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Abstract: Intervention programs based on self-compassion have demonstrated their efficacy both
in reducing psychological distress and increasing well-being. The goal of this study was to test the
efficacy of an online intervention to increase mindfulness and self-compassion levels in a non-clinical
sample in a highly stressful context: the ten weeks of lockdown imposed in the early stages of
the COVID-19 pandemic. The intervention sessions consisted of thirty-minute guided meditations
followed by thirty minutes of inquiry. Sixty-one participants completed two thirds of the sessions
or more, and 65 individuals participated in a waiting-list (WL) control group. Self-compassion,
anxiety, depression and stress levels were assessed. The analysis of pre-post results suggests that
the interventions increased self-compassion levels and decreased anxiety, depression and stress
levels, whereas the WL group did not show any significant changes. The emotional changes in the
intervention group were associated with the increase in self-compassion. However, at follow-up, the
scores of emotional distress variables returned to the initial pre-intervention scores. These data can
be interpreted in line with previous results that have shown the efficacy of self-compassion-based
intervention programs. Given that this efficacy was not maintained at follow-up, data are discussed
according to the pervasive role of a highly stressful context and—as described in other studies—the
need for regular practice to maintain the benefits obtained.
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1. Introduction

Self-compassion (SC) has been defined in several ways. Definitions generally include:
(i) Being kind, warm and tolerant with oneself, especially with one’s own mistakes, short-
comings and failures; (ii) A propensity for self-caring, understanding one’s own personal
errors and their consequences; and (iii) The ability to deal with suffering, accepting it as part
of being human. This acceptance implies non-avoidance of suffering states, approaching
them as experiential activities [1,2].

This conceptualization entails a reconsideration of human mistakes, providing a
framework of self-forgiveness as an alternative to live with (perceived) human inadequacies
and shortcomings. Specifically, SC is composed of three dimensions expressed in two poles,
ranging from an extreme of greater protection to an extreme of greater vulnerability: (i) Self-
kindness versus self-judgment, which refers to the tendency to be caring and understanding
with oneself or to be punitive and critical in times of suffering; (ii) Common humanity
versus isolation, which implies the recognition that one’s failures, problems and stress
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are a normal part of human life or, on the contrary, an isolated experience happening
only to oneself; and (iii) Mindfulness versus over-identification, which implies a balanced
approach to thoughts and feelings as opposed to exaggerating distress experiences [2,3].

In this regard, SC can function as a protective coping strategy or as a vulnerability
factor, depending on its presence or absence [4].Several literature reviews have pointed
out this protective/vulnerability role that affects mental health and well-being [5–7].This
influence is especially relevant for emotional distress and disorders [8–10], including
initial emotional development during adolescence [11] The specific relationship patterns
of the three SC components are similar to those found for general SC. Specifically, a
strong association has been found between negative poles (i.e., self-judgment, isolation
and over-identification) and psychological distress, and a strong association has been
observed between positive poles (i.e., self-kindness, common humanity and mindfulness)
and psychological well-being. However, in this case, mindfulness exhibited the strongest
association, and common humanity showed the weakest association [4,12].

Few studies have explored why the presence of SC plays a protective role [6] and the
mechanism of how SC works remains unclear. Yet, there is some evidence supporting its
role as an “enhancer” of emotional regulation resources, reducing difficulties in the use of
adaptive strategies and playing a mediational role between emotional disorders and the
use of adaptive emotional regulation [13,14]. This point of view has been extended and
SC has been proposed as a possible moderator of the presence of emotional problems [15].
Nevertheless, there are also data supporting an inverse process: emotional regulation
strategies mediating the role of SC in emotional disorders [16].

Despite these contradictory results, the protective role of SC in certain mental health
problems has led to the development of intervention programs based on increasing SC
as a strategy to improve mental health and well-being [17,18]. Neff and Germer (2013)
developed an eight-session (2.5 h) mindful self-compassion program (MSC) directly related
to mindfulness/SC processes with the aim of increasing psychological flourishing and
reducing psychological distress. This program connects well-established mindfulness-
based protocols to deal with emotional disorders [19,20] with SC components, as was
previously proposed [1]. Gilbert (2014) developed compassion-focused therapy (CFT), a
14-session protocol directly aimed at increasing the sense of compassion as a way to deal
with emotional distress and disorders.

An initial randomized controlled trial [3] compared MSC with a waiting-list control
group in a non-clinical community sample. Pre-post results supported the efficacy of MSC
in both increasing well-being (i.e., life satisfaction and happiness) and reducing emotional
distress (i.e., anxiety, depression and stress). These promising results were followed by a
significant growth in the use of SC to deal with several types of psychological distress and
disorders. Six years later, a meta-analysis conducted by Ferrari et al. (2019) found 27 studies
(including [3]) in which SC was used as a main component of an intervention program.
Self-compassion-based interventions differed in methodological accuracy, contents, session
duration and intervention duration. Nevertheless, the overall results showed a similar
pattern to that obtained with MSC: a significant effect size in decreasing anxiety, depression,
ruminative thoughts, eating difficulties and stress levels. An increase in well-being was
also observed (i.e., positive affect and life satisfaction), but with a smaller effect size. These
results were also observed with an online internet program [21]. These positive effects were
observed at follow-up, but only few studies included a follow-up period.

Because of methodological issues, new systematic reviews were performed dealing
only with randomized controlled trials [22–24], and the results were coincident. Both MSC
and CFT programs were effective in reducing psychological distress and increasing well-
being. Interestingly, RCTs that included specific mindfulness training (e.g., MSC) showed
a clear reduction in emotional distress, especially related to anxiety and depression [24].
Although the studies selected in these two systematic reviews were methodologically
robust, about half of them did not include a follow-up period.
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In summary, interventions based on self-compassion components have provided
emerging evidence of its protective effects on emotional distress, attending to available
protocols (MSC and CFT). These data are coincident with those provided by mindfulness-
based intervention protocols. The Buddhist tradition says that the two wings of a bird are
compassion and wisdom, and mindfulness provides an opportunity to increase wisdom by
becoming aware of what is happening in the present moment, free of subjective judgments.
In this sense, the purpose of this study was to develop an intervention program based on
both mindfulness and SC training to reduce emotional distress, testing its efficacy on anxiety,
depression, and stress levels in the initial stages of COVID-19. Combining these two modes
of intervention was carried out with the goal of increasing the possibility for improving the
emotional state of people who were going through this stressful experience. This program
was delivered in the format of meditation sessions. The program was delivered online,
as proposed by different authors [21,25–27], with a two-month follow-up. This format
allowed participants to engage in the program at different times of the day.

2. Materials and Methods
2.1. Participants

Participants were recruited throughout the high stressful conditions of COVID-19,
during the ten weeks of lockdown imposed by the Spanish government in the early stages
of the pandemic. Individual were asked to participate through social media by inviting
them to participate in a meditation program to deal with emotional problems. As positive
replies were being received, a Google form containing the self-compassion scale and the
DASS-21 (measuring anxiety, depression and stress levels) was administered. Among
respondents, 160 individuals were randomly assigned to a control group (80 participants)
or an active meditation group (80 participants).

The inclusion criteria were:

- Age 18 years old or over;
- Acceptable internet connectivity;
- Not receiving (psychological or psychiatric) treatment for a mental disorder;
- Not having a serious physical problem;
- Not practicing mindfulness or SC at the time of the study;
- No regular or professional practice of meditation.

As shown in the flowchart (Figure 1), 74 people in the active meditation group and
65 in the control group completed the post-tests. Sixty-one subjects in the active group
completed at least two thirds of the sessions. A follow-up period of two months was
recorded. During this period, the number of participants decreased to 38 in the active
meditation group and 39 in the control group.

The mean age of the 139 participants who completed the pre- and post-tests was 41.75
(SD = 12.01), 42.51 (SD = 11.26) for the active meditation group, and 40.93 (SD = 12.8) for the
control group. As regards sex distribution, 117 (84.3%) of the participants were women—
84.3% in the active meditation group and 84.5% in the control group. No significant
differences were found between the groups regarding age and sex distribution.

2.2. Instruments

A Google form was administered via email with the following data:

- Sociodemographic data. sex, academic background, employment status, physical
problems in the last two weeks, previous history of mental disorders and previous
experience with meditation;

- Depression, anxiety and stress scale-21 [28]. This is the short version of a self-
administered scale measuring depression, anxiety and stress, with seven items per
subscale. The depression scale assesses dysphoria, hopelessness, devaluation of life,
self-deprecation, lack of interest/involvement, anhedonia and inertia. The anxiety
scale assesses autonomic arousal, skeletal muscle effects, situational anxiety and sub-
jective experience of anxious affect. The stress scale is sensitive to levels of chronic
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non-specific arousal. It assesses difficulty relaxing, nervous arousal, and being easily
upset/agitated, irritable/over-reactive and impatient. Scores for depression, anxiety
and stress are calculated by summing the scores for the relevant items. The instrument
is answered on a four-point Likert scale ranging from 0 (nothing) to 3 (a lot). Original
internal consistencies (i.e., Cronbach’s alpha) were high: 0.86 for anxiety, 0.93 for
depression, and 0.91 for stress. Our sample had the following coefficients: anxiety
(0.83), depression (0.89) and stress (0.84). The Spanish adaptation was used [29].

- Self-compassion scale—Short Form [30]. This is a short 12-item instrument extracted
from the original SCS measure [31] that is answered on a five-point Likert scale from 1
(hardly ever) to 5 (almost always). The scale covers the three self-compassion dimen-
sions: self-kindness versus self-judgment, common humanity versus isolation, and
mindfulness versus over-identification. This short form has obtained adequate psy-
chometric properties, generally with a Cronbach’s alphas higher than 0.80 [32]. Our
participants had a Cronbach’s alpha coefficient of 0.83 for SCS-SF total scores. Accord-
ing to the three dimensions, self-kindness/self-judgment obtained an alpha = 0.68,
common humanity/isolation, 0.77, and mindfulness/over-identification, 0.71. We
used the Spanish adaptation of the scale [33].
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2.3. Design

A randomized controlled trial with two arms was performed. One group received
a self-compassion and mindfulness-based intervention (SCMI), and the other group was
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a waiting-list control group (WL). The SCMI group was further divided into two groups,
one receiving the intervention in the morning and one in the afternoon (according to the
agenda preferences of each participant). Measures were taken at pre-, post-intervention
and two-month follow-up for the SCMI group. For the WL group, measures were taken at
pre- and post-intervention. Following the post-intervention measurement, the SCMI was
freely offered to control group participants. The intervention was implemented with the
online Zoom platform for thirty days. In order to have an effective control of attendance,
the two instructors played different roles. Thus, while one was guiding the meditative
practice, the other was keeping track of the participants that were connected for the entire
session. To this end the participants were asked to keep their cameras on. The participants
were asked to maintain their cell phones and any other electronic devices off, to use the
more secluded place of their homes for the practice, and to keep the door closed and make
sure that no one will interrupt their practice.

The SCMI was composed of several guided meditations with a duration of 30 min
per session. These meditation sessions were extracted from various mindfulness protocols,
self-compassion programs, and Buddhist tradition meditation, as suggested by different
programs and proposals [34–39] The meditation sessions were followed by an inquiry and
discussion period of another 30 min.

Specifically, the general content of the SCMI sessions was as shown in Table 1.

Table 1. General session contents of the self-compassion and mindfulness intervention, according to
its mindfulness, self-compassion or mixed nature (numbers represent the session number).

Mindfulness Self-Compassion Mindfulness/Self-Compassion

1. Brief theoretical concepts on posture and
meditation. Conscious breathing.
3. Seated meditations: sitting with the breath,
and sitting with the breath and the body.
5. Meditation: body scan.
7. Practice: feet soles for rooting.
9. Walking meditation.
15. Meditation: the lake.
19. Meditation: the mountain.
25. Exercise: the raisins.
27. Practice: surfing the waves.
30. Meditation: Resting from worries

4. Meditation: a cell.
6. Meditation: loving kindness to a loved one.
8. Meditation: creating a safe place.
10. Meditation: loving kindness to ourselves.
12. Meditation: the compassionate friend.
14. Meditation: giving and
receiving compassion.
16. Meditation: imagining a
compassionate self.
18. Finding difficult emotions.
21. Meditation: empathy with the inner critic.
23. Meditation: the Tonglen—awakening the
heart of compassion.
26. Meditation: cultivating a forgiving heart.
28. Meditation: compassion for oneself and
for others.

2. Reassuring touch and self-compassion.
11. Meditation: discovering the resonant
self-witness.
13. Meditation: embrace life with a smile.
17. Meditation: the radical acceptance of pain.
20. Meditation: receiving fear.
22. Informal practice: compassion
with equanimity.
24. Meditation: the prenatal self.
29. Meditation: “who am I?”

As primary outcome emotional variables, anxiety, depression, and stress levels were
assessed at pre-, post-intervention and follow-up. These kinds of variables are usually
assessed to measure emotional distress to test the efficacy of mindfulness/self-compassion
interventions (e.g., [19,24]. As it has been described above, the instrument used to measure
these variables was DASS-21. Additionally, self-compassion level was used as a measure of
the internal validity of the efficacy of the SCMI, comparing pre- and post-intervention levels.

2.4. Procedure

To recruit participants, a paid advertisement on Facebook was used for seven days,
asking for individuals interested in dealing with emotional distress via meditations. Partic-
ipants who replied positively were asked to share the project with their contacts. Two hun-
dred and fifteen prospective participants were invited to a meeting via two videoconfer-
ences (one in the morning and one in the afternoon). In addition, in the case of connection
problems, an email containing the full information was sent to them.

A single-blind procedure was used to assign participants to the SCMI group (80) or
the WL group (80). An electronic random number table was ran to assign numbers to both
SCMI group and WL group. As Google forms were being received, a correlative number
was assigned to those that fulfilled the inclusion criteria. According to those correlative
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numbers, participants were allocated to their group. Measurements were also blinded,
because they were attained via Google forms. There was not possible a double-therapists-
blind procedure.

Those in the WL group were informed that they could receive the SCMI two months
later (when the active group had finished the intervention). A Google form was then sent
asking for additional sociodemographic data; it also contained the DASS-21 and SCS scales
(i.e., pre-intervention measurement). Once the intervention had finished, a new Google
form was sent out (i.e., post-intervention measurement) with those two scales. This time,
the WL participants were invited to undergo the SCMI. Two months later, the DASS-21 was
again sent to the SCMI group (i.e., follow-up measurement). Meditations were provided
for 30 consecutive days. They were also recorded and linked to a Dropbox file that was
accessible to the SCMI group. These meditations were supervised by the first author, a
trained teacher in the MSC program, and the second author, an experienced professional in
meditation mindfulness protocols.

2.5. Ethics

The project was approved by the Medical Research Ethics Committee of the university
hospital (Complejo Hospitalario Universitario Insular Materno-Infantil). The surveys contained
information about the goals of the study for participants to read. All participants gave their
signed informed consent in compliance with the Spanish Data Protection Act and in line
with the rights contemplated under the Declaration of Helsinki.

2.6. Data Analysis

The sample was described with frequency statistics. To verify whether the groups
were initially comparable as regards the main variables (i.e., age, sex, self-compassion,
emotional distress), several comparisons were performed according to the nature of the
variables: t-test for normally distributed continuous variables, Mann–Whitney U test for
non-normally distributed variables, and Chi-square test for nominal variables.

For the SCMI group, an effective participation was considered when individuals
completed at least 2/3 of sessions (20), consistent with the Lambert [40] (2013) criteria for
naturalistic settings (treatment sessions with less than 20 mean that about 50% of patients
have not achieve a substantial benefit from the treatment).

To compare both groups regarding outcome variables (i.e., self-compassion and emo-
tional distress variables), a repeated-measures ANOVA was performed. Median differences
between pre- and post-moments were also calculated with ANOVAs. Effect size was cal-
culated through eta-squared. The relationships between the increase in SC levels and the
improvements in anxiety, depression and stress were carried-out by Pearson correlation
coefficients. There were relevant dropout rates between pre-moments and follow-up mo-
ments in the SCMI group, so intention-to-treat (ITT) analyses were conducted using the
first-observation-carried-forward method, assigning to participants who dropped out the
pre-intervention score (no-change, forward method).

3. Results

As mentioned above, not all participants in the SCMI group completed all the sessions.
As an internal validity criterion, it was considered that the final SCMI group would include
participants who completed at least two thirds of the sessions. The comparison between
participants who did not complete two thirds of the total sessions (N = 12) and participants
who completed them (N = 61) did not show any significant differences in sex (X2 = 0.12),
age (U = 1014.0), previous self-compassion scores (U = 397.0), previous depression scores
(U = 1073.0) or previous stress scores (U = 982.5). However, there was a trend to significance
in the initial anxiety scores (U = 767.0; p = 0.021). Therefore, the initial scores were used as
covariates in later comparisons between anxiety levels.

First, to analyze the results of the program as an internal validity criterion, it was
decided that whether the SCMI program had modified self-compassion levels in the treat-
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ment group had to be determined. This was achieved through a pre-post-intervention
repeated-measures ANOVA comparing the intervention group with the control group.
Table 2 summarizes the data of this analysis.

Table 2. Repeated-measures ANOVA of the pre- and post-intervention self-compassion scores of the
mindful self-compassion and waiting-list groups.

Pre Post

Group M (SD) M (SD) F (1124) n2

SCS
WL 33.67 (9.07) 34.13 (10.23)

30.30 *** 0.194
SCMI 32.48 (9.55) 40.11 (10.28)

SK-SJ
WL 10.90 (3.56) 10.88 (3.90)

30.12 *** 0.191
SCMI 10.52 (3.57) 13.29 (3.70)

CH-I
WL 11.19 (2.92) 11.51 (3.40)

15.62 *** 0.109
SCMI 10.65 (3.40) 13.21 (3.79)

M-OI
WL 11.76 (3.75) 11.91 (3.78)

22.10 *** 0.148
SCMI 11.30 (3.50) 13.67 (3.32)

Abbreviations: SCS = self-compassion total score; SK-SJ = self-kindness–self-judgment factor; CH-I = common
humanity–isolation factor; M-OI = mindfulness–over-identification factor; *** p = 0.000; n2 = eta-squared.

As shown in Table 2, both regarding total scores and those of each of the three factors
of the SCS, the scores of the SCMI group increased significantly, whereas those of the WL
group did not change from their initial scores.

As regards changes in depression, anxiety and stress levels measured by the DASS-21, a
repeated-measures ANOVA was also performed considering three moments: pre-intervention,
post-intervention and follow-up. No significant overall effects were observed in depression
levels [F (1124) = 0.260] or stress levels [F (1124) = 0.009]. Only anxiety levels showed changes,
with low significance [F (1124) = 3.73; p = 0.057]. The evolution of pre-intervention, post-
intervention and follow-up scores for the SCMI and WL groups is shown in Figure 2.

Table 3 shows depression, anxiety and stress mean levels measured by the DASS-21,
considering the three previously mentioned moments (pre-intervention, post-intervention
and follow-up).
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Figure 2. Graphical representation of pre-intervention, post-intervention and follow-up scores of the
self-compassion and mindfulness group and waiting-list group in the three emotional outcome variables.
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Table 3. Mean levels of depression, anxiety and stress measured by the DASS-21 during pre-
intervention, post-intervention and follow-up.

Variable Group Pre
Mean (SD)

Post
Mean (SD)

Follow-Up
Mean (SD)

DEPRESSION
SCMI 11.56 (3.22) 10.33 (2.71) 10.95 (2.67)
WL 12.06 (4.51 12.35 (5.04) 11.85 (3.85)

ANXIETY
SCMI 12.58 (3.48) 10.37 (2.76) 10.84 (2.76)
WL 11.51 (4.05) 11.51 (4.52) 11.65 (3.06)

STRESS
SCMI 16.89 (10.79) 13.76 (3.55) 14.59 (0.41)
WL 17.55 (12.01) 15.61 (4.91) 14.99 (4.21)

Abbreviations: PRE = pre-intervention; POST = post-intervention; SD = standard deviation; SCMI = self-
compassion and mindfulness intervention; WL = waiting list.

As can be seen, both groups had similar pre-intervention levels in depression, anxiety
and stress. The SCMI group had lower scores in the post-intervention assessment but
scores were again similar at follow-up. These data were compared again with the mean
differences test. Specifically, as regards depression scores, the SCMI and the WL group did
not significantly differ in initial scores [F (1137) = 0.52]. At post-intervention, the SCMI
group had significantly lower scores than the control group [F (1137) = 6.03; p = 0.017;
n2 = 0.083). Yet, the differences disappeared again at follow-up [F (1137) = 1.79].

The other two variables showed a similar trend. As regards anxiety levels, there were
no initial differences [F (1137) = 0.73]. The scores of the SCMI group were significantly lower
at post-intervention [F (1137) = 4.89; p = 0.030; n2 = 0.068) but, again, the differences were
not observed at follow-up [F (1137) = 1.87]. As regards stress levels, no differences between
groups were observed at pre-intervention [F (1137) = 0.05]; differences were present at
post-intervention [F (1137) = 3.14; p = 0.051; n2 = 0.045) but not at follow-up in the SCMI and
the WL groups, although they showed a decreasing trend in both cases [F (1137) = 0.31].

The study revealed that the benefits of the SCMI program disappeared at follow-
up. Considering this, we decided to determine whether the benefits were related to an
improvement in the level of SC. To this end, we performed a correlation analysis between
the increase in SC scores (i.e., post-score minus pre-score) and improvements in anxiety,
depression and stress (i.e., pre-score minus post-score, and pre-score minus follow-up score)
for the SCMI group. Table 4 shows the results obtained.

Table 4. Correlation coefficients between increases in SC levels (i.e., total score and dimension
scores) and improvements in anxiety, depression and stress scores of participants who received the
self-compassion and mindfulness intervention program.

Post (n = 61) Follow-Up (n = 38)

Anxiety Depression Stress Anxiety Depression Stress

SCS 0.47 *** 0.51 *** 0.59 *** 0.34 ** 0.30 * 0.27 *

SK-SJ 0.40 *** 0.49 *** 0.63 *** 0.34 ** 0.32 ** 0.22

CH-I 0.33 ** 0.37 ** 0.33 ** 0.30 * 0.29 * 0.22

M-OI 0.51 *** 0.51 *** 0.61 *** 0.37 ** 0.31 ** 0.25 *
Abbreviations: SCS = self-compassion total score; SK-SJ = self-kindness–self-judgment factor; CH-I = common
humanity–isolation factor; M-OI = mindfulness–over-identification factor; *** p = 0.001, ** p = 0.01, * p = 0.05.

The analysis of the data shows that, overall, there was a direct and significant relationship
between the increase in SC levels and the improvements in anxiety, depression and stress. These
coefficients were clearly higher in post-intervention scores and decreased at follow-up, when
some coefficients (i.e., those referring to improvements in stress) ceased to be significant. These
data are consistent with the comparisons observed; the SCMI group showed an improvement
after the intervention program that disappeared at follow-up. In addition, considering each
SC dimension, the mindfulness–over-identification factor showed the best correlations with
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improvements in emotional states, and the common humanity–isolation factor obtained the
lowest coefficients, although they were also significant.

4. Discussion

The overall goal of this study was to test the effect of an online intervention program
involving mindfulness and SC meditations on emotional distress (i.e., anxiety, depression
and stress levels). The main results showed that the program improved SC levels and
had a positive influence on its three components (i.e., self-kindness–self-judgment, com-
mon humanity–isolation, and mindfulness–over-identification). The program also had an
immediate post-intervention effect, decreasing the level of anxiety, depression and stress.
However, this improvement was not maintained, even though the active intervention group
received a guided meditation weekly at follow-up.

These data are consistent with previous studies about the efficacy of intervention
programs based on SC in reducing psychological suffering and promoting well-being, and
how these positive effects are related to an increase in SC (e.g., [22–24,41]). If we examine
data from these literature reviews, there is solid evidence proving that various intervention
programs based on increasing SC generate a concomitant effect on psychological well-
being and on reducing psychological distress, especially emotional problems and disorders.
In studies including a follow-up period, the gains remained several months after the
intervention was conducted. Our data showed similar results regarding the efficacy of SC
intervention programs in reducing emotional distress, but the efficacy was not sustained at
follow-up.

In addition, as shown by the correlation coefficients, a strong association was observed
between increases in SC scores and improvements in emotional states (i.e., anxiety, depres-
sion and stress). This association was greater at post-intervention than at follow-up, as
expected, because the efficacy of the intervention decreased several months later. These
data support the protective role of SC over emotional distress, as has been observed in
prior studies [10]. An analysis of the role of specific SC dimensions also yielded data
consistent with the most protective role played by the mindfulness–over-identification
dimension, whereas the role of the common humanity–isolation dimension was less rel-
evant [4]. As described in this meta-analysis, a greater relationship was found between
over-identification and emotional distress than in the other two scales. This could be due
to two reasons, the first is that when one develops one’s mindfulness capacity, rumination
decreases considerably, something that in COVID times could lead to high levels of worry,
and therefore, greater psychological distress. The second is that if mindfulness is increased,
over-identification decreases, and this improves the capacity for emotional regulation in
the face of adverse events such as the pandemic situation.

The discrepancy between our results and mainstream data about the effectiveness of
SC interventions at follow-up could be due to at least three reasons:

(i) This intervention was conducted during the hardest time of the coronavirus pandemic.
There are data supporting the pervasive effects of those moments on mental health,
with different social contexts and personal conditions (e.g., [42–45]). The pandemic
was a greater stressor than any possible psychosocial interventions, to the extent that,
once the intervention ended, the harmful effects of the pandemic were observed again.
Our data agree with this explanation; while stress levels tended to decrease both in
the intervention and control groups—perhaps due to a tendency to adapt to the initial
stressful effect of the pandemic—anxiety and depression returned to their initial levels.
Previous data support this stronger effect of intense and prolonged stressful events
(e.g., [46]). In these cases, a systematic follow-up with complementary reminder
intervention sessions might be particularly useful. Although our study included a
follow-up, importantly, both a dose–response relationship and an extinction of the
effect of meditation after ceasing the practice have been reported [22–24];

(ii) Participants belonged to a non-clinical community sample. Initially, they were worried
about the potential emotional impact of the pandemic, but this did not imply they
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had an emotional disorder. All the mean scores of participants in the pre-intervention
phase indicated a mild level of depression, anxiety or stress, far from the scores
obtained by Spanish mental health patients in the DASS-21 scale [47]. The re-analysis
of data efficacy [10,23] has shown a better result with clinical samples compared to
non-clinical ones (e.g., [48,49]), including online interventions (e.g., [50]). This could
imply that SC intervention programs are effective but are especially so in participants
with more serious psychological conditions, which could also imply greater adherence
and maintenance of gains. As experts have pointed out, seeking mental health help
can be understood as a first act of compassion [2,51];

(iii) The third reason is a methodological issue. The discrepancy can be attributable to
several methodological differences between our program and, e.g., MBSR or MSC
(program duration, session duration, type of practice, etc.). In a strict sense, those
comparisons cannot be carried out, except as a tendency analysis.

Beyond this question, the maintenance of gains following psychological treatment is
still a relevant issue in clinical practice [52] despite early questions about its usefulness [53].
In the initial proposal for identifying empirically supported psychological treatments [54],
follow-ups are considered “highly desirable” to determine treatment effect stability, which
in turn is a criterion to determine treatment efficacy. Likewise, a new model for ESTs
specifically pointed out the need to consider long-term efficacy in addition to short-term
efficacy as a relevant change in the EST criteria [55]. Differential follow-up efficacies, as our
data suggest, can be understood as the emergence of existing differences in the stability of
the response to the intervention. These differences may be due to problems in the program
implementation itself but also to the characteristics of participants and of the context.
The implementation of 30 meditation sessions, with varied components, a diverse nature,
and, probably, affecting different emotional regulation strategies, could influence gains
stability. If the intervention had focused on similar contents and strategies, it is possible
the efficacy was more stable. Additionally, participants represent a sample of non-clinical
individuals, interested in managing their emotional distress. This description involves
many different people than if we had considered a clinical sample or a sample with more
precise characteristics.

The comparison between data provided by randomized clinical trials (RCTs) and
real-world data (obtained with other means of data collection) has shown significant gaps
that affect healthcare decisions [56]. This approach has led to including real-world evidence
(RWE) as a significant element in treatment decision-making [57,58]. RWE is based on data
derived from observations of patients in different healthcare settings as complementary
data to those provided by well-designed RCTs. The importance of this complementary
information has also been emphasized by other proposals [55,59,60] In this regard, far
from identifying our modest design with a complex RWE design, our data could represent
a modest contribution as complementary data in supporting the efficacy of SC-based
intervention programs and the need to back up the pre- and post-gains to maintain them in
the medium/long term.

This study has several limitations. First, a double-blind procedure was not possible,
because therapists knew the program purpose. Second, participants were only recruited
via social media. People who did not use social media could not access the SCMI. Partici-
pants were recruited because they were interested in receiving a free self-compassion and
mindfulness intervention. Yet, it was not possible to control the nature of that interest (e.g.,
curiosity, experiencing emotional distress and having an emotional disorder). It is logical
to expect that compliance with and adherence to the program may have been influenced
by these different interests. This implies a third limitation: individuals participated with
different levels of involvement, as shown by a broad range of participation levels in the
sessions. A fourth limitation was the control group, which was a waiting-list group. An
active control group may be a better comparative group to clarify the differential role of SC
compared to usual treatments for emotional distress. SCMI is based in self-compassion and
mindfulness activities, but we did not include a precise measure of the mindfulness level
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(except an indirect measure with the SCS subscale “mindfulness-over-identification factor”).
In this sense, the effect of SCMI on the mindfulness level could not be tested. Finally, we
measured SC with the short-form SCS. There are doubts about the psychometric soundness
of the components of this scale [61], especially if this scale is used to measure the three
SC dimensions separately with the short-form. Despite of the fact that we tried to avoid
interpretation bias, limiting the participant characteristics with the inclusion criteria, there
are several mediational or moderator variables that can affect our results, beyond these
limitations (e.g., specific program contents, concrete psychological processes activated by
our intervention, level of participant involvement, etc.), and we could not consider these
possible biases.

5. Conclusions

As a main conclusion, current research supports the use of an online mindfulness and
SC-based intervention program to relieve emotional distress, such as anxiety, depression or
stress. However, these gains could not be maintained at follow-up. This could imply the
convenience of introducing new programmed support sessions during follow-up periods
to sustain the improvement in emotional regulation. This is especially adequate when
the social context is particularity stressful and persists over time (as happened during the
initial stages of the coronavirus pandemic).

The decrease in emotional distress was associated with an increased in self-compassion.
These data can be interpretable as a direct relationship between SC and well-being, and they
represent an internal validation of the SCMI program that was implemented. Additionally,
the mindfulness–over-identification SC factor was the specific component most associated
with gains in emotion regulation.

Future research can test the efficacy of the SCMI program attending to: (i) A more
homogeneous sample (such as a clinical sample); (ii) An intense versus extensive meditation
practice (e.g., to concentrate meditation practice on some specific components); and (iii)
testing SCMI in less stressful social contexts.

Author Contributions: Conceptualization, M.E.G.-H. and L.F.F.R.; Methodology, M.E.G.-H. and
L.F.F.R.; Formal analysis, W.P.C.; Investigation, M.E.G.-H. and L.F.F.R.; Resources, M.E.G.-H. and
L.F.F.R.; Data curation, W.P.C.; Writing—original draft, M.E.G.-H., C.O. and W.P.C.; Writing—review
and editing, M.E.G.-H., A.D.M., L.F.F.R., C.O. and W.P.C.; Visualization, W.P.C.; Supervision, A.D.M.,
L.F.F.R. and W.P.C.; Project administration, C.O.; Funding acquisition, A.D.M. All authors have read
and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki, and approved by the Ethics Committee of Servicio Canario de la Salud (protocol code
2020-174-1 COVID-19).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: The data are available through the mailing address
maria.gutierrez118@alu.ulpgc.es.

Acknowledgments: The authors are grateful to María Dolores Hernández García, Gemma Domínguez
Castellanos, Inanna Catalá Miguel, Alicia Ayuso Barco, Encarnación Carrero Jiménez and Jordi Escud-
ero Taltavull for having collaborated by imparting wonderful meditations during the intervention.

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Neff, K. Self-Compassion: An Alternative Conceptualization of a Healthy Attitude Toward Oneself. Self. Identity 2003, 2, 85–101.

[CrossRef]
2. Neff, K.D. Self-Compassion: Theory, Method, Research, and Intervention. Annu. Rev. Psychol. 2022, 74, 193–218. [CrossRef]

[PubMed]

https://doi.org/10.1080/15298860309032
https://doi.org/10.1146/annurev-psych-032420-031047
https://www.ncbi.nlm.nih.gov/pubmed/35961039


Eur. J. Investig. Health Psychol. Educ. 2023, 13 773

3. Neff, K.D.; Germer, C.K. A Pilot Study and Randomized Controlled Trial of the Mindful Self-Compassion Program. J. Clin.
Psychol. 2013, 69, 28–44. [CrossRef]

4. Muris, P.; Petrocchi, N. Protection or Vulnerability? A Meta-Analysis of the Relations Between the Positive and Negative
Components of Self-Compassion and Psychopathology. Clin. Psychol. Psychother. 2017, 24, 373–383. [CrossRef]

5. Cleare, S.; Gumley, A.; O’Connor, R.C. Self-Compassion, Self-Forgiveness, Suicidal Ideation, and Self-Harm: A Systematic Review.
Clin. Psychol. Psychother. 2019, 26, 511–530. [CrossRef] [PubMed]

6. Inwood, E.; Ferrari, M. Mechanisms of Change in the Relationship between Self-Compassion, Emotion Regulation, and Mental
Health: A Systematic Review. Appl. Psychol. Health Well Being 2018, 10, 215–235. [CrossRef] [PubMed]

7. MacBeth, A.; Gumley, A. Exploring Compassion: A Meta-Analysis of the Association between Self-Compassion and Psychopathol-
ogy. Clin. Psychol. Rev. 2012, 32, 545–552. [CrossRef]

8. Gutiérrez-Hernández, M.E.; Rodríguez, L.F.F.; Megolla, A.D.; Oyanadel, C.; Castro, W.P. Analysis of the Predictive Role of
Self-Compassion on Emotional Distress during COVID-19 Lockdown. Soc. Sci. 2022, 11, 151. [CrossRef]

9. Mackintosh, K.; Power, K.; Schwannauer, M.; Chan, S.W.Y. The Relationships Between Self-Compassion, Attachment and
Interpersonal Problems in Clinical Patients with Mixed Anxiety and Depression and Emotional Distress. Mindfulness 2018, 9,
961–971. [CrossRef]

10. Winders, S.J.; Murphy, O.; Looney, K.; O’Reilly, G. Self-Compassion, Trauma, and Posttraumatic Stress Disorder: A Systematic
Review. Clin. Psychol. Psychother. 2020, 27, 300–329. [CrossRef] [PubMed]

11. Marsh, I.C.; Chan, S.W.Y.; Macbeth, A. Self-Compassion and Psychological Distress in Adolescents—A Meta-Analysis. Mindfulness
2018, 9, 1011–1027. [CrossRef] [PubMed]

12. Chio, F.H.N.; Mak, W.W.S.; Yu, B.C.L. Meta-Analytic Review on the Differential Effects of Self-Compassion Components on
Well-Being and Psychological Distress: The Moderating Role of Dialecticism on Self-Compassion. Clin. Psychol. Rev. 2021, 85,
101986. [CrossRef] [PubMed]

13. Eichholz, A.; Schwartz, C.; Meule, A.; Heese, J.; Neumüller, J.; Voderholzer, U. Self-Compassion and Emotion Regulation
Difficulties in Obsessive–Compulsive Disorder. Clin. Psychol. Psychother. 2020, 27, 630–639. [CrossRef]

14. Meyer, L.P.; Leppma, M. The Role of Mindfulness, Self-Compassion, and Emotion Regulation in Eating Disorder Symptoms
Among College Students. J. Coll. Couns. 2019, 22, 211–224. [CrossRef]

15. Gutiérrez-Hernández, M.E.; Fanjul, L.F.; Díaz-Megolla, A.; Reyes-Hurtado, P.; Herrera-Rodríguez, J.F.; Enjuto-Castellanos, M.D.P.;
Peñate, W. Covid-19 Lockdown and Mental Health in a Sample Population in Spain: The Role of Self-Compassion. Int. J. Env. Res.
Public Health 2021, 18, 2103. [CrossRef] [PubMed]

16. Diedrich, A.; Grant, M.; Hofmann, S.G.; Hiller, W.; Berking, M. Self-Compassion as an Emotion Regulation Strategy in Major
Depressive Disorder. Behav. Res. Ther. 2014, 58, 43–51. [CrossRef] [PubMed]

17. Germer, C.K.; Neff, K.D. Self-Compassion in Clinical Practice. J Clin Psychol 2013, 69, 856–867. [CrossRef]
18. Gilbert, P. The Origins and Nature of Compassion Focused Therapy. Br. J. Clin. Psychol./Br. Psychol. Soc. 2014, 53, 6–41. [CrossRef]
19. Fumero, A.; Peñate, W.; Oyanadel, C.; Porter, B. The Effectiveness of Mindfulness-Based Interventions on Anxiety Disorders. A

Systematic Meta-Review. Eur. J. Investig. Health Psychol. Educ. 2020, 10, 704–719. [CrossRef]
20. Porter, B.; Oyanadel, C.; Sáez-Delgado, F.; Andaur, A.; Peñate, W. Systematic Review of Mindfulness-Based Interventions in

Child-Adolescent Population: A Developmental Perspective. Eur. J. Investig. Health Psychol. Educ. 2022, 12, 1220–1243. [CrossRef]
21. Finlay-Jones, A.; Kane, R.; Rees, C. Self-Compassion Online: A Pilot Study of an Internet-Based Self-Compassion Cultivation

Program for Psychology Trainees. J. Clin. Psychol. 2017, 73, 797–816. [CrossRef] [PubMed]
22. Kirby, J.N.; Tellegen, C.L.; Steindl, S.R. A Meta-Analysis of Compassion-Based Interventions: Current State of Knowledge and

Future Directions. Behav. Ther. 2017, 48, 778–792. [CrossRef] [PubMed]
23. Luo, X.; Che, X.; Lei, Y.; Li, H. Investigating the Influence of Self-Compassion-Focused Interventions on Posttraumatic Stress:

A Systematic Review and Meta-Analysis. Mindfulness 2021, 12, 2865–2876. [CrossRef] [PubMed]
24. Quist Møller, S.A.; Sami, S.; Shapiro, S.L. Health Benefits of (Mindful) Self-Compassion Meditation and the Potential Complemen-

tarity to Mindfulness-Based Interventions: A Review of Randomized-Controlled Trials. OBM Integr. Complement. Med. 2018,
4, 002. [CrossRef]

25. Beshai, S.; Bueno, C.; Yu, M.; Feeney, J.R.; Pitariu, A. Examining the Effectiveness of an Online Program to Cultivate Mindfulness
and Self-Compassion Skills (Mind-OP): Randomized Controlled Trial on Amazon’s Mechanical Turk. Behav. Res. Ther. 2020,
134, 103724. [CrossRef]

26. Finlay-Jones, A.; Boyes, M.; Perry, Y.; Sirois, F.; Lee, R.; Rees, C. Online Self-Compassion Training to Improve the Wellbeing of
Youth with Chronic Medical Conditions: Protocol for a Randomised Control Trial. BMC Public Health 2020, 20, 106. [CrossRef]

27. Johansson, M.; Marcusson-Clavertz, D.; Gunnarsson, C.; Olsson, I.; Kaldo, V.; Bratt, A. Feasibility and Preliminary Evaluation of
Internet-Based Compassion and Cognitive–Behavioral Stress-Management Courses for Health Care Professionals: A Randomized
Controlled Pilot Trial. Internet Interv. 2022, 30, 100574. [CrossRef]

28. Lovibond, S.H.; Lovibond, P.F. Manual for the Depression Anxiety Stress Scales; Sydney Psychology Foundation: Sydney, Australia,
1995; ISBN 7334-1423-0.

29. Daza, P.; Novy, D.M.; Stanley, M.A.; Averill, P. The Depression Anxiety Stress Scale-21: Spanish Translation and Validation with a
Hispanic Sample. J. Psychopathol. Behav. Assess 2002, 24, 195–205. [CrossRef]

https://doi.org/10.1002/jclp.21923
https://doi.org/10.1002/cpp.2005
https://doi.org/10.1002/cpp.2372
https://www.ncbi.nlm.nih.gov/pubmed/31046164
https://doi.org/10.1111/aphw.12127
https://www.ncbi.nlm.nih.gov/pubmed/29673093
https://doi.org/10.1016/j.cpr.2012.06.003
https://doi.org/10.3390/socsci11040151
https://doi.org/10.1007/s12671-017-0835-6
https://doi.org/10.1002/cpp.2429
https://www.ncbi.nlm.nih.gov/pubmed/31986553
https://doi.org/10.1007/s12671-017-0850-7
https://www.ncbi.nlm.nih.gov/pubmed/30100930
https://doi.org/10.1016/j.cpr.2021.101986
https://www.ncbi.nlm.nih.gov/pubmed/33667941
https://doi.org/10.1002/cpp.2451
https://doi.org/10.1002/jocc.12138
https://doi.org/10.3390/ijerph18042103
https://www.ncbi.nlm.nih.gov/pubmed/33670059
https://doi.org/10.1016/j.brat.2014.05.006
https://www.ncbi.nlm.nih.gov/pubmed/24929927
https://doi.org/10.1002/jclp.22021
https://doi.org/10.1111/bjc.12043
https://doi.org/10.3390/ejihpe10030052
https://doi.org/10.3390/ejihpe12080085
https://doi.org/10.1002/jclp.22375
https://www.ncbi.nlm.nih.gov/pubmed/27787877
https://doi.org/10.1016/j.beth.2017.06.003
https://www.ncbi.nlm.nih.gov/pubmed/29029675
https://doi.org/10.1007/s12671-021-01732-3
https://www.ncbi.nlm.nih.gov/pubmed/34584575
https://doi.org/10.21926/obm.icm.1901002
https://doi.org/10.1016/j.brat.2020.103724
https://doi.org/10.1186/s12889-020-8226-7
https://doi.org/10.1016/j.invent.2022.100574
https://doi.org/10.1023/A:1016014818163


Eur. J. Investig. Health Psychol. Educ. 2023, 13 774

30. Raes, F.; Pommier, E.; Neff, K.D.; Van Gucht, D. Construction and Factorial Validation of a Short Form of the Self-Compassion
Scale. Clin. Psychol. Psychother. 2011, 18, 250–255. [CrossRef]

31. Neff, K.D. The Development and Validation of a Scale to Measure Self-Compassion. Self. Identity 2003, 2, 223–250. [CrossRef]
32. Babenko, O.; Guo, Q. Measuring Self-Compassion in Medical Students: Factorial Validation of the Self-Compassion Scale–Short

Form (SCS-SF). Acad. Psychiatry 2019, 43, 590–594. [CrossRef] [PubMed]
33. Garcia-Campayo, J.; Navarro-Gil, M.; Andrés, E.; Montero-Marin, J.; López-Artal, L.; Demarzo, M.M.P. Validation of the Spanish

Versions of the Long (26 Items) and Short (12 Items) Forms of the Self-Compassion Scale (SCS). Health Qual. Life Outcomes 2014,
12, 4. [CrossRef] [PubMed]

34. Peyton, S. Your Resonant Self: Guided Meditations and Exercises to Engage Your Brain’s Capacity for Healing; W. W. Norton & Company:
New York, NY, USA, 2017.

35. Gilbert, P. Compassion Focused Therapy: Distinctive Features; Routledge: London, UK, 2010.
36. Germer, C.K.; Neff, K. Teaching the Mindful Self-Compassion Program: A Guide for Professionals; Guilford Press: New York, NY, USA,

2019; 452p.
37. Brach, T. Radical Acceptance: Embracing Your Life with the Heart of a Buddha; Random House: New York, NY, USA, 2004; pp. 1–333.
38. Kabat-Zinn, J. Wherever You Go, There You Are: Mindfulness Meditation in Everyday Life; Goodreads: London, UK, 2005; pp. 1–304.
39. Kabat-Zinn, J. Full Catastrophe Living: Using the Wisdom of Your Body and Mind to Face Stress, Pain, and Illness; Dell Publishing:

London, UK, 1990.
40. Crits-Christoph, P.; Gibbons, M.B.C.; Mukherjee, D. Bergin and Garfield’s Handbook of Psychotherapy and Behavior Change; John Wiley

& Sons: New York, NY, USA, 2013; ISBN 1118038207.
41. Ferrari, M.; Hunt, C.; Harrysunker, A.; Abbott, M.J.; Beath, A.P.; Einstein, D.A. Self-Compassion Interventions and Psychosocial

Outcomes: A Meta-Analysis of RCTs. Mindfulness 2019, 10, 1455–1473. [CrossRef]
42. Busch, I.M.; Moretti, F.; Mazzi, M.; Wu, A.W.; Rimondini, M. What We Have Learned from Two Decades of Epidemics and

Pandemics: A Systematic Review and Meta-Analysis of the Psychological Burden of Frontline Healthcare Workers. Psychother.
Psychosom. 2021, 90, 178–190. [CrossRef] [PubMed]

43. Li, A.; Wang, S.; Cai, M.; Sun, R.; Liu, X. Self-Compassion and Life-Satisfaction among Chinese Self-Quarantined Residents
during COVID-19 Pandemic: A Moderated Mediation Model of Positive Coping and Gender. Pers. Individ Dif. 2021, 170, 110457.
[CrossRef]

44. Joseph, C.A.; O’Shea, B.Q.; Eastman, M.R.; Finlay, J.M.; Kobayashi, L.C. Physical Isolation and Mental Health among Older US
Adults during the COVID-19 Pandemic: Longitudinal Findings from the COVID-19 Coping Study. Soc. Psychiatry Psychiatr.
Epidemiol. 2022, 57, 1273–1282. [CrossRef]

45. Carmassi, C.; Dell’Osso, L.; Bertelloni, C.A.; Pedrinelli, V.; Dell’Oste, V.; Cordone, A.; Ruggeri, M.; Schimmenti, S.; Bonetto, C.;
Tosato, S. Three-Month Follow-up Study of Mental Health Outcomes After a National COVID-19 Lockdown: Comparing Patients
With Mood or Anxiety Disorders Living in an Area With a Higher Versus Lower Infection Incidence. J. Clin. Psychiatry 2022,
83, 39558. [CrossRef]

46. Carlsson, J.M.; Mortensen, E.L.; Kastrup, M. A Follow-up Study of Mental Health and Health-Related Quality of Life in Tortured
Refugees in Multidisciplinary Treatment. J. Nerv. Ment. Dis. 2005, 193, 651–657. [CrossRef]

47. Bados, A.; Solanas, A.; Andrés, R. Psychometric properties of the Spanish version of Depression, Anxiety and Stress Scales
(DASS). Psicothema 2005, 17, 679–683.

48. Hwang, W.C.; Chan, C.P. Compassionate Meditation to Heal From Race-Related Stress: A Pilot Study With Asian Americans. Am.
J. Orthopsychiatry 2019, 89, 482–492. [CrossRef]

49. Wong, C.C.Y.; Mak, W.W.S. Writing Can Heal: Effects of Self-Compassion Writing among Hong Kong Chinese College Students.
Asian Am. J. Psychol. 2016, 7, 74–82. [CrossRef]

50. Mitchell, A.E.; Whittingham, K.; Steindl, S.; Kirby, J. Feasibility and Acceptability of a Brief Online Self-Compassion Intervention
for Mothers of Infants. Arch. Womens Ment. Health 2018, 21, 553–561. [CrossRef] [PubMed]

51. Gilbert, P. Introducing Compassion-Focused Therapy. Adv. Psychiatr. Treat. 2009, 15, 199–208. [CrossRef]
52. Barkham, M.; Stiles, W.B.; Connell, J.; Mellor-Clark, J. Psychological Treatment Outcomes in Routine NHS Services: What Do We

Mean by Treatment Effectiveness? Psychol. Psychother. Theory Res. Pract. 2012, 85, 1–16. [CrossRef]
53. Nicholson, R.A.; Berman, J.S. Is Follow-up Necessary in Evaluating Psychotherapy? Psychol. Bull. 1983, 93, 261–278. [CrossRef]
54. Chambless, D.L.; Hollon, S.D. Defining Empirically Supported Therapies. J. Consult. Clin. Psychol. 1998, 66, 7–18. [CrossRef]
55. Tolin, D.F.; Mckay, D.; Forman, E.M.; Klonsky, E.D.; Thombs, B.D. Empirically Supported Treatment: Recommendations for a

New Model. Clin. Psychol. Sci. Pract. 2015, 22, 317–338. [CrossRef]
56. Garrison, L.P.; Neumann, P.J.; Erickson, P.; Marshall, D.; Mullins, C.D. Using Real-World Data for Coverage and Payment

Decisions: The ISPOR Real-World Data Task Force Report. Value Health 2007, 10, 326–335. [CrossRef]
57. Klonoff, D.C. The Expanding Role of Real-World Evidence Trials in Health Care Decision Making. J. Diabetes Sci. Technol. 2020, 14,

174–179. [CrossRef]
58. Schurman, B. Framework for FDA’s Real-World Evidence Program. Appl. Clin. Trials 2019, 28, 15–17.
59. Akobeng, A.K. Principles of Evidence Based Medicine. Arch. Dis. Child 2005, 90, 837–840. [CrossRef] [PubMed]

https://doi.org/10.1002/cpp.702
https://doi.org/10.1080/15298860309027
https://doi.org/10.1007/s40596-019-01095-x
https://www.ncbi.nlm.nih.gov/pubmed/31396881
https://doi.org/10.1186/1477-7525-12-4
https://www.ncbi.nlm.nih.gov/pubmed/24410742
https://doi.org/10.1007/s12671-019-01134-6
https://doi.org/10.1159/000513733
https://www.ncbi.nlm.nih.gov/pubmed/33524983
https://doi.org/10.1016/j.paid.2020.110457
https://doi.org/10.1007/s00127-022-02248-4
https://doi.org/10.4088/JCP.21m14172
https://doi.org/10.1097/01.nmd.0000180739.79884.10
https://doi.org/10.1037/ort0000372
https://doi.org/10.1037/aap0000041
https://doi.org/10.1007/s00737-018-0829-y
https://www.ncbi.nlm.nih.gov/pubmed/29550890
https://doi.org/10.1192/apt.bp.107.005264
https://doi.org/10.1111/j.2044-8341.2011.02019.x
https://doi.org/10.1037/0033-2909.93.2.261
https://doi.org/10.1037/0022-006X.66.1.7
https://doi.org/10.1111/CPSP.12122
https://doi.org/10.1111/j.1524-4733.2007.00186.x
https://doi.org/10.1177/1932296819832653
https://doi.org/10.1136/adc.2005.071761
https://www.ncbi.nlm.nih.gov/pubmed/16040884


Eur. J. Investig. Health Psychol. Educ. 2023, 13 775

60. Szatmari, P.; Susser, E. Being Precise About Precision Mental Health. JAMA Psychiatry 2022, 79, 1149–1150. [CrossRef] [PubMed]
61. Muris, P.; Otgaar, H. The Process of Science: A Critical Evaluation of More than 15 Years of Research on Self-Compassion with the

Self-Compassion Scale. Mindfulness 2020, 11, 1469–1482. [CrossRef]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1001/jamapsychiatry.2022.3391
https://www.ncbi.nlm.nih.gov/pubmed/36287558
https://doi.org/10.1007/s12671-020-01363-0

	Introduction 
	Materials and Methods 
	Participants 
	Instruments 
	Design 
	Procedure 
	Ethics 
	Data Analysis 

	Results 
	Discussion 
	Conclusions 
	References

