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A B S T R A C T   

Objective: To date, research with people with inflammatory bowel disease (IBD) has only examined how self- 
compassion is linked with stress, and have exclusively used cross-sectional designs. This study aims to 
examine the associations of self-compassion with depressive symptoms, anxiety, and stress in people with IBD 
over time. 
Methods: Participants were 155 adults with IBD who completed the SCS and the DASS-21 at two different times, 
spaced 9 months apart. The study design is longitudinal: three separate hierarchical regression models were 
conducted to examine whether self-compassion at baseline predicted depressive symptoms, anxiety, and stress 
measured at follow-up, while controlling for the effects of baseline IBD symptomatology and the respective 
outcome. 
Results: Participants who had IBD for a longer period of time presented higher levels of self-compassion. Self- 
compassion at baseline predicted lower follow-up levels of depressive symptoms (β = − 0.17, p = 0.015), anxiety 
(β = − 0.15, p = 0.032), and stress (β = − 0.26, p = 0.001), even in the presence of baseline levels of IBD symp
tomatology and the outcome. Isolation (as opposed to common humanity) was the most relevant self-compassion 
component for explaining higher depression levels, while the mindfulness component was important for 
explaining lower anxiety and stress. 
Conclusions: This study is the first to demonstrate the prospective effects of self-compassion on mental health 
indicators in IBD. Given these findings, and previous evidence on the high comorbidity of depression and anxiety 
and frequent self-report of illness shame and self-criticism in this population, compassion-based interventions 
may be particularly beneficial for improving well-being in people with IBD.   

1. Introduction 

Comprised of two main forms, Crohn’s disease and ulcerative colitis, 
inflammatory bowel disease (IBD) is a chronic disease characterised by 
fluctuating and persistent symptoms that impair daily functioning and 
take a significant toll on physical and mental well-being [1]. The 
symptom profile and clinical course of IBD includes uncontrollable, 
unpredictable and painful bowel movements, coupled with flare-ups 
reflecting increased inflammatory activity [2]. This can cause consid
erable disruption to psychosocial and daily functioning [3], as evi
denced by the high rates of depression and anxiety in IBD. Prevalence 
rates are estimated at 15% for depression and 22% for depressive 

symptoms, and 21% for anxiety disorders and 35% for anxiety symp
toms [4]. Moreover, functional limitations can contribute to stress that 
exacerbates IBD symptoms, disease progression [5,6], and psychological 
disorders [7,8]. Given the complex and mutually reinforcing linkages 
among stress, mood disorders, and IBD symptoms, and their toll on well- 
being, understanding the factors that can reduce psychological distress 
is an important goal for improving quality of life in IBD. To this end, 
research in recent years has begun to focus on the role of positive psy
chological factors for promoting adjustment to IBD. For example, grat
itude and psychological thriving have been found to longitudinally 
predict lower levels of depressive symptoms in people with IBD [9,10]. 

One positive psychological quality that holds promise for addressing 
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IBD-related distress is self-compassion. Whether viewed as an enduring 
dispositional tendency or a momentary state, self-compassion has been 
defined as taking a kind, connected, and mindful stance towards one’s 
perceived shortcomings and challenges [11]. Research has found that 
self-compassion reduces shame in non-clinical samples [12], and is 
robustly linked to lower psychopathology, including depression and 
anxiety [13], and perceived stress, and better mental health across a 
number of chronic health conditions [14–18]. Although research on the 
role of self-compassion for managing IBD-related distress is sparse, 
initial evidence is promising. In one cross-sectional study, self- 
compassion was linked to lower stress through greater use of adaptive 
coping strategies and less use of maladaptive coping strategies, which 
promoted greater coping efficacy [19]. 

There are several reasons to expect that self-compassion may be 
beneficial for reducing distress among people with IBD. Theoretically, 
self-compassion is conceptualised by Neff [11] to include three distinct 
bi-dimensional components that work synergistically to down-regulate 
negative emotions and improve well-being. Self-kindness versus self- 
judgement involves responding to difficulties and perceived in
adequacies with kindness, acceptance, and patience, rather than with 
self-blame and self-criticism. IBD symptoms, such as loss of bowel con
trol, can contribute to feelings of shame, self-blame, and self-criticism 
that can be detrimental for mental health [20,21]. Responding instead 
with self-kindness can promote self-acceptance and diffuse the distress 
that arises from negative self-evaluations. 

Common humanity versus isolation involves recognizing that 
imperfection and suffering are part of the human condition, rather than 
feeling isolated because of a belief that one’s shortcomings and struggles 
are unique. Taking this connected perspective may be particular bene
ficial for people with IBD by reminding them that others with IBD 
experience similar challenges and struggles with the disease. Indeed, 
feelings of isolation are common among people with IBD due to the 
unpredictable and potentially embarrassing nature of IBD symptoms 
[22]. Taking a common humanity perspective may also reduce the 
perceived barriers to reaching out to others in times of need, as feelings 
of helplessness can impair making use of social support, and negatively 
impact quality of life among those with IBD [23]. 

The mindfulness component of self-compassion involves being aware 
of one’s suffering and emotional states while not becoming over- 
identified with the negative feelings associated with facing struggles 
and short-comings. For people with IBD, taking this balanced perspec
tive may decrease rumination and worry about aspects of their disease 
that can be frustrating and troubling [24], and in turn reduce IBD- 
related distress. In addition, taking a mindful approach to emotions 
can also be beneficial for addressing cognitive fusion, a maladaptive 
process that involves excessive attachment to internal experiences as 
being literal representations of reality, rather than viewing them as 
transient [25]. In one longitudinal study in IBD, both rumination and 
cognitive fusion were found to be associated with depressive symptoms 
9 and 18 months later, and explained the impact of IBD symptoms on 
depressed mood [26]. Thus, the mindfulness component of self- 
compassion may be particularly beneficial for reducing depression by 
addressing tendencies to engage in maladaptive emotion regulation. 

These theoretical reasons suggest that benefits of self-compassion for 
reducing distress (i.e., depression, anxiety, and stress) found in other 
chronic illness populations may also extend to people with IBD. Yet, to 
date there have been few studies examining self-compassion in the 
context of IBD. As noted previously, cross-sectional research has iden
tified a link between dispositional self-compassion and lower stress 
[19,27], and with lower stress and better medical adherence [28], in 
people with IBD. To our knowledge, no research has yet examined self- 
compassion in relation to depression and anxiety in IBD, or examined 
how self-compassion is associated with distress over time. Addressing 
this gap not only has important theoretical implications, but also is key 
for understanding the potential for therapeutic approaches known to 
increase self-compassion [29] as a means to address depression, anxiety 

and stress in people with IBD. However, there is some evidence that 
interventions that focus on constructs related to self-compassion may be 
effective. For example, mindfulness-based interventions have shown 
promise for reducing anxiety and depression in IBD [30], and one 
randomised controlled trial found that acceptance commitment therapy 
(ACT), which targets cognitive fusion, was effective for reducing stress 
and depression in IBD [31]. 

1.1. The current study 

The aim of the current study was to extend previous theory and 
research by examining the prospective associations of self-compassion 
with anxiety, depression and stress in people with IBD. Previous 
research in IBD has only examined stress, but not depression or anxiety, 
and used a cross-sectional design [19,27]. Thus, it is unknown how self- 
compassion operates in people with IBD over time, whether its link with 
stress is maintained over time, and whether this is a pertinent process in 
the context of depressive symptomatology and anxiety in this popula
tion. Consistent with self-compassion theory [11] and research with 
other chronic health conditions [15,16], we hypothesized that self- 
compassion would be associated with lower stress, depressive symp
toms, and anxiety over a 9-month period, and that these associations 
would hold after accounting for the contributions of IBD symptoms, and 
measures of each of the distress variables at baseline. Furthermore, we 
also examined the role of each of the facets of self-compassion for 
explaining depressive symptoms, anxiety, and stress. 

2. Method 

2.1. Setting and participants 

This study is part of a larger study on the role of variables related to 
emotion regulation in the well-being of people with IBD. Participants 
were recruited through the Portuguese Association for IBD (APDI). 
Members of this association registered as patients were invited by email 
to collaborate in the study. All participants gave their informed consent 
before filling a set of validated self-report measures on an online plat
form. This study comprises two time points, measured 9 months apart: 
T1 (baseline) and T2 (9 months). This time frame takes into consider
ation previous evidence suggesting a follow-up over 6 months may be 
required to register change in outcomes such as depression [10]. This 
study was conducted prior to the COVID-19 pandemic. 

Participants completed T1 immediately after being invited to 
participate in the study, and were invited to complete another set of 
questionnaires 9 months later (T2). T1 was completed by 209 partici
pants and T2 by 168. Only the respondents who completed the two time 
points, that presented complete answers to the measures of this study’s 
interest, and that did not report other severe diseases (e.g., breast can
cer, bipolar disorder, diabetes, multiple sclerosis), were included in the 
present study. No differences were found between completers and non- 
completers regarding gender (χ2

(1) = 0.15, p = 0.702), age 
(t(192) = − 0,15, p = 0.126), time since diagnosis (t(194) = − 0.08, 
p = 0.934), IBD symptomatology (t(194) = − 0.45, p = 0.655), self- 
compassion (t(194) = 0.27, p = 0.786), depressive symptoms 
(t(194) = 1.41, p = 0.160), and stress (t(194) = 0.64, p = 0.091). Anxiety 
was the only variable in which these groups significantly differed 
(t(55.91) = 2.20, p = 0.032), with non-completers presenting higher 
levels. 

The sample for this study includes 155 people diagnosed with IBD, 
aged between 18 and 75. Table 1 presents the demographic and medical 
characteristics of the sample. 

2.2. Measures 

At both time points, participants provided sociodemographic (age 
and gender) and medical (IBD diagnosis and time since diagnosis) data 
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and completed self-report instruments. The level of IBD symptom
atology experienced in the previous month was assessed with an in
ventory of IBD symptoms used in previous research [20]. Items assess 
the frequency of fatigue, abdominal pain, excessive passing of gas, dif
ficulty maintaining or gaining weight, tenesmus, loose stools, nausea, 
blood or mucus in stools, abdominal bloating, fever, urgency to evac
uate, frequent bowel movements, joint pain, involuntary passing of gas 
or stools, and trouble sleeping due to IBD on a 7-point scale, from 
0 (never) to 6 (always). In addition, the following self-report measures 
were administered: 

Self-Compassion Scale (SCS; [11]; Castilho, Pinto-Gouveia, & Duarte, 
2015). This is a 26-item measure of self-compassion with six subscales: 
self-kindness, common humanity, mindfulness, self-judgement, isola
tion, and over-identification. Participants are asked to evaluate each 
item regarding “how I typically act towards myself in difficult times” 
using a 5-point scale (1 =Almost Never; 5 =Almost Always). The total 
score of the scale was used. This score was calculated by summing the 
mean scores of each subscale (after reverse scoring items from the self- 
judgement, isolation, and over-identification subscales). Greater scores 
reveal higher levels of self-compassion. The SCS presented good internal 
consistencies both in the original (α = 0.92) and Portuguese (α = 0.89) 
validation studies. 

Depression, Anxiety, and Stress Scales (DASS-21; [32]; Portuguese 
validation by Pais-Ribeiro et al. [33]). The DASS-21 is a set of scales with a 
total of 21 items which assess depressive symptoms (“I felt I wasn’t 
worth much as a person”), anxiety (“I felt scared without any good 
reason”), and stress (I found it hard to wind down”). Items are meant to 
reflect the frequency of respondents’ symptoms over the previous week, 
and are rated on a 4-point scale (0 = “did not apply to me at all” to 4 =
“applied to me very much, or most of the time”). Higher scores reveal 
greater levels of distress. The DASS-21 revealed high internal consis
tency in the original and the Portuguese versions (αDepression = 0.88, 
αAnxiety = 0.82, and αStress = 0.90, in the original version; and 0.85, 0.74, 
0.81 in the Portuguese version, respectively). 

2.3. Data analysis 

Statistical analyses were conducted using IBM SPSS (v.25). 
Descriptive statistics, student’s t-tests and chi-square tests were per
formed to analyse differences between participants with different IBD 
diagnoses on demographic, medical, and outcome variables. Correla
tions between variables were analysed through Pearson correlation co
efficients (Cohen, 1988). Three separate hierarchical regression models 
were conducted to examine whether baseline levels of self-compassion 
(entered in step 3) would significantly predict depressive symptoms 
(model 1), anxiety (model 2), and stress (model 3) measured at the 9- 
month assessment (outcome variables), while controlling for the ef
fects of baseline levels of the respective outcome (entered in step 1) and 
any other variables that had significant correlations with the outcome 
(entered in step 2). These analyses were conducted having each outcome 
measured at baseline (entered in step 1) as a controlling variable of the 
model. The six facets of self-compassion were then examined as pre
dictors of each outcome. With this objective, a linear regression model 
with self-compassion’s facets as sole independent variables of each 
outcome was performed. In a regression analysis, the R2 value indicates 

the total of variance in the dependent variable that can be explained by 
the independent variables; the standardized regression coefficient (β) 
refers to the magnitude of the effect of the independent variable on the 
dependent variable; and the F statistic refers to the regression equation’s 
fit to empirical data. 

3. Results 

3.1. Descriptives 

No differences between participants with Crohn’s Disease and par
ticipants with ulcerative colitis were found regarding age (t(150) = 1.75, 
p = 0.091), depressive symptoms (t(150) = − 1.80, p = 0.075), anxiety 
(t(150) = − 0.44, p = 0.663), stress (t(150) = − 1.90, p = 0.059), and IBD 
symptomatology (t(150) = − 1.84, p = 0.068). There were differences 
between the two types of diagnosis for gender (χ2

(2) = 11.20, p = 0.004), 
and time since diagnosis (t(149.981) = 3.64, p < 0.001), with there being a 
higher proportion of men and a longer time since diagnosis in those with 
Crohn’s Disease. 

3.2. Correlation analyses 

Correlation results are presented in Table 2. Self-compassion was 
positively associated with time since diagnosis, indicating that re
spondents who had lived longer with IBD generally had higher levels of 
self-compassion. Men also seemed to present higher levels of self- 
compassion than women. Baseline (T1) levels of all six facets of self- 
compassion (self-kindness, common humanity, mindfulness, self- 
judgement, isolation, and over-identification) were correlated with the 
study outcomes (depressive symptomatology, anxiety, and stress) at 
follow-up (T2). It should also be highlighted that IBD symptomatology 
at baseline was significantly associated with depressive symptoms, 
anxiety, and stress measured at baseline as well as 9 months later. 

3.3. Regression analyses 

3.3.1. Predicting depressive symptoms at follow-up 
Table 3 presents the results of the regression analyses. Depressive 

symptoms at T1 was firstly entered as the sole predictor of depressive 
symptoms measured 9 months later (T2). This produced a significant 
model (F(1,153) = 128.94, p < 0.001; R2 = 0.46), with depressive symp
toms at T1 predicting the level of depressive symptoms at T2 with an 
effect of 0.68 (p < 0.001). In the second step of the analysis 
(F(3,151) = 46.54, p < 0.001; R2 = 0.48), IBD diagnosis and IBD symp
tomatology at T1 were added to the model and presented effects of 0.07 
(p = 0.257) and 0.14 (p = 0.021) on depressive symptoms at T2, 
respectively. In this step, the effect of depressive symptomatology at T1 
decreased to 0.62 (p < 0.001). Self-compassion at T1 was added to the 
model in the final step of the analysis (F(4,150) = 37.19, p < 0.001), 
showing an effect of − 0.17 (p = 0.024) on depressive symptoms at T2, in 
the presence of the other significant predictors: depressive symptoms at 
T1 (β = 0.52, p < 0.001) and IBD symptoms at T1 (β = 0.13, p = 0.003). 
This final model accounted for 50% of the variance of depressive 
symptoms at T2. 

3.3.2. Predicting anxiety at follow-up 
In the first step of the analysis, the model included anxiety at T1 as 

the only predictor, and was significant (F(1,153) = 78.30, p < 0.001; 
R2 = 0.34). Anxiety at T1 predicted anxiety measured 9 months later 
with an effect of 0.58 (p < 0.001). IBD symptomatology at T1 was added 
to the model in the second step (F(2,152) = 43.69, p < 0.001; R2 = 0.37). 
Results found that this variable had a significant effect on anxiety at T2 
(β = 0.17, p = 0.013), while anxiety at T1 remained a significant pre
dictor (β = 0.53, p < 0.001). In the final step, self-compassion at T1 was 
added to the model (F(3,151) = 31.38, p < 0.001), and had a significant 
effect of − 0.15 (p = 0.032) on anxiety at T2. Both anxiety at T1 

Table 1 
Sample characteristics (N = 155).  

Characteristic Value 

Age, M (SD)  36.50 (11.09) 
Gender, n (%) Female 108 (69.68) 

Male 47 (30.32) 
IBD diagnosis, n (%) Crohn’s Disease 88 (56.77) 

Ulcerative Colitis 64 (41.29) 
Yet undetermined IBD 3 (1.94) 

Time since diagnosis, M (SD) 8.54 (6.79)  
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(β = 0.47, p < 0.001) and IBD symptoms at T1 (β = 0.16, p = 0.023) 
remained significant predictors, and the model explained 38% of the 
variance of anxiety at T2. 

3.3.3. Predicting stress at follow-up 
In the first step of the analysis, stress at T1 was entered as a predictor 

of stress measured at T2, and the model was significant (F(1, 153) = 85.67, 
p < 0.001; R2 = 0.36). Stress at T1 had a signifcant effect of 0.60 
(p < 0.001) on the outcome. Gender, IBD diagnosis, and IBD symptom
atology at T1 were then added to the model (F(4, 150) = 52.31, 
p < 0.001). IBD symptomatology had a significant effect of 0.22 
(p = 0.001) on stress at T2. Gender (β = 0.00, p = 0.999) and IBD diag
nosis (β = 0.10, p = 0.137) were not significant predictors. Stress at T1 
remained a significant predictor of the model (β = 0.51, p < 0.001). Self- 
compassion at T1 was added to the model in the final step of the analysis 
(F(5,149) = 25.10, p < 0.001). Stress at T1 (β = 0.37, p < 0.001), IBD 
symptomatology (β = 0.22, p = 0.001), and self-compassion (β = − 0.26, 
p = 0.001) were significant predictors. The final model explained 44% of 
the variance of stress at T2. 

3.3.4. Self-compassion facets 
Self-compassion facets at T1 were then included as predictors of each 

outcome at follow-up in three separate regression models. In the model 
with depressive symptoms model (F(6, 148) = 12.41, p < 0.001), 34% of 
the variance in this outcome was explained. Isolation emerged as the 
sole significant predictor, with an effect of 0.40 (p = 0.002). There was a 
non-significant trend towards over-identification explaining depressive 
symptoms (β = 0.25, p = 0.067). 

Only mindfulness emerged as predictor of anxiety with an effect of 
− 0.23 (p = 0.044), in a model (F(6, 148) = 6.62, p < 0.001), that 
explained 21% of the variance in this outcome. There was a trend to
wards significance for isolation (β = 0.26, p = 0.059). 

Mindfulness predicted lower stress (β = − 0.22, p = 0.033), and 
overidentification predicted higher stress (β = 0.35, p = 0.011), with the 
overall model explaining 37% of the variance of stress, (F(6, 148) = 14.28, 
p < 0.001). 

4. Discussion 

This study investigated and found evidence supporting the effects of 
self-compassion on distress levels in people with IBD over time. These 
findings corroborate and build on previous cross-sectional research on 
the association of dispositional self-compassion with low stress 
[19,27,28], and better medical adherence [28], in people with IBD. The 
findings are also consistent with cross-sectional research on the associ
ation of self-compassion with less psychopathology in other chronic 
medical conditions such as cancer [16,18], HIV [14], epilepsy [34], and 
arthritis [19,27]. Our findings are also in line with longitudinal research 
on the protective effects of self-compassion on depression in college 
students [35] and in people with chronic pain [36], and with meta- 
analytical results showing compassion as an important explanatory 
variable in understanding mental health and resilience [13]. 

The current study also demonstrated that people who have had lived 
with IBD for a longer period of time had higher levels of self-compassion 
than those who were diagnosed with IBD more recently. This finding 
suggests that, with time, individuals may learn to become more 
accepting of the disease and become more compassionate in how they 
respond to minor setbacks and difficulties. It is also possible that self- 
criticism, especially regarding aspects related to the disease, may 
dimmish over time as new strategies to effectively cope with IBD-related 
adverse experiences are learned. Consistent with previous research in 
non-IBD samples (e.g., Yarnell et al. [37]), the current study found that 
men were more self-compassionate than women. One novel finding of 
the current study was that respondents with Crohn’s Disease were more 
self-compassionate than those with ulcerative colitis. Nevertheless, the 
interpretation of this finding needs to take into consideration that the 

Crohn’s Disease group included a higher proportion of men and had 
been living with their diagnosis for a longer period of time, variables 
that were independently associated with higher levels of self- 
compassion. 

This is the first prospective study to investigate the effects of self- 
compassion on depressive symptoms and anxiety in people with IBD, 
and to study facets of self-compassion in a IBD sample. Findings 
demonstrated that self-compassion is a relevant process in the deter
mination of depressive symptomatology, anxiety, and stress, as it pre
dicts lower levels of these outcomes measured 9 months later. 
Importantly, self-compassion was a significant predictor of these out
comes, even while controlling for the baseline levels of each outcome 
and of self-reported IBD symptomatology, which was also significantly 
linked to the outcomes (predicting more depressive symptoms, more 
anxiety, and more stress, findings that are in accordance with previous 
literature on depressed mood in IBD; Trindade et al. [26,38]). 

Self-compassion thus appears to be an important quality for people 
with IBD to protect against mental health problems. Given the promising 
effects of compassion-based interventions on mental health in other 
populations [39–41], such interventions may be particularly beneficial 
for this population. The effects of reducing depression and stress in 
chronic inflammatory diseases may also extend beyond the scope of 
psychological well-being, and even improve disease progression, as 
there is evidence that depression and stress can exacerbate inflamma
tory conditions [42], including IBD [43]. In addition, there is evidence 
that self-compassion, due in part to its association with positive emo
tions, is linked with more engagement in health-promoting behaviours, 
which can promote disease management and associated health out
comes [19,27]. 

Regarding the specific facets of self-compassion, the current findings 
suggest that the mindfulness component (in opposition with over- 
identification with thoughts and feelings), may play a role in 
decreasing stress and anxiety. One possible explanation for this finding 
is that mindfulness reflects adaptive self-regulation of emotions in 
response to adverse events, rather than becoming over-identified with 
them [11]. For example, disease symptomatology, unwanted emotions, 
or negative self-evaluations, require adaptive emotion regulation, a key 
quality linked to self-compassion [44]. The impact of these painful ex
periences on stress and anxiety may be successfully reduced when 
approached mindfully. 

Isolation (as lack of common humanity) was the most important self- 
compassion component in explaining higher levels of depression. This 
suggests that individuals with increased depressive symptomatology in 
particular may benefit from self-compassion training, especially training 
that focuses on the common humanity component of self-compassion. 
This component reflects considering one’s difficult experiences and 
personal failings as part of the human condition rather than as being 
personal, isolating, and shaming [11]. This finding is similar to results 
from a previous study with a sample of community adults [45], which 
found that the feeling of being isolated predicted higher levels of 
depression one year later. The effects found (β = 0.13) in the previous 
study were however much smaller than that found in the present study 
(β = 0.40). This may be due to differences in the samples studied. People 
with IBD may be more prone to isolation feelings due to having a stig
matized chronic disease [46], and these feelings, because of their origin, 
may be more maintained over time and present more impact on psy
chological functioning. In fact, considering the plethora of difficulties 
that people with IBD can experience that are detrimental to quality of 
life and/or mental health, such as perceived stigma [46], decreased 
body image [47,48], feelings of isolation [22], feelings of shame 
[22,49,50], feelings of inadequacy, and self-criticism [20], future 
research should specifically examine the possible mediational effects of 
self-compassion, and its components, on the relationship between these 
difficulties and mental health problems. Such research can provide 
further valuable insights in to the role of self-compassion for creating 
resilience for mental health issues and promoting healthy psychological 
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functioning in IBD populations. 
The findings from the current study should be considered in the 

context of several limitations. The use of a Portuguese and online- 
collected sample may limit the generalization of results to other pop
ulations (such as people from other countries/cultures). Further, the 
sample was predominantly composed of women, who tend to present 
lower self-compassion scores than men, as noted in the current study and 
in previous research [37]. As this could have influenced the current 
results, future studies should attempt at collecting samples with an 
equivalent distribution of genders or analyse genders separately. 
Moreover, the use of a IBD symptom inventory that has not been pre
viously validated also limits the interpretation of the results; future 
research should use well-validated scales such as the IBDSI [51]. The use 
of only two time points did not allow for the analysis of mediators using 
latent growth modelling, which would have provided important data on 
whether self-compassion prospectively mediates the impact of IBD 
symptomatology on distress. Future studies ought to explore this hy
pothesis, as well as to replicate this study’s findings in larger and 
culturally different samples, recruited with other methods. Research 
that analyses how self-compassion may be linked with inflammatory 
markers relevant to IBD (e.g., calprotectin) would also provide a better 
understanding of the physiological mechanisms through which self- 
compassion impacts psychological and physical functioning in IBD. 
Indeed, an RCT delivering a self-compassion intervention to people with 
diabetes found that self-compassion significantly decreased depression, 
distress, and HbA1c, a measure of adaptive blood glucose management 
(Friis et al., 2016). Research has also shown that self-compassion pre
dicted lower interleukin-6 levels, a marker for stress-induced inflam
mation, after a psychosocial stressor [52]. It is possible that self- 
compassion could have similar benefits for disease management and 
protecting against stress-induced inflammation in IBD. 

Compassion-based interventions are particularly useful to address 
feelings of shame and self-criticism [53,54]. Considering the effects of 
these experiences on the mental health of people with IBD demonstrated 
by previous research, and the findings from the present study, self- 
compassion can be viewed as a beneficial process to address depres
sion, anxiety, and stress in this context. This study provides preliminary 
evidence that suggests that increasing self-compassion could lead to 
improvements in mental health in people with IBD, and create an avenue 
for the testing of the efficacy of compassion-based interventions in this 
population. 
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compassion in relation to psychopathology symptoms and quality of life in chronic 
and in cancer patients, Clin. Psychol. Psychother. 21 (4) (2014) 311–323, https:// 
doi.org/10.1002/cpp.1838. 

[17] A. Przezdziecki, K.A. Sherman, A. Baillie, A. Taylor, E. Foley, K. Stalgis-Bilinski, My 
changed body: breast cancer, body image, distress and self-compassion, 
Psychooncology 22 (8) (2013) 1872–1879. 

[18] L. Zhu, J. Yao, J. Wang, L. Wu, Y. Gao, J. Xie, A. Liu, A.V. Ranchor, M. 
J. Schroevers, The predictive role of self-compassion in cancer patients’ symptoms 
of depression, anxiety, and fatigue: a longitudinal study, Psycho-Oncology. (2019), 
https://doi.org/10.1002/pon.5174. 

[19] F.M. Sirois, D.S. Molnar, J.K. Hirsch, Self-compassion, stress, and coping in the 
context of chronic illness, Self Identity (2015) 1–14, https://doi.org/10.1080/ 
15298868.2014.996249. 

[20] I.A. Trindade, C. Irons, C. Ferreira, F. Portela, J. Pinto-Gouveia, The influence of 
self-criticism on depression symptoms among ambulatory patients with 
inflammatory bowel disease, Clin. Psychol. & Psychother. 26 (6) (2019) 743–750, 
https://doi.org/10.1002/cpp.2398. 

[21] J. Voth, F.M. Sirois, The role of self-blame and responsibility in adjustment to 
inflammatory bowel disease, Rehabilitation Psychology 54 (2009) 99–108. 

[22] J. Casati, B.B. Toner, E.C. de Rooy, D.A. Drossman, R.G. Maunder, Concerns of 
patients with inflammatory bowel disease: a review of emerging themes, Dig. Dis. 
Sci. 45 (1) (2000) 26–31, https://doi.org/10.1023/A:1005492806777. 

[23] L. Katz, D.A. Tripp, M. Ropeleski, W. Depew, J. Curtis Nickel, S. Vanner, M. 
J. Beyak, Mechanisms of quality of life and social support in inflammatory bowel 
disease, J. Clin. Psychol. Med. Settings 23 (1) (2016) 88–98, https://doi.org/ 
10.1007/s10880-015-9431-x. 

[24] A.M. McCombie, R.T. Mulder, R.B. Gearry, How IBD patients cope with IBD: a 
systematic review, J. Crohn’s Colitis 7 (2) (2013) 89–106. 

[25] S.C. Hayes, K.D. Strosahl, K.G. Wilson, Acceptance and Commitment Therapy: The 
Process and Practice of Mindful Change, Second ed., Guildford Press, New York, 
NY, 2012. 

[26] I.A. Trindade, C. Ferreira, M. Moura-Ramos, J. Pinto-Gouveia, An 18-month study 
of the effects of IBD symptomatology and emotion regulation on depressed mood, 
Int. J. Color. Dis. (2017), https://doi.org/10.1007/s00384-017-2774-z. 

[27] F.M. Sirois, R. Kitner, J.K. Hirsch, Self-compassion, affect, and health-promoting 
behaviors, Health Psychol. (2015), https://doi.org/10.1037/hea0000158. 

[28] F.M. Sirois, J.K. Hirsch, Self-compassion and adherence in five medical samples: 
the role of stress, Mindfulness 10 (1) (2019) 46–54, https://doi.org/10.1007/ 
s12671-018-0945-9. 

[29] K.D. Neff, C.K. Germer, A pilot study and randomized controlled trial of the 
mindful self-compassion program, J. Clin. Psychol. 69 (1) (2013) 28–44, https:// 
doi.org/10.1002/jclp.21923. 

[30] M.M. Hood, S. Jedel, Mindfulness-based interventions in inflammatory bowel 
disease, Gastroenterol. Clin. 46 (4) (2017) 859–874, https://doi.org/10.1016/j. 
gtc.2017.08.008. 

[31] B. Wynne, L. McHugh, W. Gao, D. Keegan, K. Byrne, C. Rowan, H.E. Mulcahy, 
Acceptance and commitment therapy reduces psychological stress in patients with 
inflammatory bowel diseases, Gastroenterology 156 (4) (2019) 935–945, e931, 
https://doi.org/10.1053/j.gastro.2018.11.030. 

[32] S.H. Lovibond, P.F. Lovibond, Manual for the Depression Anxiety Stress Scales, 2nd 
ed., Sydney, Psychology Foundation, 1995. 

[33] J. Pais-Ribeiro, A. Honrado, I. Leal, Contribuição para o estudo da adaptação 
portuguesa das escalas de Depressão Ansiedade Stress de Lovibond e Lovibond 
[Contribution to the study of the Portuguese adaptation of Lovibond and 
Lovibond’s Depression Anxiety Stress Scales], Psychologica 36 (2004) 235–246. 

[34] S. Clegg, F. Sirois, M. Reuber, Self-compassion and adjustment in epilepsy and 
psychogenic nonepileptic seizures, Epilepsy Behav. (2019), https://doi.org/ 
10.1016/j.yebeh.2019.106490. 

I.A. Trindade and F.M. Sirois                                                                                                                                                                                                                

http://refhub.elsevier.com/S0022-3999(21)00074-X/rf0005
http://refhub.elsevier.com/S0022-3999(21)00074-X/rf0005
http://refhub.elsevier.com/S0022-3999(21)00074-X/rf0005
https://doi.org/10.1080/13548500120035382
https://doi.org/10.1007/s11136-008-9362-1
https://doi.org/10.1016/j.jpsychores.2016.06.001
http://refhub.elsevier.com/S0022-3999(21)00074-X/rf0025
http://refhub.elsevier.com/S0022-3999(21)00074-X/rf0025
http://refhub.elsevier.com/S0022-3999(21)00074-X/rf0025
http://refhub.elsevier.com/S0022-3999(21)00074-X/rf0030
http://refhub.elsevier.com/S0022-3999(21)00074-X/rf0030
http://refhub.elsevier.com/S0022-3999(21)00074-X/rf0030
https://doi.org/10.1002/ibd.22916
https://doi.org/10.1002/ibd.20873
https://doi.org/10.1111/bjhp.12262
https://doi.org/10.1037/hea0000436
https://doi.org/10.1037/hea0000436
https://doi.org/10.1080/15298860390129863
https://doi.org/10.1080/15298860390129863
https://doi.org/10.1080/00223980.2018.1523123
https://doi.org/10.1016/j.cpr.2012.06.003
https://doi.org/10.1016/j.cpr.2012.06.003
https://doi.org/10.1177/1359105312467391
https://doi.org/10.1177/1359105312467391
https://doi.org/10.1111/dme.12774
https://doi.org/10.1002/cpp.1838
https://doi.org/10.1002/cpp.1838
http://refhub.elsevier.com/S0022-3999(21)00074-X/rf0085
http://refhub.elsevier.com/S0022-3999(21)00074-X/rf0085
http://refhub.elsevier.com/S0022-3999(21)00074-X/rf0085
https://doi.org/10.1002/pon.5174
https://doi.org/10.1080/15298868.2014.996249
https://doi.org/10.1080/15298868.2014.996249
https://doi.org/10.1002/cpp.2398
http://refhub.elsevier.com/S0022-3999(21)00074-X/rf0105
http://refhub.elsevier.com/S0022-3999(21)00074-X/rf0105
https://doi.org/10.1023/A:1005492806777
https://doi.org/10.1007/s10880-015-9431-x
https://doi.org/10.1007/s10880-015-9431-x
http://refhub.elsevier.com/S0022-3999(21)00074-X/rf0120
http://refhub.elsevier.com/S0022-3999(21)00074-X/rf0120
http://refhub.elsevier.com/S0022-3999(21)00074-X/rf0125
http://refhub.elsevier.com/S0022-3999(21)00074-X/rf0125
http://refhub.elsevier.com/S0022-3999(21)00074-X/rf0125
https://doi.org/10.1007/s00384-017-2774-z
https://doi.org/10.1037/hea0000158
https://doi.org/10.1007/s12671-018-0945-9
https://doi.org/10.1007/s12671-018-0945-9
https://doi.org/10.1002/jclp.21923
https://doi.org/10.1002/jclp.21923
https://doi.org/10.1016/j.gtc.2017.08.008
https://doi.org/10.1016/j.gtc.2017.08.008
https://doi.org/10.1053/j.gastro.2018.11.030
http://refhub.elsevier.com/S0022-3999(21)00074-X/rf0160
http://refhub.elsevier.com/S0022-3999(21)00074-X/rf0160
http://refhub.elsevier.com/S0022-3999(21)00074-X/rf0165
http://refhub.elsevier.com/S0022-3999(21)00074-X/rf0165
http://refhub.elsevier.com/S0022-3999(21)00074-X/rf0165
http://refhub.elsevier.com/S0022-3999(21)00074-X/rf0165
https://doi.org/10.1016/j.yebeh.2019.106490
https://doi.org/10.1016/j.yebeh.2019.106490


Journal of Psychosomatic Research 146 (2021) 110429

7

[35] L.A. Stutts, M.R. Leary, A.S. Zeveney, A.S. Hufnagle, A longitudinal analysis of the 
relationship between self-compassion and the psychological effects of perceived 
stress, Self Identity (2018), https://doi.org/10.1080/15298868.2017.1422537. 

[36] S.A. Carvalho, I.A. Trindade, D. Gillanders, J. Pinto-Gouveia, P. Castilho, Self- 
compassion and depressive symptoms in chronic pain (CP): a 1-year longitudinal 
study, Mindfulness 11 (2020) 709–719, https://doi.org/10.1007/s12671-019- 
01292-7. 

[37] L.M. Yarnell, K.D. Neff, O.A. Davidson, M. Mullarkey, Gender differences in self- 
compassion: examining the role of gender role orientation, Mindfulness 10 (6) 
(2019), https://doi.org/10.1007/s12671-018-1066-1. 

[38] I.A. Trindade, C. Ferreira, J. Pinto-Gouveia, The longitudinal effects of emotion 
regulation on physical and psychological health: a latent growth analysis exploring 
the role of cognitive fusion in inflammatory bowel disease, Br. J. Health Psychol. 
(2018), https://doi.org/10.1111/bjhp.12280. 

[39] M. Ferrari, C. Hunt, A. Harrysunker, M.J. Abbott, A.P. Beath, D.A. Einstein, Self- 
compassion interventions and psychosocial outcomes: a meta-analysis of RCTs, 
Mindfulness. (2019), https://doi.org/10.1007/s12671-019-01134-6. 

[40] J.N. Kirby, C.L. Tellegen, S.R. Steindl, A Meta-Analysis of Compassion-Based 
Interventions, Current State of Knowledge and Future Directions. In Behavior 
Therapy, 2017, https://doi.org/10.1016/j.beth.2017.06.003. 

[41] A.C. Wilson, K. Mackintosh, K. Power, S.W.Y. Chan, Effectiveness of self- 
compassion related therapies: a systematic review and meta-analysis, Mindfulness. 
(2019), https://doi.org/10.1007/s12671-018-1037-6. 

[42] S. Cohen, D. Janicki-Deverts, W.J. Doyle, G.E. Miller, E. Frank, B.S. Rabin, R. 
B. Turner, Chronic stress, glucocorticoid receptor resistance, inflammation, and 
disease risk, Proc. Natl. Acad. Sci. U. S. A. (2012), https://doi.org/10.1073/ 
pnas.1118355109. 

[43] J.E. Mawdsley, D.S. Rampton, Psychological stress in IBD: new insights into 
pathogenic and therapeutic implications, Gut 54 (10) (2005) 1481–1491, https:// 
doi.org/10.1136/gut.2005.064261. 

[44] E. Inwood, M. Ferrari, Mechanisms of change in the relationship between self- 
compassion, emotion regulation, and mental health: a systematic review, Applied 
Psychology: Health Well-Being 10 (2018) 215–235, https://doi.org/10.1111/ 
aphw.12127. 
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