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Abstract 

 Self-compassion has been linked to less depression, anxiety and stress as well as 

positive body image and healthy lifestyle choices. The main purpose of this study was to 

examine the psychometric properties of the Self Compassion Scale in an Icelandic 

translation. Difference in self-compassion, depression, anxiety and stress between individuals 

with high and low BMI scores, i.e. in a sample of patients seeking treatment for obesity, and 

a sample of university students was also studied. The two samples consisted of 92 females 

and 22 males (student sample), and 50 females and 21 males (patient sample). Results 

showed a difference between the samples, on BMI, depression, anxiety and stress, where 

patients had higher scores compared to the student sample. Students had higher total self-

compassion scores as well as higher scores on the subscales: mindfulness, self-kindness and 

common humanity than the patient sample. Gender difference was mostly not significant. 

The factor structure of the Icelandic version of the Self-Compassion Scale was found to have 

adequate structure with loading of six factors as intended for the original version in English. 

Reliability for four of six factors on the list were found to be good. The present findings 

support our hypothesis that obese patients have less self-compassion and more symptoms of 

anxiety, depression and stress than the student sample suggesting that more research on 

fostering self-compassion when dealing with adversities in life is warranted. 

Key words: Self-compassion, Self-Compassion Scale, Depression, Anxiety, Stress, BMI, 

Obesity, Psychometric properties 
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Correlation of self-compassion, BMI, depression, anxiety, stress and gender in individuals 

seeking obesity treatment and university students 

 The concept of self-compassion is relatively new in the psychological literature but 

has in recent years been gaining more evidence-based research (Lockard, Hayes, Neff & 

Locke, 2014; Wilson, Bennett, Mosewich, Faulkner & Crocker, 2019; Sirois & Hirsch, 

2019).  In the last decade there has been building evidence that self-compassion is a 

protective factor when it comes to body concerns, dieting, disruptive eating patterns and body 

image (Braun, Park & Gorin, 2016; Albertson, Neff & Dill-Shackleford, 2015). Self-

compassionate individuals seem to have less dysfunctional eating patterns, a more positive 

body image (Ferreira, Pinto-Gouveia & Duarte, 2013), and are more likely to engage in 

behaviours that promote better health and reduce the risk for diseases (Sirois, Kitner & 

Hirsch, 2015). Furthermore, interventions based on teaching and enhancing self-compassion 

have shown overall positive results, suggesting that self-compassion can be trained (Neff & 

Germer, 2013). 

Self-compassion defined 

 Defining the concept of self-compassion is inevitably linked to the definition of 

compassion towards other people. Neff, Hsieh & Dejitterat (2005), argued that compassion 

might be defined, as when a person expresses kindness and cares for the well-being of 

another person. This also entails being able to care without criticism and judgement when a 

person has made a mistake, or performed a misdeed. In this way, the person recognizes the 

common human experience of imperfection, and that making mistakes is part of being 

human. Kristin Neff has been one of the leading scholars when it comes to the definition of 

self-compassion, and much of the research found in the literature on the construct of self-

compassion has been based on her definition. According to her definition, self-compassion 

has three basic components:1) Self-kindness (vs self-judgement), which entails showing 



SELF-COMPASSION, BMI, DEPRESSION, ANXIETY AND STRES 6 

oneself understanding and kindness when experiencing failure or making a mistake rather 

than being harsh and self-critical (Neff, 2003 a). Most Western societies emphasize the act of 

kindness towards other people rather than kindness towards oneself. This often results in self-

criticism and harsh language towards oneself when experiencing failures or making mistakes 

(Neff, 2003a; Neff, 2003b; Neff & Dahm, 2014). 2) Common humanity (vs isolation), is 

when the individual perceives his or her experience as part of being imperfect and recognizes 

the common humanity of imperfection. By identifying with the common humanity, the 

person is less likely to disconnect from other people and understands that other people 

experience similar problems and failures. By showing oneself understanding, the individual is 

more likely to treat failures and mistakes as opportunities to learn and grow as a human being 

(Neff, 2003a; Neff, 2003b). 3) Mindfulness (vs over-identification) is being mindfully aware 

of one’s emotions without over-identification. This entails facing one’s negative experiences 

and dealing with the emotions that follow. When one suppresses negative emotions, it is 

impossible to simultaneously feel compassion towards them as well. Being able to show 

kindness to oneself increases the ability to be mindful (Neff, 2003a; Neff, 2003b).     

The Self-Compassion Scale 

  Most of the studies on self-compassion have used the Self-Compassion Scale (SCS) 

(Neff, 2003b), to measure the construct. The SCS was developed by Kristin Neff (2003b), to 

measure the main components of self-compassion. The SCS includes 26 items and is used to 

measure six subscales of self-compassion on a five-point Likert scale. The subscales are: self-

kindness, self-judgement, common humanity, isolation, mindfulness, and over-identification. 

The scale is found to be psychometrically sound, have a good construct validity, tested to 

have good reliability in the English-speaking population. and has a good test-retest reliability 

(Neff, 2003b). Neff, Whittaker & Karl, (2017), tested the factor structure of the scale in four 

different samples. The results suggested that overall scores of the scale were reliable across 
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populations, and the scale had good psychometric properties. Neff et.al. (2017), examined the 

factor structure of the Self Compassion Scale in 20 samples of diverse language and 

population. Their results show that all factors in the six-factor model were properly defined 

but it had some cross loadings. They also found that using a total score of the list was well 

supported and therefore, using a global score representing self-compassion was supported.  

Self-compassion, eating disorders, obesity and BMI 

 A negative body image can be a significant risk factor in the maintenance of eating 

disorders (Wendell, Masuda & Le, 2012). The ability to show oneself compassion is likely to 

reduce body dissatisfaction in the sense that being able to show oneself understanding rather 

than criticizing, speaks to the core of body dissatisfaction, where the individual judges his or 

her body instead of accepting it as it is. Albertson et.al. (2015), argued that identification with 

common humanity could also make it easier on the individual to see his or her appearance in 

a larger context and reduce feelings of body shame. Self-compassion has been found to have 

a mediating effect on BMI, disruptive eating patterns and positive body image, where the 

levels of self-compassion had an effect on the negative relationship of BMI and eating 

disorder pathology (Kelly, Vimalakanthan & Miller, 2014). Kelly et.al. (2014) reported that a 

higher BMI was a strong predictor for increased concerns about weight, disrupted eating 

patterns and a negative body image. They also found that women with low or medium self-

compassion, and a high BMI, were more likely to have a negative body image and an eating 

disorder, compared to women with high self-compassion and a high BMI.  

 Experiencing symptoms of depression, ruminations and avoidance, seem to negatively 

correlate with self-compassion (Krieger, Altenstein, Baettig, Doerig & Holtforth, 2013; 

Pauley and McPherson, 2010). Gilbert et al. (2014) studied how 12 obese patients from a 

bariatric clinic related to the concept of self-compassion. Most of them stated that they were 

not self-compassionate at all. Overall, participants found that when dealing with their 
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struggles of weight loss and relapse, it was almost impossible to react with self-compassion 

since all they felt was self-hate and shame.  

 Enhancing self-compassion, treatment options 

 Self-compassion seems to be associated with a positive body image, successfully 

losing weight, less disruptive eating patterns, less depression, anxiety and a healthy lifestyle 

(Adams & Leary, 2007; Albertson et al., 2015; Kelly et al., 2014; Neff et al., 2005). 

Therefore, researchers are currently focusing on the possibility of teaching methods, aimed at 

enhancing self-compassion, in order to help individuals, cope with various everyday 

problems. Neff & Germer (2013) developed a course called Mindful Self-Compassion, in 

which participants are taught methods to increase their self-compassion skills. The course is 

offered either as a five day intensive, or as an eight week course. Research on its 

effectiveness shows that the course increases self-compassion and reduces symptoms of 

depression, for the participants, and the change can last over six months up to one year (Neff 

& Germer, 2013). Palmeira, Cunha & Pinto-Gouveia (2017), studied the effectiveness of a 

self-compassion-based intervention to reduce feelings of weight self-stigma, emotional 

eating, shame and self-criticism in obese individuals. The intervention proved to be effective 

in that participants reported an overall increased quality of life, decreased feelings of shame, 

self-judgement, self-stigma and less emotional eating. Kelly & Carter (2015) published a 

pilot study where individuals suffering from a binge-eating disorder were trained in self-

compassion during two, three week self-help intervention. Participants were asked to 

cultivate self-compassion through self-talk and imagery. The self-compassion intervention 

reduced global eating disorder pathology, concerns about disrupted eating patterns and 

weight, as well as helping the participants to reduce their average weekly binge eating days 

by 50 percent 
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Self-compassion and gender 

An indication of a gender difference in self-compassion should be noted, whereas 

women seem to have less self-compassion then men (Neff, 2003b; Yarnell et al., 2015; 

Yarnell, Neff, Davidson & Mullarkey, 2018), and show less mindfulness when faced with 

difficulties (Neff, 2003b; Bergomi, Tschacher & Kupper, 2013; Feldman, Hayes, Kumar, 

Greeson & Laurenceau, 2007). According to a meta-analysis published by Yarnell et al. 

(2015), women reported lower scores of self-compassion then men. The difference reported 

was small but meaningful and was supported by later findings of Yarnell et al. (2018). 

The aim of the study 

 The aim of the current study was to test the psychometric properties of the Self-

Compassion Scale in Iceland. This was done by assessing, if there was a difference in levels 

of self-compassion, depression, anxiety and stress, in a sample of individuals seeking 

treatment for obesity, and in a sample of university students. Previous research has suggested 

that there was a gender difference in self-compassion (Yarnell et al., 2015; Neff, 2003b) and 

therefore gender difference was also studied. The following hypothesis were put forward; 1) 

Women have lower scores on self-kindness, mindfulness and common-humanity as well as a 

lower total score on the Self-Compassion Scale than men. 2) Participants in the patient 

sample have higher BMI scores and lower scores on self-kindness, mindfulness and common 

humanity, as well as lower total score on the Self-Compassion Scale, than individuals in the 

university sample. 3) Participants in the patient sample have higher scores on depression, 

anxiety and stress then individuals in the student sample. 4) At the end of treatment 

participants in the patient sample have lower BMI scores and lower scores on depression, 

anxiety and stress and higher scores on the SCS compared to their scores at the beginning of 

treatment.  
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Method 

Participants and Settings 

 Data was collected from a university sample, which consisted of students from 

Reykjavík University, and a clinical sample of individuals seeking obesity treatment, at 

Reykjalundur Rehabilitation Centre in Iceland. Data from the university sample was collected 

in the students´ classrooms where questionnaires were distributed, and students filled them 

out. The questionnaires were then collected by a member of the research team. The university 

sample consisted of 114 students at Reykjavik University (females = 92, males = 22). The 

age of the sample ranged from 18 to 53 (SD 5.41). Their BMI ranged from 17 to 45 with the 

average of 25.46 (SD 5.4). The clinical sample consisted of 71 individuals, (females = 50, 

males = 21). The age of the participants ranged from 21 to 66 and their BMI ranged from 33 

to 69 with the average of 45.84 (SD 7.57). 

 Participants in the clinical sample were enrolled in an obesity treatment intended for 

individuals with severe obesity (BMI< 35), and obesity-related diseases or BMI< 40, with or 

without obesity-related diseases. Data was collected twice in the clinical sample, first at the 

beginning of the treatment during an initial interview, and again at the end of the first 

admission in the inpatient program, at which timepoint participants had finished about one 

third of the whole program. Upon referral to the treatment the client was invited to an initial 

interview with a physician and a nurse where background and health information was 

gathered, BMI measured and the individual answered questionnaires on mental health. The 

next step in the treatment was an introduction week where individuals participated in an 

appetite awareness training course, based on cognitive behavioural therapy and received 

lectures on nutrition and exercise. They also participated in various exercise classes and set 

their individual goals concerning healthier lifestyle for the upcoming months. The 

participants then took part in a number of outpatient counselling sessions for a period of one 
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to six months prior to being admitted to the inpatient program. The outpatient program and 

number of counselling sessions varied between individuals depending on progress and needs. 

The inpatient program involved three admissions over a one-year period. The first admission 

was for three weeks and the second data collection took place at the end of the first admission 

(Reykjalundur, 2018). Structure of the obesity treatment can be seen in table 1. 

Table 1 
Structure of the obesity treatment in Reykjalundur Rehabilitation Centre. 
Stages in treatment. Treatment plan. Length of stage. 

Initial interview. Physician’s examination, background 
information gathered, BMI, DASS, SCS. 
 

2 hours (*). 

Introduction week. Appetite awareness training course (five 
sessions), lectures on nutrition, physical 
exercise, stress management, goal setting. 
 

Five days 
(8 am – 16 pm). 

Outpatient program. Sessions with various team members 
depending on needs of patients, CBT or 
mindfulness course if needed. 

Varies depending 
on progress. 

0 -1 inpatient 
program. 

Various exercise classes, lectures from 
physician, nutritionist, psychologist, 
occupational therapist and physiotherapist, 
group discussions, cooking class, 
occupational therapy, BMI, DASS, SCS. 

Three weeks (*) 
(8 am – 16 pm). 

Outpatient program -
two visits to the 
rehabilitation centre 
every two months. 

Group and private discussion on progress, 
private sessions with team members if 
needed, lectures on various topics, exercise 
sessions. 

Six months. 

0–2 inpatient 
program. 

Exercise classes, lectures and group 
discussions on various topics. 

Five days 
(8 am – 16 pm). 

Outpatient program -
two visits to the 
rehabilitation centre 
every two months. 

Group and private discussion on progress, 
private sessions with team members if 
needed, lectures on various topics, exercise 
sessions. 

Six months. 

0-3 inpatient program. Exercise classes, lectures and group 
discussions on various topics. 

Five days 
(8 am – 16 pm). 

Note; SCS = The Self Compassion Scale, DASS = Depression, Anxiety and Stress Scale, BMI = Body Mass Index, CBT 
= Cognitive Behavioural Therapy, (*) = Measures for the research took place 

 
Measures 

  Demographics. Information was gathered on gender, age, and on weight and height 

to calculate BMI. 
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 The Self-Compassion Scale (SCS). The SCS includes 26 items and is used to 

measure six subscales of self-compassion on a five-point Likert scale (Neff, 2003b). The 

subscales are: self-kindness, self-judgement, common humanity, isolation, mindfulness and 

over-identification. Psychometric properties of the SCS have been reported adequate (Neff, 

2003b; Neff et al., 2017). The SCS has good construct validity and the scale has been found 

to have good reliability in the English-speaking population (Neff, 2003b). Prior to the current 

study SCS was translated to Icelandic. Psychometric properties and reliability of the scale 

had not yet been tested in Iceland. 

 Depression, Anxiety and Stress Scale (DASS). The DASS includes 42 items that 

assess depression, anxiety and stress symptoms on three subscales on a five-point Likert scale 

(Lovibond & Lovibond, 1995). The use of the scale in the Icelandic version has shown good 

reliability and the psychometric properties of the scale has good internal consistency 

(Ingimarsson, 2010). Psychometric properties of the English version of the scale, have also 

been tested adequate in the English speaking population (Lovibond & Lovibond, 1995).   

 Body Mass Index (BMI). BMI is an index most commonly used worldwide as a 

measure of body fat relating to a person’s height. The index can be calculated by using 

weight (kg)/ height (m)2 (World Health Organization, 2011). 

Procedure 

 Procedures in the research were approved by The National Bioethics Committee of 

Iceland licence number 18-166-S1  

 Clinical Sample: All data in the clinical sample was retrieved from patients health 

records by certified staff members at Reykjalundur Rehabilitation Centre. The first data 

collection took place in the initial interview, in the facilities of the rehabilitation centre. The 

DASS and the SCS were administered by a nurse and filled out by the patients. Demographic 

information was collected by professional staff at the rehabilitation centre and BMI was 
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calculated. The second data collection took place at the end of the first admission to the in-

patient program where the DASS and the SCS were administered and BMI measured. Data 

collection took place from May 2018 to April 2019. 

 University Sample: Participants filled out the self-report questionnaires:  DASS, SCS 

and questions about demographics, weight and height. The lists were administered in the 

student’s classrooms by the main researcher, at the end of January 2019. 

 Statistical analysis 

 In the clinical sample, baseline was established from the collection of the first set of 

data and then compared to the second set of data using a paired sample t-test. Independent t-

tests were used to test the differences in BMI, age, gender, and in all subscales of the DASS 

and the SCS between the samples. To study the factor-structure of the SCS in the clinical 

sample an exploratory factor analyses with oblique rotation was conducted. 

 

Results 

In both samples, an independent-samples t-test was run to determine if there were 

differences for the BMI, the DASS and the SCS (and subscales) scores between males and 

females. There were no outliers in the data and the assumption of normality was not violated 

as assessed by Shapiro-Wilk’s test (p>.005). In the patient sample significant statistical 

difference was found in mindfulness scores, Mdiff = .56, 95% CI (.09, 1.0), t (68) = 2.39, p = 

.020, where females reported lower scores (M = 3.4, SD = .97) then males (M = 3.4, SD = 

.79). Significant statistical difference was found in over-identification, Mdiff = .85, 95% CI (-

1.3, -.35), t (69) = -3.4, p = .001, as well as self-judgement, Mdiff = .65, 95% CI (-.1.1, -.16), t 

(68) = -2.6, p = .009, where males reported higher scores then females. Statistical difference 

was also in total score of the SCS, Mdiff = .51, 95% CI (.13, .89), t (66) = 2.68, p = .009, 

where males reported higher scores (M = 3.2 SD = .58) then females (M = 2.7, SD = .78). In 
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the student sample no statistical difference between the genders was found on any 

measurements. Descriptive statistics for both samples, including mean, standard deviation, 

standard error and significance are presented in Table 2 (clinical sample) and Table 3 

(university sample).  

Table 2 
Descriptive statistics for individuals seeking obesity treatment at pre-test. 

Female (N=50) Male (N=21)  
 M SD SE M SD SE p 
Age 42.9 11.7 1.6 43.4 12 2.6  
BMI 45.5 7.5 1.0 46.6 7.7 1.7 .598 
Dep 13.0 10.8 1.5 9.7 8.3 1.8 .173 
Anx 9.3 8.1 1.1 8.1 6.4 1.3 .573 
Stress 13.7 11.5 1.6 10.8 6.5 1.4 .179 
SCS1 2.5 .97 .14 2.7 .83 .18 .463 
SCS2 2.6 1.1 .16 2.9 .66 .14 .160 
SCS3* 2.8 .97 .14 3.4 .79 .17 .020 
SCS4 2.8 1.1 .15 2.5 .96 .20 .215 
SCS5* 3.2 .97 .14 2.3 .84 .18 .001 
SCS6* 3.3 1.0 .14 2.6 .78 .17 .009 
SCST* 2.7 .78 .11 3.2 .58 .12 .006 
Note. BMI = Body Mass Index, Dep = depression, Anx = Anxiety, Stress = Stress, SCS1 =Self-kindness, SCS2 = Common 
humanity, SCS3 = Mindfulness, SCS4 = Isolation, SCS5 = Over-identification, SCS6 = Self-judgement, SCST =  
Total score on the SCS, * = Statistical difference between male and female 

 

Table 3 
Descriptive statistics for university students. 
 Female (N=92) Male (N=22)  
 M SD SE M SD SE p 
Age 25.1 6.2 .65 25.0 6.8 1.4  
BMI 25.1 5.3 .55 26.8 5.7 1.2 .191 
Dep 6.1 7.1 .74 5.6 8.1 1.7 .801 
Anx 4.5 5.3 .56 4.6 5.6 1.2 .953 
Stress 9.4 6.9 .72 8.7 8.0 1.7 .669 
SCS1 3.0 .82 .08 3.1 .61 .13 .407 
SCS2 3.1 .95 .10 3.0 .87 .19 .692 
SCS3 3.4 .85 .09 3.4 .57 .12 .680 
SCS4 2.6 1.0 .10 2.4 .96 .21 .294 
SCS5 3.2 .97 .14 2.3 .84 .18 .075 
SCS6 3.1 .87 .09 2.8 .63 .13 .167 
SCST 2.7 .78 .11 3.2 .58 .12 .202 
Note. BMI = Body Mass Index, Dep = depression, Anx = Anxiety, Stress = Stress, SCS1 = Self-kindness, SCS2 =  
Common humanity, SCS3 = Mindfulness, SCS4 = Isolation, SCS5 = Over-identification, SCS6 = Self-judgement, SCST = 
Total score on the SCS 
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 An independent-samples t-test was conducted to determine if there were differences 

between patients and students for scores on BMI, the DASS and the SCS. Table 4 presents 

the difference between the patient and student sample for all measures including sample size, 

mean, standard deviation, standard error, results of the t-test and Cronbach’s alfa.  

Table 4    
Group statistics for scores on BMI, DASS and SCS 

Students Patients 
  N M SD SE a� N M SD SE t a 
BMI (*) 114 25.4 5.4 .50 .66 69 45.8 7.5 .91 19.5 .63 
Dep (*) 114 6.0 7.2 .68 .44 70 12.0 10.2 1.2 -4,2 .36 
Anx (*) 113 4.5 5.4 .50 .48 70 8.9 7.6 .91 -4,2 .36 
Stress (*) 114 9.3 7.1 .66 .49 70 12.8 10.3 1.2 -4,2 .37 
SCS1 (*) 111 3.0 .78 .07 .66 69 2.6 .92 .11 3.2 .59 
SCS2 (*) 111 3.1 .93 .08 .66 69 2.7 1.0 .12 2.6 .59 
SCS3 (*) 111 3.4 .81 .07 .66 70 3.0 .94 .11 2.8 .59 
SCS4 111 2.6 1.0 .09 .64 70 2.7 1.0 .12 -.83 .55 
SCS5 111 2.9 .89 .08 .63 71 2.9 1.0 .12 -.26 .55 
SCS6 111 3.0 .83 .07 .63 70 3.1 .96 .11 -.41 .55 
SCST (*) 111 3.1 .69 .06 .66 68 2.9 .76 .92 2.2  .59 
Note. BMI = Body Mass Index, Dep = depression, Anx = Anxiety, Stress = Stress, SCS1 = Self-kindness, SCS2 = Common 
humanity, SCS3 = Mindfulness, SCS4 = Isolation, SCS5 = Over-identification, SCS6 = Self-judgement, SCST = Total score 
on the SCS, (*) = Statistical difference between pre- and post-measurements  

 

On average, patients had significantly higher scores on the subscales of the DASS, as 

well as the positive subscales of the SCS (self-kindness, common-humanity and 

mindfulness). Statistical difference was also found for BMI, Mdiff = 20.38, 95% CI (-22.4, -

18.3), t (110.2) = -19.53, p = .000, d =.34., where patients had higher BMI then students. For 

the depression scale of the DASS there was significant statistical difference where patients 

reported higher scores then students, Mdiff   = 5.9, 95% CI (-8.7, -3.2), t (112.1) = -4.28, p = 

.000, d = .67. Most difference on the positive subscales of the SCS, was found in scores on 

self-kindness, where patients reported lower scores (M = 2.6, SD = .92) than students (M = 

3.0, SD = .78), t (178) = 3.20, p = .002, d = .49. For the negative subscales of the SCS 

(isolation, over-identification and self-judgement) no statistical difference was found (p>.05). 

Statistical difference was found for the total score of the SCS, Mdiff = 6.28, 95% CI (.51, 
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12.0), t (175) = 2.15, p = .033. Students reported higher total scores on the SCS (M = 3.1, SD 

= .69) than patients (M = 2.9, SD = 0.76).  

 Descriptive statistics for pre-and post-measurements for the patient sample including 

mean, standard deviation, standard error, significance levels, effect size and results of the t 

test, can be found in table 5. 

Table 5 
Descriptive statistics for pre-and post-measurements for patients seeking obesity treatment 
 Pre-test Re-test    
 N M SD SE N M SD SE t p d 
BMI 21 42.6 5.7 1.2 21 43.1 5.8 1.2 -1.65 .114 .21 
Dep (*) 21 14.1 12.0 2.6 21 7.3 8.4 1.8  3.54 .002 .65 
Anx (*) 21 9.2 8.4 1.8 21 5.4 5.3 1.1  3.00 .007 .54 
Stress 21 13.6 11.0 2.4 21 9.1 7.0 1.5  2.04 .054 .48 
SCS1 21 2.7 .98 .21 21 2.9 .19 .19 -1.65 .114 .21 
SCS2 20 2.7 1.1 .24 20 3.0 .97 .21 -1.45 .299 .28 
SCS3 20 3.2 .91 .20 20 3.3 .71 .15 -.970 .344 .12 
SCS4 21 2.8 1.0 .21 21 2.8 1.1 .24 .158 .876 .00 
SCS5 20 3.1 .95 .21 20 3.0 .93 .20 .553 .587 .10 
SCS6 20 3.3 .87 .19 20 3.2 .89 .20  1.06 .299 .11 
SCST 19 2.9 .82 .18 19 3.0 .78 .17 -1.74 .099 .06 
Note. BMI = Body Mass Index, Dep = depression, Anx = Anxiety, Stress = Stress, SCS1 = Self-kindness, SCS2 = Common 
humanity, SCS3 = Mindfulness, SCS4 = Isolation, SCS5 = Over-identification, SCS6 = Self-judgement, SCST =  
Total score on the SCS, (*) = Statistical difference between pre- and post-measurements 

 A paired-samples t-test was used to determine whether there was a statistically 

significant mean difference for BMI, the SCS and the DASS between pre- and post-

measurements for individuals seeking obesity treatment. Statistical difference was found for 

scores of depression, Mdiff = 6.8, 95% CI (2.8, 10.8), t (20) = 3.54, p = .002, d = .65, where 

patients reported higher scores (M = 14.1, SD = 12.0) on pre-measurements then on post 

measurements (M = 7.3, SD = 8.4), as well as on scores on anxiety, Mdiff = 3.7, 95% CI (1.1, 

6.3), t (20) = 3.0, p = .007, where patients reported higher scores on pre-measurement (M = 

9.2, SD = 8.4) than on post-measurements (M = 5.4, SD = 5.3). In the post-measurement the 

patient sample had similar scores on depression, anxiety and stress as found in the student 

sample. Statistical difference was not found on other measures (p<.05).  
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 Pearson’s correlation was used to assess the correlation between subscales of the 

DASS and the SCS in both samples. Strong correlation was found between depression and 

isolation as well as on stress and over-identification and self- judgment. Other subscales had 

moderate to low correlation, positive or negative as suspected. Results for the Pearson’s 

correlations can be seen in table 6. 

 
Table 6 
Pearson’s correlations in the patient and university sample. 
 Patient sample University sample 
 Dep Anx Stress Dep Anx Stress 
SCST -.476** -.385** -.572** -.385** -.332** -.419** 
SCS1 -.300* -.227 -.312** -.244** -.210* -.264** 
SCS2 -.200 -.160 -.316** -.161 -.140 -.177 
SCS3 -.346** -.208 -.358** -.326** -.379** -.341** 
SCS4  .557**  .384**  .480**  .405**  .304**  .409** 
SCS5  .465**  .429**  .627**  .394**  .353**  .468** 
SCS6  .401**  .414**  .611**  .286**  .193*  .326** 
Note. Dep = depression, Anx = Anxiety, Stress = Stress, DASST = Total score on DASS, SCS1 = Self-kindness, SCS2 = 
Common humanity, SCS3 = Mindfulness, SCS4 = Isolation, SCS5 = Over-identification, SCS6 = Self-judgement, SCST = 
Total score on the SCS, ** = Correlation is significant at the 0.01 level, * = Correlation is significant at the 0.05 level. 

 

 An Exploratory Factor Analysis (EFA) with oblique rotation was run on the SCS in 

the patient sample. Suitability of the EFA was evaluated before the EFA was conducted.  

When the correlation matrix was explored all variables had one or more correlation 

coefficient over 0.3. The Kaiser-Meyer-Olkin (KMO) was .827 with all KMO measures 

bigger then .701. Bartlett’s Test of Sphericity had statistical significance (p =.000) giving the 

indication that the data was suitable for EFA. The EFA discovered six components with 

eigenvalues bigger than one and they explained 36.0%, 12.4%, 5.7%,4.8%,4.7% and 4.5% of 

the variance. When the scree plot was explored it indicated that all six components should be 

reserved. The six-component solution was able to explain 68.3% of total variance. To help 

with interpretability an oblique rotation was conducted. Loadings of all components as well 

as eigenvalues, communalities and reliability of all factors can be seen in table 7. 
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Table 7 
Factor loading for a six-factor solution with an oblique rotation, with reliability, 
communalities and eigenvalues 
Item  Trade * Kind- 

ness 
Identi- 
fied 

Mind- 
fulness 

Judge- 
ment 

Human Iso-
lation 

h² 

12 Kindness .707      .490 
19 Kindness .692      .703 
5 Kindness .668      .460 
23 Kindness .533  .343    .630 
15 Human .513      .679 
22 Mindful .468      .580 
26 Kindness .426  .381    .659 
17 Mindful .425 -.328 .302    .644 
8 Isolation  -.620     .351 
21 Isolation  -.613     .518 
2 Identified  -.575  .333   .704 
16 Judgement  -.570    .385 .693 
20 Identified  -.445 .    .491 
25 Isolation  -.402     .628 
9 Mindful   .728    .597 
14 Mindful   .552    .647 
24 Identified   .526 .424   .626 
6 Identified    .813   .764 
1 Judgement  -.325  .529   .644 
11 Judgement    .449   .546 
4 Isolation    .428   .293 
7 Human     .962  .885 
10 Human     .525  .511 
3 Human     .446  .357 
13 Isolation      .887 .818 
18 Isolation    .459  .492 .590 
 Eigenvalues 36.0 12.4 5.7 4.8 4.7 4.5  
 Reliability .887 .848 .696 .780 .662 .773   

Note. Only factors with loadings over .30, Item=Number of the question on the questionnaire, Trade=Question designed to 
measure this specific trade, Human=Common-humanity, Identified=Over-identified, Isolation=Isolation, Judgement=Self-
judgement, Kindness=Self-kindness, Mindful=Mindfulness  
  

 The rotated resolution showed a simple structure, but interpretation of the data did not 

have consistency to the trades they were designed to measure. The first component had a 

loading of eight questions of the questionnaire most of them designed to measure self-

kindness. The second component had mixed loadings of all three negative trades measured on 

the questionnaire. The third had somewhat strong loadings of mindfulness, and the fourth 

component had mixed results of over-identification, and self-judgement. The fifth factor had 
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strong loadings of common-humanity and the sixth had loadings of two questions designed to 

measure isolation. Reliability of the factors were measured with Cronbach’s Alfa suggesting 

good reliability for all factors except for common-humanity, (α=.66), and mindfulness, 

(α=.69), which were questionable. Overall scores of communalities where good. 

 

Discussion 

 The main purpose of the study was to assess the factor structure of the SCS, as well as 

validity and reliability, in a population of patients seeking obesity treatment. The scale was 

found to have acceptable reliability and validity in the clinical sample. Findings of the current 

study suggest that the scale is comprised of six subscales in the Icelandic version, as it is in 

the English version of the scale. Cross loadings were present in the six-factor model, but 

reliability for four of six components was good. As such, the factor structure of the SCS in a 

sample of patients seeking treatment for obesity is not fully comparable to the intended 

factor-structure by the authors of the SCS. Further testing of psychometric properties of the 

scale, in a more diverse clinical and non-clinical samples, are needed in order to give more 

definite answer for internal consistency and divergent validity.  

 The first hypothesis concerning gender difference and self-compassion, was partly 

supported in the sample of patients where gender difference was observed on three of the six 

subscales of the Self-Compassion Scale. The results of the study show that women seem to 

have less ability to show mindfulness, as well as are more likely to be over-identified and 

more self-judgmental. These results support the findings of, Neff (2003b), Bergomi, et.al. 

(2013) and Feldman et al. (2007), which all found women to be less mindful than men when 

struggling in life. No statistical difference between genders was found in the student sample 

which might be explained by the gender ratio in the sample since only a fourth part of the 

sample consisted of males. A larger student sample might have yielded different results.  
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 The second and third hypothesis concerning differences between the patient sample 

and the university sample on SCS, DASS and BMI were also mostly supported. The results 

of the study show that the patient sample scored lower on a measure of self-compassion than 

the university sample i.e. individuals in the patient sample scored significantly lower on the 

subscales of self-kindness, mindfulness and common-humanity than the university sample as 

well as on the total self-compassion score.  

The last hypothesis, concerning differences on the DASS and the SCS in the patient 

sample between two measurement points was partially supported where the patient sample 

had less symptoms of depression and anxiety when retested but no significant difference was 

found on any of the subscales of the SCS nor on stress symptoms. It is though, important to 

notice a trend in the SCS scores where scores on all subscales indicate more self-compassion 

although not significant, when the patient sample was retested.  

The obesity treatment the patients participated in, does not specifically teach self-

compassion skills. Therefore, a change between these two measurement points on the SCS 

was not necessarily to be expected. The treatment however addresses the importance of 

showing oneself kindness and patience in this process of adapting a healthier lifestyle rather 

than criticizing and judging oneself. In future research it would be interesting to address 

whether there is an association between self-compassion in the beginning of treatment and 

weight loss during treatment as well researching what the impact of teaching self-compassion 

skills has in an obesity treatment.  

 There were several limitations to the study.  First it should be noted that females are 

almost twice as many as males in the patient sample and four times as many as males in the 

student sample. A second limitation is that the retest sample was small. A bigger sample 

might very well have yielded different results. A third limitation is the age difference 
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between the two samples, where the patient sample was almost twice the age of the student 

sample. 

 As noted, before, the construct of self-compassion is relatively new and research on 

self-compassion in relation to obesity in the beginning stages. The research conducted so far 

though, suggests a strong mediating effect of self-compassion on various body concerns. That 

is self-compassion has been shown to be linked to a more positive body image, less 

disruptive eating patterns and self-compassionate people seem to be more likely to engage in 

behaviours that promote better health (Adams & Leary, 2007; Albertson et al., 2015; Kelly et 

al., 2014; Neff et al., 2005). More research is needed in this area to determine further if there 

is a difference in levels of self-compassion between individuals with high BMI and low BMI 

as well as to determine the role of self-compassion in helping people deal with what many 

say is the number one health issue facing us today - obesity.  
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