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Abstract
Two studies assessed the role of self-compassion as a moderator of the relationship between
physical health and subjective well-being in the elderly. In Study 1, 132 participants, ranging in
age from 67–90 years, completed a questionnaire that assessed their perceptions of their physical
health, self-compassion, and subjective well-being. Participants who were in good physical health
had high subjective well-being regardless of their level of self-compassion. However, for
participants with poorer physical health, self-compassion was associated with greater subjective
well-being. In Study 2, 71 participants between the ages of 63 and 97 completed a questionnaire
assessing self-compassion, well-being, and their willingness to use assistance for walking, hearing,
and memory. Self-compassionate participants reported being less bothered by the use of assistance
than those low in self-compassion, although the relationship between self-compassion and
willingness to use assistive devices was mixed. These findings suggest that self-compassion is
associated with well-being in later life and that interventions to promote self-compassion may
improve quality of life among older adults.
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Life expectancy has nearly doubled in the past century as a result of advances in medical
care, improved sanitation, and industrialization. As a result, most people in Western
societies now live long enough to experience various physical, cognitive, and social changes
that accompany aging, some of which may undermine their well-being and life satisfaction
in later life (Mirowsky & Ross, 1992). With increasing age, the likelihood of experiencing
stressors such as the death of a partner or friend, declining mental and physical health,
dependency on one’s children, and lowered ability to engage in enjoyable and fulfilling
activities increases (Baltes & Baltes, 1990; Lee & Markides, 1990; Manton, 1990; Singer,
Verhaeghen, Ghisletta, Lindengerger, & Baltes, 2003).

Because older people show great variability in how they cope with aging, research has
investigated potential mediators and moderators of the link between people’s objective
circumstances and their subjective quality of life (Cheng, 2004; George, 2006; Kunzmann,
Little, & Smith 2000). The role of factors such as perceived control, social support, and self-
esteem has been investigated to understand the connection between objective and subjective
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well-being in old age. For example, maintaining a sense of control is related to well-being
and life satisfaction throughout life (Bailis & Chipperfield, 2002; Ferguson, & Goodwin,
2010; Baltes, Staudinger, & Lindenberger, 1999; Bandura, 1997; Rodin, Timko, & Harris,
1985; Schulz & Heckhausen, 1999; Skinner, 1996), but as people age they often cannot
control the consequences of the aging process and must adapt to their changing
circumstances. Likewise, social support predicts well-being throughout the lifespan, and
research indicates that people who have more social support experience fewer physical and
mental declines as they age (Adelmann, 1994; Glass, Mendes de Leon, Marottoli, &
Berkman, 1999; Harlow & Cantor, 1996; Seeman, Lusignolo, Albert & Berkman, 2001;
Young & Glasglow, 1998).

Similarly, self-esteem relates positively to life satisfaction among older adults (Fagerstrom
et al., 2007). Given that cross-sectional and longitudinal data show that self-esteem declines
with age (Ranzjin, Keeves, Luszcz, & Feather, 1998; Robins, Trzesniewski, Tracy, Gosling,
& Potter, 2002), the fact that subjective well-being increases with age suggests that many
older adults engage in strategies that help to preserve well-being despite lower self-esteem.
For example, older people may use more effective coping and emotion regulation strategies
than younger people (Baltes & Baltes, 1990; Brandstaedter & Greve, 1994; Carstensen,
Isaacowitz, & Charles, 1999). Furthermore, Erikson (1968) suggested that older adults are
more accepting of themselves and, thus, have less of a need to self-aggrandize and self-
promote.

Our focus in this paper is on the role that self-compassion may play in accounting for
differences in well-being among older individuals. According to Neff (2003a, p. 224), self-
compassion involves “being open to and moved by one’s own suffering, experiencing
feelings of caring and kindness toward oneself, taking an understanding, nonjudgmental
attitude toward one’s inadequacies and failures, and recognizing that one’s experience is part
of the common human experience.” People who are self-compassionate treat themselves
kindly when things go wrong, do not exacerbate their negative emotions by personalizing
their difficulties, and maintain a more objective perspective on their situation. Just as people
show compassion to loved ones who experience difficulties in life, self-compassionate
individuals respond to their own problems with self-directed kindness and concern rather
than with self-criticism, pity, or broad personalization (Neff, 2003b). Unlike self-esteem,
which is based on favorable judgments of one’s personal characteristics and social
acceptability, self-compassion does not depend on viewing oneself positively and, in fact,
may be most beneficial when events undermine one’s sense of competence, control, or
value. Furthermore, unlike self-esteem, self-compassion is not associated with self-
aggrandizement or narcissism (Leary, Tate, Adams, Allen, & Hancock, 2007; Neff & Vonk,
2009).

Self-compassion may contribute in important ways to understanding well-being in older
people because differences in how people react to age-related changes in health, mental
capacity, and life circumstances may reflect how compassionately they treat themselves
when problems arise. Adopting a self-compassionate mindset should affect how older adults
feel about aging and themselves, as well as their reactions to inevitable challenges, failures,
and losses. Furthermore, unlike many predictors of well-being, self-compassion can be
taught to people who are particularly self-critical (Gilbert & Procter, 2006).

Studies of young adults show that self-compassion correlates highly with mental health and
adjustment, including lower depression, lower anxiety, and higher life satisfaction (Neff,
2003b). Self-compassion also has positive associations with happiness, optimism, positive
affect, wisdom, personal initiative, curiosity, and agreeableness, and a negative relationship
with neuroticism (Neff, Rude, & Kirkpatrick, 2007b). These findings show self-compassion
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to be related to adaptive functioning, particularly in the face of failures, losses, and life
stress (Leary et al., 2007). Importantly, the relationships between self-compassion and
psychological well-being are independent of those of self-esteem (Leary et al., 2007; Neff,
2003b). Indeed, research suggests that self-compassion may uniquely predict well-being
more strongly than self-esteem (Leary et al., 2007).

Experimental studies of self-compassion have also shown that self-compassion moderates
reactions to negative or difficult situations, helping people to react with greater equanimity
toward themselves, other people, and the difficulties that they experience. Although self-
compassionate responses could also be interpreted as indifference, indulgence, or a refusal
to accept responsibility, on the contrary, people who are self-compassionate are more likely
to accept responsibility for their mistakes and failures and to take initiative when personal
changes are needed than those who are less self-compassionate (Leary et al., 2007, Neff et
al., 2007a). A self-compassionate stance allows people to accept responsibility and to move
on rather than engaging in denial, defensiveness, or excessive self-blame.

Although research has shown that self-compassion moderates reactions to stressful events
among young adults, no research has examined self-compassion among older people. Based
on research on younger people, we have every reason to expect that self-compassion
predicts well-being in older people as well. In fact, self-compassion may become
increasingly important for well-being as people age. Some of the changes that older adults
commonly experience, such as memory failures and the inability to perform everyday tasks,
lead some individuals to become self-critical and angry, castigating themselves and
bemoaning their lowered ability to function as they once did (Mirowsky & Ross, 1992).
However, adopting a self-compassionate mindset should help people be more accepting of
their lapses, failures, and inadequacies. Other negative experiences, such as the loss of a
loved one, may evoke anger or despair even without self-blame, and self-compassion should
buffer the impact of these events as well. Self-compassion seems to protect people both
when they are personally responsible for the negative event and when the event is beyond
their control (Leary et al., 2007, Study 1). Thus, self-compassion may help older people deal
with an array of negative events and circumstances.

Even when older adults are not yet experiencing negative life changes, self-compassion may
play a role in how they prepare for the future. Aging can be a looming stressful event for
those approaching the later part of life. Some people, including those who are high in trait
self-esteem (Sneed & Krauss Whitbourne, 2001), may deny or ignore the possibility of
negative changes for as long as possible. However, people who are high in self-compassion
should be more likely to act proactively. Just as compassion directed towards others leads
people to promote the others’ welfare proactively, self-compassion should lead people to
take better care of themselves. For example, because they accept their failings, problems,
and inadequacies with greater equanimity, self-compassionate older adults may be more
likely to follow medical advice that will promote their long-term health and seek medical
assistance more quickly when they need it. Self-compassionate older adults may also be
more willing to accept assistance from others because they are less likely to deny their
problems and more likely to take responsibility for their well-being. All of these
considerations suggest that self-compassion may be linked to greater well-being in later life.

Two studies tested the relationship between self-compassion and well-being in older adults.
Study 1 tested the hypothesis that self-compassion moderates the relationship between
physical health and subjective well-being such that self-compassion should buffer
participants who report poorer physical health from experiencing a decline in subjective
well-being. Study 2 investigated the relationship between self-compassion and people’s
willingness to engage in health-promoting behaviors. We hypothesized that self-compassion
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is positively related to willingness to use more physical assistance, and that highly self-
compassionate participants are less embarrassed by using such assistance. Finding support
for these hypotheses would contribute to growing evidence that teaching people to be more
self-compassionate may lead to more adaptive emotions and behaviors in the face of
adversity.

Study 1
Study 1 examined the relationship between physical health, self-compassion, and well-being
in older adults. Because older people who are more self-compassionate should weather the
negative effects of aging more gracefully, self-compassion should be associated with a
variety of indices of well-being. Furthermore, the effects of self-compassion should be
strongest when people are experiencing negative life events. Thus, we predicted that self-
compassion would moderate the relationship between physical health and subjective well-
being such that individuals who have poorer health will benefit the most from being self-
compassionate.

Method
Participants—The participants were 132 adults (58 male, 72 female) between the ages of
67 and 90 years. Participants were recruited from a volunteer registry provided by the Duke
Center for Aging. This registry contains contact information for approximately 2,000
volunteers over the age of 60 who are interested in participating in research studies. In our
sample, 98% of the participants were Caucasian. Of the 132 participants, 83 were married, 6
were single, 15 were divorced, and 28 were widowed. Only 10 of the participants reported
not having children.

Procedure—The Duke Center for Aging provided contact information for 359 adults over
the age of 65 living in the local area. These individuals were mailed letters that described the
study (which was described as a study of “Self-image, Life Circumstances, and Reactions to
Aging”) and asked them to contact the researcher if they were interested in participating.
Participants were told that the questionnaire would require 45–60 minutes of their time for
which they would receive $10.00 and that they could participate by either having the
questionnaire mailed to them (along with return postage) or coming to campus to complete
the questionnaire. Of the 359 people contacted, all 138 who responded requested that the
questionnaire packet be mailed to them. The questionnaire packets included a page of
instructions, the informed consent form, a payment form, a questionnaire booklet containing
the measures described below, and a return envelope. Of the 138 questionnaires that were
returned, 6 were discarded due to extensive missing data. Participants who returned the
questionnaire packet were mailed a check for $10.00.

Measures—Means, standard deviations, and Cronbach’s alpha coefficients for the
following measures are reported in Table 1.

Self-compassion: Self-compassion was measured using the Self-Compassion Scale (Neff,
2003b). This scale includes 26 items designed to measure three components of self-
compassion: self-kindness (e.g., “I’m kind to myself when I’m unhappy or experiencing
suffering”), common humanity (e.g., “When I’m down, I remind myself that there are lots of
other people in the world feeling like I am”), and mindfulness (e.g., “When something
painful happens, I try to take a balanced view of the situation”). Responses are given on a 5-
point scale from almost never to almost always and were averaged to create an index of self-
compassion.
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Pain: Self-reports of pain were obtained using the bodily pain subscale of the SF-36 (Ware
& Sherbourne, 1992; see Brazier et al., 1992 for information regarding reliability and
validity). Participants reported how much pain they had experienced in the past four weeks
on a 6-point scale from never to very severe and how much their pain interfered with their
everyday life on a 5 point scale from not at all to extremely. These items were averaged to
create a measure of pain.

General health: Self-reports of general health were obtained using the general health
subscale of the SF-36 (Ware & Sherbourne, 1992). Participants answered four questions
assessing their health in relation to other people. For example, participants responded to “I
am as healthy as anybody I know” on a 5-point scale from definitely true to definitely false.
These four questions were averaged to create an index of general health.

Mobility: Self-reports of mobility were obtained using the physical functioning subscale of
the SF-36 (Ware & Sherbourne, 1992). Participants were asked how much their health
limited them in 10 activities over the past 4 weeks on a 3-point scale (yes, limited a lot; yes,
limited a little; and no, not limited at all). The activities included: vigorous activities such as
running, moderate activities such as moving a table, lifting or carrying groceries, climbing
several flights of stairs, climbing one flight of stairs, bending, kneeling or stooping, walking
more than a mile, walking several blocks, and less vigorous activities such as walking one
block and bathing or dressing. These items were summed to get an index of mobility.

Hearing: Participants were asked “Do you have difficulty hearing other people when they
speak to you face-to-face?” and “Do you have difficulty hearing other people when they
speak to you over the phone?” Responses were given on a 4-point scale from always to
never with higher scores indicating better hearing. These two items were summed to create a
measure of hearing.

Number of medical problems: Participants were asked to indicate if they had problems
with or had been diagnosed with cataracts, hypertension, arthritis, depression, asthma,
coronary heart disease, high cholesterol, back pain, diabetes, cancer, stroke, or osteoporosis.
These items were summed to create a total medical problems score.

General well-being: Sixteen items from the General Well-being Index (Dupuy, 1984)
measured psychological well-being. Example items were “Have you been in firm control of
your behavior, thoughts, emotions, or feelings?,” “Has your daily life been full of things that
are interesting to you?,” and “How happy, satisfied, or pleased have you been with your
personal life?” Response scales varied, but in all cases, higher numbers indicated more
positive well-being, and these items were standardized and averaged to create an index of
well-being. This average was then back-transformed to create an index of well-being using
the original scale metric.

Successful aging: The degree to which participants believed that they were aging well was
measured with the five items from the Attitude toward Own Aging scale (Lawton, 1975;
Liang & Bollen, 1983). Questions included “I am aging successfully,” “As people get older,
they are less useful,” and “I am as happy now as I was when I was younger.” Participants
responded on a 5-point scale from strongly agree to strongly disagree and the 5 items were
averaged to create an index of successful aging.

Emotional problems: The role-emotional subscale of the SF-36 assessed whether
emotional problems had interfered with work or daily activities in the past 4 weeks (Ware &
Sherbourne, 1992). The 3 items asked whether emotional problems had led participants to
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cut down on the amount of time they spent on work or other activities, accomplished less
than they would have liked, and did not do work or other activities as carefully as usual.
Respondents answered yes or no to each item and items were averaged to create an index of
emotional problems.

Life satisfaction: Participants completed the Satisfaction with Life Scale (Diener, Emmons,
Larsen, & Griffin, 1985). This scale includes 5 items that are answered on 7-point response
scales ranging from strongly agree to strongly disagree. The items were averaged to create
an index of life satisfaction.

Social functioning: Participants completed the social functioning subscale of the SF-36
(Ware & Sherbourne, 1992). These 2 items assess the extent to which physical health and
emotional problems interfered with normal social activities in the past 4 weeks on a 5-point
scale. The scale was scored so that higher numbers reflect less interference and better social
functioning. The two items were averaged to create an index of social functioning.

Results
Table 1 shows correlations between all pairs of variables. As can be seen, self-compassion
correlated moderately with all of the indices of psychological and social well-being (e.g.,
general well-being, successful aging, emotional problems, life satisfaction, social
functioning) but less so with the indices of physical health, with the exception of pain, which
correlated negatively with self-compassion. Importantly, the mean self-compassion score (M
= 3.69) was approximately .7 units higher than the mean found with college student samples
in previous studies.

All continuous predictors were zero-centered and interaction terms were created by
multiplying self-compassion by each predictor. Two predictors, mobility and hearing, were
skewed in a positive direction; therefore, we dichotomized both variables. Participants who
reported above average mobility (score of 23.4 or higher) received a score of 1, and
participants with below average mobility were given a 0. Because the measure of hearing
was based on only 2 questions, participants who reported that they “rarely” or “never” had
trouble hearing people face-to-face or over the phone were assigned a 1 and participants
who reported “always” or “sometimes” to either question were assigned a 0.

To test the hypothesis that self-compassion moderates the relationship between physical
health and psychological/emotional well-being, a series of hierarchical multiple regression
analyses was conducted to test the main effects of self-compassion, health indicators, and
their interactions on each measure of well-being. In each analysis, self-compassion was
entered on Step 1, the health indicators (pain, general health, number of problems, hearing,
and mobility) were entered on Step 2, and the 2-way interactions between self-compassion
and each health indicator were entered in Step 3 (Table 2). Significant interactions were
decomposed using the Johnson-Neyman (J-N) technique (Potthoff, 1964) to identify the
point along the regression line at which differences between groups reached significance.
Preacher, Curran, and Bauer (2006) described how the J-N approach should be used to probe
interactions in multiple linear regression. As opposed to the traditional “pick-a-point”
approach, the J-N technique provides information about the effect of a predictor variable (x)
on an outcome variable (y) across the entire range of the moderating variable. The J-N
technique yields regions of significance that show the range of values for which the
proposed moderator variable significantly moderates the relationship of x on y. Instead of
testing specific simple slopes, the regions of significance provide an inferential test of all
possible simple slopes of x on y. However, for the purpose of graphing these interactions,
the pick-a-point approach is necessary. The x-axis is anchored by the lowest and highest
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observed values of the predictor variable, and the moderator variable is graphed at the values
of −1 SD, the mean and +1SD. In all cases an alpha level of .05 was used to determine the
point at which the two regression lines begin to significantly differ.

General Well-Being—A hierarchical multiple regression analysis using general well-
being as the outcome variable revealed a main effect of self-compassion, pain, number of
problems, and general health. In addition to the fact that participants who were higher in
self-compassion scored higher in general well-being than participants who were low in self-
compassion (t (127) = 6.35, p <.001, β = .49), participants with lower levels of pain (t (122)
= −3.15, p =.002, β = −.28), fewer physical problems (t (122) = −1.74, p =.084, β = −.12),
and better general health (t (122) = 2.93, p =.004, β = .25) reported higher general well-
being.

As predicted, these effects were qualified by significant interactions. As shown in Figure 1,
among participants who were high in pain, those who scored high in self-compassion
reported higher well-being than participants who scored low in self-compassion (t (117) =
2.24, p =.027, β = .19). Using the J-N technique, we calculated, in standard deviation units,
the range of self-compassion values for which pain significantly predicted general well-
being. Analyses showed that when self-compassion was at or above .46 SD above the mean,
reported pain was significantly related to general well-being. It is also possible to reverse the
focal predictor (pain) and moderator (self-compassion) to determine the range of pain scores
for which self-compassion predicts well-being. Analyses showed that when reported pain
was at or above .97 SD below the mean, participants higher in self-compassion had
significantly higher well-being than those with low self-compassion. In other words, self-
compassion was associated with greater well-being only among participants who
experienced a relatively high amount of pain.

Similarly, participants who reported low general health but were self-compassionate
reported higher well-being than participants low in self-compassion (t (117) = −2.20, p =.03,
β = −.19). Self-compassion scores of .37 SD above the mean or higher significantly
moderated the effect of general health on general well-being. Reversing general health and
self-compassion, we can see the point along the general health dimension at which self-
compassion makes a difference. As illustrated by Figure 2, self-compassion significantly
predicted well-being for participants who had general health scores falling at or below 1 SD
above the mean. The poorer one’s health, the more strongly related self-compassion was to
maintaining well-being.

The self-compassion by mobility interaction showed that when self-compassion was at or
below .41 SD above the mean, participants with greater mobility reported higher well-being
than participants with lower mobility (t (117) = 1.89, p =.061, β = .24). Given that mobility
was a dichotomous variable, we cannot identify the point along the mobility scale at which
self-compassion becomes relevant. This interaction shows that having poor mobility can be
detrimental to well-being and this relationship is magnified when people are low in self-
compassion.

Life Satisfaction—Main effects showed that participants who were higher in self-
compassion (t (125) = 3.52, p <.001, β = .30), had fewer physical problems (t (120) = −1.96,
p =.053, β = −.17), or reported better general health (t (120) =2.10, p =.038, β = .22)
reported higher life satisfaction.

A self-compassion by pain interaction (see Figure 3) showed that pain significantly
predicted life satisfaction when self-compassion was .71 SD below the mean or higher (t
(115) = 2.52, p =.013, β = .27). Stated differently, participants who reported relatively low
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pain reported high life satisfaction regardless of their self-compassion scores. However, high
self-compassionate participants reported significantly higher life satisfaction than low self-
compassionate participants when their reported pain was .25 SD below the mean or higher.
Viewing the interaction in the other direction, pain was unrelated to emotional problems and
life satisfaction among people who were high in self-compassion but significantly related to
these indices of well-being among people who were low in self-compassion.

The self-compassion by mobility interaction showed that when self-compassion was at or
below .66 SD above the mean, participants with greater mobility reported higher life
satisfaction than participants with less mobility (t (115) = 2.43, p =.017, β = .38). This
interaction shows that having poor mobility is associated with lower life satisfaction for
older people who are low in self-compassion.

Social Functioning—Analysis of reported social functioning revealed main effects of
self-compassion, pain, and general health. Participants who were higher in self-compassion
(t (129) = 3.20, p <.001, β = .27), lower in reported pain (t (124) = −2.06, p =.042, β = −.
22), or higher in general health (t (124) = 2.04, p =.044, β = .21) reported better social
functioning. No interactions were obtained.

Emotional Problems—The analysis of emotional problems showed that participants who
were lower in self-compassion (t (128) = −3.01, p = .003, β = −.26) or higher in reports of
pain (t (123) = 2.26, p =.026, β = .26) reported more emotional problems. A significant self-
compassion by number of medical problems interaction (t (118) = −2.16, p =.033, β = −.20)
showed that when self-compassion was .21 SD below the mean or higher, the number of
reported physical problems predicted emotional problems. Put another way, when reported
physical problems were at or above .83 SD below the mean, participants higher in self-
compassion reported fewer emotional problems than participants low in self-compassion
(see Figure 4). In sum, self-compassion was related to fewer emotional problems for
participants who reported more physical problems.

Successful Aging—Participants who were high in self-compassion (t (128) = 2.87, p = .
005, β = .25), or high in general health (t (123) = 6.34, p < .001, β = .56) reported aging
more successfully. None of the two-way interactions were significant.

Discussion
As hypothesized, indicators of physical health and self-compassion were both related to
measures of well-being among older adults. Of course, the fact that people who report
poorer health have lower subjective well-being is unsurprising. Furthermore, the main
effects of self-compassion on general well-being, life satisfaction, social functioning,
emotional problems, and successful aging are consistent with research on young adults
showing that self-compassionate people report more positive emotions and reactions (Leary
et al., 2007; Neff et al., 2007a).

More importantly, the presence of significant interactions showed that, as predicted, self-
compassion was particularly beneficial for participants who reported more negative life
circumstances. Of the 6 significant interactions, 3 were obtained for the measure of general
well-being, showing that participants high in self-compassion experienced higher well-being
even when reporting greater physical pain, poorer general health, and lower mobility.

Although self-compassion was related to positive outcomes across the board, the
interactions suggest that self-compassion may be particularly important for people
experiencing negative life events. Self-compassion seems to be a powerful moderator of the
relationship between physical health and subjective well-being and helps to explain variance
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in how people deal with the negative aspects of getting older. People who respond to these
problems self-compassionately should have a greater chance of maintaining well-being
throughout later life.

Study 2
Study 1 showed that self-compassion may protect older individuals who experience negative
life events from a decline in well-being. In part, this effect is probably due to the coping
strategies that are inherent in the self-compassionate mindset (Allen & Leary, 2010).
However, the possibility exists that, in addition to coping differently with negative events
after they occur, self-compassionate people engage in patterns of behavior that promote their
well-being under difficult circumstances. Just as people show others compassion by treating
them in ways that offer help, encourage healthful behaviors, and promote their well-being,
self-compassionate people may treat themselves in similar caring ways.

For example, research on self-compassion shows that people who are higher in self-
compassion take more initiative when dealing with their personal failings than less self-
compassionate people do (Neff, Hsieh, & Dejitterat, 2005; Neff et al., 2007b).
Consequently, older adults who score high in self-compassion might be more likely to admit
when they are having difficulties, to seek assistance for their problems, and to be less
resistant and defensive to receiving help when needed, while also doing everything that they
can reasonably do for themselves. Study 2 examined whether older people who are higher in
self-compassion are more willing to use assistive devices such as walkers, wheelchairs, and
hearing aids as well as to engage in memory tactics that will improve their cognitive
performance. We predicted that self-compassionate people should be more accepting of their
limitations and more inclined to take proactive measures to improve well-being than people
who are lower in self-compassion.

Method
Participants—Participants were 71 individuals (16 male, 54 female, and 1 not indicated)
who were recruited from a local independent living facility. Participants ranged in age from
63 to 97 years. They were compensated $10 for their participation.

Procedure—Participants were recruited through a local independent living facility. The
study was announced in the center’s newsletter and advertised on flyers in the main
building. Participants were told that the survey would take 45–60 minutes and that they
would be paid $10.00 for participating. Participants picked up questionnaires from a box in
the center’s mail room, completed the surveys in their residences, and returned them to the
front desk at the facility in sealed envelopes. Of the 72 surveys returned, only 1 was
discarded due to poor mental status. Checks were mailed directly to the participants.

Measures—Means, standard deviations, and Cronbach’s alpha coefficients (reported only
for scale measures) for are shown in Table 3.

Self-compassion: After receiving feedback from participants in Study 1 that the Self-
Compassion Scale (Neff, 2003b) seemed too long, we shortened the original 26-item scale to
12 items that included the four items that loaded highest on each of the three factors (self-
kindness, common humanity, and mindfulness). The shortened scale correlated 0.91 with the
original 26-item scale, and the mean of the shortened scale was 3.68 (compared to 3.69 for
the original scale in Study 1). However, the reliability for the shortened scale was .69 as
compared to .87 for the full version used in Study 1. After the current study was conducted,
Raes, Pommier, Neff, and Van Gucht (in press) created a different 12-item version of the
Self-compassion Scale with a reported reliability of .87, suggesting that it might be a more
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reliable scale than the shortened scale created here. Given that all 26 items were
administered in Study 1, the two shortened self-compassion scales can be compared within
that study to assess their relative reliability with an older population. Our shortened scale
had an alpha coefficient of .73 and correlated .95 with the full version of the scale, whereas
the version created by Raes et al. (in press) had a reliability coefficient of .75 and
correlated .95 with the long version of the scale. These comparisons show that the two brief
versions of the Self-Compassion Scale are essentially equivalent in assessing self-
compassion in older adults. However, the reliability of the scales is slightly lower than what
is typically found in younger samples.

Geriatric Depression Scale: This 15-item scale was found to have 92% sensitivity and 89%
specificity when evaluated against depression diagnostic criteria (Kurlowicz & Greenberg,
2007). Ten items on the scale indicate presence of depression when answered positively
(“Do you feel your life is empty”), while the rest indicate depression when answered
negatively (“Are you basically satisfied with your life?”). Every depressive answer was
scored as a 2 and each non-depressed answer was given a 1, and then the ten items were
averaged.

Level of impairment: Participants were asked questions about their general health and daily
activities. Participants rated the degree to which they require help with personal care, cutting
food, getting in and out of bed or a chair, getting dressed, getting up and down stairs, and
bathing themselves on a scale of 1 (not at all) to 5 (a lot). The six items were averaged to
create index of impairment.

Aging successfully: The Attitude toward Own Aging Scale (Lawton, 1975; Liang & Bollen,
1983) described earlier was again used.

Physical and mental difficulties: Participants rated their level of difficulty walking without
assistance, hearing without a hearing aid, and remembering people’s names. Participants
responded on a 5-point scale from not at all difficult to extremely difficult.

Use of assistance: Participants responded on a 5-point scale (from never or almost never to
almost always) to questions assessing their use of various forms of assistance: using a
walker for stability when walking from one place to another, using another person for
stability when walking from one place to another, asking people to repeat what they are
saying, and using mnemonic tricks, strategies, or techniques to remember things.

Bothered by assistance: Participants rated how much it bothered them to use assistance on
a 5-point scale from not at all to extremely for walking, hearing, and memory problems.
Participants who felt that they did not need assistance skipped these questions, thus analyses
were performed only on participants who indicated needing assistance for walking (n = 57),
hearing (n = 69), and memory problems (n = 72).

Public concealment: Participants rated how often they tried to hide that they needed
assistance using a 5 point scale from almost never to almost always for walking, hearing,
and memory problems. Participants who did not need assistance opted out of the question,
so the analyses were performed only on participants who indicated needing assistance for
walking (n = 55), hearing (n = 71), and memory problems (n = 72).

Mental status: Participants completed the Short Portable Mental Status Questionnaire
(Pfeiffer, 1975) to assess level of cognitive functioning and eliminate participants who may
suffer from dementia. Questions assess general knowledge of current events such as “Who is
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the current President of the U.S.?” as well as understanding of time and place such as “What
is the date today?” If a participant responded incorrectly to four or more of the 10 questions,
his or her data were eliminated from the analyses.

Results
General Well-Being—Correlations among all variables examined are presented in Table
3. As can be seen, self-compassion was positively correlated with aging successfully, and
negatively correlated with depression and impairment. These correlations are consistent with
the results of previous research and Study 1 in showing that self-compassion is associated
with higher well-being.

Use of Assistive Devices and Memory Tactics—Self-compassion was not correlated
with participants’ ratings of the difficulty they have walking, hearing, or remembering. As in
Study 1, hierarchical multiple regression analyses were used to examine the effects of self-
compassion, ratings of difficulty in a particular domain (walking, hearing, remembering),
and their interactions on participants’ willingness to use assistance for these problems and
their efforts to hide their need for assistance from other people. As before, predictors were
zero-centered and interaction terms were created using the zero-centered items (Tables 4–6).
Once again, the J-N technique was used to decompose significant interactions as described
earlier.

Mobility—Separate analyses were conducted to predict people’s willingness to use a walker
and another person as a function of self-compassion, self-reported difficulty with walking,
and their interaction. (We had planned to examine willingness to use a wheelchair, but the
number of participants who used a wheelchair [n = 4] was too low to yield valid
conclusions.) A significant main effect for rated difficulty walking on willingness to use
both a walker and another person showed, not surprisingly, that the more difficulty people
have walking, the more likely they are to use a walker (t (68) = 7.08, p <.001, β = .65) and
another person (t (67) = 6.69, p <.001, β = .63).

These main effects were qualified by significant interactions. A significant interaction
between self-compassion and difficulty walking was obtained on the willingness to use a
walker (t (67) = 2.59, p =.012, β = .23). The interaction was interpreted using the J-N
procedure to determine the level of self-compassion at which walking difficulty predicts
willingness to use a walker. Also, the focal predictor (walking difficulty) and moderator
(self-compassion) were switched to show the level of walking difficulty at which self-
compassion significantly moderates willingness to use a walker. When self-compassion was
2.24 SD below the mean or less, walking difficulty significantly predicted less willingness to
use a walker. When participants had little difficulty walking, self-compassion was unrelated
to participants’ willingness to use a walker. However, among participants whose ratings of
walking difficulty were more than 1.1 SD above the mean, participants who were higher in
self-compassion were more likely to use a walker than those who were lower in self-
compassion (see Figure 5).

A significant interaction between self-compassion and difficulty walking was also obtained
on willingness to use another person for physical support (t (66) = −2.09, p =.041, β = −.19).
When self-compassion was 2.14 SD above the mean or higher, walking difficulty
significantly predicted willingness to use another person for support. When participants had
little difficulty walking, self-compassion was unrelated to participants’ willingness to use
another person for support. However, contrary to expectations, when participants had
trouble walking (difficulty ratings greater than 1.2 SD above the mean), participants who
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were lower in self-compassion were more likely to use another person for support than
participants who were higher in self-compassion.

Participants were asked two questions assessing how much it bothered them to use
assistance and whether they tried to hide the fact that they needed assistance from other
people. (Participants who reported that they did not need assistance to walk were eliminated
from this analysis.) Among participants who needed help walking, difficulty walking
predicted both how much needing assistance bothered the individuals (t (53) = 5.08, p <.001,
β = .55) and how much they tried to hide their need for assistance (t (51) = 3.13, p =.003, β
= .39). More importantly, self-compassion was negatively related to how much it bothered
people to use assistance walking (t (53) = −2.46, p =.017, β = −.26).

Hearing: Hierarchical multiple regression analysis was used to predict people’s willingness
to ask others to repeat themselves as a function of self-compassion, self-reported hearing
acuity, and their interaction. Self-compassion significantly predicted how often participants
asked others to repeat themselves, t (69) = −2.22, p =.030, β = −.20). Hierarchical regression
analyses were also performed on willingness to use a hearing aid, but no significant effects
were obtained. Additionally, self-compassion did not predict how much using a hearing aid
bothered participants or participants’ attempts to hide the fact they had trouble hearing.

Memory: A significant interaction of self-compassion and difficulty remembering people’s
names was obtained on the frequency with which participants used “tricks” to help them
remember (t (68) = −2.44, p =.018, β = −.27). Memory difficulty significantly predicted
willingness to use “tricks” for participants with self-compassion scores that were .42 SD
below the mean or higher. Reframed, when memory difficulty was less than .34 SD above
the mean, participants who were higher in self-compassion were more likely to report using
tricks and strategies to help them remember than participants lower in self-compassion (see
Figure 6).

Discussion
Although many people use assistive devices to walk or hear as they age, such devices are
sometimes stigmatizing because they can draw attention to one’s deficits and make one
“look old” (Martin, Leary, & Rejeski, 2000). However, people who need assistance but
refuse to use it may be at risk for falling, broken hips, and further loss of independence. We
had expected that people who are higher in self-compassion would be more willing to use
assistance due to their lower defensiveness about their personal limitations, their ability to
deal with such limitations with greater equanimity, and their desire to promote their own
well-being (Neff et al., 2005; Neff et al., 2007b). After all, a compassionate person would
encourage an older friend to use such assistance when it was needed, and we expected that
self-compassionate older people would do the same for themselves.

The results partially supported this hypothesis. Participants scoring higher in self-
compassion were more willing to ask people to repeat themselves when they could not hear
what others said, and among people who had difficulty walking, those who were higher in
self-compassion were more willing to use a walker. These results support the notion that
self-compassionate people are more accepting of their physical limitations and more willing
to take steps to maintain their well-being (Neff, 2003a; Neff et al., 2007b; Leary et al.,
2007).

Self-compassion also moderated the relationship between memory difficulty and use of
mnemonic tricks and strategies. For participants who reported having fewer problems with
their memory, higher self-compassion was related to greater use of tactics to help them
remember. The direction of this effect was unexpected in that self-compassion was related to
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the use of such tactics among people who had fewer memory problems. One possible
explanation is that when people begin to have difficulty remembering things, self-
compassionate people are motivated to slow the process of memory decline and thus more
likely to utilize mnemonic tactics. For participants high in self-compassion, memory
difficulty was irrelevant in the use of memory tricks and strategies whereas for those who
were lower in self-compassion, less memory difficulty was associated with lower use of
tricks and strategies. Research has shown that self-compassion is associated with taking
personal initiative and the desire to maintain a fulfilling life (Neff et al., 2007b), and efforts
to improve one’s memory may help to maintain neural plasticity and slow memory decline
(Erickson et al., 2007; Valenzuela & Sachdev, 2006).

One finding was notably inconsistent with predictions. Among people who had trouble
walking, those who were high in self-compassion were less willing than people low in self-
compassion to use another person for mobility. This finding is particularly puzzling given
that, as predicted, high self-compassion was associated with greater willingness to use a
walker. Perhaps using a walker for support has a different symbolic or social meaning than
using a person, which connotes dependence on other people. Although self-compassionate
people treat themselves kindly and take initiative to improve their lives (Leary et al., 2007;
Neff et al., 2005; Neff et al., 2007a; Neff et al., 2007b), no research has directly examined
whether self-compassion is related to a willingness to rely on other people to deal with
negative events. The fact that self-compassionate participants were less willing to use other
people to walk suggests that people who are high in self-compassion may rely less on other
people for help with their problems (or at least desire to rely less on others). Highly self-
compassionate individuals may also behave more autonomously, leading them to rely on
their own abilities in difficult situations. Research is needed to examine this possibility as
well as to investigate how older people who are low versus high in self-compassion construe
different kinds of physical assistance.

One finding supported the prediction that older people who are higher in self-compassion
are less bothered by using assistance than people who are low in self-compassion.
Participants who scored higher in self-compassion reported being less bothered by needing
assistance to walk than those low in self-compassion, possibly because they accept their
limitations and see their difficulties as part of normal human experience rather than as
unique and isolating (Neff, 2003a; Neff et al., 2007a; Leary et al., 2007). However, self-
compassion was not related to the degree to which people wanted to hide their problems
from others.

General Discussion
Overall, self-compassion moderated the relationship between physical health and subjective
well-being among older adults in ways that were consistent with the conceptualization of
self-compassion and with previous research. Self-compassion was broadly associated with
positive outcomes, and, as predicted, self-compassion appeared to be particularly beneficial
for people who reported poorer physical health. Adopting a self-compassionate mindset
allows people to cope with myriad difficulties and stressors by treating themselves with care
and kindness, viewing their circumstances as part of the greater human experience, and not
allowing themselves to be carried away by strong emotions (Neff, 2003a).

Because self-compassionate older adults promote their own well-being and cope better with
negative health outcomes, we hypothesized that they might engage in behaviors that lower
the likelihood that they will experience those negative outcomes in the first place. We
examined using assistance as a behavior that might differentiate how low and high self-
compassionate people deal with certain age-related changes. The findings were mixed. High
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self-compassion was associated with greater willingness to use a walker, asking others to
repeat themselves, and using memory tricks, but lower willingness to use other people for
physical support while walking. Research is needed to understand the kinds of help that self-
compassionate people are and are not likely to seek. The results did show, however, that
older adults who were high in self-compassion were less bothered by the use of assistance
than those who were low in self-compassion. This finding is consistent with research
showing that self-compassionate people react less strongly to failure and embarrassing
situations (Leary et al., 2007).

These studies are the first to address self-compassion in an older population. Given the
physical and mental difficulties that accompany aging, the benefits of self-compassion
should be magnified among older people. Although other variables, such as self-acceptance
and mindfulness, may also be important variables during this phase of life, self-compassion
involves a personal concern for one’s well-being that should perpetuate kind self-directed
behaviors. Importantly, the Self-compassion Scale (both the original measure and our 12-
item adaptation) performed reasonably well, providing evidence that the measure is reliable
and valid among older participants. More importantly, we found that the average self-
compassion score for older adults is approximately .7 points higher than the college student
population. Although this comparison is purely cross-sectional, self-compassion may
increase over the lifespan as people become more experienced in dealing with life’s
challenges. Future studies addressing the longitudinal nature of this relationship would be a
valuable addition to the literature.

These findings showed a consistent link between self-compassion and well-being in older
age, but additional research is needed to understand fully the processes by which a self-
compassionate mindset promotes adjustment. Part of the answer probably lies in how self-
compassionate people cope with stressful events (Allen & Leary, 2010), but as noted, self-
compassion may also relate to how well people take care of themselves. We did not find
clear support for a link between self-compassion and proactive self-care, but our studies
examined only a narrow range of proactive, preventative behaviors. Future research should
examine possible differences in how self-compassion relates to self-care over a broader
array of domains and behaviors. For example, preliminary findings suggest that people who
are higher in self-compassion are more likely to take care of their health, seek medical
attention when needed, and follow their doctors’ orders (Terry & Leary, in press).

Although this research focused on individual differences in self-compassion, other studies
have shown that inducing a self-compassionate mindset also leads to more positive
emotional, cognitive, and behavioral responses (Adams & Leary, 2007; Leary et al, 2007).
Additionally, two longer interventions have focused on teaching people how to incorporate
self-compassion skills into their daily lives. Gilbert and Proctor (2006) developed a
compassionate mind training intervention for participants who were high in shame and self-
criticism, and Germer and Neff are developing an 8-week program to teach self-compassion
skills (Neff, personal communication). Given the link between self-compassion and well-
being in older ages, researchers should consider developing a self-compassion intervention
that focuses on promoting a compassionate response to the aging process.

These studies are the first to examine the role of self-compassion in the lives of older adults.
Additional work is needed to extend these findings and address certain limitations. First, all
measures of health and functioning were based on self-reports completed in participants’
homes, which prevented any control over the time that participants spent on the study or the
conditions under which it was completed. Furthermore, because we relied solely on self-
reports, future work may wish to collect more objective indicators of health and well-being.
For our purposes, participants’ perceptions of their health and well-being were of interest
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because people’s reactions to health problems are based on how they construe them. Even
so, it is of interest to know how actual illness and disability are related to these processes. In
addition, our samples consisted primarily of well-functioning older individuals and did not
include many participants who had severe medical or psychological problems. Our findings
suggest that self-compassion might be even more important for people with very serious
illnesses and disabilities, but that hypothesis will require more diverse samples of older
adults.

Despite these limitations, these studies show clearly that self-compassion is related to well-
being among older adults, especially for those who report more physical problems.
Additionally, they suggest that self-compassion may play a role in older people’s use of
assistance, which has implications for preventive care in older adults. Furthermore, these
findings suggest that interventions that promote self-compassion might enhance well-being
in the elderly, particularly among older people who are self-critical or despondent with
respect to their changing health, abilities, or life circumstances.
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Figure 1.
Study 1: Interaction of self-compassion and pain on general well-being
Note. Graph shows moderating effects of self-compassion on the relationship between
reported pain and general well-being. Values on the x-axis are the lowest and highest
standardized observed values for reported pain.
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Figure 2.
Study 1: Interaction of self-compassion and general health ratings on general well-being
Note. Graph shows moderating effects of self-compassion on the relationship between
reported general health and general well-being. Values on the x-axis are the lowest and
highest standardized observed values for general health.
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Figure 3.
Study 1: Interaction of self-compassion and pain on life satisfaction
Note. Graph shows moderating effects of self-compassion on the relationship between
reported pain and life satisfaction. Values on the x-axis are the lowest and highest
standardized observed values for reported pain.
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Figure 4.
Study 1: Interaction of self-compassion and number of medical problems (MP) on emotional
problems
Note. Graph shows moderating effects of self-compassion on the relationship between
number of medical problems and emotional problems. Values on the x-axis are the lowest
and highest standardized observed values for number of reported medical problems.
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Figure 5.
Study 2: Interaction of self-compassion and walking difficulty on willingness to use a
walker.
Note. Graph shows moderating effects of self-compassion on the relationship between
reported walking difficulty and willingness to use a walker. Values on the x-axis are the
lowest and highest standardized observed values for reported walking difficulty.
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Figure 6.
Study 2: Interaction of self-compassion and memory difficulty on use of tactics to help
memory
Note. Graph shows moderating effects of self-compassion on the relationship between
reported memory difficulty and use of tactics to help memory. Values on the x-axis are the
lowest and highest standardized observed values for reported memory difficulty.
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