline self-compassion 
and self-coldness on depressive symptoms over one-year time. The analyses were 
controlled for depressive symptoms at T1 and for demographic characteristics (i.e., 
gender and education) that showed to be related to self-compassion and/or self-
coldness, and to depressive symptoms at T2. To test for the possible moderation 
effect of stressful life events, two multiple regression analyses were conducted (for 
self-compassion and self-coldness separately) in which depressive symptoms at T2 
was regressed onto mean-centered self-compassion or self-coldness at T1, stressful 
life events between T1, and T2 and their interaction. The variable stressful life events 
was recoded into a categorical variable with two categories representing no 
presence of stressful life events (0) and presence of one or more stressful life events 
(1). Finally, to test for the possible moderation effect of neuroticism, the variable 
was categorized into low, middle and high neuroticism, where the middle group 
consisted of persons with scores that felt into the mean minus and plus one standard 
deviation, and the low and high neuroticism groups of persons scoring more than 
one standard deviation below or above the mean, respectively. To calculate the 
interaction terms, we created dummy variables for the low neuroticism and high 
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neuroticism groups, and multiplied them for each predictor. The middle neuroticism 
was then the reference group. Next, two multiple regression analyses were 
performed in which depressive symptoms at T2 were regressed onto mean-centered 
self-compassion or self-coldness at T1, low neuroticism (dummy) at T1, high 
neuroticism (dummy) at T1, and the interactions of self-compassion or self-coldness 
with these two dummy variables.  

 

Results 
Descriptive statistics  
Means, standard deviations and range of all continuous study variables at T1 and T2 
are presented in Table 1. With the exception of self-coldness, study variables did not 
significantly change from T1 to T2. Although statistically significant, the change in 
self-coldness was smaller than one unit. The inter-correlations between all study 
variables are presented in Table 2. Self-compassion and self-coldness showed a small 
negative correlation. Depressive symptoms at T2 were more strongly related to self-
coldness than to self-compassion. 

 
Table 1 
Mean scores, standard deviations (SD), range of scores and change scores between time 1 and time 
2 on continuous study variables    
 Time 1 Time 2 Difference  

T1-T2 
 Mean SD Range Mean SD Range t p 
Self-compassion 36.98 7.79 12-58 37.08 7.81 12-58 -.539 .590 
Self-coldness  27.91 9.16 12-56 27.40 9.10 10-58 2.28 .023* 
Neuroticism 28.43 8.15 12-56 28.44 7.98 12-59 .116 .908 
Depressive symptoms 8.98 8.03 0-60 9.06 8.61 0-56 -.246 .806 
T1 = time 1; T2 = time 2 
* p < .05 
 
 

Prediction of depressive symptoms over time  
After controlling for depressive symptoms at T1, self-coldness showed to be a 
significant predictor of depressive symptoms at T2, indicating that greater levels of 
self-coldness predict greater levels of depressive symptoms over one year time (β = 
.13, p < .001). In contrast, self-compassion did not significantly predicted depressive 
symptoms at T2 (Table 3).   
 

 
 

 
 

Table 2 
Inter-correlations between continuous study variables    
  1 2 3 4 5 

1 Self-compassion  -     
2 Self-coldness -.15*** -    
3 Neuroticism  -.31*** .70*** -   
4 Depressive symptoms T1 -.24*** .53*** .66*** -  
5 Depressive symptoms T2 -.21*** .46*** .57*** .70*** - 

T1 = time 1; T2 = time 2 
 ***p < .001 
 
Table 3 
Prediction of depressive symptoms over time by self-compassion and self-coldness 

Step Variable Beta p ∆R2 R2 

1 Depressive symptoms T1 .61 .000 .476 .487 
2 Self-compassion  -.04 .187 .014  

 Self-coldness .13 .000   

Analyses were controlled for gender and education; T1 = time 1.  

 
Moderation analyses 
The interactions self-compassion x stressful life events, as well as self-coldness x 
stressful life events, were not significant, indicating that the effect of self-
compassion and self-coldness on depressive symptoms over time did not vary as a 
function of stressful life events (Table 4). The interactions self-compassion x high 
neuroticism, as well as self-coldness x high neuroticism, were significant, indicating 
that the effects of self-compassion and self-coldness on depressive symptoms at T2 
for the high neuroticism group, were significantly different from those of the middle 
neuroticism group (Table 4). In contrast, the self-compassion x low neuroticism 
interaction, and the self-coldness x low neuroticism interaction were not significant, 
indicating no significant differences between the low and middle neuroticism groups 
for the effects of self-compassion/self-coldness on depressive symptoms at T2. 
These results indicate that neuroticism influences the association of self-compassion 
and self-coldness with depressive symptoms over time, only for individuals high in 
neuroticism. Figures 1 and 2 illustrate these interactions. 
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neuroticism groups, and multiplied them for each predictor. The middle neuroticism 
was then the reference group. Next, two multiple regression analyses were 
performed in which depressive symptoms at T2 were regressed onto mean-centered 
self-compassion or self-coldness at T1, low neuroticism (dummy) at T1, high 
neuroticism (dummy) at T1, and the interactions of self-compassion or self-coldness 
with these two dummy variables.  

 

Results 
Descriptive statistics  
Means, standard deviations and range of all continuous study variables at T1 and T2 
are presented in Table 1. With the exception of self-coldness, study variables did not 
significantly change from T1 to T2. Although statistically significant, the change in 
self-coldness was smaller than one unit. The inter-correlations between all study 
variables are presented in Table 2. Self-compassion and self-coldness showed a small 
negative correlation. Depressive symptoms at T2 were more strongly related to self-
coldness than to self-compassion. 

 
Table 1 
Mean scores, standard deviations (SD), range of scores and change scores between time 1 and time 
2 on continuous study variables    
 Time 1 Time 2 Difference  

T1-T2 
 Mean SD Range Mean SD Range t p 
Self-compassion 36.98 7.79 12-58 37.08 7.81 12-58 -.539 .590 
Self-coldness  27.91 9.16 12-56 27.40 9.10 10-58 2.28 .023* 
Neuroticism 28.43 8.15 12-56 28.44 7.98 12-59 .116 .908 
Depressive symptoms 8.98 8.03 0-60 9.06 8.61 0-56 -.246 .806 
T1 = time 1; T2 = time 2 
* p < .05 
 
 

Prediction of depressive symptoms over time  
After controlling for depressive symptoms at T1, self-coldness showed to be a 
significant predictor of depressive symptoms at T2, indicating that greater levels of 
self-coldness predict greater levels of depressive symptoms over one year time (β = 
.13, p < .001). In contrast, self-compassion did not significantly predicted depressive 
symptoms at T2 (Table 3).   
 

 
 

 
 

Table 2 
Inter-correlations between continuous study variables    
  1 2 3 4 5 

1 Self-compassion  -     
2 Self-coldness -.15*** -    
3 Neuroticism  -.31*** .70*** -   
4 Depressive symptoms T1 -.24*** .53*** .66*** -  
5 Depressive symptoms T2 -.21*** .46*** .57*** .70*** - 

T1 = time 1; T2 = time 2 
 ***p < .001 
 
Table 3 
Prediction of depressive symptoms over time by self-compassion and self-coldness 

Step Variable Beta p ∆R2 R2 

1 Depressive symptoms T1 .61 .000 .476 .487 
2 Self-compassion  -.04 .187 .014  

 Self-coldness .13 .000   

Analyses were controlled for gender and education; T1 = time 1.  

 
Moderation analyses 
The interactions self-compassion x stressful life events, as well as self-coldness x 
stressful life events, were not significant, indicating that the effect of self-
compassion and self-coldness on depressive symptoms over time did not vary as a 
function of stressful life events (Table 4). The interactions self-compassion x high 
neuroticism, as well as self-coldness x high neuroticism, were significant, indicating 
that the effects of self-compassion and self-coldness on depressive symptoms at T2 
for the high neuroticism group, were significantly different from those of the middle 
neuroticism group (Table 4). In contrast, the self-compassion x low neuroticism 
interaction, and the self-coldness x low neuroticism interaction were not significant, 
indicating no significant differences between the low and middle neuroticism groups 
for the effects of self-compassion/self-coldness on depressive symptoms at T2. 
These results indicate that neuroticism influences the association of self-compassion 
and self-coldness with depressive symptoms over time, only for individuals high in 
neuroticism. Figures 1 and 2 illustrate these interactions. 
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Table 4 
Moderating role of stressful life events and neuroticism in the relationship of self-compassion and 
self-coldness with depressive symptoms over time 
Model Step   Predictor Beta p ∆R2 R2 

1 1 Depressive symptoms T1  .67 .000 486 .491 
 2 Self-compassion  -.05 .215 .008  
  Stressful life events   .09 .002   
  Self-compassion x Stressful life events  .02 .587   
       

2 1 Depressive symptoms T1  .62 .000 .485 .501 
 2 Self-coldness  .15 .000 .019  
  Stressful life events  .09 .002   
  Self-coldness x Stressful life events -.04 .315   
       

3 1 Depressive symptoms T1  .60 .000 .476 .495 
 2 Self-compassion   .11 .031 .024  
  Low neuroticism (D) -.05 .098   
  High neuroticism (D)   .06 .093   
  Self-compassion x Low neuroticism -.07 .068   
  Self-compassion x High neuroticism -.16 .000   
       

4 1 Depressive symptoms T1  .58 .000 .475 .492 
 2 Self-coldness -.01 .957 .021  
  Low neuroticism (D) -.05 .160   
  High neuroticism (D)  .02 .617   

  Self-coldness x Low neuroticism  .02 .588   
  Self-coldness x High neuroticism  .14 .010   
Analyses were controlled for gender and education; T1 = time 1; D = dummy variable.  

 

 
 

 
 

 

Figure 1. Interaction effect of self-compassion and neuroticism on depressive 
symptoms at T2 

 
 
 
 

 

Figure 2. Interaction effect of self-coldness and neuroticism on depressive symptoms 
at T2 
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Table 4 
Moderating role of stressful life events and neuroticism in the relationship of self-compassion and 
self-coldness with depressive symptoms over time 
Model Step   Predictor Beta p ∆R2 R2 

1 1 Depressive symptoms T1  .67 .000 486 .491 
 2 Self-compassion  -.05 .215 .008  
  Stressful life events   .09 .002   
  Self-compassion x Stressful life events  .02 .587   
       

2 1 Depressive symptoms T1  .62 .000 .485 .501 
 2 Self-coldness  .15 .000 .019  
  Stressful life events  .09 .002   
  Self-coldness x Stressful life events -.04 .315   
       

3 1 Depressive symptoms T1  .60 .000 .476 .495 
 2 Self-compassion   .11 .031 .024  
  Low neuroticism (D) -.05 .098   
  High neuroticism (D)   .06 .093   
  Self-compassion x Low neuroticism -.07 .068   
  Self-compassion x High neuroticism -.16 .000   
       

4 1 Depressive symptoms T1  .58 .000 .475 .492 
 2 Self-coldness -.01 .957 .021  
  Low neuroticism (D) -.05 .160   
  High neuroticism (D)  .02 .617   

  Self-coldness x Low neuroticism  .02 .588   
  Self-coldness x High neuroticism  .14 .010   
Analyses were controlled for gender and education; T1 = time 1; D = dummy variable.  
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Discussion 
This study explored the long-term effects of self-compassion over depressive 
symptoms. Our findings suggest that, when controlling for baseline levels of 
depressive symptoms, only the negative experience of self-coldness, and not the 
positive experience of self-compassion, significantly predicted depressive symptoms 
after one year time. Furthermore, in line with our hypothesis, neuroticism 
moderated the relationship between self-compassion and depressive symptoms, as 
well as the relationship between self-coldness and depressive symptoms, with a 
stronger association of self-compassion/self-coldness with depressive symptoms in 
persons reporting elevated levels of neuroticism. In contrast to our hypothesis, the 
occurrence of stressful life events did not show to be a significant moderator.  

An important finding of this study is the different predictive value of self-
compassion and self-coldness on depressive symptoms. In the study of Raes (2011), 
initial levels of overall self-compassion (as measured by the total SCS score) 
predicted levels of depressive symptoms after 5-months. When distinguishing 
between self-compassion and self-coldness, as we did in the present study, it 
appeared that only self-coldness and not self-compassion predicted depressive 
symptoms over time. Our results are in line with previous cross-sectional research, 
showing a stronger association of self-coldness with negative affectivity than of self-
compassion with negative affectivity (Gilbert et al., 2011; Körner et al., 2015; Van 
Dam, Sheppard, Forsyth, & Earleywine, 2011). For instance, Van Dam et al. (2011) 
found that in a sample with mixed anxiety and depression, two of the three negative 
subscales of the SCS (which we combined into self-coldness) were stronger 
predictors of psychological symptoms compared to the three positive subscales 
(referred to as self-compassion in this study). Other studies found similar results 
among undergraduate and community samples, with stronger associations between 
self-coldness and depression, compared to the ones of self-compassion (Gilbert et 
al., 2011; Körner et al., 2015). 

In this study we also tested for the possible moderator role of stress in the 
relationship of self-compassion and self-coldness with depressive symptoms over 
time. The occurrence of stressful life events did not moderate the effect of either 
self-compassion or self-coldness on depressive symptoms. This suggest that the 
benefits of high self-compassion or low self-coldness on future depression do not 
differ if the individuals experience a stressful life event or not.  Some authors have 
distinguished a stressful event from the experience of stress, where the former 
consists on a specific event that might elicit a stress appraisal, and the later connotes 

 
 

 
 

experiencing a stress response with the associated negative affectivity and 
physiological response (Cohen & McKay, 1984). Following this reasoning, it is 
possible to imagine that the occurrence of a stressful life event might carry along 
emotional distress (central for self-compassion) in some cases but not always. This 
may explain our finding that stressful life events did not moderate the association 
between self-compassion/self-coldness and depressive symptoms, since it is possible 
that among the respondents that went through stressful life events some 
experienced stress but some did not. For future research it would be important to 
assess the experience of stress associated to each specific stressful life event. 

Our findings provided preliminary evidence that self-compassion and self-
coldness interact with neuroticism to predict depressive symptoms over one year-
time. Results suggested that among individuals high in neuroticism, higher levels of 
self-coldness and lower levels of self-compassion predicted higher depressive 
symptoms one year later. Overall, these findings suggest that only for highly neurotic 
individuals, self-coldness and self-compassion have an effect on future depressive 
symptoms. Considering that highly neurotic individuals experience more stressors on 
a daily basis (Suls & Martin, 2005), it is possible to imagine that self-compassion and 
self-coldness have a stronger influence on their mood than for low neurotic 
individuals. This is in line with the assumption that self-compassion is particularly 
relevant when confronted with stress or suffering.  

When interpreting our findings some considerations should be noted. This study 
relied on self-report questionnaires and thus the results are constrained to the 
characteristic of the questionnaires used. For instance, the validity of the use of the 
negative items of the SCS as a measure of self-coldness still needs to be confirmed. 
In addition, the sample was recruited by mail with a response rate of 24.4% for the 
baseline assessment. Unfortunately, information about the socio-demographics of 
the nonresponding sample was not available to check for possible selection bias; 
however, the gender and age distribution of the studied sample was similar to those 
of the general Dutch population. Our response rate is not uncommon for mail 
surveys (Van Horn, Green, & Martinussen, 2008), but it is possible that the length of 
the questionnaire package (about 30 minutes to fill in) and the topic of the study 
(i.e., mindfulness, self-compassion and quality of life) may have reduced the 
participation considering that responders were a large group from the general 
population. Another point to consider is the small effect sizes found in our study. 
Though, when a longitudinal methodology is employed, where baseline outcome 
levels of psychological wellbeing are controlled, it is not unusual to find small effects. 
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Discussion 
This study explored the long-term effects of self-compassion over depressive 
symptoms. Our findings suggest that, when controlling for baseline levels of 
depressive symptoms, only the negative experience of self-coldness, and not the 
positive experience of self-compassion, significantly predicted depressive symptoms 
after one year time. Furthermore, in line with our hypothesis, neuroticism 
moderated the relationship between self-compassion and depressive symptoms, as 
well as the relationship between self-coldness and depressive symptoms, with a 
stronger association of self-compassion/self-coldness with depressive symptoms in 
persons reporting elevated levels of neuroticism. In contrast to our hypothesis, the 
occurrence of stressful life events did not show to be a significant moderator.  

An important finding of this study is the different predictive value of self-
compassion and self-coldness on depressive symptoms. In the study of Raes (2011), 
initial levels of overall self-compassion (as measured by the total SCS score) 
predicted levels of depressive symptoms after 5-months. When distinguishing 
between self-compassion and self-coldness, as we did in the present study, it 
appeared that only self-coldness and not self-compassion predicted depressive 
symptoms over time. Our results are in line with previous cross-sectional research, 
showing a stronger association of self-coldness with negative affectivity than of self-
compassion with negative affectivity (Gilbert et al., 2011; Körner et al., 2015; Van 
Dam, Sheppard, Forsyth, & Earleywine, 2011). For instance, Van Dam et al. (2011) 
found that in a sample with mixed anxiety and depression, two of the three negative 
subscales of the SCS (which we combined into self-coldness) were stronger 
predictors of psychological symptoms compared to the three positive subscales 
(referred to as self-compassion in this study). Other studies found similar results 
among undergraduate and community samples, with stronger associations between 
self-coldness and depression, compared to the ones of self-compassion (Gilbert et 
al., 2011; Körner et al., 2015). 

In this study we also tested for the possible moderator role of stress in the 
relationship of self-compassion and self-coldness with depressive symptoms over 
time. The occurrence of stressful life events did not moderate the effect of either 
self-compassion or self-coldness on depressive symptoms. This suggest that the 
benefits of high self-compassion or low self-coldness on future depression do not 
differ if the individuals experience a stressful life event or not.  Some authors have 
distinguished a stressful event from the experience of stress, where the former 
consists on a specific event that might elicit a stress appraisal, and the later connotes 

 
 

 
 

experiencing a stress response with the associated negative affectivity and 
physiological response (Cohen & McKay, 1984). Following this reasoning, it is 
possible to imagine that the occurrence of a stressful life event might carry along 
emotional distress (central for self-compassion) in some cases but not always. This 
may explain our finding that stressful life events did not moderate the association 
between self-compassion/self-coldness and depressive symptoms, since it is possible 
that among the respondents that went through stressful life events some 
experienced stress but some did not. For future research it would be important to 
assess the experience of stress associated to each specific stressful life event. 

Our findings provided preliminary evidence that self-compassion and self-
coldness interact with neuroticism to predict depressive symptoms over one year-
time. Results suggested that among individuals high in neuroticism, higher levels of 
self-coldness and lower levels of self-compassion predicted higher depressive 
symptoms one year later. Overall, these findings suggest that only for highly neurotic 
individuals, self-coldness and self-compassion have an effect on future depressive 
symptoms. Considering that highly neurotic individuals experience more stressors on 
a daily basis (Suls & Martin, 2005), it is possible to imagine that self-compassion and 
self-coldness have a stronger influence on their mood than for low neurotic 
individuals. This is in line with the assumption that self-compassion is particularly 
relevant when confronted with stress or suffering.  

When interpreting our findings some considerations should be noted. This study 
relied on self-report questionnaires and thus the results are constrained to the 
characteristic of the questionnaires used. For instance, the validity of the use of the 
negative items of the SCS as a measure of self-coldness still needs to be confirmed. 
In addition, the sample was recruited by mail with a response rate of 24.4% for the 
baseline assessment. Unfortunately, information about the socio-demographics of 
the nonresponding sample was not available to check for possible selection bias; 
however, the gender and age distribution of the studied sample was similar to those 
of the general Dutch population. Our response rate is not uncommon for mail 
surveys (Van Horn, Green, & Martinussen, 2008), but it is possible that the length of 
the questionnaire package (about 30 minutes to fill in) and the topic of the study 
(i.e., mindfulness, self-compassion and quality of life) may have reduced the 
participation considering that responders were a large group from the general 
population. Another point to consider is the small effect sizes found in our study. 
Though, when a longitudinal methodology is employed, where baseline outcome 
levels of psychological wellbeing are controlled, it is not unusual to find small effects. 
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For example, a recent meta-analysis examining the longitudinal prediction of self-
esteem on depressive symptoms, found a significant small effect (β = -.16) among 77 
longitudinal studies (Sowislo & Orth, 2013).  

This is the first study that has separately examined the effect of self-compassion 
and self-coldness on depressive symptoms over time. Self-coldness, and not self-
compassion, showed to predict depressive symptoms over one year time. However, 
when taken into account the moderating effect of neuroticism, both self-compassion 
and self-coldness were found to be significant predictors of future levels of 
depressive symptoms. We encourage researchers to distinguish between the 
positive and negative experiences of self-compassion and self-coldness since 
evidence of this and previous studies suggest that they relate differently to 
wellbeing. Further, we recommended clinicians to pay particular attention to self-
critical and judgmental reactions of clients that they identify as more neurotic, and 
to consequently stimulate and train healthier responses to stressors. Based on our 
finding that self-compassion works as a protective factor against depression, we 
encourage clinicians to teach self-compassion skills to these individuals. 
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Abstract 
Self-compassion has proved to be beneficial for individuals’ wellbeing, particularly it 
has been associated to lower levels of depressive symptoms. Some evidence 
suggests that self-compassion buffers current depressive symptoms by protecting 
against the negative effects of harsh responses towards oneself, also known as self-
coldness. This study examined the role of self-compassion in moderating  the 
association of self-coldness with current and future depressive symptoms in a large 
community sample (N = 734). Results showed that self-compassion buffered the 
effect of self-coldness on current and future depressive symptoms. Self-coldness 
predicted current depressive symptoms in individuals with either low or high self-
compassion, with a somewhat stronger relationship among those low in self-
compassion. Further, self-coldness predicted future levels of depressive symptoms 
only in individuals low in self-compassion. As such, our findings encourage the 
enhancement of self-compassion skills in clinical practice and research examining the 
efficacy of self-compassion training in the treatment of depressive symptoms.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Introduction 
Self-compassion encompasses treating oneself kindly when experiencing difficulties 
(Neff, 2003a). There is growing evidence supporting the benefits of self-compassion 
for psychological wellbeing. Particularly, self-compassion has shown to be associated 
with less depression symptomatology. A large effect size has been found for the 
relationship between self-compassion and depressive symptoms, with higher levels 
of self-compassion associated with lower levels of depressive symptoms (MacBeth & 
Gumley, 2012). Also, it has been found that self-compassion based interventions 
significantly reduce depressive symptoms compared to control conditions, and that 
these gains are maintained at six-months and one-year follow-ups (Neff & Germer, 
2012).   

So far, most research on self-compassion has used the conceptualization of Neff 
(2003a) in which self-compassion is seen as a bipolar construct ranging from high 
levels of self-compassion to high levels of its opposite form, that is, being harsh 
towards oneself (often referred to as self-coldness). Accordingly, it is measured by 
the Self-Compassion Scale (SCS) with both positive items (e.g., ‘I am kind with 
myself’) and negative items (e.g., ‘I am judgmental towards myself’) (Neff, 2003b). 
However, it has been suggested that self-compassion and self-coldness are 
independent constructs, that involve different dimensions of affect, and that 
therefore, they should be measured separately (Gilbert, McEwan, Matos, & Rivis, 
2011). In line with this, studies have found that the SCS measures two factors: one 
factor formed by the positive items assessing self-compassion, and the other factor 
formed by the negative items, assessing the opposite, i.e., self-coldness (Costa, 
Marôco, Pinto-Gouveia, Ferreira, & Castilho, 2015; López et al., 2015). A recent 
meta-analysis showed that these two factors relate differently to psychopathology, 
with the negative factor having significant stronger associations compared to the 
positive factor (Muris & Petrocchi, 2016). 

When measured as separate constructs, self-compassion and self-coldness have 
shown to be differentially related to depressive symptoms, with self-coldness having 
a stronger association with depressive symptoms than self-compassion (Gilbert et 
al., 2011; López et al., 2015). Moreover, two recent studies suggested that self-
compassion may moderate the relationship between self-coldness and depressive 
symptoms. In a sample of undergraduate students, Dundas et al (2015) found that 
self-coldness had a weaker relationship to depressive symptoms among students 
high in self-compassion than among students low in self-compassion. A similar result 
was found by Körner et al (2015) in a large adult sample representative of the 
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Abstract 
Self-compassion has proved to be beneficial for individuals’ wellbeing, particularly it 
has been associated to lower levels of depressive symptoms. Some evidence 
suggests that self-compassion buffers current depressive symptoms by protecting 
against the negative effects of harsh responses towards oneself, also known as self-
coldness. This study examined the role of self-compassion in moderating  the 
association of self-coldness with current and future depressive symptoms in a large 
community sample (N = 734). Results showed that self-compassion buffered the 
effect of self-coldness on current and future depressive symptoms. Self-coldness 
predicted current depressive symptoms in individuals with either low or high self-
compassion, with a somewhat stronger relationship among those low in self-
compassion. Further, self-coldness predicted future levels of depressive symptoms 
only in individuals low in self-compassion. As such, our findings encourage the 
enhancement of self-compassion skills in clinical practice and research examining the 
efficacy of self-compassion training in the treatment of depressive symptoms.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Introduction 
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(Neff, 2003a). There is growing evidence supporting the benefits of self-compassion 
for psychological wellbeing. Particularly, self-compassion has shown to be associated 
with less depression symptomatology. A large effect size has been found for the 
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Gumley, 2012). Also, it has been found that self-compassion based interventions 
significantly reduce depressive symptoms compared to control conditions, and that 
these gains are maintained at six-months and one-year follow-ups (Neff & Germer, 
2012).   

So far, most research on self-compassion has used the conceptualization of Neff 
(2003a) in which self-compassion is seen as a bipolar construct ranging from high 
levels of self-compassion to high levels of its opposite form, that is, being harsh 
towards oneself (often referred to as self-coldness). Accordingly, it is measured by 
the Self-Compassion Scale (SCS) with both positive items (e.g., ‘I am kind with 
myself’) and negative items (e.g., ‘I am judgmental towards myself’) (Neff, 2003b). 
However, it has been suggested that self-compassion and self-coldness are 
independent constructs, that involve different dimensions of affect, and that 
therefore, they should be measured separately (Gilbert, McEwan, Matos, & Rivis, 
2011). In line with this, studies have found that the SCS measures two factors: one 
factor formed by the positive items assessing self-compassion, and the other factor 
formed by the negative items, assessing the opposite, i.e., self-coldness (Costa, 
Marôco, Pinto-Gouveia, Ferreira, & Castilho, 2015; López et al., 2015). A recent 
meta-analysis showed that these two factors relate differently to psychopathology, 
with the negative factor having significant stronger associations compared to the 
positive factor (Muris & Petrocchi, 2016). 

When measured as separate constructs, self-compassion and self-coldness have 
shown to be differentially related to depressive symptoms, with self-coldness having 
a stronger association with depressive symptoms than self-compassion (Gilbert et 
al., 2011; López et al., 2015). Moreover, two recent studies suggested that self-
compassion may moderate the relationship between self-coldness and depressive 
symptoms. In a sample of undergraduate students, Dundas et al (2015) found that 
self-coldness had a weaker relationship to depressive symptoms among students 
high in self-compassion than among students low in self-compassion. A similar result 
was found by Körner et al (2015) in a large adult sample representative of the 
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German general population. These studies used the positive items of the SCS as a 
measure of self-compassion, and its negative items as a measure of self-coldness. 
Due to the cross-sectional design of both studies, it is not possible to know whether 
and how self-compassion and self-coldness are related to future levels of depressive 
symptoms. 

This longitudinal study aims to examine the moderating role of self-compassion 
in the association of self-coldness with depressive symptoms in a large sample from 
the Dutch general population. We seek to overcome previous studies’ limitations by 
examining these associations both cross-sectionally and longitudinally. We expected 
to replicate and confirm the moderation effect of self-compassion in the relationship 
between self-coldness and depressive symptoms.   
 

Method 
Sample and procedure  
A community-based sample was selected from the register offices of five middle size 
cities in The Netherlands. The characteristics of the approached sample sought to 
mirror the Dutch total population in age and gender distributions. When having 
obtained the names and addresses from the municipalities, people were sent a letter 
with brief information about the focus of the study (i.e., self-compassion, 
mindfulness and quality of life) and with the invitation to participate by filling out a 
self-report questionnaire. They were also sent an informed consent, the self-report 
questionnaire package and a return envelope, so they could return the informed 
consent and questionnaire without any cost. In the informed consent, participants 
were asked for permission to approach them one year later in case they wanted to 
participate in a follow-up assessment.  

For the baseline assessment (Time 1; T1), a total of 7492 persons were 
approached of whom 24.4% agreed to participate and sent back the informed 
consent and self-report questionnaire. Participants that failed to complete 15% or 
more of the questionnaire package were excluded. A total of 1736 adults constituted 
the baseline sample. One year later, the self-report questionnaire was sent to 1060 
participants who gave consent to participate in the follow-up assessment (Time 2; 
T2). Data was obtained from 734 participants who constituted the follow-up sample. 
This study focuses on these 734 persons. The follow-up sample (N = 734) did not 
significantly differ from the non-respondent sample (N = 1002) in age or gender 
distributions. We did find significant differences between the two groups in 

 
 

education (p = .001) and marital status (p = .032), with higher educated people and 
individuals married or with a partner more likely to participate in the follow-up.  

The mean age of the study sample of 734 persons was 55.7 years old (SD = 15.2), 
ranging from 20 to 90 years old, of whom 55.4% were female. A 49.8% of the sample 
was middle educated, followed by high (34.3%) and low educated (15.9%). The 
majority of the sample was married or with a partner (80.9%), with the rest being 
either single, widowed, divorced, or other (19.1%).  
 

Measures  
Depressive symptoms 
Depressive symptoms were assessed with the Center of Epidemiologic Studies 
Depression Scale (Bouma, Ranchor, Sanderman, & Van Sonderen, 1995; Radloff, 
1977; Schroevers, Sanderman, Sonderen, & Ranchor, 2000). The CES-D is a 20-item 
self-report instrument designed to measure current levels of depressive 
symptomatology in the general population. The scale consists of 16 negatively 
formulated items (e.g., ‘I felt depressed’) and four positively formulated items (e.g., 
‘I enjoyed life’). On a four-point likert scale, participants specified the frequency by 
which each symptom was experienced during the last week (0 indicating rarely or 
none of the time and 3 indicating most of the time). After reversing the positively 
formulated items, a total score can be calculated based on all 20 items. Total scores 
may range from 0 to 60, with higher scores indicating more depressive symptoms. In 
this study, the scale showed good internal consistency at T1 (α = .89) and at T2 (α = 
.91).  
 
Self-compassion and self-coldness 
The 24-item Dutch version of the Self-Compassion Scale (Neff, 2003b; Neff & Vonk, 
2009) was used to measure self-compassion and self-coldness. Neff and Vonk (2009) 
translated the original SCS into Dutch, removing 2 of the 26 items from the original 
English version, due to difficulties in translation. The SCS contains 12 positively 
formulated items (e.g., ‘I am kind to myself when I am experiencing suffering’) that 
measure self-kindness, a sense of common humanity, and a mindful approach to 
suffering, and 12 negatively formulated items (e.g., ‘I am intolerant and impatient 
towards those aspects of my personality I don’t like’) that measure self-judgment, 
isolation, and over-identification. The items can be rated on a five-point likert scale 
with 1 indicating almost never and 5 indicating almost always. In the present study 
the sum score of the positive formulated items was used as a measure of self-
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compassion, and the sum score of the negatively formulated items as a measure of 
self-coldness (see Costa et al., 2015; Dundas et al., 2015; Körner et al., 2015; López et 
al., 2015). The score of these scales may range from 12 to 60. The internal 
consistency was good for both self-compassion (α = .86) and self-coldness (α = .90) at 
T1.  
 

Data analyses 
All analyses were conducted in SPSS version 20.0. The relationships between all 
study variables were explored with Pearson correlations. A multiple regression 
analysis was conducted to examine the predictive role of self-compassion and self-
coldness on depressive symptoms at T1. To test for the possible moderation effect of 
self-compassion, a second multiple regression analysis was performed in which 
depressive symptoms at T1 was regressed onto mean-centered self-coldness at T1, 
mean-centered self-compassion at T1, and their interaction. The analyses were 
controlled for demographic characteristics that showed to be related to self-
compassion and/or self-coldness, and to depressive symptoms at T1. We explored 
age, gender, education, and marital status, from which only gender and education 
showed to be confounders. Two additional multiple regression analyses were 
conducted to examine the prediction and interaction of self-compassion and self-
coldness on depressive symptoms over time. First, depressive symptoms at T2 was 
regressed onto self-compassion at T1 and self-coldness at T1. The analyses were 
controlled for depressive symptoms at T1 and for demographic characteristics that 
showed to be related to self-compassion and/or self-coldness, and to depressive 
symptoms at T2 (i.e., gender and education). To test for the possible moderation 
effect of self-compassion, depressive symptoms at T2 was regressed onto mean-
centered self-coldness at T1, mean-centered self-compassion at T1, and their 
interaction.  
 

Results 
Descriptive statistics 
Means, standard deviations and inter-correlations of all study variables at T1 and T2 
are presented in Table 1. Study variables did not significantly change from T1 to T2. 
Self-compassion and self-coldness showed a small negative correlation. 

 
 

 
 

Cross-sectional relationships among self-compassion, self-coldness and 
depressive symptoms 
Both self-compassion and self-coldness showed to be significant predictors of 
depressive symptoms at T1, with self-coldness (β = .49, p < .001) being a stronger 
predictor than self-compassion (β = -.15, p < .001). The interaction self-compassion x 
self-coldness was also significant, indicating that the effect of self- self-coldness on 
depressive symptoms varied as a function of levels of self-compassion (Table 2). A 
simple slope analysis revealed that the association of self-coldness with depressive 
symptoms was significant among participants who were low in self-compassion (β = 
.54, SE = .03, p = .000) as well as those high in self-compassion (β = .39, SE = .04, p = 
.000), with a somewhat stronger relationship among those low in self-compassion. 
The amount of explained variance by the interaction term was rather small (R2 = .01). 
Figure 1 illustrates this interaction.  

 

Longitudinal relationships among self-compassion, self-coldness and 
depressive symptoms  
When controlling for depressive symptoms at T1, self-coldness showed to be a 
significant predictor of depressive symptoms at T2, indicating that greater levels of 
self-coldness predict greater levels of depressive symptoms over one-year time (β = 
.13, p < .001). In contrast, self-compassion did not significantly predict depressive 
symptoms at T2. The interaction self-compassion x self-coldness was also significant, 
indicating that the effect of self-coldness on depressive symptoms over time varied 
as a function of levels of self-compassion (Table 2). A simple slope analysis revealed 
that the association of self-coldness with depressive symptoms at T2 was only 
significant among participants who were low in self-compassion (β = .18, SE = .03, p = 
.000), and not in those high in self-compassion (β = .04, SE = .04, p = .394). The 
amount of explained variance by the interaction term was rather small (R2 = .01). 
Figure 2 illustrates this interaction.   
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Table 1 
Means, standard deviations (SD), and inter-correlations between study variables at T1 and T2 
  Mean SD 1 2 3 4 5 
1 Self-compassion T1 36.98 7.79 -     
2 Self-coldness T1 27.91 9.16 -.15*** -    
3 Depressive symptoms T1 8.98 8.03 -.24***  .53*** -   
4 Self-compassion T2 37.08 7.81  .66*** -.21*** -.23*** -  
5 Self-coldness T2 27.40 9.10 -.18***  .77***  .44*** -.19*** - 
6 Depressive symptoms T2 9.06 8.61 -.21***  .46***  .69*** -.32*** .51*** 
T1 = time 1; T2 = time 2 
*** p < .001 

 
 
Table 2 
Prediction of depressive symptoms at T1 and at T2 by self-compassion and self-coldness  
Model  Beta p R2 R2Δ 

Outcome: depressive symptoms T1     
1 Self-coldness  .49 .000 .307 .280a 
 Self-compassion  -.15 .000   
      

2 Self-coldness  .47 .000 .312  
 Self-compassion -.17 .000   
 Self-coldness x Self-compassion  .08 .012  .006b 
      

Outcome: depressive symptoms T2      
3 Self-coldness   .13 .000 .487 .014a 
 Self-compassion  -.04 .191   
      

4 Self-coldness  .11 .001 .493  
 Self-compassion -.06 .042   
 Self-coldness x Self-compassion -.09 .003  .006b 

Depressive symptoms T1 was controlled in models 3 and 4; gender and education were controlled in 
all models; a increased of the explained variance when adding self-compassion and self-coldness; b 

increased of the explained variance when adding the self-compassion x self-coldness interaction. 
 
 
 
 

 

 
 

 

Figure 1. Interactive effect of self-coldness and self-compassion on depressive 
symptoms at T1 

 

 

 

 

Figure 2. Interactive effect of self-coldness and self-compassion on depressive 
symptoms at T2 
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Discussion 
This longitudinal study examined the moderating effect of self-compassion on the 
association of self-coldness with depressive symptoms in a large sample from the 
Dutch general population. Our results indicate that, cross-sectionally, self-coldness 
predicted depressive symptoms in individuals with either low or high self-
compassion, with a somewhat stronger relationship among those low in self-
compassion. In the longitudinal data, only for those individuals low in self-
compassion, self-coldness predicted depressive symptoms one year later. In those 
individuals high in self-compassion, self-coldness was not significantly related to 
future depressive symptoms. 

Our results confirm recent cross-sectional research in student and community 
samples in which self-compassion was found to moderate the association of self-
coldness with depressive symptoms (Dundas et al., 2015; Körner et al., 2015). Our 
cross-sectional results are fully in line with these two previous studies, showing that 
self-coldness influenced depressive symptoms in individuals with both low and high 
self-compassion, with a stronger link among those low in self-compassion. It is also 
important to notice, that in both our and these previous studies, the interaction 
between self-coldness and self-compassion explained only a very small amount of 
variance. Our longitudinal results differed somewhat in the sense that self-coldness 
only predicted future depressive symptoms in individuals low in self-compassion. 
The finding that self-coldness is not related to future depressive symptoms among 
individuals high in self-compassion, provides evidence for the buffering role of self-
compassion in protecting against the harmful effects of self-coldness on the 
experience of depressive symptoms.  

Self-coldness is a composed measure of harsh self-criticism, isolation, and a 
tendency to over-identify with painful thoughts and emotions. These processes have 
shown to be detrimental for individuals’ psychological wellbeing. For instance, self-
criticism has been associated to lifetime risk for depression (Murphy et al., 2002). 
Two processes seem to be linked to self-criticism, the incapability to resist self-
attacks and the inability to generate feelings of warmth and reassurance for the self 
(Gilbert, Baldwin, Irons, & Palmer, 2006; Gilbert & Procter, 2006; Kelly, Zuroff, & 
Shapira, 2009). In addition, social isolation denotes loneliness that in turn has been 
found to be a risk factor for future depressive symptoms (Cacioppo, Hughes, Waite, 
Hawkley, & Thisted, 2006). Moreover, loneliness seems to diminish the capacity to 
self-regulate emotions (Hawkley & Cacioppo, 2010). Finally, when over-identifying 
with painful thoughts and emotions individuals engage in a ruminative self-focused 

 
 

process that has largely demonstrated to be positively related to negative affect 
(Mor & Winquist, 2002). Ruminative responses prevent individuals’ from effectively 
coping with negative mood, enhancing and prolonging depressive mood states (Mor 
& Winquist, 2002). The capability of generating feelings of self-compassion can work 
as an antidote to these negative self-related attitudes, particularly to critics and 
attacks directed to the self (Gilbert & Procter, 2006). 

The large community sample with equivalent gender distribution and broad age 
range, strengthen the generalization of our results. Additionally, we used a 
longitudinal design that allowed testing the effects of the predictors on future 
depressive symptoms. Nevertheless, some considerations need to be taken into 
account when interpreting our results. The effect sizes found in our study were 
rather small, with the interaction term explaining only 1% of outcome’s variance. 
Furthermore, our findings are constricted by the self-report measures employed. 
Self-compassion and self-coldness were assessed using the SCS (Neff, 2003b), a 
questionnaire that was initially developed to measure self-compassion. Although 
there is evidence for the two-factor model as we used in the current study (Costa et 
al., 2015; López et al., 2015), more research on the psychometric qualities of these 
two scales is needed.  

This is the first study that explores the moderating role of self-compassion in the 
association between self-coldness and depressive symptoms over time. Our findings 
suggest that self-compassion may attenuate the strong association of self-coldness 
with depressive symptoms. As such, our findings support the promotion of self-
compassion skills’ training in clinical settings, particularly as a tool to fight the effects 
of harmful self-related attitudes such as self-coldness.  
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Abstract 
Giving the shortage of measurement tools to explore self-compassion, this study 
aimed to develop and pilot test a self-report questionnaire to assess self-compassion 
as a positive unipolar construct, the Brief Self-Compassion Questionnaire (BSCQ). 
The factor structure, validity, and reliability of the BSCQ were tested in a large 
representative sample of community adults (N = 718). The BSCQ exhibited a single-
factor structure established by exploratory and confirmatory factor analyses. The 
scale showed adequate criterion validity, as indicated by its strong correlation with 
an existing self-report measure of self-compassion. Its construct validity was 
confirmed with expected patterns of correlations with self-report measures of 
psychological wellbeing and related psychological constructs, and with higher scores 
in individuals with meditation experience compared to their counterparts. The scale 
also showed a good internal consistency. The BSCQ presents a novel and brief way to 
measure self-compassion, as a separate construct from related concepts as self-
criticism and mindfulness, allowing a better understanding of the value of self-
compassion for psychological wellbeing.    

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

Introduction 
There is a growing body of evidence that supports the benefits of self-compassion 
for psychological health. A recent meta-analysis found a large effect for the 
relationship between self-compassion and psychological symptoms, with lower 
levels of self-compassion being associated with higher levels of symptoms (MacBeth 
& Gumley, 2012). Self-compassion has also been positively related to positive affect 
(Neff, Rude, & Kirkpatrick, 2007). In addition, it has been evaluated as an outcome 
and/or mechanism of change in mindfulness-based interventions (Birnie, Speca, & 
Carlson, 2010; Keng, Smoski, Robins, Ekblad, & Brantley, 2012) and more recently, in 
self-compassion based interventions (Jazaieri et al., 2013; Neff & Germer, 2012). 
Despite this increased research interest in the concept of self-compassion, relatively 
little attention has been paid to its measurement.  

Different conceptualizations of self-compassion have been proposed, with no 
agreement of a common definition. According to Neff (2003a) self-compassion 
entails three components: (1) self-kindness - treating oneself with tenderness and 
understanding when facing suffering rather than with harshness and self-judgment,  
(2) a sense of common humanity - seeing one’s failures as part of the human 
condition rather than feeling isolated, and (3) mindfulness - having a balanced 
awareness of the present experience instead of over-identifying with painful 
thoughts and emotions. Gilbert (2010) proposed an evolutionary approach of 
compassion, suggesting that (self)-compassion involves a range of feelings, thoughts 
and behaviors, that aimed to nurture, look after, and soothe. Compassion is 
conceptualized as being related to the contentment-soothing system, which is 
developed early in life through attachment relationships and has neuro-hormonal 
basis. The caring behavior of the attachment figures helps individuals to create 
emotional memories of safeness and affiliation that become available later in life in 
times of stress (Gilbert & Procter, 2006). Therefore, the contentment-soothing 
system can be activated by signals of holding, stroking, warm tone of voice, touching, 
among others. Others have defined self-compassion more broadly as the capacity to 
feel concern with the pain and suffering of oneself and the wish to relieve this pain 
(van den Brink & Koster, 2012). Finally, it has been proposed that it encompasses 
understanding, acceptance, and forgiveness for the self (McKay & Fanning, 2000).  

To date, most studies have used the Self-Compassion Scale (SCS; Neff, 2003b) to 
measure self-compassion. This 26-item questionnaire was developed based on Neff’s 
(2003a) three component model of self-compassion. Each of these three 
components is measured by positively and negatively worded items. In the original 
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study, a six-factor structure was found, with the positive and negative worded items 
of each component forming separated factors. As a result, the SCS contains six 
subscales that can be summed to obtain a total score of self-compassion. Most 
researchers have used this total score as an indicator of levels of self-compassion.  

The use of the SCS, nevertheless, presents a series of important limitations. First, 
evidence regarding its six-factor structure is inconsistent, with a number of studies 
showing that they could not replicate the hierarchical six-factor structure (Deniz, 
Kesici, & Sümer, 2008; Petrocchi, Ottaviani, & Couyoumdjian, 2013; Williams, 
Dalgleish, Karl, & Kuyken, 2014). Second, given the use of positively and negatively 
worded items, a high score on the SCS may indicate high levels of self-compassion 
(e.g., ‘I am kind with myself’) but it may also indicate low levels of its opposite form, 
that is, being hard and critical to oneself (e.g., ‘I am judgmental towards myself’). 
Thus, the SCS measures self-compassion as a bipolar construct. Accordingly, some 
studies have found that the positive and negative items of the SCS formed two 
separate factors, concluding that one factor measures self-compassion (positive 
items) and the other measures its opposite form, referred to as self-criticism or self-
coldness (negative items) (Costa, Marôco, Pinto-Gouveia, Ferreira, & Castilho 2015; 
López et al. 2015). Recent studies have shown that the SCS’s negative items are more 
strongly related to psychopathology/mental distress than the SCS’s positive items 
(Dundas et al., 2015; Muris & Petrocchi, 2016). Thus, when using the SCS total score 
the true nature and effects of self-compassion on psychological wellbeing cannot be 
clearly explored. Previous literature has shown that self-compassion is distinct from 
self-criticism and related to a different neurophysiological system (Longe et al., 
2010). In line with this reasoning, Gilbert and colleagues (2011) have argued that 
these two processes involve two independent dimensions of affect and therefore 
should be measured independently. Together, this evidence suggests that self-
compassion can be understood as a unipolar instead of a bipolar construct. 

A third limitation of the SCS is that, following Neff’s definition, the SCS contains a 
mindfulness component. This content overlapping might obscure the understanding 
of the unique effects of self-compassion and mindfulness on wellbeing, and their 
role as mechanisms of change underlying psychological interventions. Others regard 
self-compassion and mindfulness  as related but independent constructs (Birnie et 
al., 2010). Firstly, self-compassion focuses on the experience of suffering while 
mindfulness can be applied to any ongoing experience, pleasant, unpleasant, or 
neutral (Baer, Lykins, & Peters, 2012). Next, self-compassion is always directed 
towards the self, whereas mindfulness can be directed to the self and to experiences 

 
 

in general (e.g., sounds, smells) (Boellinghaus, Jones, & Hutton, 2014). Finally, self-
compassion emphasizes affective components like feelings of caring and concern, as 
compared to mindfulness that focuses on an open, non-judgmental, and accepting 
attitude (Birnie et al., 2010). These conceptual differences between self-compassion 
and mindfulness highlight the importance of distinguishing these two constructs.  

The aim of this study was to develop and pilot test a self-report questionnaire to 
measure self-compassion, the Brief Self-Compassion Questionnaire (BSCQ). We 
aimed to develop a questionnaire that measures self-compassion as a positive and 
unipolar construct, distinct from  self-criticism and mindfulness. For this purpose, we 
focused on a broad view of self-compassion as a healthy self-related response to 
suffering that involves compassionate behaviors and cognitions meant to reassure, 
encourage, and take care of oneself.  

We explored the factor structure, validity, and reliability of the BSCQ on a large 
community sample of adults. The factor structure of the BSCQ was tested using 
exploratory factor analysis (EFA) and confirmatory factor analysis (CFA). The 
association of the BSCQ with the SCS was examined as an indication of criterion 
validity. Although findings are inconsistent regarding the validity of the SCS total 
score, it is currently the most commonly used measure of self-compassion and 
therefore, we presented relationships between the BSCQ and both the SCS total 
score and two sub-dimensions of the SCS (i.e., sum scores of the positive and 
negative items, respectively). We expected a moderate to strong positive association 
between the BSCQ and the SCS total score giving that both questionnaires aim to 
assess self-compassion yet their conceptualizations differ. In addition, we compared 
the BSCQ scores of individuals with and without meditation experience to explore its 
discriminative validity. Given the evidence showing positive correlations between 
self-compassion and the practice of meditation (Baer et al., 2012), we expected 
significant higher scores in the BSCQ for individuals with meditation experience. To 
further test the construct validity of the BSCQ, we explored its associations with 
measures of psychological wellbeing (i.e., depressive symptoms, negative affect, and 
positive affect) and related psychological constructs (i.e., mindfulness, neuroticism, 
and rumination). We expected weak to moderate negative correlations between the 
BSCQ and both depressive symptoms and negative affect (Mills, Gilbert, Bellew, 
McEwan, & Gale, 2007; Muris & Petrocchi, 2016). In addition, we expected a 
moderate positive association between the BSCQ and positive affect (Neff et al., 
2007; Neff & Vonk, 2009). We also predicted a strong positive correlation between 
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the BSCQ and mindfulness (Baer et al., 2012; Hollis-Walker & Colosimo, 2011) and a 
moderate negative relationship with neuroticism and rumination. 

 

Method 
Item development and procedure  
The first phase of construction of the questionnaire included the study of literature 
on conceptualizations of self-compassion (Germer, 2009; Gilbert, 2010; McKay & 
Fanning, 2000; Neff, 2003a; Van den Brink & Koster, 2012), the opinion of clinical 
experts in the field of self-compassion, and discussions within the project group. 
Following recommendations of Terwee and colleagues (2007), all items were written 
in simple language (i.e., short and concrete items), difficult words or jargon were 
avoided, and only one question was asked per item. Moreover, all items were 
formulated in the same direction in order to assess self-compassion as a positive 
unipolar construct. A five-point likert scale was used, with each number having a 
label to ensure that responders interpret similarly the rating values. The 
questionnaire instructions asked participants to rate, from 1 (not at all) to 5 
(completely), the extent to which each statement applied to them, when they 
experience negative feelings.  

A list of 12 items was generated and pilot-tested with a sample of students (N = 
15), using a think aloud procedure. This procedure allows to have an idea of the 
cognitive process of the participants while responding to the questionnaire, 
effectively outlining semantic or syntactic problems of the items or instructions. 
Students of different university programs were approached to voluntarily 
participate. Those who agreed to participate were instructed to fill in the self-report 
questionnaire and to say at loud everything that came into their minds during the 
process. The verbalizations of the students were recorded and analysed. 
Additionally, a team formed by two doctoral students and a methodologist, was 
asked to evaluate the clarity of the items and instructions. The authors examined 
and discussed the previous information to derive a final list of 7 items that 
constituted the BSCQ.   

In order to include the target population in the validation of the questionnaire 
(Terwee et al., 2007), the psychometric properties of the BSCQ were tested in a large 
sample from the general population. Data was collected as part of a follow-up 
assessment of a larger study on self-compassion, mindfulness, and quality of life. The 
study was conducted among a community-based sample selected from the register 
offices of five middle size cities in The Netherlands.  Participants were sent a letter 

 
 

with information of the follow-up assessment, the self-report questionnaire package, 
and a return envelope. Participants that failed to complete 15% or more of the 
questionnaire package were excluded. A total of 734 adults constituted the follow-
up sample. For the present study, cases with missing values on any of the BSCQ’s 
items were excluded. Analyses were then performed with a sample of 718 adults. 
Among the 718 individuals, gender was similarly distributed (55.2% female), with a 
mean age of 56.6 years old (SD = 15.1), ranging from 21 to 89 years old. Most of the 
participants were middle educated (50%), followed by high (35%) and low educated 
(15%). The majority of the sample was married or with a partner (78.3%), 8.3% was 
single, 7.6% was widowed, 3.2% was divorced, and other (2.6%). The version of the 
BSCQ that we pilot tested was formulated in Dutch (the mother language of the 
participants). An officially translated English version of the BSCQ is provided, yet has 
not been validated (Appendix 1).   

Measures  
Positive and negative affect 
The 20-item Positive and Negative Affect Schedule (PANAS; Watson, Clark & 
Tellegen, 1988; Peeters et al, 1999) was used to measure positive and negative 
affect. This self-report questionnaire is divided into two 10-item scales that measure 
feelings of activeness, enthusiasm, and alertness (i.e., positive affect), and subjective 
distress and unpleasant engagement (i.e., negative affect). Participants rated the 
extent to which they experienced each particular emotion during the last week using 
a five-point likert scale (1 indicating very slightly or not at all and 5 indicating very 
much). Total scores can range from 10 to 50 and are calculated for each scale by 
summing the 10 items. Higher scores indicate greater levels of positive and negative 
affect. In this study, both the positive affect and negative affect scales of the PANAS 
showed good internal consistency (α = .88).  
 
Depressive symptoms 
Depressive symptoms were measured with the 20-item Center of Epidemiologic 
Studies Depression Scale (CES-D; Radloff, 1977; Bouma, Ranchor, Sanderman, & Van 
Sonderen, 1995). This instrument is designed to measure current levels of depressive 
symptomatology in the general population. Participants specified the frequency by 
which each symptom was experienced during the last week using a four-point likert 
scale (0 indicating rarely or none of the time and 3 indicating most of the time). A 
total score can be calculated based on all 20 items after reversing the positively 
formulated items. Total scores may range from 0 to 60, with higher scores indicating 
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more depressive symptomatology. In this study, the scale showed a good internal 
consistency (α = .91).  

 
Self-compassion 
The 24-item Self-Compassion Scale (SCS; Neff, 2003b; Neff & Vonk, 2009) was used 
to measure self-compassion in order to test the criterion validity of the BSCQ. The 
items can be rated on a five-point likert scale with 1 indicating almost never and 5 
indicating almost always. A total score can be calculated by summing all items and 
after reversing the negatively worded items. Total scores can range from 24 to 120, 
with higher scores indicating greater levels of self-compassion. Following suggestions 
of Gilbert et al (2010), in the present study the sum score of the SCS’s positive items 
was used as a measure of self-compassion (referred in this study as SCS positive) and 
the sum score of the SCS’s negative items was used as an indicator of self-criticism 
(referred in this study as SCS negative). The internal consistency was good for the 
SCS total score (α = .88), as well as for the SCS positive (α = .86) and for the SCS 
negative (α = .90).  
 
Mindfulness 
Mindfulness was assessed with the Five-Facets of Mindfulness Questionnaire (FFMQ; 
Baer, Smith, Hopkins, Krietemeyer, & Toney, 2006; de Bruin, Topper, Muskens, 
Bögels, & Kamphuis, 2012). This 39-item scale is composed by five subscales 
designed to measure five fundamental skills of mindfulness, namely, observing, 
describing, non-judging of experience, acting with awareness, and non-reactivity to 
inner experience. Participants rated in a five-point likert scale the degree to which 
every statements is true for them ranging from 1 (never or very rarely true) to 5 (very 
often or always true). A total score can be calculated after reversing the negatively 
worded items and summing all the items, with total scores ranging from 39 to 195. 
Higher scores indicate greater levels of mindfulness. In the present study, the 
internal consistency of the FFMQ was good (α = .87).  

 
Rumination 
Rumination was measured with the 12-item rumination subscale of the Rumination-
Reflection Questionnaire (RRQ; Trapnell & Campbell, 1999; Luyckx et al., 2008). 
Using a five-point likert scale (1 indicating strongly disagree and 5 indicating strongly 
agree), participants rated the extent to which they involve in ruminative thinking. A 
total score can be calculated after reversing the positively worded items and 

 
 

summing the 12 items, with total score ranging from 12 to 60. Higher scores indicate 
greater levels of rumination. This scale had a good internal consistency in the 
present study (α = .90).  

 
Neuroticism 
The 12-item neuroticism scale of the NEO Five-Factor Inventory (NEO-FFI; Costa & 
McCrae, 1992; Hoekstra, De Fruyt, & Ormel, 2003) was used to measure neuroticism. 
Participants specified the extent to which they agreed with the 12 items using a five-
point likert scale ranging from 1 (strongly disagree) to 5 (strongly agree). A total 
score can be calculated based on the 12 items after reversing the positively worded 
items. Total scores can range from 12 to 60 with higher scores indicating higher 
neuroticism. In this study, the scale showed a good internal consistency (α = .88).  

 
Meditation experience 
Participants were asked to indicate, using a ‘yes’ or ‘no’ response category, whether 
they had meditation experience. 

 

Data analyses 
The total sample was split using random sampling into sample 1 (N = 361) for the EFA 
and sample 2 (N = 357) for the CFA. For the EFA, the number of relevant factors was 
determined based on the scree plot, analyses were performed in SPSS 20.0. The 
factor structure found with EFA was tested with CFA in MPlus 7.1. The goodness of 
fit of the models was evaluated using the chi-squared to degree of freedom ratio 
(2/df), the comparative fit index (CFI), the tucker-lewis index (TLI), the root mean 
square error of approximation (RMSEA), and the weighted root mean residual 
(WRMR). The 2/df values close to or less than 2 and less than 5 were interpreted as 
indicative of good and acceptable fit of the model, respectively (Watkins, 1989). CFI 
and TLI values ≥ .90 and ≥.95, respectively, were considered to show acceptable and 
good model fit. RMSEA values ≤.06 were considered as an indication of good model 
fit, and in the range of .06 to .08 were considered to indicate an acceptable fit (Hu & 
Bentler, 1999). WRMR values ≤1.0 were considered to indicate a good fit (Yu, 2002). 
The total sample (N = 718) was used to test the reliability, construct, and criterion 
validity of the BSCQ; analyses were carried out in SPSS 20.0. The internal consistency 
was analysed with Cronbach’s alpha, with values of .80 or higher considered as good 
(Nunnally, 1978). The construct and criterion validity of the BSCQ were tested by 
examining its correlations with measures of psychological wellbeing, related 
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more depressive symptomatology. In this study, the scale showed a good internal 
consistency (α = .91).  

 
Self-compassion 
The 24-item Self-Compassion Scale (SCS; Neff, 2003b; Neff & Vonk, 2009) was used 
to measure self-compassion in order to test the criterion validity of the BSCQ. The 
items can be rated on a five-point likert scale with 1 indicating almost never and 5 
indicating almost always. A total score can be calculated by summing all items and 
after reversing the negatively worded items. Total scores can range from 24 to 120, 
with higher scores indicating greater levels of self-compassion. Following suggestions 
of Gilbert et al (2010), in the present study the sum score of the SCS’s positive items 
was used as a measure of self-compassion (referred in this study as SCS positive) and 
the sum score of the SCS’s negative items was used as an indicator of self-criticism 
(referred in this study as SCS negative). The internal consistency was good for the 
SCS total score (α = .88), as well as for the SCS positive (α = .86) and for the SCS 
negative (α = .90).  
 
Mindfulness 
Mindfulness was assessed with the Five-Facets of Mindfulness Questionnaire (FFMQ; 
Baer, Smith, Hopkins, Krietemeyer, & Toney, 2006; de Bruin, Topper, Muskens, 
Bögels, & Kamphuis, 2012). This 39-item scale is composed by five subscales 
designed to measure five fundamental skills of mindfulness, namely, observing, 
describing, non-judging of experience, acting with awareness, and non-reactivity to 
inner experience. Participants rated in a five-point likert scale the degree to which 
every statements is true for them ranging from 1 (never or very rarely true) to 5 (very 
often or always true). A total score can be calculated after reversing the negatively 
worded items and summing all the items, with total scores ranging from 39 to 195. 
Higher scores indicate greater levels of mindfulness. In the present study, the 
internal consistency of the FFMQ was good (α = .87).  

 
Rumination 
Rumination was measured with the 12-item rumination subscale of the Rumination-
Reflection Questionnaire (RRQ; Trapnell & Campbell, 1999; Luyckx et al., 2008). 
Using a five-point likert scale (1 indicating strongly disagree and 5 indicating strongly 
agree), participants rated the extent to which they involve in ruminative thinking. A 
total score can be calculated after reversing the positively worded items and 

 
 

summing the 12 items, with total score ranging from 12 to 60. Higher scores indicate 
greater levels of rumination. This scale had a good internal consistency in the 
present study (α = .90).  

 
Neuroticism 
The 12-item neuroticism scale of the NEO Five-Factor Inventory (NEO-FFI; Costa & 
McCrae, 1992; Hoekstra, De Fruyt, & Ormel, 2003) was used to measure neuroticism. 
Participants specified the extent to which they agreed with the 12 items using a five-
point likert scale ranging from 1 (strongly disagree) to 5 (strongly agree). A total 
score can be calculated based on the 12 items after reversing the positively worded 
items. Total scores can range from 12 to 60 with higher scores indicating higher 
neuroticism. In this study, the scale showed a good internal consistency (α = .88).  

 
Meditation experience 
Participants were asked to indicate, using a ‘yes’ or ‘no’ response category, whether 
they had meditation experience. 

 

Data analyses 
The total sample was split using random sampling into sample 1 (N = 361) for the EFA 
and sample 2 (N = 357) for the CFA. For the EFA, the number of relevant factors was 
determined based on the scree plot, analyses were performed in SPSS 20.0. The 
factor structure found with EFA was tested with CFA in MPlus 7.1. The goodness of 
fit of the models was evaluated using the chi-squared to degree of freedom ratio 
(2/df), the comparative fit index (CFI), the tucker-lewis index (TLI), the root mean 
square error of approximation (RMSEA), and the weighted root mean residual 
(WRMR). The 2/df values close to or less than 2 and less than 5 were interpreted as 
indicative of good and acceptable fit of the model, respectively (Watkins, 1989). CFI 
and TLI values ≥ .90 and ≥.95, respectively, were considered to show acceptable and 
good model fit. RMSEA values ≤.06 were considered as an indication of good model 
fit, and in the range of .06 to .08 were considered to indicate an acceptable fit (Hu & 
Bentler, 1999). WRMR values ≤1.0 were considered to indicate a good fit (Yu, 2002). 
The total sample (N = 718) was used to test the reliability, construct, and criterion 
validity of the BSCQ; analyses were carried out in SPSS 20.0. The internal consistency 
was analysed with Cronbach’s alpha, with values of .80 or higher considered as good 
(Nunnally, 1978). The construct and criterion validity of the BSCQ were tested by 
examining its correlations with measures of psychological wellbeing, related 
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psychological constructs and another measure of self-compassion (SCS; Neff, 2003b). 
Correlations coefficients below 0.3 were interpreted as weak, from 0.3 to 0.5 as 
moderate, and above 0.5 as strong (Cohen, 1988). Finally, t-test was used to test for 
differences in the BSCQ between participants with and without meditation 
experience.   

 

Results 
Exploratory and confirmatory factor analyses  
An EFA with maximum likelihood method was conducted in sample 1. The scree plot 
suggested the presence of one factor, explaining 55.7% of the variance (eigenvalue 
of 3.9). All items loaded >.50 and correlated strongly with the total scale score (>.66) 
(Table 1). These results suggested the presence of one latent factor of self-
compassion. Thus, a single-factor model for the BSCQ was tested using CFA in sample 
2. The fit indices indicated a non-sufficient fit of the data: 2/df = 9.91 (138.72/14), 
CFI = 0.96, TLI = 0.94, RMSEA = 0.16, WRMR = 1.21. The modification indices (MI) 
showed a correlation between residuals of the item pairs 1-2 and 3-4 that could not 
be explained by the latent factor. A plausible solution was to specify in the model a 
correlation between items pairs 1-2 and 3-4 (7-item MI model). A second solution 
was to remove one item of each item pair (5-item model); content wise, we decided 
to test a model that included items 1 and 3, thus removing items 2 and 4. Next, we 
tested these two models using CFA. The 5-item model showed a good data fit: 2/df 
= 2.93 (14.68/5), CFI = 0.99, TLI = 0.99, RMSEA = 0.07, WRMR = 0.44. The 7-item MI 
model didn’t show an acceptable fit among all indices: 2/df = 3.82 (45.79/12), CFI = 
0.99, TLI = 0.98, RMSEA = 0.09, WRMR = 0.63. Considering these results we chose for 
the 5-item model. The following analyses focus on these 5 items and were 
conducted in the total sample (N = 718).   
 

Reliability: internal consistency 
The 5-item BSCQ exhibited a good internal consistency (α = .83). The internal 
consistency did not improved when specific items were removed. Inter-item 
correlations were moderate to strong, ranging from .38 to .63 (Table 2).     

 

 
 
 

 
 

Criterion validity  
The 5-item BSCQ was strongly positively related with the SCS total score, as well as 
with the SCS positive. The 5-item BSCQ had a moderate, negative correlation with 
the SCS negative (Table 3).   
 

Construct validity  
Correlations with related constructs 
The 5-item BSCQ had a moderate negative correlation with depressive symptoms 
and a weak negative correlation with negative affect. The BSCQ was moderately 
positively related to positive affect (Table 3). The 5-item BSCQ had a strong positive 
correlation with mindfulness, a moderate negative correlation with neuroticism, and 
a marginally moderate negative association with rumination (Table 3). 
 

Discriminative validity: meditation experience 
The participants who reported to have meditation experience (N = 160), were 
compared with the rest of the sample (N = 558). T-test showed that the participants 
with meditation experience had significant higher scores in the 5-item BSCQ (t(714) = 
-3.35, p < .001), with M = 16.00 (SD = 3.80) for individuals with meditation 
experience and M = 14.85 (SD = 3.82) for those without meditation experience.  
 
Table 1 
Means, standard deviations, factor loadings and item-total correlations for the BSCQ’s items (sample 
1, N = 361)  

Items M SD 
Factor 
loading 

Item-total 
correlation 

1. I take the time to reflect on my feelings 2.88 1.02 .52 .66*** 

2. I pay attention to my needs 3.18 1.00 .54 .68*** 

3. I am understanding towards myself 3.09 1.01 .77 .79*** 

4. I am forgiving towards myself  2.94 1.03 .79 .78*** 

5. I am kind to myself  3.01 1.00 .79 .79*** 

6. I have thoughts that encourage me 3.17 0.94 .69 .75*** 

7. I take good care of myself 3.25 0.99 .72 .76*** 
***p < .001  

 

 

 



Processed on: 28-9-2016Processed on: 28-9-2016Processed on: 28-9-2016Processed on: 28-9-2016

505197-L-bw-Lopez505197-L-bw-Lopez505197-L-bw-Lopez505197-L-bw-Lopez

The development and pilot testing of the BSCQ

103

 
 

psychological constructs and another measure of self-compassion (SCS; Neff, 2003b). 
Correlations coefficients below 0.3 were interpreted as weak, from 0.3 to 0.5 as 
moderate, and above 0.5 as strong (Cohen, 1988). Finally, t-test was used to test for 
differences in the BSCQ between participants with and without meditation 
experience.   

 

Results 
Exploratory and confirmatory factor analyses  
An EFA with maximum likelihood method was conducted in sample 1. The scree plot 
suggested the presence of one factor, explaining 55.7% of the variance (eigenvalue 
of 3.9). All items loaded >.50 and correlated strongly with the total scale score (>.66) 
(Table 1). These results suggested the presence of one latent factor of self-
compassion. Thus, a single-factor model for the BSCQ was tested using CFA in sample 
2. The fit indices indicated a non-sufficient fit of the data: 2/df = 9.91 (138.72/14), 
CFI = 0.96, TLI = 0.94, RMSEA = 0.16, WRMR = 1.21. The modification indices (MI) 
showed a correlation between residuals of the item pairs 1-2 and 3-4 that could not 
be explained by the latent factor. A plausible solution was to specify in the model a 
correlation between items pairs 1-2 and 3-4 (7-item MI model). A second solution 
was to remove one item of each item pair (5-item model); content wise, we decided 
to test a model that included items 1 and 3, thus removing items 2 and 4. Next, we 
tested these two models using CFA. The 5-item model showed a good data fit: 2/df 
= 2.93 (14.68/5), CFI = 0.99, TLI = 0.99, RMSEA = 0.07, WRMR = 0.44. The 7-item MI 
model didn’t show an acceptable fit among all indices: 2/df = 3.82 (45.79/12), CFI = 
0.99, TLI = 0.98, RMSEA = 0.09, WRMR = 0.63. Considering these results we chose for 
the 5-item model. The following analyses focus on these 5 items and were 
conducted in the total sample (N = 718).   
 

Reliability: internal consistency 
The 5-item BSCQ exhibited a good internal consistency (α = .83). The internal 
consistency did not improved when specific items were removed. Inter-item 
correlations were moderate to strong, ranging from .38 to .63 (Table 2).     

 

 
 
 

 
 

Criterion validity  
The 5-item BSCQ was strongly positively related with the SCS total score, as well as 
with the SCS positive. The 5-item BSCQ had a moderate, negative correlation with 
the SCS negative (Table 3).   
 

Construct validity  
Correlations with related constructs 
The 5-item BSCQ had a moderate negative correlation with depressive symptoms 
and a weak negative correlation with negative affect. The BSCQ was moderately 
positively related to positive affect (Table 3). The 5-item BSCQ had a strong positive 
correlation with mindfulness, a moderate negative correlation with neuroticism, and 
a marginally moderate negative association with rumination (Table 3). 
 

Discriminative validity: meditation experience 
The participants who reported to have meditation experience (N = 160), were 
compared with the rest of the sample (N = 558). T-test showed that the participants 
with meditation experience had significant higher scores in the 5-item BSCQ (t(714) = 
-3.35, p < .001), with M = 16.00 (SD = 3.80) for individuals with meditation 
experience and M = 14.85 (SD = 3.82) for those without meditation experience.  
 
Table 1 
Means, standard deviations, factor loadings and item-total correlations for the BSCQ’s items (sample 
1, N = 361)  

Items M SD 
Factor 
loading 

Item-total 
correlation 

1. I take the time to reflect on my feelings 2.88 1.02 .52 .66*** 

2. I pay attention to my needs 3.18 1.00 .54 .68*** 

3. I am understanding towards myself 3.09 1.01 .77 .79*** 

4. I am forgiving towards myself  2.94 1.03 .79 .78*** 

5. I am kind to myself  3.01 1.00 .79 .79*** 

6. I have thoughts that encourage me 3.17 0.94 .69 .75*** 

7. I take good care of myself 3.25 0.99 .72 .76*** 
***p < .001  
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Table 2 
BSCQ inter-item correlations (total sample, N = 718) 
Items 1 2 3 4 
1. I take the time to reflect on my feelings      -    
2. I am understanding towards myself .39***      -   
3. I am kind to myself .38*** .58***      -  
4. I have thoughts that encourage me .42*** .48*** .58***      - 
5. I take good care of myself .39*** .52*** .63*** .52*** 
***p < .001  

 

Table 3 
Correlations between the BSCQ and related constructs (total sample, N = 718)  
 BSCQ SCS positive SCS negative SCS total score 
Psychological wellbeing     
Depressive symptoms (CES-D) -.36*** -.31*** .51*** -.54*** 
Negative affect (PANAS-NA) -.24*** -.19*** .52*** -.48*** 
Positive affect (PANAS-PA)  .33***  .34*** -.17*** .32*** 
Related constructs      
Self-compassion (SCS positive)  .61***    
Self-criticism (SCS negative) -.35***    
SCS total score  .60***    
Rumination (RRQ-Rumin) -.28*** -.24***  .64*** -.58*** 
Neuroticism (NEO-FFI-Neuro) -.36*** -.37***  .69*** -.70*** 
Mindfulness (FFMQ)  .50***  .51*** -.50***  .65*** 
Observe  .28***  .36***  .10***  .14*** 
Describe  .37***  .36*** -.25***  .39*** 
Act awareness  .33***  .26*** -.58***  .56*** 
Non-judgment  .20***  .11*** -.56***  .46*** 
Non-reactivity  .38***  .53*** -.20***  .45*** 
We also provided the correlations of the SCS with all study variables to allow direct comparisons. 
BSCQ = Brief Self-Compassion Questionnaire; SCS positive = Self-compassion Scale - positive items; 
SCS negative = Self-compassion Scale - negative items; SCS total score = Self-Compassion Scale; CES-
D = Center of Epidemiologic Studies Depression Scale; PANAS-NA = Positive and Negative Affect 
Schedule - Negative Affect scale; PANAS-PA = Positive and Negative Affect Schedule - Positive Affect 
scale; NEO-FFI-Neuro = NEO Five-Factors Inventory - Neuroticism subscale; RRQ-Rumin = Rumination 
Reflection Questionnaire - Rumination subscale.        
***p < .001  
 

 

 

 
 

Discussion 
This study presents the development and pilot testing of a short self-report 
questionnaire to measure self-compassion, the Brief Self-Compassion Questionnaire 
(BSCQ), in a large sample from the general population. The BSCQ measures self-
compassion as a positive unipolar construct, distinctly from related constructs such 
as mindfulness and self-criticism. The BSCQ exhibited a single-factor structure and 
demonstrated preliminary evidence of a good internal consistency as well as good 
criterion and construct validity.  

The single-factor structure of the BSCQ is consistent with the conceptualization 
of self-compassion used in this study, with no sub-dimensions being theorized or 
expected. A strong and positive association of the BSCQ with the SCS total score and 
the SCS positive lend support for its adequate criterion validity. The association of 
the BSCQ with the SCS positive was strong but not very high, most likely explained by 
the inclusion of common humanity and mindfulness items, besides the self-kindness 
items, in the SCS. Only a moderate negative association was found between the 
BSCQ and the SCS negative, possibly due to the fact that the SCS negative assesses a 
self-critic attitude, as compared to the SCS positive that evaluates a kind attitude 
towards oneself, more in line with the BSCQ’s item content. It should be noted that 
the definitions underlying the BSCQ and the SCS are different, and thus the SCS 
might not be the best indicator for testing criterion validity. Yet, it is important to 
explore how the BSCQ relates to the SCS as it is currently the most widely used 
questionnaire to assess self-compassion and the vast majority of past and present 
research employs it.  

The construct validity of the BSCQ was tested by comparing groups with and 
without meditation experience, and by examining its correlations with relevant 
psychological constructs. According to our hypothesis, individuals with meditation 
experience scored significantly higher in the BSCQ than individuals without 
meditation experience. In line, results from randomized-control trials have revealed 
increases in self-reported self-compassion after meditation-based interventions 
(Robins, Keng, Ekblad, & Brantley, 2012). Additionally and as expected, the BSCQ 
exhibited weak to moderate negative associations with self-reported levels of 
depressive symptoms and negative affect, and a moderate positive association with 
positive affect. These results are in line with previous literature showing a significant 
relationship between self-compassion and psychological wellbeing (MacBeth & 
Gumley, 2010; Neff, 2003b). It is worth to notice that the strength of the association 
of the BSCQ with depressive symptoms and positive affect was similar, suggesting 
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Table 2 
BSCQ inter-item correlations (total sample, N = 718) 
Items 1 2 3 4 
1. I take the time to reflect on my feelings      -    
2. I am understanding towards myself .39***      -   
3. I am kind to myself .38*** .58***      -  
4. I have thoughts that encourage me .42*** .48*** .58***      - 
5. I take good care of myself .39*** .52*** .63*** .52*** 
***p < .001  

 

Table 3 
Correlations between the BSCQ and related constructs (total sample, N = 718)  
 BSCQ SCS positive SCS negative SCS total score 
Psychological wellbeing     
Depressive symptoms (CES-D) -.36*** -.31*** .51*** -.54*** 
Negative affect (PANAS-NA) -.24*** -.19*** .52*** -.48*** 
Positive affect (PANAS-PA)  .33***  .34*** -.17*** .32*** 
Related constructs      
Self-compassion (SCS positive)  .61***    
Self-criticism (SCS negative) -.35***    
SCS total score  .60***    
Rumination (RRQ-Rumin) -.28*** -.24***  .64*** -.58*** 
Neuroticism (NEO-FFI-Neuro) -.36*** -.37***  .69*** -.70*** 
Mindfulness (FFMQ)  .50***  .51*** -.50***  .65*** 
Observe  .28***  .36***  .10***  .14*** 
Describe  .37***  .36*** -.25***  .39*** 
Act awareness  .33***  .26*** -.58***  .56*** 
Non-judgment  .20***  .11*** -.56***  .46*** 
Non-reactivity  .38***  .53*** -.20***  .45*** 
We also provided the correlations of the SCS with all study variables to allow direct comparisons. 
BSCQ = Brief Self-Compassion Questionnaire; SCS positive = Self-compassion Scale - positive items; 
SCS negative = Self-compassion Scale - negative items; SCS total score = Self-Compassion Scale; CES-
D = Center of Epidemiologic Studies Depression Scale; PANAS-NA = Positive and Negative Affect 
Schedule - Negative Affect scale; PANAS-PA = Positive and Negative Affect Schedule - Positive Affect 
scale; NEO-FFI-Neuro = NEO Five-Factors Inventory - Neuroticism subscale; RRQ-Rumin = Rumination 
Reflection Questionnaire - Rumination subscale.        
***p < .001  
 

 

 

 
 

Discussion 
This study presents the development and pilot testing of a short self-report 
questionnaire to measure self-compassion, the Brief Self-Compassion Questionnaire 
(BSCQ), in a large sample from the general population. The BSCQ measures self-
compassion as a positive unipolar construct, distinctly from related constructs such 
as mindfulness and self-criticism. The BSCQ exhibited a single-factor structure and 
demonstrated preliminary evidence of a good internal consistency as well as good 
criterion and construct validity.  

The single-factor structure of the BSCQ is consistent with the conceptualization 
of self-compassion used in this study, with no sub-dimensions being theorized or 
expected. A strong and positive association of the BSCQ with the SCS total score and 
the SCS positive lend support for its adequate criterion validity. The association of 
the BSCQ with the SCS positive was strong but not very high, most likely explained by 
the inclusion of common humanity and mindfulness items, besides the self-kindness 
items, in the SCS. Only a moderate negative association was found between the 
BSCQ and the SCS negative, possibly due to the fact that the SCS negative assesses a 
self-critic attitude, as compared to the SCS positive that evaluates a kind attitude 
towards oneself, more in line with the BSCQ’s item content. It should be noted that 
the definitions underlying the BSCQ and the SCS are different, and thus the SCS 
might not be the best indicator for testing criterion validity. Yet, it is important to 
explore how the BSCQ relates to the SCS as it is currently the most widely used 
questionnaire to assess self-compassion and the vast majority of past and present 
research employs it.  

The construct validity of the BSCQ was tested by comparing groups with and 
without meditation experience, and by examining its correlations with relevant 
psychological constructs. According to our hypothesis, individuals with meditation 
experience scored significantly higher in the BSCQ than individuals without 
meditation experience. In line, results from randomized-control trials have revealed 
increases in self-reported self-compassion after meditation-based interventions 
(Robins, Keng, Ekblad, & Brantley, 2012). Additionally and as expected, the BSCQ 
exhibited weak to moderate negative associations with self-reported levels of 
depressive symptoms and negative affect, and a moderate positive association with 
positive affect. These results are in line with previous literature showing a significant 
relationship between self-compassion and psychological wellbeing (MacBeth & 
Gumley, 2010; Neff, 2003b). It is worth to notice that the strength of the association 
of the BSCQ with depressive symptoms and positive affect was similar, suggesting 
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that self-compassion might be comparably important for negative and positive states 
of psychological wellbeing. Previous research has found moderate to strong 
correlations between psychological symptoms and self-compassion, as measured by 
the SCS total score (Neff, Pisitsungkagarn, & Hsieh, 2008; Neff, 2003b; Neff, 
Kirkpatrick, & Rude 2007). Yet, evidence shows that the negative items of the SCS 
correlate strongly with these symptoms while the positive items show weak 
correlations (Mills et al., 2007; Muris & Petrocchi, 2016). The strong associations 
between the negative items of the SCS and negative affectivity, suggest that self-
criticism is differentially related to psychological wellbeing than self-compassion. 

The association of the BSCQ with neuroticism and rumination was also examined. 
As expected, the BSCQ was moderately related to neuroticism. The BSCQ showed a 
marginally moderate association to rumination. Contrary to our findings, past 
research has shown strong correlations between self-compassion, as measured by 
the SCS total score, with both neuroticism and rumination (Johnson & O’Brien, 2013; 
Neff, 2003b; Neff et al., 2007; Neff & Vonk, 2009; Raes, 2010). We believe that the 
reported strong associations are due to the fact that some of the SCS’s negative 
items measure self-criticism, a construct that has been strongly related to 
neuroticism and rumination (Bagby & Rector, 1998; Spasojević & Alloy, 2001), and 
that when self-compassion is conceptualized and measured as a positive construct, 
its associations with neuroticism and rumination are less strong.  

Our findings showed a strong positive association of the BSCQ with mindfulness, 
also in line with previous literature (Baer et al., 2012; Hollis-Walker & Colosimo, 
2011). This relationship was strong but not too high suggesting that these are related 
but independent constructs. During the development of the BSCQ, we paid special 
attention in preventing the use of items that tap into the construct of mindfulness. 
Interestingly, the BSCQ was equally strongly related to mindfulness as the SCS (Baer 
et al., 2012; Hollis-Walker & Colosimo, 2011) which do include items that measure 
mindfulness. Accordingly, as the BSCQ does not contain mindfulness items, our 
results provide evidence for the assumption that self-compassion and mindfulness 
are complementary, related constructs (Birnie et al., 2010; Maex, 2011).  

The BSCQ measures self-compassion as a unipolar and positive construct, filling 
an important gap in the research literature of self-compassion. The strengths of the 
BSCQ include its briefness, the exclusive use of positively formulated items and the 
operationalized measurement of self-compassion as a construct distinct from self-
criticism and mindfulness. The major limitation of this study is the lack of measures 
to test the discriminant validity of the BSCQ. In addition, the test-retest reliability of 

 
 

the BSCQ still needs to be confirmed. This can be further studied to gain more insight 
on the validity and reliability of the BSCQ. For future research it would also be 
valuable to examine the sensitivity to change of the BSCQ and its performance 
detecting treatment effects when used as an outcome measure of self-compassion 
or mindfulness-based interventions.  

The BSCQ is a novel self-report questionnaire to measure self-compassion. Its 
briefness, concreteness, and easy language allow its use in different populations. The 
development of the BSCQ intends to stimulate research on self-compassion as a 
positive and unipolar construct, at the time that facilitates the interpretation of 
levels and associations of self-compassion by measuring it distinctly from self-
criticism and mindfulness.    
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Appendix 1  

Brief Self-Compassion Questionnaire (BSCQ) 
Description: The Brief Self-Compassion Questionnaire (BSCQ) is a 5-item self-report 
questionnaire designed to measure self-compassion as a positive unipolar construct. 
The questionnaire contains five positively formulated items that can be rated in a 
likert scale from 1 (not at all) to 5 (completely).  
 
Scoring information: To obtain a total score sum up the 5 items. Higher scores reflect 
higher levels of self-compassion.  

 

English version 
Instructions: Please rate each of the following statements and circle the number that 
best describes how much each statement is true for you when you experience 
negative feelings. 

When I am experiencing negative feelings… 
Not at 

all 
A little 

bit 
Modera

tely 
Quite a 

lot 
Comple 

tely 
1. I take the time to reflect on my feelings 1 2 3 4 5 
2. I am understanding towards myself 1 2 3 4 5 
3. I am kind to myself 1 2 3 4 5 
4. I have thoughts that encourage me 1 2 3 4 5 
5. I take good care of myself 1 2 3 4 5 
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Throughout this thesis we have shown that self-compassion is a valuable resource as 
it encompasses a positive way of relating to oneself when facing distress and 
suffering. During the past decade, self-compassion has shown to be beneficial for 
individuals’ wellbeing and to contribute to resilience. As a response to the steep 
increase of research on self-compassion, and with the intention to advance our 
understanding, this thesis sought to tackle essential topics related to its assessment 
and correlates. In the current chapter, I will present the main findings as well as the 
theoretical and clinical implications of this thesis. Thereafter, some methodological 
considerations will be discussed. I finalized this chapter with some recommendations 
for future research on self-compassion and a brief concluding remark.  

 

Main findings 
In the introduction of this thesis, I mentioned some areas of research on self-
compassion that were underexplored, from where we build on the aims of this work. 
Below, I shortly present the main findings on each one of these areas, that is, (1) 
assessment of self-compassion, (2) self-compassion in association to related 
constructs such as mindfulness and compassion for others, and their unique value in 
predicting psychological wellbeing, and (3) moderation models of the association of 
self-compassion with psychological wellbeing.   

 
Assessment of self-compassion  
Despite its popularity, the Self-Compassion Scale (SCS; Neff, 2003a) showed to have 
psychometric problems and we found evidence suggesting that it measures two 
separate constructs: self-compassion (i.e., a sum score of the positively formulated 
items) and its opposite, self-coldness (i.e., a sum score of the negatively formulated 
items). Following the finding that these are two separate constructs, we developed 
and pilot tested a new self-report questionnaire (Brief Self-Compassion 
Questionnaire) that measures self-compassion as a positive construct. This brief five-
item scale showed preliminary evidence for its adequate validity and reliability.  

 
Self-compassion in relation to mindfulness and compassion for others, and their 
unique value in predicting psychological wellbeing  
When studying self-compassion, it is important to understand how it relates to close 
constructs. Our findings showed that self-compassion, together with a lack of self-
compassion in the terms of self-coldness, and mindfulness were equally important in 
predicting levels of psychological symptoms, however, mindfulness showed to be 
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more importantly related to positive affect. In addition, we found that self-reported 
levels of self-compassion were lower than self-reported levels of compassion for 
others among community adults. Though, self-compassion showed to be more 
strongly related to psychological symptoms and positive affect compared to 
compassion for others. 

 
Moderation models of the association of self-compassion with psychological 
wellbeing  
In order to understand under which circumstances self-compassion is more or less 
beneficial for psychological wellbeing, in two longitudinal studies we examined 
whether it interacts with stress and self-coldness. We found that self-compassion 
negatively predicts future levels of depressive symptoms in those individuals high in 
neuroticism (i.e., those that experience more subjective stress in a daily-basis) but 
not in those individuals low in neuroticism. In addition, our findings suggest that self-
compassion buffers the harmful effects of self-coldness on the experience of current 
and future levels of depressive symptoms. 

 

Theoretical implications  
The findings of this thesis have important implications on the way self-compassion is 
conceptualized. Self-compassion was introduced in western psychology in 2003 as a 
three-component bipolar construct (Neff, 2003a), ranging from being kind to the self 
to being critical, from feeling connected to humanity to feeling isolated, and from 
being mindful of painful thoughts and emotions to over-identify with them. In the 
same year, the Self-Compassion Scale (SCS) was developed to measure self-
compassion following the previously mentioned conceptualization (Neff, 2003b). 
Since then, the vast majority of research on self-compassion has been conducted 
using this scale, mainly, its total score. Despite its large popularity over the last 
decade, little was known about the psychometric properties of the SCS.  

 
Problems with the SCS total score 
Our results suggest that the use of the SCS total score is problematic since it includes 
negatively formulated items that assess harmful responses to distress which seems 
to be inflating the associations of self-compassion with negative affectivity. 
Consequently, the strong relationship between self-compassion and psychological 
symptoms found in previous research (MacBeth & Gumley, 2012), is mainly 
accounted by the SCS’s negative items that measure harmful responses towards 

 
 

oneself. In this thesis we proposed and showed evidence for the separate use of the 
positive and negative items of the SCS, with all the positive items forming a 
composite of ‘self-compassion’ and all negative items forming a composite of what 
we and others have referred to as self-coldness. Other researchers are also 
emphasizing the separate use of the positive and negative items of the SCS, rather 
than the use of its total score (e.g., Dundas, Svendsen, Wiker, Granli, & Schanche, 
2015; Kelly & Dupasquier, 2016; Körner et al., 2015). Consequently, there is growing 
evidence showing that the associations of self-compassion with negative affectivity 
are not as strong as past literature argued. A recent meta-analysis showed that the 
positive and negative items of the SCS relate differently to psychopathology, with 
the negative items (i.e., self-coldness) having significantly stronger associations 
compared to the positive items (i.e., self-compassion) (Muris & Petrocchi, 2016).  

 
What is the added value of self-coldness? 
An important arising question is the function and value of assessing self-coldness. 
Self-coldness measures harsh judgment towards the self, feelings of isolation, and 
over-identification with negative aspects of oneself or personal experiences (Neff, 
2015). These concepts resemble self-criticism, loneliness, and rumination (Muris & 
Petrocchi, 2016), three well-known and studied psychological processes that have 
proved to be detrimental for individuals’ wellbeing (e.g., Cacioppo, Hughes, Waite, 
Hawkley, & Thisted, 2006; Mor & Winquist, 2002; Murphy et al., 2002).   

Some researchers have argued that self-compassion can better be 
conceptualized in a way that truly reflects its protective qualities, instead of taping 
into toxic mechanisms that don’t fit with the true nature of self-compassion (Muris, 
Otgaar, & Petrocchi, 2016; Muris, 2015). According to these authors, including the 
negative components of self-judgment, isolation, and over-identification, in the 
conceptualization of self-compassion can signify to ‘partially operationalize self-
compassion as a mirror image of psychopathology’ (Muris, Otgaar, & Petrocchi, 
2016, p. 3).  

Future research should clarify whether the components of self-coldness have an 
added value to self-criticism, loneliness, and rumination, and whether it is relevant 
or not to assess self-coldness when studying self-compassion. In doing so, it is 
important to take into account that isolation has been studied in the broader 
literature as being socially isolated, thus, an objective lack of contact with people 
(e.g., Brummett et al., 2001), whereas in the conceptualization of Neff, isolation 
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refers more to feelings of loneliness, thus, a subjective experience of being lonely 
even when surrounded by others.    

 
Self-compassion, mindfulness and compassion for others 
In this thesis we explored the association of self-compassion with mindfulness and 
compassion for others. Our findings suggest that self-compassion and mindfulness 
are strongly related yet have unique contributions to wellbeing. We also found that 
self-compassion and compassion for others differ in levels and correlates, as well as 
in their contribution to wellbeing. These findings suggest that self-compassion is 
distinct from mindfulness and compassion for others.  

In the present literature, some conceptualizations merged self-compassion with 
mindfulness (Neff, 2003a), and others barely distinguish self-compassion and 
compassion for others (Gilbert, 2010). For instance, according to Neff’s 
conceptualization (2003a), self-compassion involves having a mindful orientation 
towards painful experiences. Further, Gilbert defines self-compassion and 
compassion for others as ‘a range of feelings, thoughts and behaviors, such as those 
aimed to nurture, look after… soothe, and can offer feelings of acceptance and 
belonging in order to benefit the target of one’s caring’ with the only difference 
being the subject of compassion, that is, the self or others (Gilbert, 2010, p.104). 
Although we used Neff’s conceptualization of self-compassion, our findings signal 
that it is important to distinguish self-compassion from mindfulness and compassion 
for others. 

 
Self-compassion and coping with stress 
In this thesis we found that self-compassion protects against the harmful effects of 
self-coldness in relation to current and future depressive symptoms. This protective 
role, suggests that self-compassion may play an important function in coping with 
difficulties and stress. Some authors have suggested that self-compassionate 
individuals may experience lower levels of stress due to their use of effective coping 
strategies, tending to use more adaptive coping styles and less maladaptive coping 
(Allen & Leary, 2010). Accordingly, recent literature has found that self-compassion 
was negatively associated with coping by means of self-blame and escape-avoidance 
strategies, and positively associated with  positive cognitive restructuring (Sirois, 
Molnar, & Hirsch, 2015). The negative association with self-blame suggests, in line 
with our findings, that self-compassion protects against stress by reducing harsh and 
self-critical responses. Considering that self-compassionate individuals are less 

 
 

focused on self-criticism, it is possible that they are more able to appraise stressors 
in a less negative way, that in turns allows them to engage in more effective coping 
responses. In line, evidence shows that self-compassion is related to adaptive 
responses in the face of daily hassles and major life events (Brion, Leary, & Drabkin, 
2014; Leary, Tate, Adams, Allen, & Hancock, 2007; Neff, Hsieh, & Dejitterat, 2005; 
Sbarra, Smith, & Mehl, 2012). It has also been found that self-compassion promotes 
health-related behaviours, for instance, adherence to medical treatment in ill 
individuals (Terry & Leary, 2011) or seeking medical treatment more promptly when 
needed (Terry, Leary, Mehta, & Henderson, 2013). Thus, self-compassion may 
protect against stress by reducing maladaptive coping and by promoting adaptive 
coping responses and positive health-related behaviours.   

 

Clinical implications 
This thesis showed that although closely related, mindfulness and self-compassion 
have both unique contributions to wellbeing. Following this results, it can be 
hypothesized that mindfulness and self-compassion can act as mediators of change 
in wellbeing during mindfulness and self-compassion interventions. Self-compassion 
has been often studied as an outcome measure of mindfulness interventions, and 
growing evidence suggests that participation in mindfulness-based therapies 
increases self-compassion (Birnie, Speca, & Carlson, 2010; Kuyken et al., 2010; Lee & 
Bang, 2010; Rimes & Wingrove, 2010; Shapiro, Astin, Bishop, & Cordova, 2005; 
Shapiro, Brown, & Biegel, 2007). So far, one study among patients with recurrent 
depression has found support for the mediating role of both mindfulness and self-
compassion during a mindfulness-based intervention (Kuyken et al., 2010). These 
evidence gives support to the idea that it is beneficial to train individuals in both 
mindfulness and self-compassion skills.  

More research is needed to identify the best way to deliver mindfulness and self-
compassion interventions. It would be necessary to know whether mindfulness and 
self-compassion should be trained with independent programs, or as part of one 
same program, and if so, if mindfulness should be taught first, followed by self-
compassion or if they can be trained simultaneously. It is possible to imagine that 
depending on the type of clients and complaints, self-compassion could better be 
trained as part of other therapies or as an independent intervention. Some 
researchers suggest that it might be better to train mindfulness before introducing 
self-compassion, particularly, in those individuals with a traumatic and neglected 
background and that are highly self-critical, as it is possible that they experience fear 
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refers more to feelings of loneliness, thus, a subjective experience of being lonely 
even when surrounded by others.    

 
Self-compassion, mindfulness and compassion for others 
In this thesis we explored the association of self-compassion with mindfulness and 
compassion for others. Our findings suggest that self-compassion and mindfulness 
are strongly related yet have unique contributions to wellbeing. We also found that 
self-compassion and compassion for others differ in levels and correlates, as well as 
in their contribution to wellbeing. These findings suggest that self-compassion is 
distinct from mindfulness and compassion for others.  

In the present literature, some conceptualizations merged self-compassion with 
mindfulness (Neff, 2003a), and others barely distinguish self-compassion and 
compassion for others (Gilbert, 2010). For instance, according to Neff’s 
conceptualization (2003a), self-compassion involves having a mindful orientation 
towards painful experiences. Further, Gilbert defines self-compassion and 
compassion for others as ‘a range of feelings, thoughts and behaviors, such as those 
aimed to nurture, look after… soothe, and can offer feelings of acceptance and 
belonging in order to benefit the target of one’s caring’ with the only difference 
being the subject of compassion, that is, the self or others (Gilbert, 2010, p.104). 
Although we used Neff’s conceptualization of self-compassion, our findings signal 
that it is important to distinguish self-compassion from mindfulness and compassion 
for others. 

 
Self-compassion and coping with stress 
In this thesis we found that self-compassion protects against the harmful effects of 
self-coldness in relation to current and future depressive symptoms. This protective 
role, suggests that self-compassion may play an important function in coping with 
difficulties and stress. Some authors have suggested that self-compassionate 
individuals may experience lower levels of stress due to their use of effective coping 
strategies, tending to use more adaptive coping styles and less maladaptive coping 
(Allen & Leary, 2010). Accordingly, recent literature has found that self-compassion 
was negatively associated with coping by means of self-blame and escape-avoidance 
strategies, and positively associated with  positive cognitive restructuring (Sirois, 
Molnar, & Hirsch, 2015). The negative association with self-blame suggests, in line 
with our findings, that self-compassion protects against stress by reducing harsh and 
self-critical responses. Considering that self-compassionate individuals are less 

 
 

focused on self-criticism, it is possible that they are more able to appraise stressors 
in a less negative way, that in turns allows them to engage in more effective coping 
responses. In line, evidence shows that self-compassion is related to adaptive 
responses in the face of daily hassles and major life events (Brion, Leary, & Drabkin, 
2014; Leary, Tate, Adams, Allen, & Hancock, 2007; Neff, Hsieh, & Dejitterat, 2005; 
Sbarra, Smith, & Mehl, 2012). It has also been found that self-compassion promotes 
health-related behaviours, for instance, adherence to medical treatment in ill 
individuals (Terry & Leary, 2011) or seeking medical treatment more promptly when 
needed (Terry, Leary, Mehta, & Henderson, 2013). Thus, self-compassion may 
protect against stress by reducing maladaptive coping and by promoting adaptive 
coping responses and positive health-related behaviours.   

 

Clinical implications 
This thesis showed that although closely related, mindfulness and self-compassion 
have both unique contributions to wellbeing. Following this results, it can be 
hypothesized that mindfulness and self-compassion can act as mediators of change 
in wellbeing during mindfulness and self-compassion interventions. Self-compassion 
has been often studied as an outcome measure of mindfulness interventions, and 
growing evidence suggests that participation in mindfulness-based therapies 
increases self-compassion (Birnie, Speca, & Carlson, 2010; Kuyken et al., 2010; Lee & 
Bang, 2010; Rimes & Wingrove, 2010; Shapiro, Astin, Bishop, & Cordova, 2005; 
Shapiro, Brown, & Biegel, 2007). So far, one study among patients with recurrent 
depression has found support for the mediating role of both mindfulness and self-
compassion during a mindfulness-based intervention (Kuyken et al., 2010). These 
evidence gives support to the idea that it is beneficial to train individuals in both 
mindfulness and self-compassion skills.  

More research is needed to identify the best way to deliver mindfulness and self-
compassion interventions. It would be necessary to know whether mindfulness and 
self-compassion should be trained with independent programs, or as part of one 
same program, and if so, if mindfulness should be taught first, followed by self-
compassion or if they can be trained simultaneously. It is possible to imagine that 
depending on the type of clients and complaints, self-compassion could better be 
trained as part of other therapies or as an independent intervention. Some 
researchers suggest that it might be better to train mindfulness before introducing 
self-compassion, particularly, in those individuals with a traumatic and neglected 
background and that are highly self-critical, as it is possible that they experience fear 
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to self-compassion (Bartels-Velthuis et al., 2016). Therefore, it is important to study 
for whom and under which circumstances self-compassion could better be delivered.   

Our findings also suggest that self-compassion is particularly beneficial for those 
individuals high in neuroticism and high in self-coldness. These findings can further 
be tested in intervention research to explore if these individuals would benefit more 
from training in self-compassion skills and perhaps, would be more interested to 
participate in self-compassion interventions. In addition, it would be interesting to 
explore the moderating role of these individual characteristics when comparing the 
effectiveness of different types of self-compassion and mindfulness based therapies. 
These could show, for instance, that certain type of intervention is more beneficial 
for individuals high in neuroticism and self-coldness.  

As a final note, we advise clinicians not to use the SCS total score as a measure of 
self-compassion, and rather to rely on instruments that merely assess the positive 
nature of self-compassion, as this seems to be the best way of capturing its 
protective qualities. 

 

Methodological considerations 
The findings of the studies included in this thesis should be interpreted with several 
strengths and limitations in mind. In the next paragraphs, I discuss the strengths and 
limitations regarding the sample and measurement used.  

 
Sample and population 
This work was conducted in its totality among a sample of community adults. A 
notorious strength is the large sample size including 1736 individuals for the baseline 
measurement and 734 for the follow-up. In addition, our sample was representative 
of the Dutch total population in gender and age distributions at baseline and also at 
follow-up, despite some selective drop out. This later, increases the generalizability 
of our findings, and contributes to the field considering that a large amount of 
research on self-compassion has been conducted among undergraduate students, a 
restricted population in terms of age ranges and educational levels. Yet, is should be 
noted that our sample is not representative of clinical samples that often showed 
elevated levels of psychological symptoms or negative affectivity compared to 
community samples. Some evidence suggests differences between these populations 
in levels of self-compassion, with clinical samples having significant lower levels of 
self-compassion than non-clinical samples (Krieger, Altenstein, Baettig, Doerig, & 
Holtforth, 2013). Though, in past research clinical and non-clinical samples have not 

 
 

shown to present differences regarding the association of self-compassion with 
depressive symptoms (Krieger et al., 2013). In addition, the factorial structure of the 
commonly used SCS has not shown to differ between clinical and non-clinical 
samples (Williams, Dalgleish, Karl, & Kuyken, 2014). This evidence may indicate that 
our findings could be replicable in clinical samples.  

Another limitation that needs to be considered is a loss to follow-up. Loss to 
follow-up was associated with lower educational level and not having a partner. To 
address this issue we checked if there was a difference between the respondent and 
non-respondent samples regarding the associations of self-compassion, self-coldness 
and neuroticism with depressive symptoms at baseline. These associations did not 
show to differ between the two groups. Therefore, this suggests that the loss to 
follow-up did not affect the results of our longitudinal studies to a major degree.  

 
Measurement 
The use of two time measurements in two of our studies allowed to explore the 
effect of self-compassion and self-coldness on future levels of depressive symptoms. 
These results are relevant in the light that the majority of past research has used 
cross-sectional designs. Though, it is important to notice that during the year in 
between the measurement points, many events could have occurred in the life of 
our participants that we missed to account for. A way to minimize this problem could 
be the use of a shorter period of time in between the measurement points. 
Additionally, it is important to notice that from the two measurement points it is not 
possible to draw causal inferences. In order to make more definite inferences 
regarding the temporal association between self-compassion and wellbeing, it would 
be necessary to measure these variables at multiple points over time (i.e., more than 
two measurements).   

An important limitation of this work is that we fully relied on the use of self-
report measures, with no other type of indicators proxy of self-compassion. Our 
results are then constricted to the limitations of the specific self-report 
questionnaires used. Despite the shortcomings of the SCS, we employed this scale in 
all our studies, yet, using separately its positive and negative items. Although the SCS 
positive items are a better measure of self-compassion than the SCS total score, they 
also carry some limitations. The main problem is that some of these items tap into 
mindfulness, which hinders the understanding of their association. While it is clear 
that self-compassion and mindfulness are distinct if related constructs, it would be 
essential to measure them in a way that clearly capture them as such, in order to 
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to self-compassion (Bartels-Velthuis et al., 2016). Therefore, it is important to study 
for whom and under which circumstances self-compassion could better be delivered.   

Our findings also suggest that self-compassion is particularly beneficial for those 
individuals high in neuroticism and high in self-coldness. These findings can further 
be tested in intervention research to explore if these individuals would benefit more 
from training in self-compassion skills and perhaps, would be more interested to 
participate in self-compassion interventions. In addition, it would be interesting to 
explore the moderating role of these individual characteristics when comparing the 
effectiveness of different types of self-compassion and mindfulness based therapies. 
These could show, for instance, that certain type of intervention is more beneficial 
for individuals high in neuroticism and self-coldness.  

As a final note, we advise clinicians not to use the SCS total score as a measure of 
self-compassion, and rather to rely on instruments that merely assess the positive 
nature of self-compassion, as this seems to be the best way of capturing its 
protective qualities. 

 

Methodological considerations 
The findings of the studies included in this thesis should be interpreted with several 
strengths and limitations in mind. In the next paragraphs, I discuss the strengths and 
limitations regarding the sample and measurement used.  

 
Sample and population 
This work was conducted in its totality among a sample of community adults. A 
notorious strength is the large sample size including 1736 individuals for the baseline 
measurement and 734 for the follow-up. In addition, our sample was representative 
of the Dutch total population in gender and age distributions at baseline and also at 
follow-up, despite some selective drop out. This later, increases the generalizability 
of our findings, and contributes to the field considering that a large amount of 
research on self-compassion has been conducted among undergraduate students, a 
restricted population in terms of age ranges and educational levels. Yet, is should be 
noted that our sample is not representative of clinical samples that often showed 
elevated levels of psychological symptoms or negative affectivity compared to 
community samples. Some evidence suggests differences between these populations 
in levels of self-compassion, with clinical samples having significant lower levels of 
self-compassion than non-clinical samples (Krieger, Altenstein, Baettig, Doerig, & 
Holtforth, 2013). Though, in past research clinical and non-clinical samples have not 

 
 

shown to present differences regarding the association of self-compassion with 
depressive symptoms (Krieger et al., 2013). In addition, the factorial structure of the 
commonly used SCS has not shown to differ between clinical and non-clinical 
samples (Williams, Dalgleish, Karl, & Kuyken, 2014). This evidence may indicate that 
our findings could be replicable in clinical samples.  

Another limitation that needs to be considered is a loss to follow-up. Loss to 
follow-up was associated with lower educational level and not having a partner. To 
address this issue we checked if there was a difference between the respondent and 
non-respondent samples regarding the associations of self-compassion, self-coldness 
and neuroticism with depressive symptoms at baseline. These associations did not 
show to differ between the two groups. Therefore, this suggests that the loss to 
follow-up did not affect the results of our longitudinal studies to a major degree.  

 
Measurement 
The use of two time measurements in two of our studies allowed to explore the 
effect of self-compassion and self-coldness on future levels of depressive symptoms. 
These results are relevant in the light that the majority of past research has used 
cross-sectional designs. Though, it is important to notice that during the year in 
between the measurement points, many events could have occurred in the life of 
our participants that we missed to account for. A way to minimize this problem could 
be the use of a shorter period of time in between the measurement points. 
Additionally, it is important to notice that from the two measurement points it is not 
possible to draw causal inferences. In order to make more definite inferences 
regarding the temporal association between self-compassion and wellbeing, it would 
be necessary to measure these variables at multiple points over time (i.e., more than 
two measurements).   

An important limitation of this work is that we fully relied on the use of self-
report measures, with no other type of indicators proxy of self-compassion. Our 
results are then constricted to the limitations of the specific self-report 
questionnaires used. Despite the shortcomings of the SCS, we employed this scale in 
all our studies, yet, using separately its positive and negative items. Although the SCS 
positive items are a better measure of self-compassion than the SCS total score, they 
also carry some limitations. The main problem is that some of these items tap into 
mindfulness, which hinders the understanding of their association. While it is clear 
that self-compassion and mindfulness are distinct if related constructs, it would be 
essential to measure them in a way that clearly capture them as such, in order to 
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clarify their nature and effects on psychological wellbeing. In this sense, it would be 
necessary to use a self-compassion questionnaire that does not include items 
assessing mindfulness. 

At the moment we started this research, the SCS was the only available 
instrument to measure self-compassion and showed to be reliable and valid (Neff, 
2003b). It was during the research project that we discovered its limitations. We 
tried to address its main limitation, i.e., the inclusion of negative items that do not 
measure self-compassion, by using its positive and negative items separately. This 
later is important in the sense that it contributes to clarify previously not accurate 
findings in the research field of self-compassion caused by the use of the SCS total 
score. We reason that this is a necessary step for the advancement of the research 
field.   

 

Future research insights   
In the next paragraphs I will present a short overview of the most recent research on 
self-compassion in order to understand the directions that the research field is 
taking. Next, I will discuss some recommendations for future research on self-
compassion.  

Recently, an increased amount of studies exploring the effects of self-
compassion training has been published. The trainings vary in length including group 
therapy, online training, self-administrated training, among others, from which a 
reduced number are randomized-control trials. These interventions are mainly 
delivered to clinical populations, community adults, and health care professionals. In 
general, results from these studies suggest an increase in self-compassion and 
beneficial effects on psychological wellbeing following the interventions. 

In addition, the number of studies examining self-compassion on clinical samples 
is increasing. This includes individuals with a physical condition (e.g., diabetes, HIV, 
infertility) as well as individuals with mental diseases (e.g., bipolar disorder, 
posttraumatic stress disorder, eating disorder). These studies mainly focus on the 
benefits of self-compassion for self-care and health promoting behaviours, and the 
association of self-compassion with disease-related symptoms. The majority of these 
studies is correlational and has been conducted using cross-sectional designs. There 
are also studies that explore self-compassion among adolescents and how it relates 
to internalizing problems, self-esteem, aggression, and response to stressors, among 
others.  

 
 

Finally, a substantial number of studies focus on the assessment of self-
compassion. These recent studies suggest that the SCS and SCS-SF (short form) six-
factor structure is not supported among clinical and non-clinical samples, and that a 
two-factor structure shows better support. One study developing and pilot testing a 
new self-report questionnaire to assess separately state self-compassion and state 
self-criticism was recently published (Self-Compassion and Self-Criticism Scales; 
SCCS; Falconer, King, & Brewin, 2015).  This scale measures the extent to which 
individuals react in a ‘harsh, contemptuous, critical’ and ‘soothing, reassuring, 
compassionate’ manner towards themselves, giving five specific scenarios (e.g., ‘you 
arrive home to find that you have left your keys at work’). The SCCS seems to be a 
good option to assess state self-compassion. In addition, a set of three scales that 
aim to measure three orientations of compassion, i.e., compassion to others, self-
compassion and receiving compassion from others, is currently being developed and 
tested (Gilbert, 2016); these three scales aim to measure the different orientations 
of compassion in a similar way by employing the same items. 

Based on the current stage of research on self-compassion, we reason that the 
field will benefit from longitudinal designs that can give input on the temporal 
associations of self-compassion with other variables, particularly psychological 
wellbeing. Qualitative studies would also be important in order to increase the 
understanding of how individuals experience self-compassion and the barriers and 
challenges that accompany it. In addition, more randomized-control trials would be 
essential in order to gain insight on the effectiveness of self-compassion-based 
interventions and the possibility of exploring mediators and moderators of change. 
We emphasize on the importance of using an intervention protocol that allows the 
replicability and greater generalizability of the findings. More studies among clinical 
samples are also necessary to better understand the potential benefits of self-
compassion on these vulnerable populations. 

Future research would greatly benefit from a clarification of the 
conceptualization and assessment of self-compassion. It would be necessary to 
agree on a common definition that distinguishes self-compassion from related 
constructs such as mindfulness and compassion for others. Thereafter, efforts should 
be made to keep on deepening in the understanding of the relationship between 
self-compassion, mindfulness and compassion for others. In doing so, it would be 
important to pay attention to the assessment of these constructs. So far, and despite 
the similar conceptualizations, self-compassion is measured as a multi-dimensional 
construct (i.e., SCS) whereas compassion for others is measured as a one-
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clarify their nature and effects on psychological wellbeing. In this sense, it would be 
necessary to use a self-compassion questionnaire that does not include items 
assessing mindfulness. 

At the moment we started this research, the SCS was the only available 
instrument to measure self-compassion and showed to be reliable and valid (Neff, 
2003b). It was during the research project that we discovered its limitations. We 
tried to address its main limitation, i.e., the inclusion of negative items that do not 
measure self-compassion, by using its positive and negative items separately. This 
later is important in the sense that it contributes to clarify previously not accurate 
findings in the research field of self-compassion caused by the use of the SCS total 
score. We reason that this is a necessary step for the advancement of the research 
field.   

 

Future research insights   
In the next paragraphs I will present a short overview of the most recent research on 
self-compassion in order to understand the directions that the research field is 
taking. Next, I will discuss some recommendations for future research on self-
compassion.  

Recently, an increased amount of studies exploring the effects of self-
compassion training has been published. The trainings vary in length including group 
therapy, online training, self-administrated training, among others, from which a 
reduced number are randomized-control trials. These interventions are mainly 
delivered to clinical populations, community adults, and health care professionals. In 
general, results from these studies suggest an increase in self-compassion and 
beneficial effects on psychological wellbeing following the interventions. 

In addition, the number of studies examining self-compassion on clinical samples 
is increasing. This includes individuals with a physical condition (e.g., diabetes, HIV, 
infertility) as well as individuals with mental diseases (e.g., bipolar disorder, 
posttraumatic stress disorder, eating disorder). These studies mainly focus on the 
benefits of self-compassion for self-care and health promoting behaviours, and the 
association of self-compassion with disease-related symptoms. The majority of these 
studies is correlational and has been conducted using cross-sectional designs. There 
are also studies that explore self-compassion among adolescents and how it relates 
to internalizing problems, self-esteem, aggression, and response to stressors, among 
others.  

 
 

Finally, a substantial number of studies focus on the assessment of self-
compassion. These recent studies suggest that the SCS and SCS-SF (short form) six-
factor structure is not supported among clinical and non-clinical samples, and that a 
two-factor structure shows better support. One study developing and pilot testing a 
new self-report questionnaire to assess separately state self-compassion and state 
self-criticism was recently published (Self-Compassion and Self-Criticism Scales; 
SCCS; Falconer, King, & Brewin, 2015).  This scale measures the extent to which 
individuals react in a ‘harsh, contemptuous, critical’ and ‘soothing, reassuring, 
compassionate’ manner towards themselves, giving five specific scenarios (e.g., ‘you 
arrive home to find that you have left your keys at work’). The SCCS seems to be a 
good option to assess state self-compassion. In addition, a set of three scales that 
aim to measure three orientations of compassion, i.e., compassion to others, self-
compassion and receiving compassion from others, is currently being developed and 
tested (Gilbert, 2016); these three scales aim to measure the different orientations 
of compassion in a similar way by employing the same items. 

Based on the current stage of research on self-compassion, we reason that the 
field will benefit from longitudinal designs that can give input on the temporal 
associations of self-compassion with other variables, particularly psychological 
wellbeing. Qualitative studies would also be important in order to increase the 
understanding of how individuals experience self-compassion and the barriers and 
challenges that accompany it. In addition, more randomized-control trials would be 
essential in order to gain insight on the effectiveness of self-compassion-based 
interventions and the possibility of exploring mediators and moderators of change. 
We emphasize on the importance of using an intervention protocol that allows the 
replicability and greater generalizability of the findings. More studies among clinical 
samples are also necessary to better understand the potential benefits of self-
compassion on these vulnerable populations. 

Future research would greatly benefit from a clarification of the 
conceptualization and assessment of self-compassion. It would be necessary to 
agree on a common definition that distinguishes self-compassion from related 
constructs such as mindfulness and compassion for others. Thereafter, efforts should 
be made to keep on deepening in the understanding of the relationship between 
self-compassion, mindfulness and compassion for others. In doing so, it would be 
important to pay attention to the assessment of these constructs. So far, and despite 
the similar conceptualizations, self-compassion is measured as a multi-dimensional 
construct (i.e., SCS) whereas compassion for others is measured as a one-
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dimensional construct (i.e., DPES-compassion subscale, Shiota, Keltner, & John, 
2006). Moreover, the SCS contains items that tap into mindfulness. The use of scales 
that adequately reflect the relatedness and differences between these constructs is 
greatly needed. 

Finally, more research needs to be conducted in order to determine whether or 
not self-coldness has an added value. Future studies could explore how the 
components of self-coldness, i.e., self-judgment, isolation, and over-identification, 
relate to the already known toxic mechanism of self-criticism, loneliness, and 
rumination, and consequently explore their combine and unique predictive value for 
psychological wellbeing. Moreover, researchers will need to clarify if self-coldness is 
an essential part of self-compassion, as argued by Neff (2015), or  whether it should 
not be considered when studying self-compassion, as argued by others (Muris et al., 
2016; Muris, 2015).  

   

Concluding remark 
The proper conceptualization and measurement of self-compassion as a positive 
unipolar construct is crucial for a clear understanding of its association to wellbeing 
and other psychological constructs. In line, it is important to regard self-compassion 
and self-criticism as independent constructs.  
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Summary  
Self-compassion is a healthy way of responding to suffering and distress that 
encompasses treating oneself with kindness and understanding. The rapid increase 
of research in self-compassion in the past decade has provided evidence of its 
benefits for psychological wellbeing. Yet, less attention has been giving to its 
assessment. In addition, not much is known regarding its association to related 
constructs, such as mindfulness and compassion for others. As the majority of 
research on self-compassion has used cross-sectional designs, there is also a limited 
understanding of its benefits for future psychological wellbeing and under which 
circumstances it can more or less beneficial for wellbeing. This thesis sought to 
tackle these essential topics with the purpose of enlarging our understanding of self-
compassion. We focused on a large community sample of adults, representative of 
the Dutch general population, with equivalent gender distribution and a broad age 
range in order to increase the generalizability of our findings.  

Self-compassion is usually measured by self-report questionnaire, with the vast 
majority of research employing the Self-Compassion Scale (SCS; Neff, 2003b). The 
SCS contains six subscales that measure self-kindness, common humanity, 
mindfulness, and its opposites, self-judgment, isolation, and over-identification, 
respectively. Surprisingly, when we started our research, there were few critical 
examinations of the psychometric properties of the SCS. In Chapter 2, we examined 
the factor structure, reliability, and construct validity of the SCS. We found that the 
SCS’s proposed six-factor structure could not be replicated. Instead, we found 
evidence for a two-factor solution, with one factor formed by the positively worded 
items (i.e., the subscales self-kindness, common humanity, and mindfulness) and the 
other by the negatively worded items (i.e., the subscales self-judgment, isolation, 
and over-identification). In addition, results showed that these two factors related 
relatively weakly to each-other and differently to other psychological constructs; the 
negative factor correlated positively strongly to depressive symptoms, negative 
affect, rumination, and neuroticism, compared to the positive factor that only 
showed weak to moderate negative associations with these constructs and a 
stronger association with positive affect. These findings suggested that it is 
important to distinguish self-compassion from other negative self-related constructs 
such as self-criticism, and did not support the use of a SCS total score as a measure 
of self-compassion. Accordingly, in the next chapters we used separately the SCS’s 
positive and negative items, with the positive items representing a measure of self-
compassion, and the negative items representing a measure of its opposite, referred 
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Summary  
Self-compassion is a healthy way of responding to suffering and distress that 
encompasses treating oneself with kindness and understanding. The rapid increase 
of research in self-compassion in the past decade has provided evidence of its 
benefits for psychological wellbeing. Yet, less attention has been giving to its 
assessment. In addition, not much is known regarding its association to related 
constructs, such as mindfulness and compassion for others. As the majority of 
research on self-compassion has used cross-sectional designs, there is also a limited 
understanding of its benefits for future psychological wellbeing and under which 
circumstances it can more or less beneficial for wellbeing. This thesis sought to 
tackle these essential topics with the purpose of enlarging our understanding of self-
compassion. We focused on a large community sample of adults, representative of 
the Dutch general population, with equivalent gender distribution and a broad age 
range in order to increase the generalizability of our findings.  

Self-compassion is usually measured by self-report questionnaire, with the vast 
majority of research employing the Self-Compassion Scale (SCS; Neff, 2003b). The 
SCS contains six subscales that measure self-kindness, common humanity, 
mindfulness, and its opposites, self-judgment, isolation, and over-identification, 
respectively. Surprisingly, when we started our research, there were few critical 
examinations of the psychometric properties of the SCS. In Chapter 2, we examined 
the factor structure, reliability, and construct validity of the SCS. We found that the 
SCS’s proposed six-factor structure could not be replicated. Instead, we found 
evidence for a two-factor solution, with one factor formed by the positively worded 
items (i.e., the subscales self-kindness, common humanity, and mindfulness) and the 
other by the negatively worded items (i.e., the subscales self-judgment, isolation, 
and over-identification). In addition, results showed that these two factors related 
relatively weakly to each-other and differently to other psychological constructs; the 
negative factor correlated positively strongly to depressive symptoms, negative 
affect, rumination, and neuroticism, compared to the positive factor that only 
showed weak to moderate negative associations with these constructs and a 
stronger association with positive affect. These findings suggested that it is 
important to distinguish self-compassion from other negative self-related constructs 
such as self-criticism, and did not support the use of a SCS total score as a measure 
of self-compassion. Accordingly, in the next chapters we used separately the SCS’s 
positive and negative items, with the positive items representing a measure of self-
compassion, and the negative items representing a measure of its opposite, referred 
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to as self-coldness. It is important to note, that at the time we conducted this 
research, other researchers also pointed out the use of such a two-factor solution of 
the SCS (Costa, Marôco, Pinto-Gouveia, Ferreira, & Castilho, 2015).  

As we were also interested in gaining understanding of the association of self-
compassion to close constructs, in Chapter 3 we explored the unique and combined 
effects of self-compassion and mindfulness in explaining three indicators of affect 
(i.e., depressive symptoms, negative affect, and positive affect). Mindfulness was 
measured with the Five-Facet of Mindfulness Questionnaire (FFMQ) that contains 
five facets, i.e., observe, describe, act with awareness, non-judgment, and non-
reactivity, and self-compassion and self-coldness were measured with the SCS. 
Results showed that the FFMQ’s and SCS’s facets uniquely predicted a similar 
amount of variance of depressive symptoms and negative affect. Act with awareness 
and self-coldness (i.e., the negative items of the SCS) were the strongest predictors, 
suggesting that a lack of attention when acting and a harsh attitude towards oneself 
have the greatest value in predicting the presence of negative affectivity. Regarding 
positive affect, the FFMQ’s facet uniquely predicted a much larger amount of 
variance compared to the SCS’s facets, with four of the five FFMQ’s facets being 
significant predictors (except non-judgment), and no unique predictive value of the 
two SCS’s facets. It is important to note that self-coldness was found to be a stronger 
predictor of negative affectivity than self-compassion. These findings suggested that 
although strongly related, self-compassion and mindfulness, as measured by the 
FFMQ and SCS, have unique effects on psychological wellbeing.  

Self-compassion and compassion for others are also assumed to be closely 
related constructs as both involve offering compassion to a suffering individual, 
either the self or others, respectively. These two constructs have been mostly 
studied separately so not much is known about how much they differ or resemble 
each other. With the purpose of gaining some initial descriptive knowledge, in 
Chapter 4 we explored the mean levels and association of self-compassion and 
compassion for others, and their relation to socio-demographic factors and 
psychological wellbeing. Our findings showed that self-reported levels of compassion 
for others were significantly higher than self-reported levels of self-compassion. In 
addition, compassion for others was higher in women and in low educated 
individuals compared to their counterparts. In contrast, self-compassion was lower 
in low educated individuals. Regarding their association to psychological wellbeing, 
self-compassion was more strongly related to depressive symptoms, negative affect, 
and positive affect, than compassion for others. These findings suggest that self-

compassion and compassion for others differ in levels and correlates as well as in 
their contributions to wellbeing.  

Giving that not much was known regarding the effects of self-compassion in 
future psychological wellbeing, we conducted two studies to gain some knowledge 
about this and, in addition, to explore if under certain circumstances self-compassion 
is more or less beneficial for wellbeing. In Chapter 5, we explored the effect of self-
compassion and self-coldness on future depressive symptoms and whether the 
experience of stress, namely, stressful life events and neuroticism, would moderate 
these associations. Our findings showed that only self-coldness, and not self-
compassion, significantly predicted future depressive symptoms. In addition, 
neuroticism moderated the relationship between self-coldness and depressive 
symptoms, as well as the relationship between self-compassion and depressive 
symptoms, with a stronger effect in individuals with elevated levels of neuroticism. 
In contrast, the occurrence of stressful life events did not moderate the association 
of either self-compassion or self-coldness with future depressive symptoms. In 
Chapter 6, we explored whether self-compassion could buffer the effect of self-
coldness on current and future depressive symptoms. Results showed that self-
coldness predicted current depressive symptoms in individuals low and high self-
compassion, with a somewhat stronger relationship among those low in self-
compassion. On the other hand, self-coldness predicted future depressive symptoms 
only in those individuals low in self-compassion. Our findings suggest that self-
compassion can attenuate the strong association of self-coldness with depressive 
symptoms, supporting in this way the buffering role of self-compassion. 

The final purpose of this thesis was to propose an alternative way to measure 
self-compassion. Thus, in Chapter 7 we developed and pilot tested a brief self-report 
questionnaire to assess self-compassion, the Brief Self-Compassion Questionnaire 
(BSCQ). The BSCQ aimed to measure self-compassion as a positive and unipolar 
construct, different from self-criticism and mindfulness (in this way overcoming the 
main limitations of the widely used SCS). As expected, we found a single-factor 
structure for the BSCQ, indicating that all items measure one same construct with no 
sub-dimensions. Its construct validity was supported by expected patterns of 
correlations with self-report measures of subjective wellbeing (i.e., depressive 
symptoms, negative affect, and positive affect) and related psychological constructs 
(i.e., rumination, neuroticism, and mindfulness), and with higher scores in individuals 
with meditation experience compared to their counterparts. In addition, a strong 
correlation with the SCS indicated its adequate criterion validity. The scale also 



Processed on: 28-9-2016Processed on: 28-9-2016Processed on: 28-9-2016Processed on: 28-9-2016

505197-L-bw-Lopez505197-L-bw-Lopez505197-L-bw-Lopez505197-L-bw-Lopez

Summary

129

to as self-coldness. It is important to note, that at the time we conducted this 
research, other researchers also pointed out the use of such a two-factor solution of 
the SCS (Costa, Marôco, Pinto-Gouveia, Ferreira, & Castilho, 2015).  

As we were also interested in gaining understanding of the association of self-
compassion to close constructs, in Chapter 3 we explored the unique and combined 
effects of self-compassion and mindfulness in explaining three indicators of affect 
(i.e., depressive symptoms, negative affect, and positive affect). Mindfulness was 
measured with the Five-Facet of Mindfulness Questionnaire (FFMQ) that contains 
five facets, i.e., observe, describe, act with awareness, non-judgment, and non-
reactivity, and self-compassion and self-coldness were measured with the SCS. 
Results showed that the FFMQ’s and SCS’s facets uniquely predicted a similar 
amount of variance of depressive symptoms and negative affect. Act with awareness 
and self-coldness (i.e., the negative items of the SCS) were the strongest predictors, 
suggesting that a lack of attention when acting and a harsh attitude towards oneself 
have the greatest value in predicting the presence of negative affectivity. Regarding 
positive affect, the FFMQ’s facet uniquely predicted a much larger amount of 
variance compared to the SCS’s facets, with four of the five FFMQ’s facets being 
significant predictors (except non-judgment), and no unique predictive value of the 
two SCS’s facets. It is important to note that self-coldness was found to be a stronger 
predictor of negative affectivity than self-compassion. These findings suggested that 
although strongly related, self-compassion and mindfulness, as measured by the 
FFMQ and SCS, have unique effects on psychological wellbeing.  

Self-compassion and compassion for others are also assumed to be closely 
related constructs as both involve offering compassion to a suffering individual, 
either the self or others, respectively. These two constructs have been mostly 
studied separately so not much is known about how much they differ or resemble 
each other. With the purpose of gaining some initial descriptive knowledge, in 
Chapter 4 we explored the mean levels and association of self-compassion and 
compassion for others, and their relation to socio-demographic factors and 
psychological wellbeing. Our findings showed that self-reported levels of compassion 
for others were significantly higher than self-reported levels of self-compassion. In 
addition, compassion for others was higher in women and in low educated 
individuals compared to their counterparts. In contrast, self-compassion was lower 
in low educated individuals. Regarding their association to psychological wellbeing, 
self-compassion was more strongly related to depressive symptoms, negative affect, 
and positive affect, than compassion for others. These findings suggest that self-

compassion and compassion for others differ in levels and correlates as well as in 
their contributions to wellbeing.  

Giving that not much was known regarding the effects of self-compassion in 
future psychological wellbeing, we conducted two studies to gain some knowledge 
about this and, in addition, to explore if under certain circumstances self-compassion 
is more or less beneficial for wellbeing. In Chapter 5, we explored the effect of self-
compassion and self-coldness on future depressive symptoms and whether the 
experience of stress, namely, stressful life events and neuroticism, would moderate 
these associations. Our findings showed that only self-coldness, and not self-
compassion, significantly predicted future depressive symptoms. In addition, 
neuroticism moderated the relationship between self-coldness and depressive 
symptoms, as well as the relationship between self-compassion and depressive 
symptoms, with a stronger effect in individuals with elevated levels of neuroticism. 
In contrast, the occurrence of stressful life events did not moderate the association 
of either self-compassion or self-coldness with future depressive symptoms. In 
Chapter 6, we explored whether self-compassion could buffer the effect of self-
coldness on current and future depressive symptoms. Results showed that self-
coldness predicted current depressive symptoms in individuals low and high self-
compassion, with a somewhat stronger relationship among those low in self-
compassion. On the other hand, self-coldness predicted future depressive symptoms 
only in those individuals low in self-compassion. Our findings suggest that self-
compassion can attenuate the strong association of self-coldness with depressive 
symptoms, supporting in this way the buffering role of self-compassion. 

The final purpose of this thesis was to propose an alternative way to measure 
self-compassion. Thus, in Chapter 7 we developed and pilot tested a brief self-report 
questionnaire to assess self-compassion, the Brief Self-Compassion Questionnaire 
(BSCQ). The BSCQ aimed to measure self-compassion as a positive and unipolar 
construct, different from self-criticism and mindfulness (in this way overcoming the 
main limitations of the widely used SCS). As expected, we found a single-factor 
structure for the BSCQ, indicating that all items measure one same construct with no 
sub-dimensions. Its construct validity was supported by expected patterns of 
correlations with self-report measures of subjective wellbeing (i.e., depressive 
symptoms, negative affect, and positive affect) and related psychological constructs 
(i.e., rumination, neuroticism, and mindfulness), and with higher scores in individuals 
with meditation experience compared to their counterparts. In addition, a strong 
correlation with the SCS indicated its adequate criterion validity. The scale also 
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showed a good internal consistency. Altogether, we found a good preliminary 
evidence for the validity and reliability of this brief scale.   

In short, the studies in this thesis provide insight into the assessment and 
correlates of self-compassion. We found that the widely used Self-compassion Scale 
presents important limitations, and as a response we developed and pilot tested the 
Brief Self-Compassion Questionnaire, a self-report scale that aims to measure self-
compassion as a positive unipolar construct. In addition, we found that self-
compassion has unique contributions to psychological wellbeing when compared to 
mindfulness and compassion for others. Finally, we showed that self-compassion is 
especially beneficial for those individuals who are more distressed in daily basis (i.e., 
high in neuroticism) and that are harsh and critical towards themselves (i.e., high in 
self-coldness). These findings support the view of self-compassion as a valuable 
resource that contributes to resilience and the benefits of training individuals to be 
more self-compassionate. 

Samenvatting 
Zelfcompassie betekent dat je op een vriendelijke en begripvolle manier met jezelf 
omgaat.  Zelfcompassie is een gezonde manier om te reageren op momenten van 
lijden en stress. De afgelopen tien jaar was er een grote toename van onderzoek 
naar zelfcompassie. Deze onderzoeken lieten positieve effecten van zelfcompassie 
op psychologisch welzijn zien. Er was echter minder aandacht voor het meten van 
zelf-compassie, en voor de associatie van zelfcompassie met gerelateerde 
concepten, zoals mindfulness en compassie voor anderen. Aangezien de meeste 
onderzoeken gebruik maken van cross-sectionele data, weten we weinig over het 
effect van zelfcompassie op toekomstig welzijn. Dit proefschrift behandelt deze 
belangrijke onderwerpen om onze kennis over zelfcompassie te vergroten. Het 
onderzoek in dit proefschrift is uitgevoerd onder een grote groep van volwassen 
respondenten, waarbij de man-vrouw- en leeftijdsverdeling representatief zijn voor 
de Nederlandse bevolking. Hierdoor zijn onze bevindingen goed te generaliseren. 

Het is gebruikelijk om zelfcompassie te meten met zelf-rapportage vragenlijsten, 
waarbij de grote meerderheid van de onderzoeken gebaseerd is op de Self-
Compassion Scale (SCS: Neff, 2003b). De SCS bevat zes sub schalen die 
vriendelijkheid, common humanity, mindfulness, en het tegenovergestelde, 
zelfveroordeling, isolatie en over-identificatie meten. Verrassend genoeg waren er 
weinig kritische beoordelingen van de psychometrische kenmerken van de SCS. In 
Hoofdstuk 2 onderzochten we de factor structuur, de betrouwbaarheid en de 
construct validiteit van de SCS. De factor structuur van de SCS met zes factoren bleek 
niet gerepliceerd te kunnen worden. Een oplossing met twee factoren bleek beter, 
waarbij één factor bestaat uit de positief geformuleerde vragen (de sub schalen 
vriendelijkheid, common humanity en mindfulness) en de andere factor uit  de 
negatief geformuleerde vragen (zelfveroordeling, isolatie en over-identificatie). De 
resultaten tonen aan dat de positieve en negatieve factor relatief zwak aan elkaar 
gerelateerd zijn en zich anders tot andere psychologische constructen verhouden. De 
negatieve factor correleerde sterk met depressieve symptomen, negatief affect, 
rumineren en neuroticisme vergeleken met de positieve factor die alleen zwakke tot 
matige negatieve associaties met deze constructen had en een sterkere associatie 
met positief affect. De bevindingen in de studie suggereren dat het belangrijk is om 
zelfcompassie te onderscheiden van andere gerelateerde constructen zoals 
zelfveroordeling (i.e., zelfveroordeling is gemeten met de negatief geformuleerde 
vragen van de SCS). Wij adviseren op basis van dit onderzoek om niet de totaalscore 
van de SCS als maat voor zelfcompassie te gebruiken. In de volgende hoofdstukken 
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showed a good internal consistency. Altogether, we found a good preliminary 
evidence for the validity and reliability of this brief scale.   

In short, the studies in this thesis provide insight into the assessment and 
correlates of self-compassion. We found that the widely used Self-compassion Scale 
presents important limitations, and as a response we developed and pilot tested the 
Brief Self-Compassion Questionnaire, a self-report scale that aims to measure self-
compassion as a positive unipolar construct. In addition, we found that self-
compassion has unique contributions to psychological wellbeing when compared to 
mindfulness and compassion for others. Finally, we showed that self-compassion is 
especially beneficial for those individuals who are more distressed in daily basis (i.e., 
high in neuroticism) and that are harsh and critical towards themselves (i.e., high in 
self-coldness). These findings support the view of self-compassion as a valuable 
resource that contributes to resilience and the benefits of training individuals to be 
more self-compassionate. 

Samenvatting 
Zelfcompassie betekent dat je op een vriendelijke en begripvolle manier met jezelf 
omgaat.  Zelfcompassie is een gezonde manier om te reageren op momenten van 
lijden en stress. De afgelopen tien jaar was er een grote toename van onderzoek 
naar zelfcompassie. Deze onderzoeken lieten positieve effecten van zelfcompassie 
op psychologisch welzijn zien. Er was echter minder aandacht voor het meten van 
zelf-compassie, en voor de associatie van zelfcompassie met gerelateerde 
concepten, zoals mindfulness en compassie voor anderen. Aangezien de meeste 
onderzoeken gebruik maken van cross-sectionele data, weten we weinig over het 
effect van zelfcompassie op toekomstig welzijn. Dit proefschrift behandelt deze 
belangrijke onderwerpen om onze kennis over zelfcompassie te vergroten. Het 
onderzoek in dit proefschrift is uitgevoerd onder een grote groep van volwassen 
respondenten, waarbij de man-vrouw- en leeftijdsverdeling representatief zijn voor 
de Nederlandse bevolking. Hierdoor zijn onze bevindingen goed te generaliseren. 

Het is gebruikelijk om zelfcompassie te meten met zelf-rapportage vragenlijsten, 
waarbij de grote meerderheid van de onderzoeken gebaseerd is op de Self-
Compassion Scale (SCS: Neff, 2003b). De SCS bevat zes sub schalen die 
vriendelijkheid, common humanity, mindfulness, en het tegenovergestelde, 
zelfveroordeling, isolatie en over-identificatie meten. Verrassend genoeg waren er 
weinig kritische beoordelingen van de psychometrische kenmerken van de SCS. In 
Hoofdstuk 2 onderzochten we de factor structuur, de betrouwbaarheid en de 
construct validiteit van de SCS. De factor structuur van de SCS met zes factoren bleek 
niet gerepliceerd te kunnen worden. Een oplossing met twee factoren bleek beter, 
waarbij één factor bestaat uit de positief geformuleerde vragen (de sub schalen 
vriendelijkheid, common humanity en mindfulness) en de andere factor uit  de 
negatief geformuleerde vragen (zelfveroordeling, isolatie en over-identificatie). De 
resultaten tonen aan dat de positieve en negatieve factor relatief zwak aan elkaar 
gerelateerd zijn en zich anders tot andere psychologische constructen verhouden. De 
negatieve factor correleerde sterk met depressieve symptomen, negatief affect, 
rumineren en neuroticisme vergeleken met de positieve factor die alleen zwakke tot 
matige negatieve associaties met deze constructen had en een sterkere associatie 
met positief affect. De bevindingen in de studie suggereren dat het belangrijk is om 
zelfcompassie te onderscheiden van andere gerelateerde constructen zoals 
zelfveroordeling (i.e., zelfveroordeling is gemeten met de negatief geformuleerde 
vragen van de SCS). Wij adviseren op basis van dit onderzoek om niet de totaalscore 
van de SCS als maat voor zelfcompassie te gebruiken. In de volgende hoofdstukken 
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zijn overeenstemming met deze bevindingen de positieve en negatieve vragen van 
de SCS gescheidenen geanalyseerd. Hierbij werd zelfcompassie gerepresenteerd 
door de positieve vragen en self-coldness door de negatieve vragen. Hierbij vinden 
wij het belangrijk om te vermelden, dat tijdens het uitvoeren van ons onderzoek 
andere onderzoekers eveneens een twee factor structuur van de SCS aantoonden 
(Costa, Marôco, Pinto-Gouveia, Ferreira & Castilho, 2015). 

Voor het onderzoeken van de relatie tussen zelfcompassie en sterk gerelateerde 
constructen, onderzochten we de unieke en gecombineerde effecten van 
zelfcompassie en mindfulness op drie affect-maten: depressieve klachten, negatief 
affect en positief affect (Hoofdstuk 3). Mindfulness werd gemeten met de Five Facet 
Mindfulness Questionnaire (FFMQ) welke bestaat uit de vijf facetten observeren, 
beschrijven, bewust handelen, niet-oordelen, en non-reactief zijn. Zelfcompassie en 
self-coldness werden gemeten met de SCS. De facetten van zowel de FFMQ als de 
SCS verklaarden evenveel variatie in depressieve klachten en negatief affect. Bewust 
handelen en self-coldness (de negatieve vragen van de SCS) waren de sterkste 
voorspellers, wat suggereert dat het gebrek aan aandacht voor je eigen handelingen 
en een harde houding naar jezelf het sterkste effect hebben op negatief affect. De 
afzonderlijke facetten van de FFMQ  voorspelden veel meer variatie in positief affect 
in vergelijking met de SCS facetten. Hierbij waren vier van de vijf facetten van de 
FFMQ significante voorspellers (met uitzondering van niet-oordelen). De twee 
facetten van de SCS hadden geen unieke voorspellende waarde. Het is belangrijk om 
te benoemen dat self-coldness een sterkere voorspeller van negatief affect was dan 
zelfcompassie. Alhoewel de constructen zelfcompassie en mindfulness (zoals 
gemeten met de FFMQ en SCS schalen), sterk gerelateerd zijn, hebben zij eigen, 
unieke effecten op psychologisch welzijn. 

Zelfcompassie en compassie voor anderen worden verondersteld gerelateerd 
aan elkaar te zijn. Beiden gaan namelijk over compassie geven aan iemand die lijdt, 
ofwel aan zichzelf ofwel aan anderen. Omdat deze twee constructen vooral 
afzonderlijk bestudeerd zijn, is er weinig bekend over hoeveel ze verschillen of op 
elkaar lijken. Met het doel om hier kennis over te verkrijgen, beschrijven we de 
gemiddelden en de relatie tussen zelfcompassie en compassie voor anderen, als ook 
de relatie tussen deze constructen en andere demografische factoren en 
psychologisch welzijn in Hoofdstuk 4. De resultaten lieten zien dat mensen 
gemiddeld meer compassie voor anderen hebben dan zelfcompassie. Daarnaast 
hadden vrouwen meer compassie voor anderen dan mannen en mensen met een 
lager opleidingsniveau meer dan zij met een hogere opleiding. Daarentegen 

ervaarden lager opgeleiden minder zelfcompassie. Met betrekken tot de relatie met 
psychologisch welzijn was zelf compassie sterker gerelateerd aan depressieve 
klachten, negatief affect en positief affect dan compassie voor anderen. Deze 
bevindingen suggereren dat er verschillen zijn in de mate van zelfcompassie en 
compassie voor anderen en hoe dit samenhangt met welzijn.  

Aangezien er weinig bekend was over de effecten van zelfcompassie op 
toekomstig psychologisch welzijn, hebben we twee onderzoeken uitgevoerd met het 
doel om hierin inzicht te verkrijgen en om te exploreren of zelfcompassie onder 
bepaalde omstandigheden meer of minder bijdraagt aan welzijn. In Hoofdstuk 5 
hebben we het effect van zelfcompassie en self-coldness op toekomstige depressieve 
klachten bestudeerd over een periode van één jaar. Daarnaast onderzochten we  of 
stress, gemeten als stressvolle gebeurtenissen en neuroticisme, deze relatie 
modereren. Het bleek dat alleen self-coldness, en niet zelfcompassie voorspellend 
waren voor hoeveel depressieve klachten mensen in de komende tijd ervaren. Self-
coldness en zelfcompassie bleken vooral voorspellend voor toekomstige depressieve 
klachten bij mensen die hoger scoren op neuroticisme dan anderen. Daarentegen 
werd de relatie tussen toekomstige depressieve klachten en self-coldness en 
zelfcompassie niet gemodereerd door stressvolle gebeurtenissen. In Hoofdstuk 6 
exploreerden we of zelf-compassie de relatie tussen self-coldness en toekomstige 
depressieve klachten zou kunnen bufferen. De resultaten lieten zien dat self-coldness 
huidige depressieve klachten voorspelden bij mensen met zowel een lage als een 
hoge mate van zelfcompassie. Self-coldness daarentegen voorspelde enkel 
toekomstige depressieve klachten bij mensen die weinig zelfcompassie ervaren. Onze 
bevindingen suggereren dat zelfcompassie de sterke relatie tussen self-coldness en 
depressieve klachten kan afzwakken, wat wijst op een bufferende rol van 
zelfcompassie.  

Het laatste doel van dit proefschrift was om een alternatieve manier te vinden 
om zelfcompassie te meten. In Hoofdstuk 7 ontwikkelden en testten we een korte 
zelf-rapportage vragenlijst om zelfcompassie te meten; de Brief Self-Compassion 
Questionnaire (BSCQ). The BSCQ heeft als doel om zelfcompassie als een positief en 
unipolair construct te meten dat niet overlapt met zelfkritiek en mindfulness 
(waarmee we de tekortkomingen van de veelgebruikte SCS overkomen). Zoals 
verwacht, vonden we een factorstructuur met 1 factor voor de BSCQ, wat er op duidt 
dat alle vragen 1 construct meten en dat er geen sub dimensies zijn.  De construct 
validiteit werd ondersteund door de verwachte correlaties met subjectief welzijn 
(depressieve klachten, negatief affect en positief affect) en gerelateerde 
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zijn overeenstemming met deze bevindingen de positieve en negatieve vragen van 
de SCS gescheidenen geanalyseerd. Hierbij werd zelfcompassie gerepresenteerd 
door de positieve vragen en self-coldness door de negatieve vragen. Hierbij vinden 
wij het belangrijk om te vermelden, dat tijdens het uitvoeren van ons onderzoek 
andere onderzoekers eveneens een twee factor structuur van de SCS aantoonden 
(Costa, Marôco, Pinto-Gouveia, Ferreira & Castilho, 2015). 

Voor het onderzoeken van de relatie tussen zelfcompassie en sterk gerelateerde 
constructen, onderzochten we de unieke en gecombineerde effecten van 
zelfcompassie en mindfulness op drie affect-maten: depressieve klachten, negatief 
affect en positief affect (Hoofdstuk 3). Mindfulness werd gemeten met de Five Facet 
Mindfulness Questionnaire (FFMQ) welke bestaat uit de vijf facetten observeren, 
beschrijven, bewust handelen, niet-oordelen, en non-reactief zijn. Zelfcompassie en 
self-coldness werden gemeten met de SCS. De facetten van zowel de FFMQ als de 
SCS verklaarden evenveel variatie in depressieve klachten en negatief affect. Bewust 
handelen en self-coldness (de negatieve vragen van de SCS) waren de sterkste 
voorspellers, wat suggereert dat het gebrek aan aandacht voor je eigen handelingen 
en een harde houding naar jezelf het sterkste effect hebben op negatief affect. De 
afzonderlijke facetten van de FFMQ  voorspelden veel meer variatie in positief affect 
in vergelijking met de SCS facetten. Hierbij waren vier van de vijf facetten van de 
FFMQ significante voorspellers (met uitzondering van niet-oordelen). De twee 
facetten van de SCS hadden geen unieke voorspellende waarde. Het is belangrijk om 
te benoemen dat self-coldness een sterkere voorspeller van negatief affect was dan 
zelfcompassie. Alhoewel de constructen zelfcompassie en mindfulness (zoals 
gemeten met de FFMQ en SCS schalen), sterk gerelateerd zijn, hebben zij eigen, 
unieke effecten op psychologisch welzijn. 

Zelfcompassie en compassie voor anderen worden verondersteld gerelateerd 
aan elkaar te zijn. Beiden gaan namelijk over compassie geven aan iemand die lijdt, 
ofwel aan zichzelf ofwel aan anderen. Omdat deze twee constructen vooral 
afzonderlijk bestudeerd zijn, is er weinig bekend over hoeveel ze verschillen of op 
elkaar lijken. Met het doel om hier kennis over te verkrijgen, beschrijven we de 
gemiddelden en de relatie tussen zelfcompassie en compassie voor anderen, als ook 
de relatie tussen deze constructen en andere demografische factoren en 
psychologisch welzijn in Hoofdstuk 4. De resultaten lieten zien dat mensen 
gemiddeld meer compassie voor anderen hebben dan zelfcompassie. Daarnaast 
hadden vrouwen meer compassie voor anderen dan mannen en mensen met een 
lager opleidingsniveau meer dan zij met een hogere opleiding. Daarentegen 

ervaarden lager opgeleiden minder zelfcompassie. Met betrekken tot de relatie met 
psychologisch welzijn was zelf compassie sterker gerelateerd aan depressieve 
klachten, negatief affect en positief affect dan compassie voor anderen. Deze 
bevindingen suggereren dat er verschillen zijn in de mate van zelfcompassie en 
compassie voor anderen en hoe dit samenhangt met welzijn.  

Aangezien er weinig bekend was over de effecten van zelfcompassie op 
toekomstig psychologisch welzijn, hebben we twee onderzoeken uitgevoerd met het 
doel om hierin inzicht te verkrijgen en om te exploreren of zelfcompassie onder 
bepaalde omstandigheden meer of minder bijdraagt aan welzijn. In Hoofdstuk 5 
hebben we het effect van zelfcompassie en self-coldness op toekomstige depressieve 
klachten bestudeerd over een periode van één jaar. Daarnaast onderzochten we  of 
stress, gemeten als stressvolle gebeurtenissen en neuroticisme, deze relatie 
modereren. Het bleek dat alleen self-coldness, en niet zelfcompassie voorspellend 
waren voor hoeveel depressieve klachten mensen in de komende tijd ervaren. Self-
coldness en zelfcompassie bleken vooral voorspellend voor toekomstige depressieve 
klachten bij mensen die hoger scoren op neuroticisme dan anderen. Daarentegen 
werd de relatie tussen toekomstige depressieve klachten en self-coldness en 
zelfcompassie niet gemodereerd door stressvolle gebeurtenissen. In Hoofdstuk 6 
exploreerden we of zelf-compassie de relatie tussen self-coldness en toekomstige 
depressieve klachten zou kunnen bufferen. De resultaten lieten zien dat self-coldness 
huidige depressieve klachten voorspelden bij mensen met zowel een lage als een 
hoge mate van zelfcompassie. Self-coldness daarentegen voorspelde enkel 
toekomstige depressieve klachten bij mensen die weinig zelfcompassie ervaren. Onze 
bevindingen suggereren dat zelfcompassie de sterke relatie tussen self-coldness en 
depressieve klachten kan afzwakken, wat wijst op een bufferende rol van 
zelfcompassie.  

Het laatste doel van dit proefschrift was om een alternatieve manier te vinden 
om zelfcompassie te meten. In Hoofdstuk 7 ontwikkelden en testten we een korte 
zelf-rapportage vragenlijst om zelfcompassie te meten; de Brief Self-Compassion 
Questionnaire (BSCQ). The BSCQ heeft als doel om zelfcompassie als een positief en 
unipolair construct te meten dat niet overlapt met zelfkritiek en mindfulness 
(waarmee we de tekortkomingen van de veelgebruikte SCS overkomen). Zoals 
verwacht, vonden we een factorstructuur met 1 factor voor de BSCQ, wat er op duidt 
dat alle vragen 1 construct meten en dat er geen sub dimensies zijn.  De construct 
validiteit werd ondersteund door de verwachte correlaties met subjectief welzijn 
(depressieve klachten, negatief affect en positief affect) en gerelateerde 
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psychologische constructen (rumineren, neuroticisme en mindfulness) als ook 
hogere scores onder mensen die ervaring hebben met meditatie. Daarnaast duidde 
de sterke correlatie met een andere zelf rapportage vragenlijst die zelfcompassie 
meet (SCS) op een adequate criterium validiteit.  De schaal had ook een goede 
interne consistentie. Al met al verschaffen de resultaten voorlopige evidentie voor 
de validiteit en betrouwbaarheid van deze korte vragenlijst.  

De onderzoeken in dit proefschrift geven inzicht in het meten van zelfcompassie 
en waar zelfcompassie mee samen hangt. We vonden dat de veelgebruikte Self-
Compassion Scale (SCS) belangrijke tekortkomingen heeft. Daarom ontwikkelden en 
testen we de Brief Self-Compassion Questionnaire; een zelf-rapportage vragenlijst 
die zelfcompassie als een positief en unipolair construct beoogt te meten. Daarnaast 
vonden we dat zelfcompassie een unieke relatie met psychologisch welzijn heeft 
vergeleken met mindfulness en compassie voor anderen. Tot slot lieten we zien dat 
zelfcompassie bij uitstek goed is voor mensen die hoger scoren op neuroticisme en 
die meer kritiek op zichzelf hebben. Deze bevindingen ondersteunen het idee dat 
zelfcompassie een waardevolle bron van veerkracht is en het goed is om zelf-
compassie te trainen en te versterken.   
 

 

Resumen  
La auto-compasión es una forma saludable de responder a momentos de sufrimiento 
y consiste en ser amable y comprensivo con uno mismo. Durante la última década se 
gestó un crecimiento exponencial en investigación sobre auto-compasión que 
proporcionó abundante evidencia sobre sus beneficios para el bienestar psicológico. 
Aun así, se le ha otorgado poca atención a su medición.  Adicionalmente, no se sabe 
mucho sobre su asociación con constructos cercanos, como lo son el mindfulness y la 
compasión por otros. Debido a que la mayoría de la investigación en auto-compasión 
ha utilizado diseños transversales, el entendimiento de sus beneficios a largo plazo 
para el bienestar psicológico es limitado. Esta tesis aborda estos temas con el 
propósito de extender el conocimiento sobre la auto-compasión. Nuestros estudios 
fueron conducidos en una extensa muestra comunitaria de adultos holandeses, con 
una distribución de género equitativa y un amplio rango de edades, para que de esta 
forma se aumentara la generalización de nuestros resultados.    

Usualmente, la auto-compasión es medida mediante auto-reporte, y la mayoría 
de investigadores utiliza la Self-Compassion Scale (SCS; Neff, 2003b). La SCS contiene 
seis sub-escalas que miden amabilidad con uno mismo, humanidad compartida, y 
mindfulness, y sus opuestos, auto-juicio, aislamiento, y sobre-identificación, 
respectivamente. Sorprendentemente, al inicio de nuestra investigación se habían 
realizado pocas revisiones críticas sobre las  propiedades psicométricas de la SCS. En 
el Capítulo 2, examinamos la estructura factorial, confiabilidad, y validez de 
constructo de la SCS. Nuestros hallazgos muestran que la estructura factorial 
propuesta para la SCS, conformada por seis factores, no pudo ser replicada. En su 
lugar, encontramos evidencia para una estructura de dos factores, un factor 
compuesto por los ítems positivos (i.e., las sub-escalas amabilidad con uno mismo, 
humanidad compartida, y mindfulness), y el otro compuesto por los ítems negativos 
(i.e., las sub-escalas auto-juicio, aislamiento, y sobre-identificación). Adicionalmente, 
los resultados muestran que estos dos factores están débilmente correlacionados y 
que sus asociaciones con otros constructos psicológicos difieren. El factor negativo 
tuvo una correlación positiva y fuerte con síntomas depresivos, afecto negativo, 
rumiación, y neuroticismo. En comparación, el factor positivo mostró correlaciones 
negativas, débiles a moderadas, con estos constructos, y una asociación más fuerte 
con afecto positivo.  

Estos hallazgos sugieren que es importante distinguir la auto-compasión de otros 
constructos como el auto-juicio, y no respaldan el uso del puntaje total de la SCS 
como medida de auto-compasión. Por lo tanto, en los próximos capítulos utilizamos 
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psychologische constructen (rumineren, neuroticisme en mindfulness) als ook 
hogere scores onder mensen die ervaring hebben met meditatie. Daarnaast duidde 
de sterke correlatie met een andere zelf rapportage vragenlijst die zelfcompassie 
meet (SCS) op een adequate criterium validiteit.  De schaal had ook een goede 
interne consistentie. Al met al verschaffen de resultaten voorlopige evidentie voor 
de validiteit en betrouwbaarheid van deze korte vragenlijst.  

De onderzoeken in dit proefschrift geven inzicht in het meten van zelfcompassie 
en waar zelfcompassie mee samen hangt. We vonden dat de veelgebruikte Self-
Compassion Scale (SCS) belangrijke tekortkomingen heeft. Daarom ontwikkelden en 
testen we de Brief Self-Compassion Questionnaire; een zelf-rapportage vragenlijst 
die zelfcompassie als een positief en unipolair construct beoogt te meten. Daarnaast 
vonden we dat zelfcompassie een unieke relatie met psychologisch welzijn heeft 
vergeleken met mindfulness en compassie voor anderen. Tot slot lieten we zien dat 
zelfcompassie bij uitstek goed is voor mensen die hoger scoren op neuroticisme en 
die meer kritiek op zichzelf hebben. Deze bevindingen ondersteunen het idee dat 
zelfcompassie een waardevolle bron van veerkracht is en het goed is om zelf-
compassie te trainen en te versterken.   
 

 

Resumen  
La auto-compasión es una forma saludable de responder a momentos de sufrimiento 
y consiste en ser amable y comprensivo con uno mismo. Durante la última década se 
gestó un crecimiento exponencial en investigación sobre auto-compasión que 
proporcionó abundante evidencia sobre sus beneficios para el bienestar psicológico. 
Aun así, se le ha otorgado poca atención a su medición.  Adicionalmente, no se sabe 
mucho sobre su asociación con constructos cercanos, como lo son el mindfulness y la 
compasión por otros. Debido a que la mayoría de la investigación en auto-compasión 
ha utilizado diseños transversales, el entendimiento de sus beneficios a largo plazo 
para el bienestar psicológico es limitado. Esta tesis aborda estos temas con el 
propósito de extender el conocimiento sobre la auto-compasión. Nuestros estudios 
fueron conducidos en una extensa muestra comunitaria de adultos holandeses, con 
una distribución de género equitativa y un amplio rango de edades, para que de esta 
forma se aumentara la generalización de nuestros resultados.    

Usualmente, la auto-compasión es medida mediante auto-reporte, y la mayoría 
de investigadores utiliza la Self-Compassion Scale (SCS; Neff, 2003b). La SCS contiene 
seis sub-escalas que miden amabilidad con uno mismo, humanidad compartida, y 
mindfulness, y sus opuestos, auto-juicio, aislamiento, y sobre-identificación, 
respectivamente. Sorprendentemente, al inicio de nuestra investigación se habían 
realizado pocas revisiones críticas sobre las  propiedades psicométricas de la SCS. En 
el Capítulo 2, examinamos la estructura factorial, confiabilidad, y validez de 
constructo de la SCS. Nuestros hallazgos muestran que la estructura factorial 
propuesta para la SCS, conformada por seis factores, no pudo ser replicada. En su 
lugar, encontramos evidencia para una estructura de dos factores, un factor 
compuesto por los ítems positivos (i.e., las sub-escalas amabilidad con uno mismo, 
humanidad compartida, y mindfulness), y el otro compuesto por los ítems negativos 
(i.e., las sub-escalas auto-juicio, aislamiento, y sobre-identificación). Adicionalmente, 
los resultados muestran que estos dos factores están débilmente correlacionados y 
que sus asociaciones con otros constructos psicológicos difieren. El factor negativo 
tuvo una correlación positiva y fuerte con síntomas depresivos, afecto negativo, 
rumiación, y neuroticismo. En comparación, el factor positivo mostró correlaciones 
negativas, débiles a moderadas, con estos constructos, y una asociación más fuerte 
con afecto positivo.  

Estos hallazgos sugieren que es importante distinguir la auto-compasión de otros 
constructos como el auto-juicio, y no respaldan el uso del puntaje total de la SCS 
como medida de auto-compasión. Por lo tanto, en los próximos capítulos utilizamos 
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los ítems positivos y negativos de la SCS de forma separada. Los ítems positivos 
representan auto-compasión y los negativos su opuesto, referido aquí como auto-
frialdad. Es importante mencionar que al mismo tiempo en el que nosotros 
conducíamos esta investigación, otros investigadores también encontraron evidencia 
de una estructura de dos factores para la SCS (Costa, Marôco, Pinto-Gouveia, 
Ferreira & Castilho, 2015). 

Ya que también estábamos interesados en entender la relación de la auto-
compasión con otros constructos cercanos, en el Capítulo 3 exploramos los efectos 
únicos y comunes de la auto-compasión y el mindfulness para explicar tres 
indicadores de afecto (i.e., síntomas depresivos, afecto negativo y afecto positivo). 
Para medir mindfulness empleamos el Five-Facet of Mindfulness Questionnaire 
(FFMQ) que contiene cinco facetas, i.e., observación, descripción, actuar con 
conciencia, ausencia de juicio y ausencia de reactividad, y medimos la auto-
compasión y la auto-frialdad con la SCS. Los resultados mostraron que las facetas del 
FFMQ y SCS predijeron una cantidad similar de varianza única de síntomas 
depresivos y afecto negativo. Actuar con conciencia y auto-frialdad fueron los 
predictores más fuertes, sugiriendo así que la falta de atención al actuar y una 
actitud crítica hacia uno mismo, tienen el mayor valor en la predicción de afectividad 
negativa.  En cuanto a afecto positivo, las facetas del FFMQ predijeron una cantidad 
notoriamente mayor de varianza única, en comparación a las facetas de la SCS. 
Cuatro facetas del FFMQ fueron predictores significativos de afecto positivo (todas 
excepto ausencia de juicio), al contrario, ninguna de las facetas de la SCS lo predijo 
significativamente. Es importante mencionar que la auto-frialdad fue un predictor 
más importante de afectividad negativa que la auto-compasión. En general, estos 
hallazgos sugieren que aunque el mindfulness y la auto-compasión (medidos por el 
FFMQ y SCS) están fuertemente relacionados, tienen efectos únicos en el bienestar 
psicológico.  

La auto-compasión y la compasión por otros han sido atribuidos como 
constructos cercanos debido a que ambos involucran ofrecer compasión a un 
individuo que sufre, ya sea uno mismo u otros. Estos dos constructos han sido 
típicamente estudiados de forma separada, y por lo tanto se desconoce en qué 
medida se asemejan o difieren el uno del otro. Con el propósito de ampliar el 
conocimiento descriptivo, en el Capítulo 4 exploramos los promedios y relación 
entre la auto-compasión y la compasión por otros, y su asociación con variables 
demográficas y bienestar psicológico. Nuestros hallazgos muestran que los niveles 
reportados de la compasión por otros fueron significativamente más altos que los 

niveles reportados de la auto-compasión. Adicionalmente, los niveles de compasión 
por otros fueron más elevados en mujeres y en individuos con bajo nivel educativo, 
en comparación a sus contrapartes. En contraste, los niveles de  auto-compasión 
fueron más bajos en individuos con bajo nivel educativo en comparación a aquellos 
con un nivel educativo más alto. En cuanto a su asociación con bienestar psicológico, 
la auto-compasión mostró una relación más fuerte con síntomas depresivos, afecto 
negativo y afecto positivo, en comparación a la compasión por otros. Estos 
resultados sugieren que la auto-compasión y la compasión por otros difieren en sus 
niveles y en sus contribuciones al bienestar psicológico.   

Considerando que el conocimiento sobre los efectos de la auto-compasión en el 
bienestar psicológico a largo plazo son limitados, conducimos dos estudios 
longitudinales para examinar este tema y además, para explorar si bajo ciertas 
circunstancias, la auto-compasión es más o menos beneficiosa para el bienestar 
psicológico. En el Capítulo 5, examinamos el efecto a largo plazo de la auto-
compasión y la auto-frialdad en síntomas depresivos, y si la experiencia de estrés, a 
saber, eventos de vida estresantes y neuroticismo, moderan estas asociaciones. 
Nuestros resultados muestran que únicamente la auto-frialdad, y no la auto-
compasión, predijo síntomas depresivos a largo plazo. Adicionalmente, neuroticismo 
moderó la relación entre auto-frialdad y síntomas depresivos, con un efecto más 
fuerte para individuos con niveles altos de neuroticismo. Al contrario, la incidencia 
de eventos estresantes de vida no moderó la relación de la auto-compasión, ni la de 
la auto-frialdad, con síntomas depresivos.  

En el Capítulo 6, exploramos si la auto-compasión podría atenuar el efecto de la 
auto-frialdad en síntomas depresivos presentes y futuros. Los resultados mostraron 
que la auto-frialdad predice síntomas depresivos presentes y futuros, en individuos 
con bajos y altos niveles de auto-compasión. Aun así, la relación entre auto-frialdad y 
síntomas depresivos es más fuerte en aquellos individuos con niveles bajos de auto-
compasión. Por otro lado, la auto-frialdad predijo síntomas depresivos futuros sólo 
en aquellos individuos con niveles bajos de auto-compasión. Nuestros hallazgos 
sugieren que la auto-compasión puede atenuar la fuerte asociación entre auto-
frialdad y síntomas depresivos, apoyando así el rol protector de la auto-compasión.  

El objetivo final de esta tesis consistió en proponer una alternativa para la 
medición de la auto-compasión. Por lo tanto, en el Capítulo 7 desarrollamos 
piloteamos un cuestionario de auto-reporte breve para medir la auto-compasión, el 
Brief Self-Compassion Questionnaire (BSCQ). El BSCQ busca medir la auto-compasión 
como un constructo positivo y unipolar, independiente del auto-juicio y del 
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los ítems positivos y negativos de la SCS de forma separada. Los ítems positivos 
representan auto-compasión y los negativos su opuesto, referido aquí como auto-
frialdad. Es importante mencionar que al mismo tiempo en el que nosotros 
conducíamos esta investigación, otros investigadores también encontraron evidencia 
de una estructura de dos factores para la SCS (Costa, Marôco, Pinto-Gouveia, 
Ferreira & Castilho, 2015). 

Ya que también estábamos interesados en entender la relación de la auto-
compasión con otros constructos cercanos, en el Capítulo 3 exploramos los efectos 
únicos y comunes de la auto-compasión y el mindfulness para explicar tres 
indicadores de afecto (i.e., síntomas depresivos, afecto negativo y afecto positivo). 
Para medir mindfulness empleamos el Five-Facet of Mindfulness Questionnaire 
(FFMQ) que contiene cinco facetas, i.e., observación, descripción, actuar con 
conciencia, ausencia de juicio y ausencia de reactividad, y medimos la auto-
compasión y la auto-frialdad con la SCS. Los resultados mostraron que las facetas del 
FFMQ y SCS predijeron una cantidad similar de varianza única de síntomas 
depresivos y afecto negativo. Actuar con conciencia y auto-frialdad fueron los 
predictores más fuertes, sugiriendo así que la falta de atención al actuar y una 
actitud crítica hacia uno mismo, tienen el mayor valor en la predicción de afectividad 
negativa.  En cuanto a afecto positivo, las facetas del FFMQ predijeron una cantidad 
notoriamente mayor de varianza única, en comparación a las facetas de la SCS. 
Cuatro facetas del FFMQ fueron predictores significativos de afecto positivo (todas 
excepto ausencia de juicio), al contrario, ninguna de las facetas de la SCS lo predijo 
significativamente. Es importante mencionar que la auto-frialdad fue un predictor 
más importante de afectividad negativa que la auto-compasión. En general, estos 
hallazgos sugieren que aunque el mindfulness y la auto-compasión (medidos por el 
FFMQ y SCS) están fuertemente relacionados, tienen efectos únicos en el bienestar 
psicológico.  

La auto-compasión y la compasión por otros han sido atribuidos como 
constructos cercanos debido a que ambos involucran ofrecer compasión a un 
individuo que sufre, ya sea uno mismo u otros. Estos dos constructos han sido 
típicamente estudiados de forma separada, y por lo tanto se desconoce en qué 
medida se asemejan o difieren el uno del otro. Con el propósito de ampliar el 
conocimiento descriptivo, en el Capítulo 4 exploramos los promedios y relación 
entre la auto-compasión y la compasión por otros, y su asociación con variables 
demográficas y bienestar psicológico. Nuestros hallazgos muestran que los niveles 
reportados de la compasión por otros fueron significativamente más altos que los 

niveles reportados de la auto-compasión. Adicionalmente, los niveles de compasión 
por otros fueron más elevados en mujeres y en individuos con bajo nivel educativo, 
en comparación a sus contrapartes. En contraste, los niveles de  auto-compasión 
fueron más bajos en individuos con bajo nivel educativo en comparación a aquellos 
con un nivel educativo más alto. En cuanto a su asociación con bienestar psicológico, 
la auto-compasión mostró una relación más fuerte con síntomas depresivos, afecto 
negativo y afecto positivo, en comparación a la compasión por otros. Estos 
resultados sugieren que la auto-compasión y la compasión por otros difieren en sus 
niveles y en sus contribuciones al bienestar psicológico.   

Considerando que el conocimiento sobre los efectos de la auto-compasión en el 
bienestar psicológico a largo plazo son limitados, conducimos dos estudios 
longitudinales para examinar este tema y además, para explorar si bajo ciertas 
circunstancias, la auto-compasión es más o menos beneficiosa para el bienestar 
psicológico. En el Capítulo 5, examinamos el efecto a largo plazo de la auto-
compasión y la auto-frialdad en síntomas depresivos, y si la experiencia de estrés, a 
saber, eventos de vida estresantes y neuroticismo, moderan estas asociaciones. 
Nuestros resultados muestran que únicamente la auto-frialdad, y no la auto-
compasión, predijo síntomas depresivos a largo plazo. Adicionalmente, neuroticismo 
moderó la relación entre auto-frialdad y síntomas depresivos, con un efecto más 
fuerte para individuos con niveles altos de neuroticismo. Al contrario, la incidencia 
de eventos estresantes de vida no moderó la relación de la auto-compasión, ni la de 
la auto-frialdad, con síntomas depresivos.  

En el Capítulo 6, exploramos si la auto-compasión podría atenuar el efecto de la 
auto-frialdad en síntomas depresivos presentes y futuros. Los resultados mostraron 
que la auto-frialdad predice síntomas depresivos presentes y futuros, en individuos 
con bajos y altos niveles de auto-compasión. Aun así, la relación entre auto-frialdad y 
síntomas depresivos es más fuerte en aquellos individuos con niveles bajos de auto-
compasión. Por otro lado, la auto-frialdad predijo síntomas depresivos futuros sólo 
en aquellos individuos con niveles bajos de auto-compasión. Nuestros hallazgos 
sugieren que la auto-compasión puede atenuar la fuerte asociación entre auto-
frialdad y síntomas depresivos, apoyando así el rol protector de la auto-compasión.  

El objetivo final de esta tesis consistió en proponer una alternativa para la 
medición de la auto-compasión. Por lo tanto, en el Capítulo 7 desarrollamos 
piloteamos un cuestionario de auto-reporte breve para medir la auto-compasión, el 
Brief Self-Compassion Questionnaire (BSCQ). El BSCQ busca medir la auto-compasión 
como un constructo positivo y unipolar, independiente del auto-juicio y del 
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mindfulness (de este modo, superando las limitaciones más importantes del popular 
SCS). Como se esperaba, el BSCQ mostró una estructura factorial con un único factor, 
indicando que todos los ítems miden un mismo constructo sin ninguna sub-
dimensión. El BSCQ mostró el patrón de correlaciones esperadas con medidas de 
bienestar psicológico (i.e., síntomas depresivos, afecto negativo, y afecto positivo) y 
otros constructos psicológicos (i.e., rumiación, neuroticismo, y mindfulness), 
mostrando así  evidencia de su validez de constructo. Además, los individuos con 
experiencia en meditación mostraron puntajes más elevados en el BSCQ que 
aquellos sin esa experiencia. Encontramos evidencia para la validez de criterio del 
BSCQ, demostrada por una correlación positiva y fuerte con la SCS, y además una 
buena consistencia interna. En conjunto, encontramos evidencia preliminar 
satisfactoria de su validez y confiabilidad del BSCQ.  

Los estudios incluidos en esta tesis ofrecen información sobre la medición y 
asociaciones de la auto-compasión. Encontramos que la popular SCS presenta 
limitaciones importantes. Como respuesta a estas limitaciones, desarrollamos y 
piloteamos el BSCQ, un cuestionario de auto-reporte breve cuyo objetivo es medir la 
auto-compasión como un constructo positivo y unipolar. Adicionalmente, al 
comparar la auto-compasión con constructos relacionados como lo son el 
mindfulness y la compasión por otros, observamos que la auto-compasión tiene 
contribuciones únicas al bienestar psicológico. Por último, encontramos que la auto-
compasión es particularmente beneficiosa para aquellos individuos que 
regularmente tienen niveles más elevados de estrés (i.e., alto neuroticismo) y que 
tienden a ser críticos y fríos hacia ellos mismos (i.e., alta auto-frialdad). Estos 
hallazgos apoyan la conclusión de que la auto-compasión es un recurso valioso que 
contribuye a la resiliencia, y por ende, puede resultar beneficioso entrenar a las 
personas a ser más auto-compasivas.      
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SCS). Como se esperaba, el BSCQ mostró una estructura factorial con un único factor, 
indicando que todos los ítems miden un mismo constructo sin ninguna sub-
dimensión. El BSCQ mostró el patrón de correlaciones esperadas con medidas de 
bienestar psicológico (i.e., síntomas depresivos, afecto negativo, y afecto positivo) y 
otros constructos psicológicos (i.e., rumiación, neuroticismo, y mindfulness), 
mostrando así  evidencia de su validez de constructo. Además, los individuos con 
experiencia en meditación mostraron puntajes más elevados en el BSCQ que 
aquellos sin esa experiencia. Encontramos evidencia para la validez de criterio del 
BSCQ, demostrada por una correlación positiva y fuerte con la SCS, y además una 
buena consistencia interna. En conjunto, encontramos evidencia preliminar 
satisfactoria de su validez y confiabilidad del BSCQ.  

Los estudios incluidos en esta tesis ofrecen información sobre la medición y 
asociaciones de la auto-compasión. Encontramos que la popular SCS presenta 
limitaciones importantes. Como respuesta a estas limitaciones, desarrollamos y 
piloteamos el BSCQ, un cuestionario de auto-reporte breve cuyo objetivo es medir la 
auto-compasión como un constructo positivo y unipolar. Adicionalmente, al 
comparar la auto-compasión con constructos relacionados como lo son el 
mindfulness y la compasión por otros, observamos que la auto-compasión tiene 
contribuciones únicas al bienestar psicológico. Por último, encontramos que la auto-
compasión es particularmente beneficiosa para aquellos individuos que 
regularmente tienen niveles más elevados de estrés (i.e., alto neuroticismo) y que 
tienden a ser críticos y fríos hacia ellos mismos (i.e., alta auto-frialdad). Estos 
hallazgos apoyan la conclusión de que la auto-compasión es un recurso valioso que 
contribuye a la resiliencia, y por ende, puede resultar beneficioso entrenar a las 
personas a ser más auto-compasivas.      
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