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The construct of self-compassion, recently defined and operationalized by 
Neff, offers an alternative approach to thinking about psychological well-being.  
Self-compassion has three components which mutually influence and engender 
each other:  self-kindness, awareness of common humanity, and mindfulness.  
Although new, the construct of self-compassion shows great promise.  As 
measured using Neff's Self-Compassion Scale, it demonstrates positive 
associations with current markers of psychological well-being, such as self-
acceptance, life satisfaction, social connectedness, self-esteem, mindfulness, 
autonomy, environmental mastery, purpose in life, personal growth, reflective 
and affective wisdom, curiosity and exploration in life, happiness, and optimism.  
It has also demonstrated negative associations with anxiety, depression, self-
criticism, neuroticism, rumination, thought suppression, and neurotic 
perfectionism. Because self-compassion has been shown to be linked with 
psychological health in multiple studies, finding a way to increase self-
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compassion through psychotherapeutic intervention is an important research 
task. This dissertation study is an initial investigation of the possibility of 
increasing self-compassion using a specially designed Gestalt-type two-chair 
intervention.  The Gestalt two-chair dialogue has already been found to assist 
clients in challenging maladaptive, self-critical beliefs and to help clients 
transform negative evaluations of their wants and needs into self-acceptance.  A 
sample of 80 university students was divided into an intervention and control 
group.  All participants completed measures of self-compassion, measures 
targeted at the individual components of self-compassion, and measures of 
general psychological well-being.  Intervention participants received a specifically 
designed version of a Gestalt two-chair intervention for an intrapsychic conflict.  
Hypotheses for the study included expectations a) for the intervention group, of a 
greater increase in self-compassion, as well as other positive attitudes toward the 
self, and a greater decrease in negative attitudes toward the self; b) within the 
intervention group, of better outcomes for participants whose sessions resulted in 
greater depth of experiencing and softening; and c) at follow-up, of increased 
evidence of self-compassionate attitudes and behaviors in the intervention group.  
In addition, the study provides additional verification of the links between self-
compassion and other markers of psychological health, and validation of the Self-
Compassion Scale as a measure of the construct of self-compassion. 
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CHAPTER ONE 

Introduction 

What is psychological well-being?  Is it freedom from psychological 
pathology? Is it feeling good about oneself?  Is it leading a productive life?  Is it 
being capable of connecting and relating to others? Is it being able to see the self 
and others honestly and accurately?  Researchers, philosophers, theologians 
and others have been exploring the nature of psychological well-being for 
centuries and have proposed an abundance of answers to this question.  

SELF-COMPASSION  
The construct of self-compassion, recently defined and operationalized by 

Neff (2003b) offers an alternative approach to thinking about psychological well-
being derived from Buddhist ideas over 2,000 years old (Neff, Kirkpatrick, & 
Rude, 2005).  Self-compassion, as defined by Neff (2003a; 2003b), has three 
components which mutually influence and engender each other:  self-kindness, 
awareness of common humanity, and mindfulness.  An individual high in self-
compassion is able to view the self with gentleness and kindness even in the 
face of failure and pain; sees that all human beings fail and experience pain; and 
is able to experience feelings and emotions without either pushing them away or 
becoming completely overwhelmed by them.   

Although new, the construct of self-compassion shows great promise, 
demonstrating positive associations with numerous current markers of 
psychological well-being, such as self-acceptance, life satisfaction, social 
connectedness, self-esteem, mindfulness, autonomy, environmental mastery, 
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purpose in life, personal growth, reflective and affective wisdom, curiosity and 
exploration in life, happiness, and optimism.  It has also demonstrated negative 
associations with anxiety, depression, self-criticism, neuroticism, rumination, 
thought suppression, and neurotic perfectionism (Neff, 2003a, 2003b; Neff et al., 
2005).   

NEW RESEARCH DIRECTION 
Given the benefits of self-compassion, an important research direction 

which has not yet been pursued is that of determining whether a psychological 
intervention can influence an individual's level of self-compassion. The new 
construct of self-compassion fits well with existing psychological theories of 
counseling, including psychoanalytic, cognitive-behavior, relational, and, in 
particular, humanistic theory.  This dissertation study is an initial investigation of 
the possibility of increasing self-compassion through intervention. 

STUDY DESIGN  
Eighty university students were divided randomly into an intervention and 

a control group.  Both groups completed measures on-line three times.  
Measures included the Neff Self-Compassion Scale (Neff, 2003a), along with 
instruments targeting the individual components of self-compassion, and 
traditional measures of psychological well-being.  

The intervention group, told they were participating in a study completely 
separate from the measures portion of the study, individually received a specially 
designed Gestalt-type two-chair intervention.   The Gestalt two-chair dialogue 
was expected to be a useful intervention for increasing self-compassion.  It has 
already been found by Safran (1998) to assist clients in challenging maladaptive, 
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self-critical beliefs, allowing them to become less critical and more empathetic 
towards themselves.  Likewise, Greenberg, Rice, & Elliott (1993) assert that two-
chair interventions help clients transform negative evaluations of their wants and 
needs into self-acceptance.  A typical focus of this type of intervention is a split 
between conflicting aspects of the self (Greenberg, 1979, 1983, 1992; Greenberg 
& Clarke, 1979; Greenberg & Dompierre, 1981; Greenberg & Higgins, 1980; 
Greenberg et al., 1993; Sicoli & Hallberg, 1998).  The intervention used in this 
study targeted the judgmental, critical aspect of self and the part of self that feels 
judged and criticized.  

After the intervention, participants were interviewed about the process and 
what they experienced during the intervention.  Sessions for this group were 
recorded for evaluating the depth of experiencing of the participants and the 
degree of softening in the attitude of the judgmental, critical part of self toward 
the other part. In addition, at follow-up, after all participants completed the final 
set of measures, they were debriefed about the construct of self-compassion and 
answered questions about their experience of compassion towards themselves 
during the previous two weeks. 

Hypotheses for the study include expectations of a) in the intervention 
group, a greater increase in self-compassion, as well as other positive attitudes 
toward the self, and a greater decrease in negative attitudes toward the self; b) 
within the intervention group, better outcomes for participants whose sessions 
resulted in greater depth of experiencing and softening; and c) at follow-up, 
increased evidence of self-compassionate attitudes and behaviors in the 
intervention group. In addition, the study provides additional verification of the 
links between self-compassion and other markers of psychological health, and 



4

validation of the Self-Compassion Scale as a measure of the construct of self-
compassion. 

VALUE OF THE STUDY 
This study is designed to further validate the construct of self-compassion 

as a way of conceptualizing psychological well-being and provides a preliminary 
exploration of how one might intervene to raise an individual's level of self-
compassion.  Research into intervening to enhance self-compassion is essential 
given that previous research (Neff, 2003a, 2003b; Neff et al., 2005) has already 
demonstrated self-compassion (as measured by the Self-Compassion Scale) to 
be associated with numerous other constructs of psychological well-being, and in 
addition, shown it to be better in some ways as a marker of psychological health 
than the traditional construct of self-esteem. 
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CHAPTER TWO 

Review of the Literature 

The goal of psychotherapy is to increase the psychological well-being of 
the person who has come for help.  However, there are a variety of ways of 
understanding psychological well-being.  A therapist's definition of psychological 
well-being will influence her way of conceptualizing treatment and intervening to 
facilitate change.  An alternative way of looking at psychological well-being is 
offered in the construct of self-compassion, as conceptualized by Neff (2003a; 
2003b; Neff et al., 2005).   

SELF-COMPASSION 
Self-compassion includes three interrelated and mutually engendering 

components:  self-kindness, awareness of a common humanity, and 
mindfulness.  

Self-Kindness  
Kindness to the self involves offering non-judgmental understanding to the 

self.  With self-compassion, the self is not harshly criticized for failing to meet 
ideal standards in the belief that condemnation and beating the self up will 
somehow force change and improvement. Instead, healthy behavior changes are 
encouraged with gentleness and patience (Neff, 2003b).  Instead of focusing on 
the ways we have failed, we "allow ourselves to yearn for our own well-being and 
happiness, our own freedom from suffering, our own enlightenment"  (Wallace, 
1999, p. 130). 
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This does not mean necessarily that we do whatever feels good.  In fact, 
being kind to ourselves, "often entails giving up harmful behaviors to which the 
self is attached, and encouraging the self to take whatever actions are needed  - 
even if painful or difficult - in order to further the self's growth and fulfillment" 
(Neff, 2003b, p. 88).  Self-kindness likewise does not mean protecting ourselves 
from suffering at all costs, which only makes us more fearful, rigid and 
disconnected (Chodron, 1997). 

Although self-compassion has not been a singular focus of research other 
than by Neff, research frequently addresses the opposite of kindness to self.  
Rubin (1975) considers compassion to be "the only antidote to self-hate (p. 133) 
and believes such compassion serves the interest of the true self.   Horney 
(1950) also sees self-hate as an alienation of real self and sees its 
manifestations as "relentless demands on self, merciless self-accusation, self-
contempt, self-frustrations, self-tormenting, and self-destruction" (p. 117).  These 
manifestations are clearly the opposite of self-kindness. 

Researchers have found that other contraries to self-kindness: self-
criticism (Blatt, Quinlan, Chevron, McDonald, & Zuroff, 1982; Rude & Burnham, 
1993; Zuroff & Duncan, 1999), self-hate (Horney, 1950; Rubin, 1975), self-
judgment (B. Brown, 1999), and perfectionism (Ashby & Kottman, 1996), are 
related to depression, social isolation, interpersonal difficulties and many other 
markers of psychological distress. 

Awareness of Common Humanity 
As can be seen from the preceding description, self-kindness as a part of 

self-compassion is not like self-pity.  In addition, it does not advance the needs of 
self at the expense of others' needs.  The second component of self-compassion, 
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awareness of a common humanity, means that one experiences the joys and 
sorrows of life knowing that they are the same joys and sorrows all others 
experience.  When one fails, rather than comparing oneself to others unfavorably 
in self-criticism, one acknowledges that everyone fails, that failure is part of the 
common human experience (Neff, 2003b).  This awareness of a common 
humanity emphasizes our relatedness to all other humans, our 
interconnectedness.  

In South Africa, in order to facilitate healing from the atrocities of 
apartheid, the Truth and Reconciliation Commission was formed.  Individuals 
giving testimony before the commission were reminded that their pain was the 
pain of a whole nation.  In analyzing the process of psychosocial healing in South 
Africa, de la Rey and Owens (1998) noted that  

. . . this is not the process of one individual but of an individual who is part 
of and cannot be separated from his or her society.  Although the manner 
in which people have suffered varies widely according to variables such as 
race, class, gender, and economic standing, the recognition that there has 
been collective suffering is . . . at the root of the process of national 
reconciliation (p. 265). 

Awareness of connectedness to all humanity is related to compassion, but 
one cannot have true compassion for others without having compassion for the 
self (Chodron, 1997; Wallace, 1999).  "The ground for compassion is established 
first by practicing sensitivity toward ourselves. . . .As our own heart is opened 
and healed, it naturally seeks the healing of all it touches" (Kornfield, 1993, p. 
222). 
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Another concept related to the awareness-of-common-humanity 
component of self-compassion is empathy.  The empathic response from the 
therapist is considered to assist an individual in developing self-soothing, 
nurturing introjects (Watson, 2001).  "Clients are able to alter their self-concepts 
and become more accepting and less judgmental of themselves" (p. 463). 
Writers differ in their definitions of empathy, but what seems clear is that 
empathy involves awareness of the suffering of another and vicarious experience 
of another's pain (Eisenberg, 1989).  Self-compassion allows one to be open to 
others' experiences of pain and suffering by looking outward rather than 
collapsing inward with the experience of pain.   

An additional body of literature which addresses this component is 
literature on Christian compassion, forgiveness, and the mercy of God.  McNeill, 
Morrison, and Nouwen (1982) see compassion as antithetical to the natural 
human desire for pleasure and as beyond kindness or tenderheartedness.  
Rather, compassion requires us to go where pain, brokenness, fear, confusion, 
and anguish exist and to immerse ourselves fully in being human.  Self-
compassion in the Christian tradition is a product of the acceptance of God's love 
and mercy.    "Mercying love, accepting us as we are, allows us also to accept 
ourselves with our limitations," (Prevallet, 2000, p. 10) and then ". . . draws us to 
recognize our solidarity with any part of creation that is suffering, oppressed, 
handicapped, or victimized" (p.12).  Isolation extends and intensifies suffering, 
while in community, a fundamental state of humanity, suffering can be 
communally held and befriended (Uomoto, 1995).  Daloz Parks (1993) offers two 
case studies which illustrate how “the image of God serves as a conscious 
vehicle of compassion extended toward the self” (p. 150).   
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The process of forgiveness as conceptualized by researchers includes 
steps related to having an awareness of a common humanity.  “Forgiveness 
represents the end of isolation . . . uniting humans with God and one another” 
(Meek & McMinn, 1997, p. 60).  Malcolm and Greenberg (1999) state that 
empathizing with the offending person facilitates the forgiveness process through 
a recognition that the offender acted as human beings do and that what the 
offender did, the forgiver has also done or is also capable of doing.  Enright's  
(1998) model of the forgiveness process includes in its final deepening stage the 
realization that the self has also needed forgiveness in the past and that one is 
not alone.   

Keeping an awareness of common humanity is difficult in today's world.  
Evolutionary psychologist, David Buss (2000), notes that we have moved from 
living in small groups with broad family and social support, to relative social 
isolation among a barrage of glamorous media images to which we can never 
live up. Simultaneously we have technicolor access, 24 hours a day, to 
information about the pain and suffering taking place around the world, while we 
live in a culture that sets up unreality as a norm (Salzberg, 1997).  Buss (2000) 
suggests that the increased incidence of depression over time, documented by 
empirical data from various cited studies, is due in part to this barrier, which in 
essence is a barrier to awareness of our common humanity. 

Our human tendency to live in denial and spare ourselves the pain is 
great, but the first step toward acknowledging our common humanity is 
acknowledging that pain and sorrow exist (Salzberg, 1997).  
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Mindfulness 
The third component of self-compassion is mindfulness, a preconceptual 

awareness that allows for acceptance and acknowledgement of even life's most 
painful emotions without being carried away by them (Gunaratana, 1993; Martin, 
1997; Neff, 2003b; Nisker, 1998; L. Rosenberg, 1999).  Martin (1997) defines 
mindfulness as "a state of psychological freedom that occurs when attention 
remains quiet and limber, without attachment to any particular point of view. . .a 
situation in which the sense of self or self-esteem maintenance softens or 
disappears" (p. 292). Rather than judging them as good, bad, healthy or 
unhealthy, mindfulness “accepts all personal experiences as just ‘what is’ in the 
present moment” (Marlatt & Kristeller, 1999, p. 68).  

This non-judgmental quality is what especially sets self-compassion apart 
from the construct of self-esteem.  Recently, concern has been expressed about 
the problematic nature of high but unstable levels of self-esteem.  Deci and Ryan 
(1995) discuss contingent and true self-esteem.  True self-esteem is 
hypothesized to be more stable and is based on a solid sense of self acquired 
from being loved for who one is rather than for matching some external standard 
or fulfilling others' expectations.  Contingent self-esteem is hypothesized to be 
unstable, and to be dependent upon matching some external standard of 
excellence or fulfilling expectations of significant others.  Contingent self-esteem 
requires ego-involvement and often involves social comparison.  In addition, it 
"...tends to be associated with a kind of narcissism that has one anxiously 
focused on one's own agenda" (p. 32).  True self-esteem is hypothesized to 
result in more positive outcomes while contingent self-esteem results in more 
negative outcomes.  Violence and aggression have been found to be associated 
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with high self-esteem in cases where an inflated self-appraisal meets a negative 
external evaluation (Baumeister, Smart, & Boden, 1996).  Ryan and Brown 
(2003) assert that evaluation and appraisal schemas are inextricably interlinked 
with self-esteem.  Such schemas develop through conditional reinforcement and 
regard of parents and significant others and are “readily transmitted from 
generation to generation” (p. 73).   

Mindfulness, which takes evaluation completely out of the equation, 
avoids the negative consequences involved in maintaining high self-esteem.  
Mindfulness is not so much something one learns as something that is allowed to 
surface.  It "is more a way of shifting out of gear into neutral” (Nisker, 1998, p. 
26).  It can be seen as a kind of nonreactive consciousness or choiceless 
awareness. Mindfulness is present-time mirror thought, because it reflects only 
what's happening exactly as it is happening (Gunaratana, 1993).  When we are 
caught up in the drama of our lives we are unable to see clearly.   Mindfulness 
allows us to remove ourselves from the content of our thoughts and feelings and 
look at the process (Nisker, 1998).  Rosenberg (1999) equates mindfulness with 
true intimacy because it removes the barriers from seeing oneself and others as 
we truly are.  There is no judgment of or attachment to what arises.   

Mindfulness is also related to the relatively new construct of emotional 
intelligence.  Emotional intelligence is considered to have four components:  
perceiving emotion, using emotion to facilitate thought, understanding emotion, 
and managing emotion (Salovey & Pizarro, 2003).  The fourth component, 
managing emotion, emphasizes the adaptiveness of experiencing feelings 
instead of repressing them and also of regulating emotions.  This appears similar 
to the balanced awareness of emotions that mindfulness brings. 
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A lack of mindfulness shows itself in one of two ways.  Either one routinely 
denies, judges, or is intolerant of his/her uncomfortable emotions and thoughts, 
or one becomes completely enmeshed in them.  Both types of response can 
result in a variety of maladaptive behaviors and attitudes (Neff, 2003b).  In 
psychotherapeutic intervention the challenge is to assist clients in accessing 
painful emotions which have been avoided and then, once accessed, to help 
individuals contain the feelings so that they will not be overwhelmed (Greenberg, 
1998; Greenberg, Korman, & Paivio, 2001).  Mindfulness offers precisely this 
space of allowing emotional experience with containment which can facilitate 
healing.  "Allowing pain that previously has been avoided, although initially 
frightening, often leads to relief and feelings of being alive, connected, and letting 
go.  Experiencing painful emotions has healing properties and leads to change."  
(Greenberg, 1998, p. 52)   

In discussing the individual components of self-compassion it becomes 
clear that the three are interrelated, leading to each other and arising from each 
other.  Mindfulness, however, seems to have a special place as the ground from 
which self-compassion springs.  Without the objective space which mindfulness 
creates, in which one neither pushes away thoughts and feelings nor gets carried 
away by them, it is difficult to arrive at an attitude of self-kindness or awareness 
of oneness with all humanity.   

SELF-COMPASSION RESEARCH 
Research on self-compassion to date has been mainly involved with the 

process of envisioning the construct, and creating and validating the Self-
Compassion Scale (Neff, 2003a, 2003b).  Scale creation began with a pilot study 
in which interviewers met with small groups of participants who answered open-
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ended questions about self-processes related to the three specific components of 
self-compassion.  "The purpose of the sessions was to identify how people 
naturally spoke about their reactions to experiences of pain or failure so that 
items could be generated that would be relevant and easily understood by the 
average person" (Neff, 2003a, p. 226). Participants also responded to a number 
of potential scale items and provided feedback about how understandable they 
were and how relevant to the topics they had discussed.   

At the end of each session the construct of self-compassion was 
explained and comments solicited.  A frequent comment dealt with the idea that 
"too much" self-compassion might be bad because it could lead to accomplishing 
less or not having enough self-restraint, reflecting a difficulty in distinguishing the 
unfamiliar construct of self-compassion from self-pity and self-indulgence.   In the 
second phase of pilot-testing a group of participants were administered the Self-
Compassion Scale without previous discussion so they would not be already 
primed to understand the meaning of the items.  Again, feedback was solicited 
regarding items that were unclear or confusing. 

In the next study, a pool of scale items was administered to 391 
undergraduate students in order to select final scale items based on reliability 
and factor loadings.  Factor analysis supported a six-factor model with loadings 
on self-kindness, self-judgment, common humanity, isolation, mindfulness, and 
over-identification.  Internal consistency for the final 26-item scale was .92.  
Results also showed good construct validity for the final scale.  Statistically, self-
compassion did not significantly correlate with social desirability, and, in keeping 
with the definition of self-compassion, participants highest in self-compassion 
reported that they were as kind to themselves as to others, while those low in 
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self-compassion reported being kinder to others than to themselves. A 
statistically significant negative correlation of self-compassion with self-criticism 
and a statistically significant positive correlation with social connectedness 
demonstrated convergent validity.  In addition, results indicated that self-
compassion is a strong predictor of mental health.  It had statistically significant 
negative correlations with anxiety, depression, and neurotic perfectionism, and a 
statistically significant positive correlation with life satisfaction. 

An additional study was carried out to verify the factor structure of the 
scale, to explore the relationship between self-esteem and self-compassion, and 
to look at the stability of self-compassion over time.  Results confirmed the six-
factor structure and also found that the six factors combined to form one over-
arching factor of self-compassion.  As expected, self-compassion was 
moderately correlated with self-esteem, but not so highly correlated as to suggest 
the underlying constructs are the same.  Self-esteem was found to have a 
statistically significant correlation with narcissism, but self-compassion did not.  
Test-retest reliability was .93. 

A study in which the Self-Compassion Scale was administered to a group 
of practicing Buddhists, found self-compassion levels significantly higher 
statistically than for the samples of college undergraduates, and also found 
scores to be correlated with years of Buddhist meditation practice, suggesting 
that the scale "has the ability to differentiate between groups in a theoretically 
consistent manner" (Neff, 2003a, p. 243), and is indeed measuring what it 
intends to measure. 

The most recent studies on self-compassion by Neff (Neff et al., 2005) 
found associations with additional markers of psychological well-being.  In a 
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study specifically looking at previously unexplored links, self-compassion was 
found to be positively and significantly related to autonomy, environmental 
mastery, purpose in life, personal growth, reflective and affective wisdom, 
curiosity and exploration in life, happiness, and optimism.  The same study found 
negative and statistically significant correlations between self-compassion and 
neuroticism, rumination, and thought suppression.   

A second study (Neff et al., 2005), designed to differentiate self-
compassion from self-esteem, found that self-compassion acted as a buffer for 
the anxiety produced by looking at personal weaknesses.  Statistically, self-
compassion was associated with significantly less anxiety after writing about 
one's greatest weakness while self-esteem was not significantly related to 
reduced anxiety.  The significant reduction in anxiety remained even when the 
effect of negative affect was partialed out. Thus, self-compassion was a 
protection against ego threat while self-esteem was not.  An investigation of 
some of the words used in this study (specifically first-person singular and plural 
pronouns, social references, and negative emotion words) suggested that those 
high in self-compassion had a less separate and more interconnected sense of 
self, and that again this difference was not solely due to a difference in the 
experience of negative emotions. 

Two additional studies with college students looked at self-compassion in 
academic contexts (Neff, Hseih, & Dejitthirat, in press).  The first study found 
self-compassion to be positively associated with mastery goals and negatively 
associated with performance goals, especially performance-avoidance goals.  
Mastery goals involve learning for the pleasure of it and performance goals 
involve learning in order to achieve some other goal, such as external approval, 
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favorable competition with others, or enhancement of self-worth.  In this study, 
self-compassionate individuals experienced less fear of failure and higher 
perceived competence.  The second study, conducted with students who had 
recently failed a midterm exam, replicated the goal-orientation findings of the 
first.  In addition, results showed self-compassion to be positively associated with 
the adaptive emotion-focused coping strategies of positive reinterpre-
tation/growth and acceptance, and negatively associated with the less adaptive 
strategy of focus on/venting of negative emotions. 

Another recent line of research has been exploring the usefulness of 
compassionate self-imagery.  Gilbert, Baldwin, Irons, Baccus, and Clark (2004) 
found that those high in self-criticism had a more difficult time generating 
compassionate self-imagery than low self-critics.  A further exploratory study 
(Gilbert & Irons, 2004) with members of a self-help depression group who 
described themselves as self-critical looked at how participants generated self-
compassionate images.  In this study “all participants agreed that if they could 
develop compassion for themselves this would help them” (p. 514). 

Self-compassion, and its individual components, is positively related to 
current markers of psychological well-being, and negatively related to markers of 
psychological distress, and is seen as desirable by at least some potential 
clients.  Therefore, enhancing self-compassion would appear a worthy target of 
psychotherapeutic intervention.  In fact, several existing theoretical perspectives 
of counseling contain elements which are related to the need for and presence of 
self-compassion. 
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SELF-COMPASSION AND COUNSELING THEORY 
In a review of research on psychological well-being, Ryan and Deci (2001) 

propose two research paradigms for conceptualizing psychological well-being.  
The first, hedonic well-being, focuses on happiness and the optimization of 
pleasure, and typically is measured in terms of life satisfaction, positive mood, 
and absence of negative mood.  The second, eudaimonism focuses on living out 
one's true nature and fulfilling one's potential.  A key issue for this view is that not 
all pleasure-producing desires or activities would result in well-being.   Therefore, 
a eudaimonic view would not equate happiness and well-being.  Well-being in 
this paradigm would result in a state of authentic aliveness in which people can 
be who they really are.  While hedonic well-being aligns well with the construct of 
self-esteem, eudaimonism appears to be more in alignment with the definition of 
self-compassion.   

In line with this paradigm of psychological well-being, various theoretical 
counseling orientations emphasize the need for qualities which, although not 
called self-compassion, contain the essence of self-compassion.  How could it 
not be so?  Self-compassion in its definition is uniquely connected with human 
suffering, and human suffering is the target of healing theories and interventions. 

Psychoanalytic Theory 
Winnicott's (1953; 1971) concept of potential space, from object relations 

theory in the psychoanalytic tradition, seems pertinent to the construct of self-
compassion, particularly the mindfulness component.  "Potential space is the 
general term Winnicott used to refer to an intermediate area of experiencing that 
lies between fantasy and reality" (Ogden, 1990, p. 90).  The concept originates in 
the idea of that first advancement in the object development of the infant from the 
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child-mother symbiosis, to child and mother as separate individuals.  Initially the 
infant lives in the fantasy that it encompasses the entire world and is completely 
sufficient within itself.  Soon the developing child begins to become aware, 
because his/her demands are not always perfectly met, that there is a place 
where "me" ends, and "not me" begins.   

Potential space lies between the "me" and the "not-me" and yet 
paradoxically includes both.  It is neither inside the individual nor external to the 
individual.  It is a space that does not exist and yet has being.  It both joins and 
separates the child and the mother.  The child is only able to begin to experience 
him/herself as a separate being because of his/her developing awareness that 
there is a mother.  As the child grows in object constancy and matures, he/she 
becomes able to generate his/her own potential space (Ogden, 1990). 

Self-compassion is also likely have its beginning subsequent to the point 
when the child can conceive of a "me" and a "not me" because its components of 
self-kindness, awareness of common humanity, and mindfulness all require the 
ability to view the self from an objective viewpoint. This space 
between/connecting the self and the other is reminiscent of both mindfulness and 
a fledgling awareness of common humanity.   

Ogden (1990) also discusses empathy (which turned inward, as previously 
discussed, bears some similarity to self-compassion) as being a process, carried 
out in potential space, in which one explores the idea of being someone else 
while at the same time knowing one is not.   

Cognitive-Behavioral Theory 
The newest directions in cognitive theory also contain the seeds of a 

fostering of self-compassion.  They emphasize interventions, such as the Gestalt 
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two-chair dialogue, that assist clients in "challenging, maladaptive self-critical 
cognitive activity," thus "becoming less self-critical and more self-
compassionate." (Safran, 1998, p.136,137)  Clients transform negative 
evaluations of their wants and needs into self-acceptance (Greenberg et al., 
1993). 

An increasing number of cognitive theorists/clinicians are incorporating 
mindfulness concepts and training within their treatment conceptualizations.  
Linehan (1993) incorporates mindfulness practice in her dialectical behavior 
therapy (DBT), a treatment designed for patients with borderline personality 
disorder.  The stated goal of the training for clients is to promote a greater 
capacity for acceptance (Linehan, 1993; Robins, 2002).  Hayes’ Acceptance and 
Commitment Therapy (ACT) (Hayes, 2002a, 2002b) also targets components of 
self-compassion.  In line with awareness of common humanity, an underlying 
tenet of ACT is that “suffering is . . . an inalienable part of human existence” 
(Hayes, 2002b, p. 62) and that all human beings suffer.  In addition, ACT uses 
many exercises and techniques to enhance mindfulness, such as labeling of 
cognitive processes, e.g., “Now I am having the thought that I must be perfect” 
(Hayes, 2002b, p. 64).  These techniques are intended to facilitate appropriate 
detachment from cognitions that amplify suffering, and make experiential 
avoidance less automatic and less necessary (Hayes, 2002a, 2002b).   

One major difference between traditional cognitive interventions and 
mindfulness-based interventions (related to the construct of self-compassion) is 
that “mindfulness training does not include the evaluation of thoughts as rational 
or distorted, or systematic attempts to change thoughts judged to be irrational.  
Instead, participants are taught to observe their thoughts, to note their 
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impermanence, and to refrain from evaluating them” (Baer, 2003, p. 130).  The 
focus is on viewing thoughts/cognitions as impermanent phenomena.  

Relational Theory 
Perspectives emphasizing the importance of relational development also 

include the fundamental nature of self-compassion, focusing especially on the 
interconnectedness of humanity as well as mindfulness.  Jordan (1989) 
discusses self-empathy, stating that "in the process of self-empathy, one also 
develops an empathy for that which is human in oneself" (p. 5).  Self-empathy is 
viewed as an antidote to shame which “divorces us from the human community” 
(Jordan, 1997, p. 346).  When one feels ashamed "there is a loss of empathic 
possibility, others are not experienced as empathic, and the capacity for self-
empathy is lost" (p. 6). Self-empathy allows for viewing what one is ashamed of 
without judgment, but rather with a desire to understand how it came to be.  Such 
awareness without judgment is related to mindfulness.   

Barrett-Leonard (1997) also talks about the benefits of self-empathy, 
which he sees as arising from, as well as engendering, empathy for others.  He 
sees self-empathy as characterized by attention and nonjudgmental receptivity.  
In addition, “one is not at the time submerged in or literally swept along by what 
is being experienced as, for example, in a rush of emotion that possesses the 
person in whom it is occurring” (p. 108).  Again, these requirements and benefits 
of self-empathy are related to mindfulness. 

Humanistic Theory 
Possibly the most fertile ground for a relationship between the construct of 

self-compassion and counseling theory lies in humanistic theory.  Rogers (1961) 
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therapeutic attribute of unconditional positive regard seems consonant with the 
construct of self-compassion.  Unconditional positive regard allows us to 
gradually come to accept and embrace as part of ourselves even those parts we 
don't like, learning to listen to ourselves, no longer fearful of what we might find.  
Likewise Ellis's Rational Emotive Behavior Therapy emphasizes forgiveness of 
one's limitations (Grossack, 1974) which is related to self-compassion.   

Gestalt theory has a number of connections with self-compassion, 
particularly mindfulness.  "Perls et al. claimed that the ability to endure unwanted 
emotions was essential for mental health.  Conversely, overcontrol and 
avoidance of emotions were considered to be major causes of dysfunction"  
(Greenberg et al., 2001, p. 500). As previously discussed, the value of 
mindfulness is precisely in allowing the individual to deal with emotions, 
particularly strong emotions, without overidentifying with them, overcontrolling 
them, or avoiding them.   

Gestalt theory's foundational concepts of figure and ground (Perls, 
Hefferline, & Goodman, 1951) also relate to self-compassion.  A Gestalt figure-
ground concept is used as an analogy by Martin (1997) to illustrate mindfulness 
as a state in which figure and ground alternatives (e.g., co-existing senses of 
self) can be accessed at will, both because of awareness of their existence, and 
an ability to reciprocally engage and disengage from the alternatives.  A figure-
ground analogy is also used by Brown and Ryan (2003) to illustrate the 
intertwined nature of attention and awareness in the construct of mindfulness:    
". . . attention continually pulls 'figures' out of the 'ground' of awareness, holding 
them focally for varying lengths of time"  (p. 822). 
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INTERVENTION TO INCREASE SELF-COMPASSION 
Research on using the idea of self-compassion in psychological 

intervention is limited at this point to employing individuals’ compassion toward 
the self in the service of other end goals.  For example, a program called HEALS 
(healing, explaining to self, apply self-compassion, love yourself, and solve) 
(Pandya & Gingerich, 2002; Psychology Today Staff, 1998) used with male 
batterers teaches them to direct compassion toward themselves to address core 
underlying hurts that  generate anger reactions and abusive behavior. 

Given that self-compassion as conceptualized by Neff (2003a; 2003b) has 
been demonstrated to be a quality related to psychological well-being and that 
theories of psychotherapeutic counseling emphasize the need for the 
development and nurture of qualities inherent in self-compassion, then finding a 
way to intervene with clients to enhance self-compassion is an important 
therapeutic goal in itself.  One technique, already thought to lessen self-criticism 
and enhance self-compassion, although its relationship to self-compassion has 
not been empirically investigated, is the Gestalt two-chair dialogue used to 
explore a conflict or subject/object split (Greenberg et al., 1993; Safran, 1998).   

In this type of intervention "the person plays the role of both sides of the 
conflict, usually locating each side in a separate chair, and proceeds to have an 
encounter between them"  (Greenberg, 1979, p. 316).  Greenberg (1979; 1992) 
has termed the two chairs the "experiencing chair" and the "other chair".  The 
"other chair" tends to use a lecturing judgmental type of voice initially and takes a 
while to move to internal exploration, while the "experiencing chair" tends to 
move quickly from reacting (e.g. complaining or whining) to an inner exploratory 
process (Greenberg, 1979).  A key marker of movement toward resolution occurs 
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when the "other chair" "becomes less critical, softer, and more understanding or 
accepting of the self" (Greenberg, 1979, p. 319).  "No longer is there the lecturing 
at quality of the critic, but rather a true looking inside for what is to be said" 
(Greenberg, 1983, p. 199). 

The first principle in facilitating an effective two-chair dialogue for a split is 
maintaining the contact-boundary.  Perls (1951) says that it is at the boundary 
between the organism and its environment that experience occurs, which again 
is reminiscent of the "me"/"not me" dialectic of potential space.  Ogden (1990) 
suggests that in the paradoxical, dialectical nature of potential space, which is 
neither "me" or "not-me", internal nor external, yet somehow both, and in which 
the "me" makes possible the "not-me" and vice versa, there is an inherent 
dynamic tension.  This tension is always moving the two sides of the dialectic 
(me/not me, internal/external) toward the process of integration but never quite 
achieving it, because each move toward resolution engenders a new dialectical 
opposition and a new tension.    

Ogden (1990) also talks about projective identification which he considers 
to be outside of potential space because it does not include the tension between 
being and not being the other.  Projective identification is described as involving: 

an unconscious projective fantasy of depositing a part of one self in the 
other, (2) an interpersonal pressure exerted on the other to experience 
himself and behave in congruence with the unconscious projective 
fantasy, and (3) the "recipient's" processing of the induced experience 
followed by the projector's re-internalizing (by means of introjection or 
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identification) of a modified version of that aspect of himself that had been 
(in fantasy) ejected (Ogden, 1990, p. 107). 

The Gestalt two-chair dialogue used to get in touch with conflicting or 
oppositional parts of the self seems to offer the client an opportunity to carry out 
a projective identification within potential space, concretizing, for example, the 
judgmental and the judged parts of the self as if they had separate being while 
simultaneously knowing they do not. The process of the two-chair dialogue fits 
Ogden's definition of projective identification very well, except that what is 
projected out for review and modification is imagined as a separate entity rather 
than deposited in an actual human other. 

Another facet of considering the "potential space" identity of the two-chair 
dialogue is its resemblance to children's fantasy play.  Play is considered to exist 
in potential space (Ogden, 1990; Winnicott, 1971) and can serve to both mitigate 
the anxiety of awareness of the changes incumbent upon the developing child, 
and relieve some of the tension between the "me" and the "not-me" by the 
"holding" character of the understood but not spoken nature of potential space.  
Thus the "playing" out of the two sides of the conversation with oneself offers this 
anxiety reduction and a chance to explore in a more experiential way than the 
more cognitively oriented "talk" therapy. 

Perls et al (1951) state that "In therapy the aim is to shift the 'inner 
conflict,' that between impulse and the counterattacking resistance, into an open, 
aware conflict" (p. 59).  Using concentration and focus to increase awareness, 
one can look at the individual parts of something, at all its individual qualities, and 
then reunite them to create a new unity.  It is this separation into parts for 
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exploration and then integrating them in a new way that is the focus of the two-
chair intervention.   

Greenberg (1983) offers a succinct and rich summary of the process to 
resolution in the two-chair intervention:  

At present it appears that conflict resolution performances in the two-chair 
dialogue occurs by a process of deeper experiencing of previously 
rejected aspects of the self and an acceptance of these aspects by a 
softening in attitude of a formerly harsh critic.  The feeling part which had 
previously pulled back from being told that it was bad or unworthy initially 
engages in the dialogue by defending and justifying itself.  When, 
however, this aspect of experience is felt from the inside and sensed as a 
vital part of the person rather than a negative, dreaded aspect, it refuses 
to be negated and expresses its own needs and wants.  As this feeling 
part comes to know and appreciate itself the critical part either feels 
compassion for the newly discovered vulnerable self or expresses its own 
fears of non-being and fears of being overwhelmed by the experiencing 
chair.  Resolution is then achieved by a coming together in a creative 
integration between the parts (pp. 199-200). 
 
Research studies on the use of the two-chair intervention have found it to 

be effective in producing change.  A two-chair dialogue led to greater progress 
toward conflict resolution than problem solving (Clarke & Greenberg, 1986), or 
empathic reflections of feeling (Greenberg & Clarke, 1979; Greenberg & 
Dompierre, 1981).  When compared with a focusing technique followed by 
expressions of empathy, the two-chair dialogue was found to produce higher 
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depths of experiencing and equivalent progress toward conflict resolution 
(Greenberg & Higgins, 1980).  Experiential treatment, including two-chair 
interventions, was equally as effective as client-centered psychotherapy alone in 
reducing depressive symptoms at termination and six-month follow-up, and 
resulted in greater improvement at termination on total symptom level, self-
esteem, and reduction of interpersonal problems (Greenberg & Watson, 1998).  
Depth of experiencing has been found to be a predictor of resolution in the two-
chair intervention (Sicoli & Hallberg, 1998) and in therapy in general (Greenberg 
et al., 2001). 

The nature of the two-chair intervention used for conflict resolution would 
seem to make it an ideal candidate as an intervention to enhance self-
compassion.  It typically involves activating the client's inner critic and accessing 
the emotions experienced by the part of the self receiving criticism.  In addition, 
facilitating mindfulness, a key component of self-compassion, is alluded to as a 
necessary therapist skill in conducting a two-chair intervention.  Finally, the two-
chair dialogue is already hypothesized to reduce self-critical attitudes and 
enhance self-compassion.  The next step is to test that hypothesis empirically. 
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CHAPTER THREE 

Methods 

Self-compassion has been shown to be associated positively with markers 
of psychological well-being, and negatively with markers of psychological 
distress.  In addition, the components of self-compassion (self-kindness, an 
awareness of common humanity, and mindfulness) are associated with 
psychological well-being. As discussed in Chapter Two, two of these 
components, an awareness of common humanity and, in particular, mindfulness, 
have already been used in interventions related to psychological healing (For 
examples see, Baer, 2003; Enright et al., 1998; Linehan, 1993; Malcolm & 
Greenberg, 1999; Marlatt & Kristeller, 1999).  This study is the first to address the 
possibility of raising an individual's level of self-compassion as conceptualized by 
Neff (2003a; 2003b) through intervention. 

PURPOSE 
The central purpose of this study was to provide initial evidence that self-

compassion levels can be raised by intervention.   Although no formal studies 
have been conducted, the Gestalt two-chair intervention for conflict resolution is 
thought by researchers to assist in reducing self-criticism (Safran, 1998) and 
increasing self-acceptance (Greenberg et al., 1993).  Thus it is expected to be a 
suitable intervention for increasing a client's level of self-compassion.  In order to 
measure changes in self-compassion associated with the two-chair intervention, 
control and intervention participants completed the Self-Compassion Scale three 
times, a baseline rating, an after-intervention rating, and a follow-up rating.  We 
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expected intervention participants to increase more in level of self-compassion 
over time than control participants. 

Another purpose of the study was to see whether changes in self-
compassion over time would be associated with changes in psychological well-
being.  Previous research has established conclusively the static association 
between self-compassion and psychological health (Neff, 2003a, 2003b; Neff et 
al., in press; Neff et al., 2005).  But this link has never been tested over a time 
period in which intervention was expected to change self-compassion levels. 
Therefore, along with the Self-Compassion scale, participants in the study 
completed other measures of psychological health that have been previously 
linked with self-compassion: self-kindness, self-criticism, social connectedness, 
mindfulness, rumination, thought suppression, self-esteem, depression and 
anxiety.  It was expected that intervention participants would experience greater 
increases in psychological well-being after the intervention and at follow-up than 
control participants. 

A further purpose was to explore changes in psychological well-being over 
time for those who reaped the greatest benefits from the two-chair intervention.  
We chose to evaluate effectiveness by looking at two constructs commonly used 
in research on two-chair interventions: depth of experiencing (Clarke & 
Greenberg, 1988; Elliott & Greenberg, 1997; Greenberg, 1979, 1983, 1992; 
Greenberg & Clarke, 1979; Greenberg & Dompierre, 1981; Greenberg & Higgins, 
1980; Greenberg & Webster, 1982; Klein, Mathieu, Gendlin, & Kiesler, 1969) and 
softening (Elliott & Greenberg, 1997; Greenberg, 1983, 1992; Greenberg & 
Webster, 1982; Sicoli & Hallberg, 1998).  We expected increases in 
psychological well-being for participants who reach a greater depth of 
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experiencing and for those who achieve softening of the critical voice toward the 
"other" voice. 

A final purpose of the study was to see whether participants, after being 
given information about the construct of self-compassion, would rate their own 
levels of self-compassion differently based on whether or not they received the 
two-chair intervention and, within the treatment group, whether or not they 
reached deep experiencing and softening.   All participants answered follow-up 
questions about their perceived level of self-compassion and the number of times 
they were self-compassionate, and were also asked to describe experiences of 
self-compassion over the previous two weeks.  These follow-up questions offered 
another way of looking at participants' self-compassion in addition to the Self-
Compassion Scale.  We anticipated that intervention participants would rate 
themselves higher in self-compassion and report more experiences of self-
compassion than control participants.  We also anticipated that those who 
achieved both deep experiencing and softening would write about more 
experiences of self-compassion. In addition, the descriptions of self-compassion 
offered qualitative material which helped us evaluate participants' understanding 
of the construct.   

OVERVIEW OF STUDY DESIGN 
In order to assess changes in self-compassion and psychological well-

being over time, 80 graduate and/or undergraduate students from introductory 
counseling classes were divided randomly into an intervention group and control 
group.  All 80 participants, as part of a "study of self-attitudes over time," 
completed measures on-line three times:  1) baseline;  2) for intervention 
participants, approximately three days after the intervention, and for control 
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group participants, in two groups depending upon when they completed the first 
set; and 3) follow-up approximately 2 1/2 weeks after the second set. The 
intervention participants were unaware that the measures part of the study was 
connected to the intervention study and thought they were participating in two 
completely separate studies.   

Measures completed by all participants included the Neff Self-Compassion 
Scale (Neff, 2003a), along with instruments that target the individual components 
of self-compassion (self-kindness, self-criticism, social connectedness, 
mindfulness, rumination, and thought suppression), and traditional measures of 
psychological well-being (self-esteem, depression, and anxiety).  With the first 
set of measures, which were completed before any interventions were 
conducted, participants filled out demographic information.  On-line after the final 
set of measures, participants were given information about self-compassion and 
then answered several follow-up questions relating to their own experience of 
self-compassion in the preceding two weeks.  Finally, still on-line, participants 
were fully debriefed, including the information for intervention participants that 
both studies were actually part of one study. 

The intervention group individually received a specially designed Gestalt-
type two-chair intervention.   A typical focus of this type of intervention is a split 
between conflicting aspects of the self (Greenberg, 1979, 1983, 1992; Greenberg 
& Clarke, 1979; Greenberg & Dompierre, 1981; Greenberg & Higgins, 1980; 
Greenberg et al., 1993; Sicoli & Hallberg, 1998).  The intent of the interaction is 
to allow each part to express its own values, wants, and needs, and for the 
participant to eventually to arrive at an acceptance and integration of the 
conflicting aspects of self.  The intervention used in this study targeted the 
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judgmental, critical aspect of self and the part of self that feels judged and 
criticized.  Interventions were conducted by this researcher and another 
counseling graduate student familiar with the construct of self-compassion and 
trained in the two-chair intervention. After the intervention, participants were 
interviewed about the process and what they experienced during the intervention.  
Two specific follow-up questions were asked:  What was that process like for 
you?  Did you notice a change in the attitude of either voice during the process of 
the intervention?  In part the follow-up conversation served to ensure that 
participants were not distressed after the intervention.  Immediately after the 
intervention, the therapist rated the self-compassion level of the participant at the 
beginning and at the end of the intervention. 

HYPOTHESES 
Hypotheses for the study included expectations of a) in the intervention 

group, a greater increase in self-compassion, as well as other positive attitudes 
toward the self, and a greater decrease in negative attitudes toward the self; b) 
within the intervention group, better outcomes for participants whose sessions 
resulted in greater depth of experiencing and softening; and c) at follow-up, 
increased evidence of self-compassionate attitudes and behaviors in the 
intervention group. 

Changes in Attitudes Toward the Self 
Hypothesis 1: Compassionate attitudes toward the self will increase in the 

intervention group, but not in the control group. 
Hypothesis 2: Negative attitudes toward the self will decrease in the 

intervention group, but not in the control group. 
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Relationship Between Two-Chair Process Variables and Outcome Variables 
Hypothesis 3: In the treatment group, changes in attitudes toward the self 

will be significantly related to depth of experiencing. 
A. Increases in self-compassion, self-kindness, social connectedness, 

and mindful attention awareness will be greatest for individuals 
whose two-chair interventions resulted in deep experiencing. 

B. Decreases in self-criticism, rumination and thought suppression will 
be greatest for individuals whose two-chair interventions resulted in 
deep experiencing. 

Hypothesis 4: In the treatment group, changes in attitudes toward the self 
will be significantly related to "softening." 

A. Increases in self-compassion, self-kindness, social connectedness, 
and mindful attention awareness will be greatest for individuals 
whose two-chair interventions resulted in "softening." 

B. Decreases in self-criticism, rumination and thought suppression will 
be greatest for individuals whose two-chair interventions resulted in 
"softening." 

Analysis of Follow-Up Questionnaire  
Hypothesis 5: The two-chair intervention group will report feeling more 

self-compassionate during the two weeks after the intervention than the control 
group. 

Hypothesis 6: Participants whose two-chair sessions resulted in softening 
and deep experiencing will write about more experiences of self-compassion 
during the two weeks after the intervention than either the control group or the 
participants whose sessions did not result in softening and deep experiencing. 
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PARTICIPANTS 
Study participants initially consisted of 90 students (89 undergraduates 

and one graduate student) from Educational Psychology courses at a major 
southwestern university.  (A pilot study of the intervention found that subject pool 
participants were very able to understand the two-chair intervention process and 
engage in it.) They were randomly assigned to two different groups - an 
intervention group and a control group.  Intervention participants were told they 
were participating in two different studies by separate researchers.  One was the 
measures portion of the study, which they completed with the control 
participants, and the other was the intervention portion of the study.   

After removing participants who did not complete all measures in the 
prescribed timeframe or who did not do the intervention, the intervention 
completers were matched as closely as possible on initial self-compassion level 
to the measures-only control completers, leaving a total of 80 in the study, 40 in 
the control group and 40 in the intervention group. 

For the measures portion, all participants electronically signed on-line a 
consent form giving details about a study of "changes in self-attitudes over time."  
Intervention participants signed an additional consent form at the time of the 
intervention which included details about a study investigating the experience of 
participating in a Gestalt two-chair intervention for conflict resolution.    

Participants were partially debriefed on-line about the relationship of the 
study to self-compassion after they finished filling out the final set of measures; 
they were given a description of the construct of self-compassion and then asked 
to respond to follow-up questions.  Once they completed the follow-up questions 
they were fully debriefed as to the entire purpose of the study, and intervention 
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participants were told that the intervention and measures were part of the same 
study.  All were given phone numbers and an e-mail to reach the primary 
researcher about concerns or questions.  

MEASURES 
All participants completed measures on-line.  For each set they were sent 

an e-mail message directing them to a web site to fill out the measures and were 
given a deadline for completion.  In the initial set of measures, participants also 
were asked for demographic information including age, year in school, sex, and 
ethnicity.   

The following measures were completed by all subjects three times: 

Self-Compassion and Measures Related to Components of Self-
Compassion 

Self-Compassion. 
Self-compassion was assessed using Neff's Self-Compassion Scale (see 

Appendix A), which is a new self-report instrument (Neff, 2003a, 2003b).  The 
original scale is a trait measure of the construct.  The 26-item scale is composed 
of six subscales confirmed by factor analysis (self-kindness, self-judgment, 
common humanity, isolation, mindfulness, and overidentification) which make up 
the over-arching construct of self-compassion.  The negative subscales (self-
judgment, isolation, and overidentification) are reverse-scored and the means of 
the six subscales are then summed to create an overall self-compassion score 
(Neff, 2003a). 

Validation studies (Neff, 2003a) have found internal reliability of .92 
(Subscale reliabilities:  self-kindness: .78, self-judgment: .77, common humanity: 
.80, isolation: .79, mindfulness: .75, and overidentification: .81) and test-retest 
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reliability of .93 (self-kindness: .88, self-judgment: .88, common humanity: 80, 
isolation: .85, mindfulness: .85, and overidentification: .88).  The scale has shown 
statistically significant positive correlations with self-esteem: .55 (Neff, 2003b) 
and .59 (Neff, 2003a),  social connectedness (.41), and life satisfaction (.45), and 
significant negative correlations with depression (-.51), anxiety (-.65), self-
criticism (-.65) and neurotic perfectionism (-.57) (Neff, 2003a).  The Self-
Compassion scale has been tested with several U.S. undergraduate samples 
(Neff, 2003a, 2003b); Thai and Taiwanese samples cross-culturally (K. Neff, 
personal communication, January, 2002); and also with a practicing Buddhist 
sample (Neff, 2003a). 

For purposes of this study, the scale instructions were modified to ask 
participants to consider only the previous several days in their responses about 
their level of self-compassion rather than their trait level of the construct.  Some 
items were also slightly modified for the same purpose, changing, for example, 
"When something upsets me I try to keep my emotions in balance" to "When 
something has upset me I've tried to keep my emotions in balance." 

Self-Kindness 
Related to the self-kindness component of self-compassion, participants 

responded to a single item, as used by Neff (2003a), asking whether they tend to 
be kinder to themselves or others.  Possible responses on a five-point scale were 
"I'm a lot kinder to myself than I am to others" (score of 2), "I'm a little kinder to 
myself than I am to others" (score of 1), "I'm kind to myself and others the same 
amount" (score of 0), "I'm a little kinder to others than I am to myself" (score of -
1), "I'm a lot kinder to others than I am to myself" (score of -2).  
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Self-Criticism 
A contrary to self-kindness, self-criticism was assessed using the Self-

Criticism subscale of the Depressive Experiences Questionnaires (DEQ) (Blatt, 
D'Afflitti, & Quinlan, 1976; Blatt et al., 1982).  Factor analysis showed that items 
loading high on a very stable factor labeled self-criticism were related to themes 
of negative self-evaluation and guilt (Blatt et al., 1976).  The intratest reliability for 
the self-criticism subscale is .80 (Blatt et al., 1982). 

Social Connectedness 
The Social Connectedness Scale was developed by Lee and Robbins 

(1995) whose intent was to measure the construct of belongingness, originally 
conceptualized as being composed of three aspects:  companionship, affiliation, 
and connectedness.  The latter two especially relate to the self-compassion 
component of awareness of common humanity.  After developing items to 
measure the three aspects, factor analysis revealed two primary factors.  The 
first factor, which was composed mainly of items related to affiliation and 
connectedness, was named social connectedness.  "Social connectedness... is 
defined as the subjective awareness of being in close relationship with the social 
world" (Lee & Robbins, 1998, p. 338).  The final Social Connectedness Scale is 
composed of eight items; sample items include, "I catch myself losing all sense of 
connectedness with society," and "I feel so distant from people" (Lee & Robbins, 
1995, p. 236).  The scale has strong internal item reliability (α = .91) and test-
retest reliability (r = .92) (Lee & Robbins, 1995, 1998). 
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Mindfulness 
Brown and Ryan (2003) have developed a new scale, The Mindful 

Attention Awareness Scale (MAAS), which was used to further assess the 
mindfulness component of self-compassion.  The measurement intent of the 
MAAS is very like the concept of mindfulness used in the construct of self-
compassion (Neff, 2003a, 2003b), as it "is focused on the presence or absence 
of attention to and awareness of what is occurring in the present rather than on 
attributes such as acceptance, trust, empathy, gratitude, or the various others 
that have been associated with mindfulness" (K. W. Brown & Ryan, 2003, p. 
824).  Factor analysis of the scale showed a strong one-factor solution.  Internal 
consistency in seven samples ranged from .80 to .87.  Mean scale scores were 
not found to be significantly different over time statistically. 

The scale is composed of 15 items, all of which actually reflect an 
absence of mindfulness because direct items were eliminated by both item raters 
and factor analysis.  Respondents indicate frequency of experiencing what is 
described in each item using a 6-point Likert-type scale ranging from 1 (almost 
always) to 6 (almost never).  Sample items include, "I rush through activities 
without being really attentive to them" and "I forget a person's name almost as 
soon as I've been told it for the first time." 

Rumination 
Rumination is a response style to depressed mood in which individuals 

focus on symptoms and think about their causes and implications (Nolen-
Hoeksema & Larson, 1999; Nolen-Hoeksema & Morrow, 1991).  It involves 
focusing on and staying with one's emotional state rather than taking action to 
change it (Butler & Nolen-Hoeksema, 1994).  As such, rumination is related to 
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overidentification with emotions, a state indicating a lack of mindfulness.  
Rumination was measured using the Ruminative Responses scale (Butler & 
Nolen-Hoeksema, 1994) composed of ten items.  Respondents are asked to 
indicate how often (almost never, sometimes, often, or almost always) they think 
or do what is described, such as "think about how sad you feel," or "think about 
why you always react this way."  Internal reliability based on item-total 
correlations is high (α = .88) (Butler & Nolen-Hoeksema, 1994). 

Thought Suppression 
The White-Bear Suppression Inventory (WBSI) (Wegner & Zanakos, 

1994) is used to measure "a generalized tendency to use thought suppression as 
a mental control strategy across situations and thought topics"  (p. 618).  Thought 
suppression may be considered a strategy for avoiding unwanted emotional 
experience and thus suggests an absence of the self-compassion component of 
mindfulness.  The WBSI is composed of 15 items using a 5-point Likert-type 
scale 1 = strongly disagree to 5 = strongly agree) to rate statements such as 
"There are things I prefer not to think about" and "I often do things to distract 
myself from my thoughts." (Muris, Merckelback, & Horselenberg, 1996). 

In a variety of samples, coefficient alphas for internal consistency ranged 
from .87 to .89 (Muris et al., 1996; Wegner & Zanakos, 1994).  The inventory is 
also stable over time, obtaining test-retest correlations ranging from .69 to .92 
(Muris et al., 1996; Wegner & Zanakos, 1994). 
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Measures of General Psychological Well-Being 

Self-Esteem 
The Rosenberg Self-Esteem Scale (M. Rosenberg, 1965), a widely used 

self-report measure of global self-esteem, was used for this study. Out of 40 
different measures of self-esteem, the Rosenberg was found to be the most 
frequently cited measure, accounting for 25% of citations (Blascovich & Tomaka, 
1991). The scale includes 10 items rated on a 5-point Likert-type scale ranging 
from I (strongly disagree) to 5 (strongly disagree).  A mean of all item scores 
comprises the total self-esteem score, with higher scores indicating higher self-
esteem.   

Anxiety 
Level of anxiety was measured using the A-Trait scale of the Spielberger 

State-Trait Anxiety Inventory (Spielberger, Sydeman, Owen, & Marsh, 1999).  
The scale consists of 20 statements which respondents are asked to rate on a 4-
point Likert-type scale (1= Almost Never to 4 = Almost Always) based on how 
they generally feel (Gaudry, Vagg, & Spielberger, 1975; Spielberger et al., 1999).   
Internal consistency coefficients for the A-Trait scale range from .86 to .92 and 
test-retest stability coefficients range from .73 to .86 for adults (Gaudry et al., 
1975; Spielberger et al., 1999). 

Depression 
The Beck Depression Inventory was used to assess depression.  It is one 

of the most widely used instruments for assessing intensity of depression in 
psychiatric and non-psychiatric patients (Beck, Steer, & Garbin, 1988).  The 
inventory was developed in 1961 (Beck, Ward, Mendelson, Mock, & Erbaugh, 
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1961) and was "derived from clinical observations about the attitudes and 
symptoms displayed frequently by depressed psychiatric patients and 
infrequently by nondepressed psychiatric patients" (Beck et al., 1988, p. 79). 
Items "were chosen on the basis of their relationship to the overt behavioral 
manifestations of depression and do not reflect any theory regarding the etiology 
or the underlying psychological processes in depression"  (Beck et al., 1961, p. 
562).   

Internal consistency of the inventory is high, with coefficient alphas from 
nine studies of psychiatric populations ranging from 0.76 to 0.95, (mean = 0.86).  
In 15 non-psychiatric samples alphas ranged from 0.73 to 0.92 with a mean of 
0.81 (Beck et al., 1988).  Test-retest correlations in psychiatric patient samples 
ranged from 0.48 to 0.86, and in non-psychiatric subjects ranged from 0.60 to 
0.83 (Beck et al., 1988).  Lower test-retest correlations in psychiatric populations 
are expected as depressive symptoms abate over time.  An additional indication 
of stability of the inventory is that "changes in the BDI paralleled those in the 
clinical ratings, indicating a consistent relationship between the clinician's 
perceptions and the patient's self-report"  (Beck et al., 1988, p. 84). 

Measures of Intervention Effectiveness 
Effectiveness of the Gestalt two-chair intervention was assessed in the 

following ways: 

Depth of Experiencing 
The depth of the participant's experiencing during the intervention was 

assessed using the seven stages from The Experiencing Scale (Klein et al., 
1969).  This measure has been used frequently in empirical research on the 
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effects of the Gestalt two-chair intervention as a predictor of conflict resolution 
(Greenberg, 1979; Greenberg & Clarke, 1979; Greenberg & Dompierre, 1981; 
Greenberg & Higgins, 1980; Greenberg & Watson, 1998; Klein et al., 1969).  A 
brief description of the stages is attached as Appendix B.  The principal 
researcher rated the audiotapes of the two-chair interventions for mode and peak 
experiencing.   

Softening 
Resolution of conflict is also predicted by degree of softening of the 

judgmental, critical part of self toward the experiencing self during the two-chair 
dialogue (Greenberg, 1983, 1992; Sicoli & Hallberg, 1998).  The principal 
researcher assessed the degree of softening in each two-chair session on a 3-
point scale:  0 = no evidence; 1 = moderate to weak evidence; and 2 = strong 
and clear evidence (Sicoli & Hallberg, 1998).  

Verification of Ratings of Depth of Experiencing and Softening 
The intervention outcome variables Depth of Experiencing and Softening 

were rated by the primary researcher using the scales described in the Methods 
section.  Of the 40 audiotaped intervention sessions, two sessions were unable 
to be rated for one or both measures.  The audio quality on one tape was poor.  
Part of another audiotape was accidentally over-recorded; for this tape softening 
was able to be judged from existing material, but depth of experiencing was not.  
A total of 39 tapes were rated for softening and 38 for both mode and peak 
experiencing. 

In order to verify accuracy of the ratings, an independent rater (a doctoral 
student in Counseling Psychology) also rated 20 of the tapes.  Both raters were 
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trained to use the Experiencing scale (Klein et al., 1969) using the training 
manual and CD's of practice segments.  As part of training, they also rated, and 
compared ratings, of softening for two intervention sessions not included in the 
study (because the participants did not complete the measures).  Interrater 
agreement was calculated using Cohen's Kappa adjustment for chance 
agreement as follows: 

 
Measure Raw Agreement Cohen’s Kappa 
Mode Experiencing .85       .70 (Good) 
Peak Experiencing .65       .45 (Moderate) 
Softening .75       .61 (Good) 

Table 4.8 Interrater Agreement for Depth of Experiencing and Softening 

This level of agreement was considered to be adequate and therefore the 
primary researcher's ratings were used for the analyses of intervention 
outcomes. 

Follow-Up Questions 
In addition, a final questionnaire was completed on-line by all participants 

after reading a description of the construct of self-compassion.  They were asked 
to judge, based on the information about self-compassion which they received, 
how much they treated themselves with compassion during the previous two 
weeks on a scale of one to five (1=Almost Never to 5 = Frequently).  They were 
also asked to estimate the number of times they can remember treating 
themselves compassionately during the same two-week period and to describe 
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some specific times in the two weeks when they noticed they were more self-
compassionate. 

PROCEDURE 
Participants were randomly assigned to a control group or an intervention 

group.  Those in the intervention group were told they were participating in two 
separate unrelated studies. 

Control Group 
Control participants completed measures (self-compassion, self-kindness, 

self-criticism, social connectedness, mindful attention awareness, rumination, 
thought suppression, anxiety, self-esteem, and depression) three times on-line.  
Each time they were sent an e-mail (e-mail content attached as Appendix C) with 
a web link to click on to fill out the measures, and given a deadline to complete 
them within three days.  In each case, participants were asked to complete the 
measures thinking about how they had felt in the previous few days. 

With the first set of measures, completed at the beginning of the study, 
participants read and electronically signed a consent form, and provided 
demographic information (web content attached as Appendix D).  The control 
group received e-mail links to complete the second set of measures in two 
groups depending upon when they finished the first set of measures.  The third e-
mail link was sent about 2 1/2 weeks after the second one.  This group received 
no intervention and no information regarding self-compassion.  After they 
completed the third set of measures, participants read information about the 
construct of self-compassion (web content attached as Appendix E) and 
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answered follow-up questions.  After the follow-up questions they received 
complete debriefing information on-line (web content attached as Appendix F). 

Intervention Group   
The intervention group participants received an e-mail link to complete 

initial measures on-line at the same time as the control participants.  About a 
week later, ostensibly from a different researcher, they received an e-mail 
directing them to sign-up sheets for an intervention appointment (e-mail content 
attached in Appendix G).  Three days after each participant completed the 
intervention they received the e-mail link for the second set of measures.  They 
received the third e-mail link 2 1/2 weeks later. 

The principal researcher, who is trained and experienced in conducting 
Gestalt two-chair dialogue, conducted 23 of the individual interventions.  She 
trained a master's level counseling student, who already had some training and 
experience with two-chair dialogues, to conduct the other 17 individual 
interventions.  Both therapists followed the same protocol for the intervention 
(attached as Appendix H).  The protocol was designed using Greenberg's model 
for resolving intrapsychic conflict (Greenberg, 1979; Greenberg & Clarke, 1979; 
Greenberg & Dompierre, 1981; Greenberg & Higgins, 1980).  It was adapted for 
this study to focus specifically on a self-critical voice.  In addition information from 
piloting the intervention was used to create and add introductory visualizations 
and follow-up questions. 

Each session began with a brief rapport-building time, signing of the 
consent form and consent for audiotaping (attached as Appendix I), and an 
introduction to what would take place in the intervention.  Participants were told 
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the intervention would be stopped at any point they did not want to continue.  
Only one participant requested to stop the intervention early. 

Next, the participant was asked to think about and describe a situation in 
which he/she was critical of him/herself.  If needed the therapist used exploratory 
techniques and offered some possible examples to assist the participant in 
identifying an appropriate judgmental or critical part of self.   Once that voice was 
defined the therapist similarly guided the participant in identifying a voice that 
responds to the criticism.  The therapist worked to ensure that the critical 
judgmental part of the self and the criticized, judged part of self were separate 
and clear voices. 

Then the participant was asked which of the two voices seemed strongest 
at the moment; the chair the participant was sitting in was designated as the seat 
of the stronger voice and the other chair as the seat of the other voice.  
Beginning with the stronger voice, the participant was then asked to close his/her 
eyes and visualize the situation described very clearly.  The therapist reminded 
him/her of some key points the participant talked about relative to the situation.  
The participant was told to let that voice speak inside his/her head for a minute or 
two, and to let the therapist know when they had a clear sense of that voice by 
opening their eyes.   Then the participant was moved to the other chair and the 
process was repeated for the other voice. 

Again beginning with the stronger voice, the therapist then led a typical 
two-chair interaction between the internal voices using the five principles which 
structure the a two-chair intervention for conflict resolution:  a) maintaining 
separation and contact between the two sides of the split, b) directing 
participants to take responsibility for the reality of their experience, c) directing 
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attention to certain aspects of participant functioning, d) heightening arousal to 
highlight aspects of the individual's experience, and e) expressing concretely and 
specifically what was previously abstract or intellectualized (Clarke & Greenberg, 
1986; Greenberg, 1992).  At first the therapist facilitated the conflict between the 
two voices.  After the conflict was fleshed out as much as possible, the therapist 
began coaching the two voices in noticing the feelings of the other and truly 
hearing the other.  She repeated some of the salient things each chair said as 
needed in getting the participant started as they switched chairs. 

The dialogue was terminated when the counselor determined that the 
conflict had reached some resolution through softening and negotiation or 
integration, or when it became apparent that no such resolution was likely to 
occur.  The therapist usually ended by asking if either voice had anything else to 
say, and then verifying that this would be a good place to stop.  After the 
completion of the two-chair dialogue, the counselor asked each participant the 
following two questions:  What was that process like for you?  Did you notice a 
change in the attitude of either voice during the process of the intervention?  If 
the intervention aroused painful feelings for the participant, the therapist checked 
to ensure the well-being of the participant before leaving.  In a few cases, the 
participant was given information about the university counseling center and the 
telephone counseling phone number. 

Immediately after the intervention the therapist rated the participant’s level 
of self-compassion prior to the intervention and after the intervention using a 5-
point Likert-type scale (1=Not at all self-compassionate to 5=Very self-
compassionate).  These ratings were later compared to participants’ scores on 
the Self-Compassion Scale. 
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Each two-chair intervention and interview was audiotaped for later 
analysis of the participants' level of experiencing of the two parts of themselves.  
Based on these results an overall categorization of the depth of experiencing of 
the participant during the intervention was made.  Each two-chair session was 
also rated for the occurrence of softening as previously described. 
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CHAPTER FOUR 

Results 

SAMPLE DESCRIPTION 
The study sample was composed of 80 participants, 40 in the Intervention 

group and 40 in the Control group.  Of these 75 were females and 5 were males 
and their age ranged from 18 to 23 with more than 70% at age 21 or 22.  Most of 
the sample were college seniors (49/61%) with 7 freshmen (9%), 8 sophomores 
(10%), 15 juniors (19%) and one graduate student.  By ethnicity, about half of the 
participants (43/54%) identified as European American/White, 20 (25%) as 
Asian/Southeast Asian, 11 (14%) as Latino(a)/Hispanic/Mexican-American, 5 
(6%) as Mixed ethnicity, and one identified as Other (Jewish).  There were no 
African-American participants in the study. 

PRELIMINARY ANALYSES 
In all of the following analyses of means, two-sample t-tests were used to 

test for statistically significant differences at an alpha level of .05.    

Intervention Vs. Control Groups 

Demographics 
There was no statistically significant difference between the intervention (I) 

and control (C) groups based on age (Mean of I = 21.05, SD = 1.04; Mean of C = 
20.7, SD = 1.30).   



49

As can be seen below, ethnicity differed very little between groups with the 
exception of Latinos; there were eight Latino participants in the Intervention 
group and only three in the Control group.   

 

Counts by Condition Ethnicity 
Intervention Control 

African American/Black 0 0
Asian/Southeast Asian 9 11
European American/White 20 23
Latino(a)/Hispanic/Mexican American 8 3
Mixed Ethnicity 2 3
Other 1 0

Table 4.1  Ethnicity by Condition 

Means of Initial Measures 
There were no statistically significant differences between the Intervention 

and Control groups on any of the baseline measures.  Means and standard 
deviations for the two groups are as follows:   
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Construct Intervention Control 
Self-Compassion M 19.14 

SD 3.95 
M 19.04 
SD 3.18 

Self-Kindness M -0.16 
SD 0.89 

M -0.33 
SD 0.89 

Self-Criticism M 3.65 
SD 1.07 

M 3.74 
SD 1.14 

Social Connectedness M 5.29 
SD 0.72 

M 5.16 
SD 0.97 

Mindfulness M 4.16 
SD 0.84 

M 4.08 
SD 0.73 

Rumination M 2.04 
SD 0.55 

M 2.00 
SD 0.63 

Thought Suppression M 4.17 
SD 0.73 

M 4.28 
SD 0.75 

Self-Esteem M 3.30 
SD 0.49 

M 3.22 
SD 0.50 

Anxiety M 2.07 
SD 0.51 

M 2.11 
SD 0.55 

Depression M 6.99 
SD 6.60 

M 6.83 
SD 5.77 

Table 4.2  Initial Construct Means by Condition 

Sex 

Demographics 
Although there were similar numbers of males (M) and females (F) in the 

Intervention (M=2; F=38) and Control groups (M=3; F=37), there was a large 
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difference in the number of females (75) and males (5) in the study overall.  
However, age mean was similar (Males = 20.60, SD = 1.14; Females = 20.89, 
SD = 1.19), and ethnicity breakdown was fairly representative of the group as a 
whole.  Of the five males, two were Asian, two were White and one identified as 
mixed ethnicity.  There were no Latino males. 

Means of Initial Measures 
There were no statistically significant differences between males and 

females on the initial measures with the exception of social connectedness.  
Typically females are higher in social connectedness than males (Lee & Robbins, 
1995), but in this case the males were higher than the females.  A t-test for 
means with unequal variance yielded the following result: t(12.55) = -3.74; p =
0.003.  Although statistically significant, this finding is of little practical 
significance since there were only five males in the study.   A table of construct 
means by sex is below: 
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Construct Females Males 
Self-Compassion M 19.12 

SD 3.57 
M 18.67 
SD 3.80  

Self-Kindness M -0.25 
SD 0.90 

M -0.20 
SD  0.84 

Self-Criticism M 3.69 
SD 1.11 

M 3.81 
SD 0.97 

Social Connectedness M 5.19 
SD 0.87 

M 5.75 
SD 0.25 

Mindfulness M 4.11 
SD 0.79 

M 4.16 
SD 0.78 

Rumination M 2.03 
SD 0.59 

M 1.80 
SD 0.59 

Thought Suppression M 4.22 
SD 0.76 

M 4.23 
SD 0.35 

Self-Esteem M 3.26 
SD 0.50 

M 3.34 
SD 0.46    

Anxiety M 2.10 
SD 0.53 

M 1.98 
SD 0.49 

Depression M 7.01 
SD 6.15 

M 5.40 
SD 6.84 

Table 4.3  Initial Construct Levels by Sex 

Based on the similarity of males and females, males were not excluded 
from the study even though there were only five in the sample.  
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Therapist 

Demographics 
Within the intervention group, two therapists conducted the Gestalt two-

chair interventions.  Therapist 1 (T1), the primary researcher, worked with 23 
participants and Therapist 2 (T2) worked with 17.  There was no statistically 
significant difference in the ages of the participants seen by each therapist (M T1 
= 20.96, SD = 1.26; M T2 = 21.18, SD = 0.64).  As can be seen below, ethnically 
the greatest difference in the samples is that T1 saw more Asian participants 
than T2. 

 
Counts(% ) by Therapist Ethnicity 

Therapist 1 Therapist 2 
African American/Black 0 0
Asian/Southeast Asian 7 (30%) 2 (12%)
European American/White 9 (39%) 11 (65%)
Latino(a)/Hispanic/Mexican American 4 (17%) 4 (24%)
Mixed Ethnicity 2 ( 9%) 0
Other 1 ( 4%) 0

Table 4.4  Ethnicity by Therapist 

Means of Initial Measures 
There were no statistically significant differences between the participant 

groups served by different therapists on the initial measures with the exception of 
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depression, t(38) = -2.28; p= 0.03.  A table of construct means by therapist is 
below: 
 

Construct Therapist 1 Therapist 2 
Self-Compassion M 19.67 

SD 4.13 
M 18.42 
SD 3.68 

Self-Kindness M -0.09 
SD 0.67 

M -0.26 
SD 1.15 

Self-Criticism M 3.61 
SD 1.16 

M 3.70 
SD 0.97 

Social Connectedness M 5.43 
SD 0.62 

M 5.09 
SD 0.81 

Mindfulness M 4.25 
SD 0.90 

M 4.04 
SD 0.75 

Rumination M 2.00 
SD 0.58 

M 2.08 
SD 0.52 

Thought Suppression M 4.17 
SD 0.72 

M 4.16 
SD 0.77 

Self-Esteem M 3.40 
SD 0.45 

M 3.17 
SD 0.53 

Anxiety M 2.00 
SD 0.50 

M 2.16 
SD 0.52 

Depression M 5.04 
SD 5.30 

M 9.62 
SD 7.40 

Table 4.5  Initial Construct Means by Therapist 
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Therapists' Initial Ratings of Self-Compassion 
There was also no statistically significant difference between therapists in 

their initial rating of participants' levels of self-compassion (M T1 = 2.63, SD = 
0.64; M T2 = 2.47, SD = 0.72), t(38) = 0.74, p = .46. 

Correlations 

Self-Compassion and Other Baseline Measures 
Correlations between participants' initial levels of self-compassion and 

other baseline measures were found to be similar to those encountered in 
previous research (Neff, 2003a, 2003b; Neff et al., 2005).  Statistically, self-
compassion correlated positively and significantly with social connectedness      
(r = 0.44; p <.0001), mindfulness (r = 0.33; p = .003), and self-esteem (r = 0.71; p
<.0001).  It correlated negatively and significantly with self-criticism (r = -0.72; p
<.0001), rumination (r = -0.57; p <.0001), thought suppression (r = -0.22; p = .05), 
anxiety (r = -0.70; p <.0001), and depression (r = -0.61, p <.0001).  A full 
correlation table is found below: 



56

SC SCr Scon MAAS Rum WB Ros Anx BDI 
No. of Obs 80 80 80 80 80 80 80 80 80 

Self-
Compassion 1 -0.73 0.44 0.33 -0.57 -0.22 0.71 -0.70 -0.61 

p <.0001 <.0001 0.003 <.0001 0.051 <.0001 <.0001 <.0001 
DEQ Self-
Criticism -0.73 1 -0.58 -0.38 0.65 0.24 -0.70 0.68 0.58 

p <.0001  <.0001 0.001 <.0001 0.032 <.0001 <.0001 <.0001 
Social 
Connectedness 0.44 -0.58 1 0.37 -0.54 -0.09 0.67 -0.56 -0.49 

p <.0001 <.0001  0.001 <.0001 0.412 <.0001 <.0001 <.0001 
Mindful Atten 
Awareness 0.33 -0.38 0.37 1 -0.40 -0.24 0.40 -0.50 -0.39 

p 0.003 0.001 0.001  <.001 0.030 <0.001 <.0001 <.001 
Ruminative 
Responses -0.57 0.65 -0.54 -0.40 1 0.35 -0.66 0.74 0.69 

p <.0001 <.0001 <.0001 <.001  0.001 <.0001 <.0001 <.0001 
White Bear 
Suppression -0.22 0.24 -0.09 -0.24 0.36 1 -0.16 0.36 0.34 

p 0.051 0.032 0.41 0.030 0.001  0.17 0.001 0.002 
Rosenberg 
Self-Esteem 0.71 -0.70 0.67 0.40 -0.66 -0.16 1 -0.83 -0.71 

p <.0001 <.0001 <.0001 <.001 <.0001 0.17  <.0001 <.0001 
Spielberger 
Trait Anxiety -0.70 0.68 -0.56 -0.50 0.73 0.36 -0.84 1 0.80 

p <.0001 <.0001 <.0001 <.0001 <.0001 0.001 <.0001  <.0001 
Beck 
Depression -0.61 0.58 -0.50 -0.39 0.69 0.34 -0.71 0.80 1 

p <.0001 <.0001 <.0001 <.001 <.0001 0.002 <.0001 <.0001  

Table 4.6 Pearson Correlations for Initial Measures 

The self-kindness item cannot be correlated linearly with the other 
measures because of the way it is structured, with the healthiest response at 0 
and moving toward imbalance in kindness to self and others at both ends.  
Therefore, in order to analyze participants’ responses to the initial self-kindness 
question we compared their responses within quartiles of initial self-compassion 
scores.  As expected we found that the higher the participants’ level of self-
compassion, the more likely they were to respond that they were equally kind to 
themselves and others (Quar. 1 - 55%; Quar. 2 – 40%; Quar. 3 – 35%; Quar. 4 – 
35%).   
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Initial Self-Kindness Response 
Counts(%) within SC Quartiles 

Initial Self-Compassion 
Quartiles  

Kinder to 
Others than 

Self 
Equally 

Kind to Self 
and Others 

Kinder to 
Self than 
Others 

Totals 

1 4 (20)  11 (55)   5 (25) 20 (100) 
2 4 (20)    8 (40)   8 (40) 20 (100) 
3 3 (15)    7 (35) 10 (50) 20 (100) 
4 4 (20)    7 (35)   9 (45) 20 (100) 

Totals 15 33 32 80 

Table 4.7 Initial Self-Kindness by Initial SC Quartile 

Therapists' Initial Ratings of Self-Compassion 
A finding which supports the validity of the Self-Compassion Scale as a 

measure of self-compassion is that, statistically, for participants in the 
intervention group, their initial level of self-compassion from the self-compassion 
scale also correlated positively and significantly with the therapist's judgment of 
initial self-compassion level (r = 0.32, p = .04).   

CHANGES IN ATTITUDES TOWARD THE SELF 
Hypothesis 1: Compassionate attitudes toward the self will increase in the 

intervention group, but not in the control group. 
Changes in compassionate attitudes toward the self were analyzed using 

an individual growth curve regression model (Singer, 1998).  Time 1 measures 
were the baseline from which predicted growth curves were derived for both 
intervention and control groups.  Fixed effects for each variable included an 
intercept which represents the average difference in score from 0 at Time 1; an 
effect for Time which is the slope from Time 0 to 1 and from Time 1 to 2; an 
effect for Condition representing the difference between the slopes of the Control 
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group (reference group) and the Intervention group; and a Time*Condition 
interaction which is the crucial statistic for this study and represents the change 
in slope over time based on condition.  Each of the fixed effects was tested for 
significance as in the sample below: 

 

Effect Estimate
Standard 

Error DF t Value Pr > |t|

Intercept 18.9952 0.5484 78 34.64 <.0001
Time 0.5631 0.2688 158 2.09 0.0378
Condition 0.2731 0.7755 78 0.35 0.7256
Time*Condition 0.0431 0.3802 158 0.11 0.9098

Table 4.9 Solution for Fixed Effects for Self-compassion 

There were no statistically significant Time*Condition interactions for self-
compassion (above), social connectedness, t(158) = -1.85, p = .07; or 
mindfulness, t(158) = -0.67, p = .50.  Thus Hypothesis 1 was not supported.  
Because the optimum level of self-kindness is in the middle of the continuum and 
because this construct was measured using only one question, the growth curve 
model was not used to analyze it.  Graphs of changes in self-kindness are 
included for evaluation of movement toward the optimal level of 0. 

Graphs below show the means of each variable over time by condition: 
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Figure 4.1 Change in Self-Compassion by Condition 
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Figure 4.2 Change in Self-Kindness by Condition 
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Figure 4.3 Change in Social Connectedness by Condition 

2

3

4

5

Time 0 Time 1 Time 2
Measurement Period

Me
an

Sc
or

e

Control Group
Intervention Group

 
Figure 4.4 Change in Mindfulness by Condition 
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Hypothesis 2: Negative attitudes toward the self will decrease in the 
intervention group, but not in the control group. 

There were no statistically significant Time*Condition interactions for self-
criticism, t(158) = -0.02, p = .99; rumination, t(158) = -1.55, p = .12; or thought 
suppression, t(158) = -1.48, p = .14.  Although the effects did not reach 
significance, for the intervention group both rumination and thought suppression 
did decrease over time while the control group remained essentially level.  
However, based on the data, Hypothesis 2 was not supported. 

Graphs below show the means of each variable over time by condition: 
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Figure 4.5 Change in Self-Criticism by Condition 
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Figure 4.6 Change in Rumination by Condition 
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Figure 4.7 Change in Thought Suppression by Condition 
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RELATIONSHIP BETWEEN TWO-CHAIR PROCESS VARIABLES AND OUTCOME 
VARIABLES 

Hypothesis 3: In the treatment group, changes in attitudes toward the self 
will be significantly related to depth of experiencing. 

A. Increases in self-compassion, self-kindness, social connectedness, 
and mindful attention awareness will be greatest for individuals whose two-chair 
interventions resulted in deep experiencing. 

The intervention group's mode and peak scores on the Experiencing Scale 
(ES) were averaged and the group divided into a high and low experiencing 
group based on those averages.  On the scale Level 3 is characterized by talking 
about feelings related to a narrative, while at Level 4 the central focus moves to 
the experience of the feelings themselves.  Because of this an ES average of 3.5 
or higher was selected as the lowest score for deep experiencing.  This would 
mean a person had to reach Level 4 at least as a peak during their intervention.  
Using this criterion, 10 participants were considered to reach deep experiencing 
and 28 did not. 

The same type of individual growth curve regression model was used to 
analyze data on level of experiencing within the intervention group except with 
self-kindness for reasons stated above.  Time*Condition interactions for self-
compassion, t(74) = 0.46, p = .65; social connectedness, t(74) = -0.59, p = .56; 
and mindfulness, t(74) = -0.28, p = .78, were not statistically significant, and 
therefore Hypothesis 3A was not supported.   

 Graphs below show the means of each variable over time by level of 
experiencing: 
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Figure 4.8 Change in Self-Compassion by Level of Experiencing 
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Figure 4.9 Change in Self-Kindness by Level of Experiencing 
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Figure 4.10 Change in Social Connectedness by Level of Experiencing 
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Figure 4.11 Change in Mindfulness by Level of Experiencing 
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B. Decreases in self-criticism, rumination and thought suppression will 
be greatest for individuals whose two-chair interventions resulted in deep 
experiencing. 

Time*Condition interactions for self-criticism, t(74) = 0.13, p = .90; 
rumination, t(74) = 1.17; p = .24; and thought suppression, t(74) = 0.03, p = .98, 
were not statistically significant and Hypothesis 3B was not supported.  Graphs 
below show the means of each variable over time by level of experiencing: 
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Figure 4.12 Change in Self-Criticism by Level of Experiencing 
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Figure 4.13 Change in Rumination by Level of Experiencing 
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Figure 4.14 Change in Thought Suppression by Level of Experiencing 
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Hypothesis 4: In the treatment group, changes in attitudes toward the self 
will be significantly related to "softening." 

A. Increases in self-compassion, self-kindness, social connectedness, 
and mindful attention awareness will be greatest for individuals whose two-chair 
interventions resulted in "softening." 

Each intervention session was rated for degree of softening (of one or 
both chairs toward the other chair) on a 3-point scale:  0 = no evidence; 1 = 
moderate to weak evidence; and 2 = strong and clear evidence.  Of the 39 
participants with softening scores, 10 were rated 0, 19 were rated 1, and 10 were 
rated 2.   

Again the individual growth curve regression model was used to analyze 
data on level of softening within the intervention group.  The Time*Condition 
interactions for self-compassion, t(76) = 1.30, p = .20; and mindfulness, t(76) = 
1.17, p = .25, were not statistically significant.  The interaction for social 
connectedness, t(76) = 2.07, p = .04, was statistically significant, suggesting that 
"softening," which implies a connection to and embracing of  unique parts of the 
self, may be related to changes or maintenance of perceptions of connectedness 
to others.  Figure 4.17 below shows that this effect is significant mainly because 
participants at lower levels of softening decreased in social connectedness while 
those who achieved full softening increased slightly over time.   

Graphs below show the means of each variable over time by level of 
softening: 
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Figure 4.15 Change in Self-Compassion by Level of Softening 
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Figure 4.16 Change in Self-Kindness by Level of Softening 
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Figure 4.17 Change in Social Connectedness by Level of Softening 
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Figure 4.18 Change in Mindfulness by Level of Softening 
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Although not statistically significant, the initial level of self-compassion is 
higher for those at each level of softening at Time 1, suggesting for further 
research the possibility that higher levels of these qualities may influence 
softening capability during the intervention.  

B. Decreases in self-criticism, rumination and thought suppression will 
be greatest for individuals whose two-chair interventions resulted in "softening." 

Time*Condition interactions for self-criticism, t(76) = -1.59, p = .12; 
rumination, t(76) = -0.39, p = .70; and thought suppression, t(76) = -1.59, p = .12, 
were not statistically significant. However, both self-criticism and thought 
suppression decreased at higher levels of softening, suggesting investigation 
with a larger sample may be fruitful.    

Graphs below show the means of each variable over time by level of 
softening: 
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Figure 4.19 Change in Self-Criticism by Level of Softening 
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Figure 4.20 Change in Rumination by Level of Softening 
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Figure 4.21 Change in Thought Suppression by Level of Softening 

For all three variables initial levels at Time 1 were substantially, but not 
significantly, lower for those who achieved the highest level of softening, again 
suggesting for further research the possibility that lower levels of self-criticism, 
rumination, and thought suppression may influence softening capability during 
the intervention. 

ANALYSIS OF FOLLOW-UP QUESTIONNAIRE DATA 
Hypothesis 5: The two-chair intervention group will report feeling more 

self-compassionate during the two weeks after the intervention than the control 
group. 

After participants filled out the last set of measures, they read a 
description of the construct of self-compassion and were then asked to respond 
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to two questions.  The first question was, "How much do you feel you treated 
yourself with compassion during the previous two weeks?"  Participants 
responded on a scale of "(1) Hardly at all" to "(5) A lot."  A test of the mean 
response for intervention (M = 3.48, SD = 0.88) and control (M = 3.5, SD = 0.96) 
groups was not statistically significant, t(78) = -0.12, p = .90.  The graph below 
shows mean self-compassion levels reported by condition: 

The second question was, "Please estimate the number of times you can 
remember treating yourself compassionately during the past two weeks."  
Responses ranged from 0 to 30 (M = 7.69).  A test of the mean for the 
intervention (M = 6.59, SD = 5.74) and control (M = 8.8, SD = 8.07) groups was 
not statistically significant, t(78)  = -1.41, p = .16.  Thus, Hypothesis 5 was not 
supported.  The graph below shows a comparison of the mean number of times 
the control and intervention groups reported they treated themselves 
compassionately: 
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Figure 4.22 Self-Report of Self-Compassion Level at Follow-Up 
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Figure 4.23 Self-Report at Follow-Up of No. of Times Self-Compassionate 

Hypothesis 6: Participants whose two-chair sessions resulted in softening 
and deep experiencing will write about more experiences of self-compassion 
during the two weeks after the intervention than either the control group or the 
participants whose sessions did not result in softening and deep experiencing. 

Within the intervention group, six participants were judged to have 
achieved both deep experiencing (Experiencing Scale Mode/Peak average of 3.5 
or higher) and softening (Softening =2).  Because this is a very small number, 
results should be considered with caution.   

The last thing participants were asked to do before full debriefing was to 
briefly describe any experiences of self-compassion in the previous two weeks.  
The descriptions themselves are attached as Appendix J.  For purposes of this 
analysis the principal researcher counted the number of separate experiences 
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described by each participant.  The number of experiences ranged from 0 to 5  
(M = 1.18, SD = 1.05; Frequencies: 23 participants reported 0 experiences of SC; 
31 reported 1; 18 reported 2; 6 reported 3; and 1 each reported 4 and 5 
experiences of SC). 

An analysis of variance showed that, statistically, the mean number of 
experiences described differed significantly, F(77,79) = 3.32, p = .04, among the 
Control group (M = 1.18, SD = 0.90), the participant group that did not reach 
deep experiencing and softening (Intv-No; M = 1.00, SD = 0.95), and the 
participant group that did reach deep experiencing and softening (Intv-Yes; M =
2.17, SD = 1.94).  Ad-hoc pairwise comparisons found a statistically significant 
difference between the Intv-Yes group and both the Control group, F(44,45) = 
4.46; p = .04, and the Intv-No group, F(38,39) = 5.40; p =.03.  The interaction 
between the Control group and the Intv-No group was not statistically significant 
F(72,73) = 0.66; p = .42).  These results confirm that the group of participants 
who reached deep experiencing and softening during their two-chair 
interventions described significantly more experiences of being compassionate to 
themselves, statistically, than either the control group or the intervention 
participants who did not reach deep experiencing and softening. The graph 
below illustrates the mean number of experiences described by group: 
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Figure 4.24 Number of Self-Compassion Experiences Described at Follow-Up 

Although statistically significant, these results should be interpreted very 
cautiously for several reasons.  First, as mentioned above, the number of 
participants who reached both deep experiencing and softening is very small.  
Second, it is clear from the way participants wrote about their experiences of self-
compassion (described more fully in the next section) that many of them did not 
fully understand the construct.  Third, instructions for this portion asked 
participants to "Briefly describe some specific times in the last two weeks when 
you noticed you were self-compassionate."  They were not asked to describe all 
the times they experienced themselves as self-compassionate. 
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QUALITATIVE MATERIAL 

Process Questions 
As part of the intervention protocol, participants were asked two questions 

following the intervention itself:   
1.  "What was that process like for you?" 
 Many participants described their experience of the two-chair intervention 
as "strange," "weird," and "awkward", especially at the beginning.  At the same 
time they frequently talked about the reality of different voices speaking within 
them, saying things like,  
• "The voices in my head are always telling me conflicting things."   
• " . . .made me feel weird because that's really what I do do."  
• "I talk to myself all the time so this isn't actually that hard for me . . . saying 

it out loud was weird . . . I had to really think about what each voice said."  
• " . . . strange to move but doesn't feel strange to be in both voices."   
• " . . . physical manifestation of what goes through my head" 

Generally the participants got more comfortable with the process as it 
continued, reporting that it was interesting and useful.  Several said that moving 
back and forth between chairs to keep the voices separate was helpful and gave 
them more clarity.  The following longer comment from one person who achieved 
both deep experiencing and softening illustrates the kind of shifts that 
participants experienced during the process: 

"It was hard.  Originally it was very difficult to be able to separate the two 
voices and see where they were coming from.  It's strange but it's good 
that you can step away from yourself and see what goes on inside your 
mind.  You can separate your emotions better and what is wrestling inside 
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of you and kind of come to a conclusion instead of, you know, like a 
peace, so that you're not having a war inside yourself . . . and work 
together. . . . That was weird.  Midway through I was feeling very 
vulnerable, very raw, emotions that I don't really just deal with inside.  
Going back and forth made it kind of calm those feelings down."  
[Participant noted the process of being vulnerable in front of a stranger 
who could judge.]  "I'm glad I did this.  They'll [husband, parents] be so 
proud." 
Comments from those who reached deeper levels of experiencing also 

demonstrate the usefulness of the intervention for them, even those, as in the 
longer comment below, that do not reach "softening." 

"Hard to believe that all the emotions were just right there, so strong so 
fast . . . I had talked about it a lot but had no idea what was still there." 
"I'm kind of scared of that side.  I don't think I've ever talked about this like 
I have right now.  And I've definitely never let the voices talk for 
themselves or any of that sort of thing so it's really difficult actually."  [Did it 
feel useful to you to explore that?]  "More useful on the side that doesn't 
get to speak in my head [the other side] and to try and think that way could 
save me in situations like this."  [It looked to me like you get a sense of 
how powerful this (critical) voice is.]  "Pretty much what I hear.  I rarely 
hear the more positive side of myself; like I said, it's too easy to hear the 
negative aspects . . . the positive side is energized by friends and family . . 
. gives this side [the other side] life even though it might not have a lot to 
say.  It's still here because of that.  It helps to talk about it." 

A list of participants' responses to this question is attached as Appendix K. 
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2. "Did you notice a change in the attitude of either voice during the 
conversation?" 

Interestingly, most intervention participants reported a change in attitude 
of at least one voice, even those who were rated 0 for softening.  Changes 
included increased acceptance by one or both sides and more understanding 
between the two sides.  At Level 1 softening some people began to talk about 
creating compromises between the two sides or coming to an agreement with 
each other.  The following are two responses from participants rated 2 for 
softening which illustrate the experience of softening: 
• "I felt divided between the two, like they were really separate, and towards 

the end, when they were talking about compromising, then it felt like they 
were basically closer together. . . . I definitely felt [the critical side] 
becoming a little less critical and [the other side] becoming a little more 
comfortable and not feeling as attacked toward the end.  You realize 
something about yourself that you kind of always knew but never said out 
loud." 

• "At the beginning it's like 'Me, Me, Me. What I'm saying is right.  What 
you're saying is wrong.  Why aren't you doing it my way?' but later [the two 
voices] listened and compromised." 

A list of participants' responses to this question is attached as Appendix L. 

Descriptions of Experiences of Self-Compassion 
Participants' responses to the follow-up question, "Briefly describe some 

specific times in the last two weeks when you noticed you were self-
compassionate," varied particularly in two ways.   The first difference was a 
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matter of interpretation of the question instructions.  Some simply listed the 
situation: 
• "when i didnt [sic} get a job I had applied for . . . when i didnt [sic} study as 

long as i [sic} should have for a test;" 
• "My great-uncle died this past week; I became sick with a viral infection; I 

found out there were family financial problems; my mother has to go into 
surgery; I'm getting ready for two tests tomorrow."  

Others talked about the ways in which they were compassionate to themselves: 
• "when i didnt [sic} get a call back for a job interview  i didnt beat muself 

[sic} up over it. i [sic} was understanding about it." 
The second way participants' varied markedly in their responses was in 

their interpretation of self-compassion.  Frequently descriptions were not clearly 
aligned with the construct of self-compassion: 
• "I told myself that I can improve my grades"  
• "There are times when I would look on the bright side of things slowly 

learning to change with a positive optimistic attitude and not completely 
dragging myself down and others."   

However, there were others who specifically linked their responses to the 
components of self-compassion as presented to them: 
• “was late to a meeting and was getting really upset at myself but then I 

realized that it wasn't the end of the world and that all people are 
sometimes late.  So I was able to relax."  

• "I needed to drop a class - at first I felt like a failure  but then I was able to 
move past those feelings and understand that others have done the same 
thing and that I was not a failure but was being overly critical.").
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A complete list of participant responses is attached as Appendix J. 

Conclusion 
Qualitative material adds richness to these study results and illuminates 

the process of change that can take place in the two-chair intervention.  Process 
comments showed that although the intervention was strange to the participants, 
in most cases they were able to surrender to the process and benefit from it.  
Qualities of self-acceptance and mindfulness, key components of self-
compassion, are evident in some participants' descriptions of their experiences, 
underscoring the potential usefulness of this intervention for raising self-
compassion. 
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CHAPTER FIVE 

Discussion 

SUMMARY OF RESULTS 
The main goal of this study was to provide preliminary data showing that 

self-compassion can be increased using psychological intervention, specifically a 
two-chair intervention that has already been shown to have outcomes related to 
self-compassion (Greenberg et al., 1993; Safran, 1998).  In addition, this study 
hoped to confirm previously found links between self-compassion and other 
markers of psychological well-being (Neff, 2003a, 2003b).  Finally, this study 
hoped to provide additional validity for the Self-Compassion Scale by looking at 
the relationship between therapist ratings of self-compassion and participants' 
self-ratings using the SCS. 

Main Hypotheses 
Using the growth curve model of exploration, none of the changes in self-

attitudes over time based on condition were significant statistically.  This was 
disappointing, but not necessarily discouraging for future research given the 
small number of participants and the limited nature of the intervention.  Self-
compassion has been conceptualized as a trait construct and these results may 
underscore that changing an individual's level of self-compassion may required 
sustained intervention over time.  In the intervention group there were decreases 
over time in rumination and thought suppression (two constructs indicating a lack 
of the balanced holding of emotions inherent in the mindfulness component of 
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self-compassion), suggesting effects which might be heightened in research 
using multiple two-chair sessions. 

Likewise there were no statistically significant changes in self-attitudes 
within the intervention group based on level of experiencing during the 
intervention.  Self-compassion did increase more in the participants reaching 
deep experiencing than in those who did not.  Again, it may be worth exploring 
this effect using multiple two-chair sessions. 

Looking within the intervention group at the degree of softening of the two 
parts of self toward each other, the change in the self-attitude social 
connectedness was statistically significant, t(76) = 2.07, p = .04.  Although 
preliminary, this difference may suggest how an awareness of common humanity 
might be enhanced through heightening the understanding and connection 
among conflictual parts of self.  Additionally, self-compassion increased more at 
each level of softening even though the difference over time was not statistically 
significant.   

Self-criticism actually increased slightly for participants who achieved no 
softening while decreasing for participants who achieved partial or full 
"softening."  This increase may stem from a heightened awareness for these 
participants of how critical they normally are toward themselves with no 
accompanying resolution or integration through "softening," to ameliorate it,   
rather than an actual increase in self-criticism. Thought suppression decreased 
more for participants at each successive level of softening.  These trends 
suggest once more that further exploration with multiple intervention sessions 
and/or a larger sample may be worthwhile. 
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Finally, analysis of the follow-up data found no statistically significant 
differences between the intervention and control groups in self-ratings of self-
compassion or in number of times participants reported they were 
compassionate to themselves in the previous two weeks. However, it is unclear 
how well the control group understood what it meant to be self-compassionate, 
especially given the evidence previously discussed of the varying interpretations 
of self-compassion shown in the follow-up descriptions.  Therefore the lack of 
group differences should not be over-interpreted.  

On the final outcome question which asked participants to write about their 
experiences of self-compassion, however, participants whose two-chair sessions 
resulted in softening and deep experiencing did write about significantly more 
experiences statistically than either the control group or the intervention 
participants whose sessions did not result in softening and deep experiencing.  
Because of the very small number of participants who reach both softening and 
deep experiencing (6) these results should be interpreted with caution. 

Validation of Self-Compassion Scale 
Correlations between self-compassion, as measured by the Self-

Compassion Scale, and other measures of psychological well-being were similar 
to those found in previous research (Neff, 2003a, 2003b; Neff et al., 2005).  
Statistically, self-compassion correlated significantly and positively with social 
connectedness (r = 0.44; p < .0001), mindfulness (r = 0.33; p = .003), and self-
esteem (r = 0.71; p < .0001).  It correlated significantly and negatively with self-
criticism (r = -0.72; p < .0001), rumination (r = -0.57; p < .0001), thought 
suppression (r = -0.22; p = .05), anxiety (r = -0.70; p < .0001), and depression    
(r = -0.61, p < .0001).  These consistent and stable findings across multiple 
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studies place self-compassion solidly among notable markers of psychological 
health, and, as such, a construct worthy of further intervention study.   

Therapist Ratings of Self-Compassion 
For participants in the intervention group, initial level of self-compassion 

from the self-compassion scale correlated positively and significantly with the 
therapist's judgment of initial self-compassion level (r = 0.32, p = .04).  This 
finding further validates the Self-Compassion Scale as a measure of the 
construct as operationalized by Neff.  Given that the intervention was a single 
session and relatively short, this is actually quite a remarkable finding. 

STRENGTHS OF THE STUDY 
A key strength of this study lies in its expansion of the exploration of the 

new construct of self-compassion into the realm of psychotherapeutic 
intervention.  The construct has already been amply demonstrated to be linked to 
psychological well-being.  This study continues the verification of such links but 
moves beyond them to address how this beneficial self-attitude might be 
enhanced for improvement of psychological health.   

In addition, the use of a standardized protocol for the intervention allows 
for comparison of results across therapists.  In this study two therapists carried 
out the interventions, but in future studies the standardized protocol could be 
used for multiple interventions with multiple therapists.  It could also allow for 
potential comparisons of therapists along differences in gender, experience, and 
ethnicity, among many explorable differences.  Also, the use of two therapists for 
the intervention portion of the study keeps any statistically significant effects from 
being attributable to therapist qualities alone. 
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Another strength of the study design is the complete separation of the 
measures component from the intervention component of the study.  Participants 
were unaware, until final debriefing, that the measures they filled out and the 
follow-up questions they answered were linked in any way to the intervention in 
which they took part.  Thus, participant bias in responding due to content of the 
intervention, including any pull toward (or away from) the experimenter's goals in 
the use of the intervention, was eliminated. 

A further strength of the study lies in the use of a combination of self-
report measures and externally-rated processes taking place in the intervention.  
In addition, although relying mainly on quantitative data as the main tool for 
evaluating results, qualitative data, gathered from process questions asked after 
completion of the intervention and in follow-up questions, allow for a richer 
evaluation of the participants' experiences of the intervention. 

Additionally, the similarity of the intervention and control groups on 
baseline measures is a strength of the study, particularly their similarity in 
baseline Self-Compassion Scale score.  Because of attrition in the initial pool of 
intervention participants, there were more control participants than intervention 
participants.  The two final analysis groups were formed by matching as closely 
as possible the self-compassion scores of intervention participants to control 
participants, and eliminating control participants not matched.  This meant that 
the intervention and control groups were initially very comparable in the construct 
of exploration, eliminating error variation due to differences in baseline self-
compassion. 

A final strength of the study lies in the choice of a growth curve model for 
analysis.  Traditionally, relying on changes in scores from pre-test to post-test to 
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follow-up on the same measure introduces possibilities of bias from familiarity 
with the measures, regression to the mean in subsequent administrations of a 
measure, and in a tendency to conform to experimenter expectations in 
responding.  The use of the growth curve model ameliorates these potential 
effects of reliance on change scores alone.  In addition, the latter of these biases 
was addressed through separation of measures from intervention. 

LIMITATIONS 
In addition to strengths, the current research is subject to a number of 

limitations.  The first of these are restrictions of range in the pool of participants 
due to the use of students from an educational psychology subject pool.  Among 
the restrictions are a limitation in age range (18 to 23, with over 70% being 21 or 
22), education (not only were all participants college students, but 61.25% were 
college seniors), and sex (75 of 80 were females).   Such limitations restrict the 
generalizability of results to the general population.   

The age range restriction is problematic in another way.  By definition, the 
construct of self-compassion requires a tenderness towards one's own suffering.  
In pilot interviews conducted by me during the development of the Self-
Compassion Scale, many students had a difficult time understanding the concept 
of deep suffering.  When asked to identify times when they might have needed 
self-compassion, many examples given were superficial.  One older participant, 
with broader life experience, was much more able to identify with the idea of self-
compassion.  In addition, interview data showed that students readily confused 
self-compassion with self-indulgence (Neff, 2003a).  This same confusion 
appeared in responses to the follow-up question for this study asking participants 
to write about their experiences of being compassionate to themselves, as 
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described in the Results section.  Thus, it is quite possible that using the same 
two-chair protocol with an older population might yield very different results.  

This study also uses a relatively small sample size.  This is especially true 
when evaluating intra-intervention group outcomes.  Only six participants 
reached both deep experiencing and "softening."  Extrapolating, a sample size of 
over 300 participants would be necessary to find 25 who reap full benefits from 
the intervention.  Therefore, results may be enhanced using a larger sample.   

Another possible limitation of the study is the use of a relatively short, one-
time-only intervention. It may require lengthier intervention or multiple 
interventions to effect lasting change in self-compassion.  Some of the previous 
research on the effectiveness of the two-chair intervention has used multiple 
interventions, including Greenberg and Webster (1982), six sessions for 
intrapsychic conflict, and Clarke and Greenberg (1986), two sessions for 
resolving decisional conflict.   

IMPLICATIONS FOR FUTURE RESEARCH 
Although the majority of analyses of outcome data for the study 

hypotheses did not yield statistically significant results, there are trends, as 
described in the summary of results, suggesting that further research using larger 
sample sizes, more in-depth interventions, and different populations may be 
worth conducting. 

The fact that this study provided additional confirmation of links between 
self-compassion and psychological health underlines the importance of finding 
ways to raise levels of self-compassion through intervention.  Other types of 
interventions could be investigated that may provide even stronger results.  The 
two-chair intervention is an indirect means of increasing participants' self-
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compassion.  Perhaps direct training in the construct and its benefits would prove 
more effective.  Or perhaps mindfulness training coupled with self-compassion-
specific meditation or visualization would be an effective method to explore. 

An interesting unanticipated outcome may also be worth investigating.  
Although not statistically significant, initial level of self-compassion is higher for 
those at each level of softening.  In addition, for the variables self-criticism, 
rumination and thought suppression initial levels were substantially, but not 
significantly, lower at highest level of softening.  These outcomes might suggest 
for further research the possibility that higher levels of self-compassion, and 
lower levels of self-criticism, rumination, and thought suppression, may predict 
softening capability of participants in a two-chair intervention.   

Combining these two lines of research, studies exploring other types of 
interventions may also want to investigate whether different types of interventions 
are more successful with different baseline levels of self-compassion.  For 
example, clients with higher baseline levels of self-compassion may respond well 
to the two-chair intervention for maintaining and enhancing their self-compassion 
levels.  Those with low baseline levels of self-compassion may initially respond 
best to direct didactic training and/or mindfulness training.  Future research could 
investigate these hypotheses. 

Another statistically significant result of the study which supports the 
validity of the Self-Compassion Scale as a measure of self-compassion is the 
correlation between therapist and scale ratings of self-compassion (r = 0.32,       
p = .04).  This research should be replicated to confirm the findings.   

An additional finding meriting research is the positive and statistically 
significant relationship between softening in the two-chair exercise and social 
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connectedness, t(76) = 2.07, p = .04.  Softening implies a connection to and 
embracing of unique parts of the self and in previous research is related to 
resolution of internal conflict and integration of parts of the self (Clarke & 
Greenberg, 1986; Greenberg, 1979; Greenberg & Clarke, 1979; Greenberg & 
Dompierre, 1981; Greenberg & Higgins, 1980; Greenberg et al., 2001; 
Greenberg & Watson, 1998; Sicoli & Hallberg, 1998).   The finding in this study 
suggests that softening may also be related to changes in or maintenance of 
perceptions of connectedness to others.  Additional research in this vein might 
demonstrate the usefulness of two-chair interventions for internal splits with 
clients experiencing isolation or interpersonal difficulties. 

CONCLUSION 
The results of this study underscore the strong link between self-

compassion and psychological health.  They also support the validity of the Self-
Compassion scale as a measure of the construct.  Statistically significant 
quantitative results from the exploration of intervention to raise self-compassion, 
the main purpose of the study, were limited.  However, coupled with qualitative 
information, they are sufficient to encourage additional research into ways of 
increasing self-compassion through psychotherapeutic intervention.  This is 
especially true because the potential benefits of increasing individuals' self-
compassion, as shown by this and previous research (Neff, 2003a, 2003b; Neff 
et al., 2005), are increases in social connectedness, life satisfaction, self-esteem, 
autonomy, environmental mastery, purpose in life, personal growth, reflective 
and affective wisdom, curiosity and exploration in life, happiness, and optimism, 
as well as decreases in self-criticism, neuroticism, anxiety, depression, neurotic 
perfectionism, rumination, and thought suppression.  In the introduction to this 
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dissertation I asked the following questions:  What is psychological well-being?  
Is it freedom from psychological pathology? Is it feeling good about oneself?  Is it 
leading a productive life?  Is it being capable of connecting and relating to 
others? Is it being able to see the self and others honestly and accurately?  
Finding a way to raise individuals' levels of self-compassion would enhance 
psychological well-being in all of these dimensions.  
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Appendix A:  Self-Compassion Scale 
 

(Modified as described in Methods section from original version) 
 
Thinking about the last few days, on a scale of 1 to 5, ranging from Almost 
Never to Very Often, mark the circle which best indicates how often you have 
behaved in the stated manner. 
 

Almost  never                                                              Very Often 
 1 2 3 4 5
_____   1.  I've been disapproving and judgmental about my own flaws and 

inadequacies. 
_____   2.  When feeling down I've tended to obsess and fixate on everything 

that’s wrong. 
_____   3.  When things have gone badly for me, I've seen the difficulties as part 

of life that everyone goes through. 
_____   4.  When I've thought about my inadequacies, it has tended to make me 

feel more separate and cut off from the rest of the world. 
_____   5.  I've tried to be loving towards myself when I’ve felt emotional pain. 
_____   6.  When I've failed at something important to me I've become consumed 

by feelings of inadequacy. 
_____   7.  When I've been down and out, I've reminded myself that there are lots 

of other people in the world feeling like I am. 
_____   8.  When times have been really difficult, I've tended to be tough on 

myself. 
_____   9. When something has upset me I've tried to keep my emotions in 

balance.   
_____  10. When I've felt inadequate in some way, I've tried to remind myself that 

feelings of inadequacy are shared by most people. 
_____  11.  I've been intolerant and impatient towards those aspects of my 

personality I don't like. 
_____  12.  When I’ve gone through a very hard time, I've given myself the caring 

and tenderness I need. 
_____  13.  When I’m feeling down, I've tended to feel like most other people are 

probably happier than I am. 
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_____  14.  When something painful has happened I've tried to take a balanced 
view of the situation. 

_____  15.  I've tried to see my failings as part of the human condition. 
_____  16.  When I've seen aspects of myself that I don’t like, I've gotten down 

on myself. 
_____  17.  When I’ve failed at something important to me I've tried to keep 

things in perspective. 
_____  18.  When I’ve been really struggling, I've tended to feel like other people 

must be having an easier time of it. 
_____  19.  I’ve been kind to myself when I’ve experienced suffering. 
_____  20.  When something has upset me I've gotten carried away with my 

feelings. 
_____  21.  I have been a bit cold-hearted towards myself when I have 

experienced suffering. 
_____  22.  When I’ve felt down I've tried to approach my feelings with curiosity 

and openness. 
_____  23.  I’ve been tolerant of my own flaws and inadequacies. 
_____  24.  When something painful has happened I've tended to blow the 

incident out of proportion. 
_____  25.  When I’ve failed at something that's important to me, I've tended to 

feel alone in my failure. 
_____  26.  I've tried to be understanding and patient towards those aspects of 

my personality I don't like. 
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Appendix B:  Depth of Experiencing Stages 
 
Klein, M. H., Mathieu, P. L., Gendlin, E. T., & Kiesler, D. J. (1969). The Experiencing Scale:  A 
research and training manual (Vol. 1): Wisconsin Psychiatric Institute, pp. 6 and 56-63. 
 
Stage One: The content is not about the speaker.  The speaker tells a story, 
describes other people or events in which he or she is not involved or presents a 
generalized or detached account of ideas. 
 
Stage Two:  Either the speaker is the central character in the narrative or his or 
her interest is clear.  Comments and reactions serve to get the story across but 
do not refer to the speaker's feelings. 
 
Stage Three: The content is a narrative about the speaker in external or 
behavioral terms with added comments on feelings or private experiences.  
These remarks are limited to the situations described, giving the narrative a 
personal touch without describing the speaker more generally. 
 
Stage Four: Feelings or the experience of events, rather than the events 
themselves, are the subject of the discourse.  The client tries to attend to and 
hold onto the direct inner reference of experiencing and make it the basic datum 
of communications. 
 
Stage Five:  The content is a purposeful exploration of the speaker's feelings 
and experiencing.  The speaker must pose or define a problem or proposition 
about self explicitly in terms of feelings.  And must explore or work with the 
problem in a personal way.  The client now can focus on the vague, implicitly 
meaningful aspects of experiencing and struggle to elaborate it. 
 
Stage Six: The subject matter concerns the speaker's present, emergent 
experience.  A sense of active, immediate involvement in an experientially 
anchored issue is conveyed with evidence of its resolution or acceptance.  The 
feelings change or shift. 
 
Stage Seven: Experiencing at stage seven is expansive, unfolding.  The 
speaker readily uses a fresh way of knowing the self to expand experiencing 
further.  The experiential perspective is now a trusted and reliable source of self-
awareness and is steadily carried forward and employed as the primary referent 
for thought and action. 
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Appendix C:  E-mails to Participants Regarding Measures 
Note:  A false researcher name and specially created e-mail address were used 
in all the e-mails below to create the illusion of a separate study 
 
First e-mail: 
 
Hello, 
 
It is now time to begin the Study of Changes in Self-Attitudes over time.  This is 
the first of three e-mails you will receive giving you a link to a set of on-line 
surveys.  You have until Sunday, February 29th at midnight to complete this first 
set.  The link you should click on (or paste into your browser if necessary) is:  
http://www.surveymonkey.com/s.asp?u=10966394434 . This link will take you 
directly to the first set of surveys and all the instructions.  It should contain all the 
information you need about the study. 
 
VERY IMPORTANT!!!   Your participant # is 43. You will enter this number at the 
beginning of each set of surveys.  I will send it to you with each e-mail.  It is 
urgent that you enter this number correctly or all the data will be invalid! 
 
As always you may contact me with questions at any time.  The easiest way to 
reach me is by e-mail at Neffkristin@aol.com.
Thank you very much for your participation. 
 
Kristin Neff 
 
Second e-mail: 
Hello, 
 
It is now time to complete the second set of surveys for the Study of Changes in 
Self-Attitudes over time.  You have until Tuesday, April 13th at midnight to 
complete this set.  The link you should click on this time (or paste into your 
browser if necessary) is:  http://www.surveymonkey.com/s.asp?u=7432392647.
REMINDER: Your participant # is 43. You will enter this number at the beginning 
of each set of surveys.  I will send it to you with each e-mail.  It is urgent that you 
enter this number correctly or all the data will be invalid! 
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You will receive the e-mail for the third and final set of surveys in approximately 
two weeks.  As always you may contact me with questions at any time.  The 
easiest way to reach me is by e-mail at Neffkristin@aol.com. 
 
Thank you very much for your participation. 
 
Kristin Neff 
 
Third e-mail: 
 
Hello, 
 
It is now time to complete the last set of surveys for the Study of Changes in Self-
Attitudes over time.  You have until Tuesday, April 20th at midnight to complete 
this set.  The link you should click on this time (or paste into your browser if 
necessary) is:  http://www.surveymonkey.com/s.asp?u=50228430605.
REMINDER: Your participant # is 43. It is urgent that you enter this number 
correctly or all the data will be invalid! 
 
After you finish you will be sent a participation receipt by e-mail.   
 
As always you may contact me with questions at any time.  The easiest way to 
reach me is by e-mail at Neffkristin@aol.com.
Thank you very much for your participation. 
 
Kristin Neff 
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Appendix D:  Demographic Information Requested 
 

1. Participant # (This is the number you were sent by e-mail):  ____ 
 
2. Age:  ____ 
 
3. Grade Level: 

Freshman 
Sophomore 
Junior 
Senior 
Graduate Student 

 
4. Sex: 
 Female 
 Male 
 
5. Ethnicity: 
 African American/Black 
 Asian/Southeast Asian 
 European American/White 
 Latino/Hispanic/Mexican American 
 Mixed ethnicity 
 Other (please specify) ______ 
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Appendix E:  Partial Debriefing on Self-Compassion Construct 
Congratulations! It is now time to reveal the real purpose of this study. It was 
actually related to a newly described self-attitude called self-compassion. The 
definition of this term is related to the more general definition of "compassion." 
Compassion involves being touched by the painful experiences of others. Self-
compassion has three components which work together and give rise to each 
other: self-kindness, awareness of common humanity, and mindfulness.  
 
Kindness to the self involves offering non-judgmental understanding to the self. 
With self-compassion, the self is not harshly criticized for failing to meet ideal 
standards in the belief that beating the self up will somehow force change and 
improvement. Instead, healthy behavior changes are encouraged with 
gentleness and patience.  
 
The second component of self-compassion, awareness of a common humanity, 
means that one experiences the joys and sorrows of life knowing that they are 
the same joys and sorrows all others experience. When one fails, rather than 
comparing oneself to others unfavorably in self-criticism, one acknowledges that 
everyone fails, that failure is part of the common human experience. This 
awareness of a common humanity emphasizes our relatedness to all other 
humans, our interconnectedness.  
 
The third component of self-compassion is mindfulness, which allows for 
acceptance and acknowledgement of even life's most painful emotions without 
being carried away by them and without having to avoid them. It is a balanced 
awareness of emotions.  
 
An individual high in self-compassion is able to view the self with gentleness and 
kindness even in the face of failure and pain; sees that all human beings fail and 
experience pain; and is able to experience feelings and emotions without either 
pushing them away or becoming completely overwhelmed by them.  
 
Keeping in mind the description of self-compassion, please answer the questions 
on the next page. 
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Appendix F:  Final Debriefing 
 

Those of you who also participated in the Gestalt Intervention Study should now 
know that it was part of this same study (as some of you already suspected!)  
 
Existing research on self-compassion shows that it is positively related to self-
esteem, self-acceptance, life satisfaction, and social connectedness, and 
negatively related to anxiety, depression, self-criticism, and neurotic 
perfectionism. Because of its benefits, we felt it was important to see if a 
psychological intervention could influence an individual's level of self-
compassion. So that was the real, bottom-line purpose of our study.  
 
We used the Gestalt two-chair dialogue because we expected it to be an 
especially useful intervention for increasing self-compassion. This type of 
exercise has already been found to help people become less critical, more 
accepting, and more empathetic towards themselves.  
 
If you have any questions about this study or your participation in it, please feel 
free to contact the experimenter, Kristie Kirkpatrick, at mityafrdte@aol.com at any 
time. 
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Appendix G:  Content of Intervention Sign Up E-mail  
 

Hi all, 
 
The sign-up sheets for the Gestalt Intervention Research Study will be posted 
outside SZB504 by tomorrow afternoon.  There are a wide variety of times so 
please go soon to choose your favorite.  Then all you need to do is show up in 
the Counseling Psychology suite, SZB262, at your scheduled time.  If by chance 
all the times conflict with your schedule please e-mail me as soon as possible at 
mityafrdte@aol.com.
Thank you! 
Kristie Kirkpatrick 
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Appendix H:  Gestalt Two-Chair Intervention Protocol 
 

1.  Have participant read and sign consent form; answer questions; explain 
about audiotaping. 

 
2. Overview Gestalt intervention process; talk about how it may feel strange 

especially at first. 
 
3. Clarify the two voices.  Begin by talking about the critical voice.  Ask 

participants to think about a time when they were critical of themselves or 
a kind of situation where they are typically critical of themselves.  Ask what 
that voice says.  When that voice is clear begin looking for the other voice.  
Ask them to think about a part of them that feels attacked or hurt by the 
critical voice, that responds to that voice.  Search for a voice that is not in 
agreement with the critical voice or feels victimized by the critical voice.  
Ask what that voice says or how that part of them reacts.   

 
4. Ask the participant which voice is stronger right now.  Designate the chair 

they are currently in as the seat of the stronger voice and designate the 
other chair as the seat of the other voice. 
 

5. Starting with the stronger voice, ask the participant to close their eyes and 
visualize the situation they've described very clearly.  Remind them of 
some key points they talked about in that situation.  Tell them to let that 
voice speak inside their head for a minute or two.  Ask them to let you 
know when they have a clear sense of that voice by opening their eyes.   
Then move them to the other chair and have them do the same thing for 
the other voice. 

 
6. Begin the actual two-chair dialogue.  At first facilitate the conflict between 

the two voices.  After that is fleshed out as much as possible begin 
coaching the two voices in noticing the feelings of the other and really 
hearing the other.  Repeat some of the salient things each chair says if 
needed in getting the participant started as they switch chairs. 

 
7. Continue the dialogue until they reach a softening or until it is clear they've 

gone as far as they can go.  Ask if this is an OK time to stop.  If the 
participant has reached some painful feelings allow them to talk about this 
a little and make sure they are back in a good place. 
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8. Ask the participant what the process was like for them.  Ask if they noticed 
a change in the attitude of either voice during the process of the 
intervention. 

 
9. Close the session and give them a participation receipt.  Say goodbye. 
 
10. On a scale of 1 to 5 estimate the participant's initial level of self-

compassion and ending level of self-compassion. 
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Appendix I:  Intervention Consent Form 

 
IRB#   2004-1-0079

Informed Consent to Participate in Research 
 

The University of Texas at Austin 
You are being asked to participate in a research study.  This form provides you 
with information about the study. The Principal Investigator (the person in charge 
of this research) or his/her representative will also describe this study to you and 
answer all of your questions. Please read the information below and ask 
questions about anything you don’t understand before deciding whether or not to 
take part. Your participation is entirely voluntary and you can refuse to participate 
without penalty or loss of benefits to which you are otherwise entitled.   

 
Title of Research Study: 
Gestalt Two-Chair Intervention 
 
Principal Investigator(s) (include faculty sponsor), UT affiliation, and 
Telephone Number(s):   
 
Kristie Kirkpatrick, M.A. Graduate Student (512) 342-1940 
Stephanie Rude, Ph.D. Associate Professor (512) 471-1610 
 
Funding source: 
 
Self-funded 
 
What is the purpose of this study?   
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This will be a dissertation study of a Gestalt two-chair intervention.  You will be 
one of 45 participants in this study.  The researcher will conduct the two-chair 
intervention with each student individually and then interview him/her about the 
process.  The purpose will be to investigate the utility of this intervention in 
exploring self-criticism. 
 
What will be done if you take part in this research study? 
 
You will receive information about an experiential psychological exercise called 
the Gestalt two-chair dialogue and then will participate in one in which you will be 
asked to think about a time when you judged yourself or were critical of yourself.  
Afterwards you will be interviewed about your experience and the process of the 
intervention. 
 
What are the possible discomforts and risks? 
 
There should be no physical risks to this study but there is a possibility of some 
psychological or emotional risk.  You will be asked to think about a time or 
situation in which you judge yourself or are critical of yourself.  There may be 
some emotional discomfort in this process.  In addition, there may be additional 
risks that are unknown at this time. If you wish to discuss the information above 
or any other risks you may experience, you may ask questions now or call the 
Principal Investigator listed on the front page of this form. If you experience 
undue distress at any point during the study, you may withdraw at any time.  
Treatment will not be provided by any of the Principal Investigators or their 
associates; however, you may contact UT’s Telephone Counseling Hotline (471-
CALL) or the UT Counseling and Mental Health Center (471-3515). 

What are the possible benefits to you or to others? 
 
Beyond receiving 1.5 hours of credit toward your research participation 
requirements, it is possible that you may gain greater insight into yourself and 
your experiences. In addition, information gained from this study on the Gestalt 
two-chair intervention may contribute to research on improving some forms of 
psychological treatment. 



106

If you choose to take part in this study, will it cost you anything? 
There will be no monetary cost to you. 

Will you receive compensation for your participation in this study? 
 
There will be no monetary compensation for your participation. 
 
What if you are injured because of the study?   
 
There is no anticipated physical risk as a direct result of participation in this 
study; however, if injuries occur as a result of study activity, eligible University 
students may be treated at the usual level of care with the usual cost for services 
at the Student Health Center, but no payment can be provided in the event of a 
medical problem. 
 

If you do not want to take part in this study, what other options are 
available to you? 
Alternate assignments are available and are determined by the subject pool in 
which you are participating. Please, refer to your subject pool’s research 
participation requirements. 

Participation in this study is entirely voluntary. You are free to refuse to be 
in the study, and your refusal will not influence current or future 
relationships with The University of Texas at Austin  
 
How can you withdraw from this research study and who should I call if I have 
questions? 
 
If you wish to stop your participation in this research study for any reason, you 
should contact:   Kristie Kirkpatrick at (512) 342-1940 or mityafrdte@aol.com.
You are free to withdraw your consent and stop participation in this research 
study at any time without penalty or loss of benefits for which you may be 
entitled. Throughout the study, the researchers will notify you of new information 
that may become available and that might affect your decision to remain in the 
study.  
 
In addition, if you have questions about your rights as a research participant, 
please contact Clarke A. Burnham, Ph.D., Chair, The University of Texas at 
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Austin Institutional Review Board for the Protection of Human Subjects, 512/232-
4383. 
 
How will your privacy and the confidentiality of your research records be 
protected? 
 
Authorized persons from The University of Texas at Austin and the Institutional 
Review Board have the legal right to review your research records and will 
protect the confidentiality of those records to the extent permitted by law.  If the 
research project is sponsored then the sponsor also has the legal right to review 
your research records. Otherwise, your research records will not be released 
without your consent unless required by law or a court order. 
 
If the results of this research are published or presented at scientific meetings, 
your identity will not be disclosed. 
 
Each session will be audio taped. The audio cassettes will be coded so that no 
personally identifying information is visible on them and they will be kept in a 
secure place (e.g., a locked file cabinet in the investigator’s office); in addition, 
the tapes will be heard or viewed only for research purposes by the investigator 
and her associates and they may be retained for possible future analysis after 
they are transcribed or coded.  

 
We may wish to present some of the tapes from this study at scientific 
conventions or as demonstrations in classrooms. Please sign below if you are 
willing to allow us to do so with the tape of your performance. 
 
Will the researchers benefit from your participation in this study?
The principal investigator, Kristie Kirkpatrick, will benefit by using this information 
in preparing her dissertation as partial fulfillment of the requirements for the 
degree of Doctor of Philosophy in Counseling Psychology. 
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Signatures: 
As a representative of this study, I have explained the purpose, the 
procedures, the benefits, and the risks that are involved in this research 
study: 
 

_____________________________________ ___      
Signature and printed name of person obtaining consent      Date 
 
You have been informed about this study’s purpose, procedures, possible 
benefits and risks, and you have received a copy of this Form. You have 
been given the opportunity to ask questions before you sign, and you have 
been told that you can ask other questions at any time. You voluntarily 
agree to participate in this study.  By signing this form, you are not waiving 
any of your legal rights. 
 

_______________________________________________________________ 
Printed Name of Subject                    
 
_______________________________________________________________ 
Signature of Subject                 Date 
 

_______________________________________________________________ 
Signature of Principal Investigator               Date 

I hereby give permission for the audio tape made for this research study to 
be also used for educational purposes.   
 
_______________________________________________________________ 
Signature of Subject                 Date 
 
______________________________________________________________ 
Signature of Principal Investigator               Date 
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Appendix J:  Self-Compassion Experience Descriptions 

(Copied exactly as written by participants.) 
 

Briefly describe some specific times in the last two weeks when you noticed you 
were self-compassionate:

• I was late to a meeting and was getting really upset at myself  but then I 
realized that it wasn't the end of the world and that all people are sometimes 
late.  So I was able to relax. 

 
• i took care of my body and started working out every day 
 
• when i didnt get a job I had applied for    when i didnt study as long as i 

should have for a test 
 
• I gave myself personal gratitude for landing a full-time job.  I thanked God for 

all the wonderful blessings he has bestowed upon me and gave myself a pat 
on the back for accomplishing such a success on my own. 

 
• I treated myself to some new beauty products and with my current weightloss 

I have more respect for myself.  I enjoy getting dressed now.  Also  I pamper 
myself with aromatherapy treatments and pedicures. 

 
• When I'm at church(non denominational not Catholic which is what I am)  I've 

learned that God can forgive you for the things you've done as long as you 
accept him into your heart. So I think that the things I've done have been 
failures and mistakes but I can overcome them and move on.  Everybody 
makes mistakes  we all just don't see that.  

 
• when i got the grade for my class i felt like i did achive it better then others.  
 
• Was not hard on myself when I tried to get an A on a test and failed. 
 
• i realized that some of the problems i was thinking about werent as big as i 

had made the out to be. when i hear new information that i dont like like  i try 
to look at the positive side and try not to bu too critical of myself. 

 
• This past Friday when something negative happened between a guy I have 

been seeing and myself. 
 
• I let my self sleep a little later and took a really long shower 
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• I don't beat myself up for not having the best body. 
 
• The last weeks have been very unusual in that many dramas unfolded.  I 

don't beleive I was self-compassionate to myself in that I was worrying about 
other people.   

 
• Breaking up with my girlfriend. 
 
• knowing others might be having a somewhat hard time doing an exam  feel 

good about my progress with working out more  feel better about how I look 
 
• I was less concerned with my physical appearance because I gave myself 

more credit for being attractive. 
 
• I went to church 5 times to sing ( I get paid to do so )  and I decided that my 

choir director is simply an unhappy man.  So I shouldn't take any cruel 
comments out on myself.      I slept for 12 hours straight on Friday to saturday 
night.    I decided to go home to SA to visit my folks and boyfriend on Sunday  
slept in SA over night 'till Monday  and think I deserved to do so since I was 
working on Easter at Church and nobody (out of the 49 girls I live with) had 
stayed at the sorority house besides me.  I almost stayed here in Austin  but 
at the last minute decided I deserved to be with those I loved and my school 
work could wait. 

 
• When I undergo stress  I feel that it won't be the end of the world.  I am able 

to tell people about my problems and in return listen to theirs 
 
• I haven't needed compassion in the past two weeks. 
 
• I needed to drop a class - at first I felt like a failure  but then I was able to 

move past those feelings and understand that others have done the same 
thing and that I was not a failure but was being overly critical 

 
• I did not get into the Nursing School  but instead of being mad at myself for 

not getting in  I looked for ways to improve so that I will get in next semester.    
I have been working a lot and have had several tests recently and I have 
given myself time to study and did not compltely stress myself out about it  
but instead took it one step at a time. 
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• when i didnt do well on a test. I knew that I had studied for it appropriately and 
I was kind to myself over it.    I told my parents that I would probably come 
home for easter but I was not able too so I felt bad but I was still kind to 
myself.   

 
• i don't really know 
 
• Keeping away from situations that would upset me and giving myself rest 

when needed 
 
• When I did badly on a test    When my significant other and I got in a fight 
 
• I felt i was tired so i went bed earlier  i ate what i wanted and how i felt like i 

wanted instead of thinking oh i am going to get fat 
 
• I havent really had any experiences in the past two weeks that needed self-

compassion  but there were a couple of times when i was having difficulty in 
my relationship. i just tried to remind myself that every couple goes through 
the smae things as we are. i also tell myself to be patient and things will work 
out. 

 
• I like to treat myself to little things like watching a movie or going to Starbucks 

after a test or having a bad day 
 
• when i took time to think about my problems and understand my feelings. i 

also took time to be just with myself and put myself first. 
 
• I am accepting of my failures and make a point to reassure myself that things 

will be okay. 
 
• I cooked myself a nice dinner.  I went shopping and bought myself a dress I 

had wanted for a while.  I visited my mom. 
 
• I let myself sleep late and eat a lot.   
 
• one of my friends is upset with me for something i did. but I know that I did the 

right thing 
 
• When I had class all day and came home and knew I should start on 

homework for the next day  but decided not to be hard on myself and let 
myself go out with friends and did not feel guilty about  my decision. 
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• When looking in the mirror  acknowledging both the good and the bad  and 
realizing that everyone has issues with their appearance.   

 
• when i didnt get a call back for a job interview  i didnt beat muself up over it. i 

was understanding about it. 
 
• I let myself relax and watch tv.  I went downtown with my friends. 
 
• I had been axious about getting into graduate school and did not hear hear 

from one of the schools.  I told myself I was a worthy deserving student and 
have made the most of the situation.   

 
• I have been compasssionate when studying for test I let myself get sleep 

instead of staying up all night 
 
• when i felt nervous about an exam  i allowed by myself to take a 10 minute 

break  rather than push myself to study more because i had been studying 
non-stop for 5 hours. 

 
• When i feel my body is tire i just go ahead and take a nap 
 
• I did not do well on a test but I was like there is always the next one.  
 
• Did well on a test and went shopping  Made an appt. to get my hair done  

Spent the day with a friend istead of studying 
 
• took time to relax and calm down  remembered to call a friend to relate to  

reminded my self I could rearrange my schedule next week to work out more  
realized that i can't always be home to help out 

 
• Sometimes it is hard for me to have a long distance relationship  and there 

are times that I get very upset over little things or for no reason.  However  by 
talking it out with friends  it helps me understand that what I am upset about 
isn't a big deal  and that I really am happy.  By talking to friends it also helps 
me realize that I am not the only one who has felt this way before.      I have 
noticed that I am not as concerned about the way I look in clothes as I have 
been at other times.   

 
• Keeping my mornings open this week to reflect on the tough visit I had over 

spring break to visit my dying aunt.  It's been a difficult time  and I needed 
'me' time.  I've also been working on sending more cards to people whose 
birthday it is  or who are having surgery.  I enjoy those things  and realize 
others would too. 
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• I was rejected from a particular graduate program  but I was not particularly 
disheartened  and was porud of the program to which i was accepted. 

 
• after not getting an a on an exam like i wanted  i convinced myself that there 

are more opportunities for myself and when i've felt sad  i've kept busy to give 
myself time 

 
• When my boyfriend was an ass and lied to me  I put myself first and told him 

how i felt.  I cried and sorted thru my feelings and stood up for myself. 
 
• when i reflected on past relationships that did not work out for me  when i 

realized that i gained a bit of weight recently 
 
• I told myself that I can improve my grades 
 
• my friend gets mad easily about silly things.  initially i would feel guilty  like i 

did something wrong.  but then i begin to see that she is going through certain 
things and that it is probably not all of my fault.     another friend of mine 
treated me horribly and i was sad for a while.  i soon realized that everyone 
goes through these things when dealing with the opposite sex.    i have been 
unable to concentrate as much as i used to on school work.  i have less 
motivation.  i don't let that get to me though.  i still try hard to regain it.  i know 
it is not lost and that i can do better. 

 
• I have become more aware of the changes in my body.  I feel like I have 

gained more weight and sometimes feel unattractive.  But when I think about 
this  I realize that others are just as self-conscious about their bodies.  This 
motivates me to be more dedicated in my plans to get in shape.    I have also 
become preoccupied with my future plans.  I will be graduating this semester 
and have not found a job yet.  Speaking to others makes me realize that 
many people are in the same boat as me.  We are all struggling to find jobs in 
this weak economy.  It makes me feel better to know that other people are 
experiencing the same fear as I am because this produces a sense of 
comraderie among us. 

 
• There are times when I would look on the bright side of things  slowly learning 

to change with a positive optimistic attitude and not completely dragging 
myself down and others. 

 
• When I am tired from studying  I'll take the time to relax and take a nap.  I try 

to tell myself that I am under a lot of stress and I need to be more 
compassionate towards what I'm feeling.  I go to the gym for myself and 
relieve stress. 
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• My great-uncle died this past week; I became sick with a viral infection; I 
found out there were family financial problems; my mother has to go into 
surgery; I'm getting ready for two tests tomorrow. 

 
• Well yesterday i had a genetics test and it was really hard. I studied a lot but i 

guess it wouldn't of hurt to study more. I don't think i did that well but 
eventhough i knew it was my fault i didn't punish myself or felt like a failure. I 
just have to do better on the next test and besides i'm sure i wasn't the only 
one that did bad. That teacher is really tricky. 

 
• When I felt that I was hurt emotionally by a girl at some party  I acknowledged 

my feelings and tried to deal with and understand why I felt that way by 
talking to others. I didn't simply drive those bad feelings out of my head like I 
normally do. Also  at various times in the past two weeks  I quietly 
congratulated myself for doing well at work and getting there on time since I'd 
been having a problem with that previously. 

 
• When I got a B on my botany test I was a bit bummed out  but then I realized 

that I did a lot better than others in the class so I shouldn't feel bad about my 
grade.  

 
• I tried to go skiing over spring break and although I sucked at it much more 

than everyone else on the trip  I was able to get over it and recognize that I'd 
met some important goals in skiing that I'd set for myself  rather focusing on 
failing to meet the goals of others.    I began to think about my father and 
grandmother who have both died a few times in the last week and just 
embraced feelings of loneliness without them rather than putting them out of 
my  mind. 

 
• I didn't do too well on one of my microbiology tests and I told myself that I 

could do better and that everyone goes through this sometimes. 
 
• When I got into a fight with my boyfriend  we discussed things that each other 

do that can get annoying. When he told me about things that I do that can be 
annoying to him  I didn't get mad or hurt. I tried to look at them objectively & 
tried to make a conscious effort to stop. But at the same time  I realized that 
many people have the same qualities & that isn't a bad thing! 

 
• i let myself eat more sweets  i let myself go shopping 
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• I didn't do as well as I would have liked on a test last week.  And  instead of 
beating myself up over it  I decided to treat myself to ice cream.  This gave 
me time to think about things more in detail which ultimately calmed me 
down. 

 
• in my sleep 
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Appendix K:  Participant Comments on the Intervention Process 

What was that process like for you? 
From Softening = 0 participants

• "The voices in my head are always telling me conflicting things." (not rated) 
 
• " . . . something I already do in my head . . . hard to separate."  
 
• "Strange."  
 
• "It made me feel weird because that's really what I do do." 
 
• "Very bizarre . . . very real in my life . . . awkward . . . became really present 

for her [one of the voices]."  
 
• It was not really a fight because it was something already resolved (tape very 

difficult to hear.)  
 
• "This is what happens to me all the time" The critical voice feels like when 

"my dad gives me that look."  Participant then talked about the feeling that 
"you get with that."  

 
• "Interesting . . . weird to talk about yourself for a while."  Talked about how it 

made the participant self-conscious to talk about oneself.  
 
• "Really cool . . . At first it was weird . . . Really good experience . . . If you 

happen to have another study I'd be willing to do it."  
 
• "I'm kind of scared of that side.  I don't think I've ever talked about this like I 

have right now.  And I've definitely never let the voices talk for themselves or 
any of that sort of thing so it's really difficult actually."  Did it feel useful to you 
to explore that?  "More useful on the side that doesn't get to speak in my 
head [the other side] and to try and think that way could save me in situations 
like this."  It looked to me like you get a sense of how powerful this voice is. 
"Pretty much what I hear.  I rarely hear the more positive side of myself; like I 
said, it's too easy to hear the negative aspects . . . the positive side is 
energized by friends and family . . . gives this side [the other side] life even 
though it might not have a lot to say.  It's still here because of that.  It helps to 
talk about it."  
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From Softening = 1 participants

• "Weird . . . it's what's going on in your head."  
 
• "(It was) hard at first and kind of got OK at the end."  
 
• "Awkward talking to the chair . . . I couldn't put my real emotions into it."  
 
• "Weird . . . got easier . . . interesting."  
 
• "I talk to myself all the time so this isn't actually that hard for me . . . saying it 

out loud was weird . . . I had to really think about what each voice said."  
 
• "Bizarre.  Talking to an empty chair is just bizarre.  They're just both me so of 

course I'm acknowledging both possibilities simultaneously."  
 
• Nice seeing the two different sides . . . really interesting . . . once I started 

things kept coming up to say."  
 
• Physical manifestation of what goes through my head . . . the further I went 

through it, the more comfortable I got."  
 
• "Hard to work out my thoughts and vocalize them and make them make 

sense."  
 
• "Awkward."  
 
• "Interesting."  
 
• "Weird for me at first . . . I kept it in [the issues] a lot . . . saying it, hearing it, I 

could actually do something about it . . . opened my eyes to other options."  
 
• Said now has a strategy.  "It was like a red flag in my mind . . . you have 

problems and you gotta fix it."  
 
• "Interesting . . . [I've] been thinking about, wondering, 'Why is there always 

one side of me going, 'You're wrong,' and the other side going, 'You're right.  
It's OK.' . . . the two parts colliding and fighting."  

 
• "At first strange . . . once I got into it it was easier because I was actually 

confonting my problem.  It helped."  
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• "Awkward to move back and forth, but moving does help clarity."  
 
From Softening = 2 participants

• "You do have these inner things going on."  
 
• "Interesting . . . I don't really see it as two different voices . . . (I see it as) the 

spiritual voice and me."  
 
• "Weird . . . felt weird the whole time."  
 
• "I got to think more clearly." 
 
• "At the beginning I had a hard time grasping . . . at some point it clicked over 

and was easier."  
 
• "It was strange to move but it doesn't feel strange to be in both voices . . . but 

they're never independent . . . merged together."  
 
• "It was hard.  Originally it was very difficult to be able to separate the two 

voices and see where they were coming from.  It's strange but it's good that 
you can step away from yourself and see what goes on inside your mind.  
You can separate your emotions better and what is wrestling inside of you 
and kind of come to a conclusion instead of, you know, like a peace, so that 
you're not having a war inside yourself . . . and work together.  That was 
weird.  Midway through I was feeling very vulnerable, very raw, emotions that 
I don't really just deal with inside.  Going back and forth made it kind of calm 
those feelings down."  Participant noted the process of being vulnerable in 
front of a stranger who could judge.  "I'm glad I did this.  They'll be so proud."  

 
• "Hard to believe that all the emotions were just right there, so strong so fast . . 

. I had talked about it a lot but had no idea what was still there . . . I hope I 
helped you as much as you helped me. . . Really interesting.  Really helpful."  

 
• "Weird at first . . . more natural after getting into it."  
 
• "Strange . . . hard to separate yourself like that."  
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Appendix L:  Responses to Change in Attitude Question 
"Did you notice a change in the attitude of either voice during the 
conversation?" 
From Softening = 0 participants

• The other side became a little more open. 
 
• ". . . worked it out more instead of accusing." 
 
• ". . . kind of came to see each other's side." 
 
• The critical voice didn't change at all; the defensive voice is more willing to 

give in. 
 
• ". . . both became a little bit softer." 
 
• No 
 
• "The critical side maybe changed a little bit . . . saw why the other side 

wanted to be there . . . was accepting this side more.  The other side got 
more stern and 'you're not going to get rid of me'.  At the beginning (it said) 
"Why don't you like me?" and "Please don't hurt me."  At the end it was more 
like "I'm here and you can't do anything about it." 

 
• Stayed the same. 
 
• "I never really have two total extremes.  No, I don't think so." 
 
• No difference.  Both of "us" trying to work it out. 
 
From Softening = 1 participants

• "[They] accepted each other."  "There's a middle ground." 
 
• The critical voice backed down.  "[They] came to a compromise." 
 
• "There was a little bit of change.  The positive side spoke clearly at the end." 
 
• There was a shift because the transfer [of schools] was already successful. 
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• Both began to understand each other. 
 
• Both shifted a little bit.  "The laid back one got angry." 
 
• The critical voice got nicer. 
 
• The critical voice became more understanding.  The other voice stayed 

strong. 
 
• "The positive side was more defensive at first, but later understood the 

necessity for it to be there.  It changed its perspective on the other voice." 
 
• "Yes, I think so.  One voice was mean and agrees with Mom." 
 
• "Once you think about it you kind of want there to be a shift.  [They] shifted to 

an understanding of what they need to do.  The real shift would show up next 
time [it happens]. . . . The critical part is pretty critical . . . both strong." 

 
• Yes. 
 
• "I guess somewhat.  The critical side changed as it heard the other side.  It 

made me realize I need to help this side out [the other side] . . . understand 
what it's been through." 

 
• Towards the end the critical voice gets "repressed" and "fades away."  The 

more positive voice takes over.  "It always wins." 
 
• "The critical voice definitely . . . like a compromise." 
 
From Softening = 2 participants

• "I'm not as critical as I could be. . . . It doesn't come out as much as I 
thought." 

 
• "[They became] more understanding of each other. . . . The spiritual side was 

letting itself also be vulnerable. . . . No matter what I'm feeling, part of that 
feeling is shared by God." 

 
• "[The critical voice] made me speak my mind a little bit more to myself, I 

guess, in order to hear my thoughts a little bit more clear and tell myself what 
you need to get done." 
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• "I felt divided between the two, like they were really separate, and towards the 
end, when they were talking about compromising, then it felt like they were 
basically closer together. . . . I definitely felt [the critical side] becoming a little 
less critical and [the other side] becoming a little more comfortable and not 
feeling as attacked toward the end.  You realize something about yourself that 
you kind of always knew but never said out loud." 

 
• "At the beginning it's like 'Me, Me, Me. What I'm saying is right.  What you're 

saying is wrong.  Why aren't you doing it my way?' but later [they] listened 
and compromised." 

 
• "Yes.  I was my usual weepy self over here [other voice] and then over there 

[critical voice] I felt stronger and more powerful.  Eventually [the other voice] 
became less weepy and I started feeling fairly similar between the two as they 
came to an agreement." 

 
• "One side changed about the decision not to go to [a certain graduate 

program]. 
 
• Yes. 
 
• "This side at first [was] defensive but then became more sympathetic." 
 
• "Definitely."  Moved from "you should" to "mutual understanding." 
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