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Introductory Chapter 

 

Thesis Overview 

        Neff’s (Neff, 2004) definition of self-compassion involves treating ourselves with 

warmth, kindness and understanding, especially when we suffer, fail or feel inadequate; 

combined with a motivation to alleviate our suffering. Neff describes three components of 

self-compassion: self-kindness versus self-criticism, common humanity versus isolation, and 

mindful awareness of suffering versus over-identification. These elements encourage us to 

acknowledge our suffering rather than avoid it and view suffering as part of being human, 

which can facilitate social connection (Neff, 2004).  

      Chapter one is a systematic review of research on the relationship between self-

compassion and eating behaviour in a community population, and what moderates or 

mediates this relationship. To our knowledge, there are two published systematic reviews 

related to self-compassion and eating behaviour. Braun, Park, and Gorin (2016) examined the 

relationships between self-compassion, body image and disordered eating in clinical and 

community populations. Rahimi-Ardabili, Reynolds, Vartanian, McLeod, and Zwar (2018) 

reviewed interventions which aimed to influence eating behaviour and body weight by 

developing self-compassion. Both found evidence to suggest that higher self-compassion is 

associated with lower levels of disordered eating, including uncontrolled and overly-

restrictive eating; and provided support for interventions which strengthen self-compassion 

for people seeking support for their eating, weight or negative body image. Both systematic 

reviews highlighted the emerging nature of this research and design limitations including 

cross-sectional data and a lack of diversity across samples. Therefore, further research is 

necessary to understand the relationship between self-compassion and eating behaviour, and 

the psychological mechanisms which help to explain it. 
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       This review question was chosen due to the evolving research in this area which 

indicates a significant negative association between self-compassion and disordered eating; 

and emerging evidence on the moderators and mediators which help us to understand the 

psychological mechanisms which underpin this relationship (Braun et al., 2016). Previous 

studies indicate that there is a relationship but, at present, we do not really understand why 

this is. This systematic review seeks to address this gap in the knowledge. There are no 

published systematic reviews focusing more generally on these relationships in a community 

population, and further clarification is necessary to develop effective support for people 

struggling with their eating or weight. This systematic review aimed to review and summarise 

the research evidence in this area; highlight implications for clinical practice and service 

provision; and identify gaps in the research to guide further investigation. Eleven studies 

were included in the final paper. 

       Chapter two is an empirical study investigating the indirect effect of self-compassion on 

uncontrolled eating in a community sample of highly restrained eaters; via mediators related 

to a flexible approach to eating. Herman and Mack (1975) developed a counter-regulation 

model of restrained eating and demonstrated that people who adopt a rigid approach to 

dieting eat more when they break their dieting rules by eating food perceived as high-calorie, 

potentially due to the distress associated with failure. Adams and Leary (2007) found that 

restrained eaters who were asked to break their diet by eating a donut, subsequently ate less 

indulgent food if they heard a self-compassionate message, compared with restrained eaters 

who did not foster self-compassion. They proposed that self-compassion weakened the 

positive association between distress (triggered by breaking their diet) and subsequent over-

eating. Research has shown a significant positive association between self-compassion and 

cognitive and behavioural flexibility, and between self-compassion and engagement in health 

promoting behaviours more generally (Dunne, Sheffield, & Chilcot, 2018; Sirois, Kitner, & 
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Hirsch, 2015; Terry, Leary, Mehta, & Henderson, 2013). Also, research has indicated a 

negative association between self-compassion and psychological distress (MacBeth & 

Gumley, 2012; Marsh, Chan, & MacBeth, 2018). Therefore, this current study hypothesised 

that restrained eaters who were more self-compassionate would be more in control of their 

eating, and this would be partly explained by a more flexible approach to dieting. 

       Evolving research in this area will further our understanding of the psychological 

processes which influence the relationship between self-compassion and eating behaviour. 

Ultimately, this will develop evidence-based practice and improve psychological 

interventions for people experiencing distress in relation to their eating or weight. Both 

chapters of this thesis will be submitted for publication in a peer-reviewed journal, the target 

journal is Appetite. 
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Chapter One: Systematic Review 

 

Is there an association between self-compassion and eating behaviour in a community 

population, and what moderates or mediates this relationship? A systematic review. 

 

 

 

 

 

 

 

 

 

 

 

 

The Systematic Review will be submitted to Appetite for consideration for publication. 
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Abstract 

Background: Research indicates a significant association between self-compassion and 

eating behaviour; particularly a negative association between self-compassion and disordered 

eating. However, the psychological mechanisms explaining this relationship are unclear. This 

systematic review explored the relationship between self-compassion and eating behaviour in 

an adult community population, and the associated moderators or mediators.  

Design: Systematic review. 

Method: Six online databases were screened: CINAHL Plus, PubMed, PsychINFO, 

MEDLINE, Scopus, and Web of Knowledge. Inclusion criteria: research published after 2003 

(when self-compassion operationalised); adult participants from a community sample; 

quantitative methodology; self-compassion measured by the Self-Compassion Scale. Eleven 

papers were eligible for review.  

Results: Six studies reported a negative association between self-compassion and types of 

disordered eating (uncontrolled eating, overly-restrictive eating and purging). Mediators 

included lower body shame; higher self-compassionate actions and higher body compassion 

(in serial); higher unconditional self-acceptance; and higher distress tolerance. Family 

pressure to be thin moderated the negative association between self-compassion and 

disordered eating (when family pressure was high the association was non-significant). Five 

studies measured health-related behaviour outcomes, including eating regular healthy meals, 

intuitive eating, and adherence to a gluten free diet. There was a positive association between 

self-compassion and engagement in health-related behaviour; and these relationships 

appeared to be explained by greater self-regulation. 

Conclusion: Findings from six studies support a negative association between self-

compassion and disordered eating; and this may be explained by greater self-regulation, 
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greater self-acceptance, and weaker internalisation of socio-cultural pressures to be thin. Five 

studies found a positive association between self-compassion and health-related behaviours. 

Future research should utilise more robust methodology; diverse samples of participants; 

qualitative designs; and co-design research with experts by experience. 

Keywords: Self-compassion, eating behaviour, indirect effect, moderation, mediation. 
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Introduction 

      The relationship between self-compassion and eating behaviour is a promising area of 

research which has clinical implications for people experiencing difficulties with their eating, 

weight or body image (Braun et al., 2016; Rahimi-Ardabili et al., 2018). The Health Survey 

for England found that 26.2 % of adults have obesity and a further 35.2% are overweight; 

men are more likely than women to be overweight or obese and obesity levels are highest 

among ages 45-74 years (Public Health England, 2017). Worryingly, one in ten children has 

obesity by five years old and one in five children by eleven years old (Public Health England, 

2017). Support in primary care often focuses on behavioural interventions, including psycho-

education; monitoring diet, exercise and weight; and goal setting and problem solving. 

However, the effectiveness of primary care interventions is often negligible after 12 months 

(Booth, Prevost, Wright, & Gulliford, 2014). Importantly, a systematic review of eating and 

weight management interventions which incorporated self-compassion reported encouraging 

results (Rahimi-Ardabili et al., 2018). 

       Neff’s (Neff, 2004) definition of self-compassion involves treating ourselves with 

warmth, kindness and understanding, especially when we suffer, fail or feel inadequate; 

combined with a motivation to alleviate our suffering. Neff describes three components of 

self-compassion: self-kindness versus self-criticism, common humanity versus isolation, and 

mindful awareness of suffering versus over-identification. These elements encourage us to 

acknowledge our suffering rather than avoid it and view suffering as part of being human, 

which can facilitate social connection (Neff, 2004). Consequently, this can strengthen our 

ability to tolerate difficult emotions and practice ways of managing distress. Also, by 

reducing self-criticism, self-compassion can increase non-judgemental awareness of personal 

flaws and inadequacies, as well as strengths, and this can facilitate emotional resilience and 

personal development. Breines and Chen (2012) found that people who were more self-
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compassionate also reported greater motivation to adapt and make changes after experiencing 

a personal failure.  

       Gilbert (2010) believes compassion stems from human evolution and our need for social 

connection; particularly our capacity for attachment and bonding, which is associated with 

feelings of contentment, safety and connection. Self-compassion is a practice which nurtures 

the self and can change neurophysiological and immune systems; for example, soothing the 

threat system and facilitating emotion regulation (Davidson et al., 2003; Gilbert, 2009; Lutz, 

Brefczynski-Lewis, Johnstone, & Davidson, 2008).  

       Self-compassion appears to protect against psychological distress, including stress, 

anxiety and depression, among young people and adults (Macbeth & Gumley, 2012; Marsh, 

Chan, & Macbeth, 2018; Xavier, Pinto-Gouveia, Cunha, & Dinis, 2017). This may be due to 

greater self-awareness and acceptance of distress, and greater accuracy in self-evaluation; for 

example, non-judgemental responses to personal inadequacies and failures, and being able to 

recognise achievements and internalise positive feedback (Leary, Tate, Adams, Allen, & 

Hancock, 2007). Furthermore, self-compassion differs from self-esteem, because it 

emphasises unconditional self-acceptance and self-mastery, rather than social comparison 

with others or meeting external standards (Barnard & Curry, 2011; Neff, Hsieh, & Dejitterat, 

2005). These benefits of self-compassion are particularly salient for people experiencing 

eating, weight or body image difficulties; who often report self-criticism, guilt and shame, in 

response to social comparison or stigma (Ferreira, Matos, Duarte, & Pinto-Gouveia, 2014; 

Ferreira, Pinto-Gouveia, & Duarte, 2013).  

       Braun, Park, and Gorin (2016) conducted a systematic review of the relationships 

between self-compassion, body image and disordered eating, and proposed that self-

compassion may influence eating behaviour in four ways: 1) self-compassion may directly 
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influence eating behaviour, for example by reducing unhelpful eating behaviours such as 

binge eating or highly restrictive eating (Kelly, Vimalakanthan, & Miller, 2014); 2) self-

compassion may prevent the occurrence of  risk factors associated with unhelpful eating, such 

as negative body image. When people live in a culture where their bodies are consistently 

monitored and evaluated by others, they internalise the message that their value and worth is 

dependent on the perspective of others. When being thin is highly valued, this can result in 

people monitoring their bodies for flaws and inadequacies; it can also contribute to unhelpful 

eating behaviour and feelings of shame when people fail to meet society’s standards of 

beauty (Liss & Erchull, 2015); 3) self-compassion may act as a moderator and influence the 

relationship between a risk factor and unhelpful eating behaviour, for example weakening the 

significant positive association between negative body image and disordered eating (Daye, 

Webb, & Jafari, 2014; Kelly, Carter, Zuroff, & Borairi, 2013); 4) self-compassion may be 

indirectly associated with eating via various mediational pathways between the predictor and 

outcome variable, through which risk factors operate. For example, higher self-compassion 

was associated with more self-compassionate actions, which in turn was associated with 

higher body compassion, which in turn was associated with lower levels of disordered eating 

(de Carvalho Barreto, Ferreira, Marta-Simões, & Mendes, 2018). Building on these ideas, the 

current systematic review will examine potential moderators or mediators of the relationship 

between self-compassion as the predictor variable and outcomes related to eating behaviour.  

       Research has shown that people who are more self-compassionate also report less 

unhelpful eating behaviour, including highly restrictive eating and uncontrolled binge eating 

(Braun, Park, & Gorin, 2016; Kelly et al., 2014). Kelly et al., (2014) found that people 

diagnosed with an eating disorder reported higher fear of self-compassion (a fundamental fear 

of expressing kindness and compassion towards oneself) compared to people not diagnosed, 

measured by the Fears of Compassion Scales (Gilbert, McEwan, Matos, & Rivis, 2011). An 
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example item is “I feel that I don’t deserve to be kind and forgiving to myself”. Fear of self-

compassion predicted disordered eating among people diagnosed with an eating disorder; 

however, it did not predict disordered eating among a control sample of undergraduate 

students who did not meet the criteria for diagnosis. In comparison, low self-compassion 

predicted disordered eating among the control group. This suggests that the psychological 

mechanisms underpinning disordered eating among people diagnosed with an eating disorder 

may differ from those who do not meet the criteria and may reflect a more extreme and core 

fear of self-compassion.  

      Ferreira, Pinto-Gouveia, and Duarte (2013), compared women diagnosed with an eating 

disorder and women from a community population who were not diagnosed; and found that 

women with an eating disorder reported significantly lower self-compassion, and higher self-

critical judgement, external shame, depression, anxiety, stress, drive for thinness, bulimia, 

and body dissatisfaction, in relation to the non-clinical group. In both groups self-compassion 

was negatively correlated with drive for thinness and symptoms of bulimia; however, there 

were stronger correlations among women diagnosed with an eating disorder. Also, lower self-

compassion mediated the positive relationship between external shame (feeling judged by 

others) and drive for thinness. To summarise, findings suggest that the psychological 

mechanisms which help to explain disordered eating among people from clinical and non-

clinical populations may differ (Lowe et al., 1996). 

       Kelly et al., (2016) highlighted the influence of trait and state self-compassion on body 

image and eating behaviour among undergraduate students, by asking them to complete daily 

measures over seven days. On days when participants were more self-compassionate, they 

also reported greater satisfaction with their bodies and ate more intuitively, with less restraint. 

Also, a woman’s average level of self-compassion over the week predicted their average level 

of body satisfaction, intuitive eating, and eating restraint; indicating that although these traits 
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fluctuated daily, they were also relatively stable over time. Kelly et al., (2016) proposed that 

self-compassion can help people tolerate the distress triggered by negative body image and 

reduce subsequent emotionally driven urges to over or under-eat.  

       Liss and Erchull (2015) also explored self-compassion as a protective factor against 

negative body image and negative eating attitudes, between two groups of participants; one 

group reported low self-compassion and the other group scored highly. Participants who were 

more self-compassionate reported less surveillance of their bodies in response to social 

pressure to be thin; and lower body shame and negative eating attitudes. Further exploration 

indicated that women who were more self-compassionate who observed and monitored their 

bodies, subsequently experienced less shame and negative eating attitudes, compared to 

women lower in self-compassion. This further emphasises that self-compassion can facilitate 

emotion regulation, by reducing self-judgement in situations which could trigger strong 

emotions such as shame, which can subsequently impact eating behaviour.  

       Herman and Mack (1975) reported that dieters eat more than non-dieters after eating 

food perceived as high-calorie. Other factors which produced this counter-regulation effect 

included alcohol, anxiety and depression, whereas they reduced eating among non-dieters 

(Polivy, Heatherton, & Herman, 1988). Polivy, Heatherton, and Herman (1988) found that 

self-esteem moderated this counter-regulation effect, whereby dieters who reported lower 

self-esteem ate significantly higher quantities of high-calorie food after drinking a chocolate 

milkshake, compared to dieters who were higher in self-esteem. They hypothesised that 

uncontrolled eating might lower a dieter’s self-esteem, making the person more vulnerable to 

uncontrolled eating in the future, and becoming a maintaining factor in their eating or weight 

difficulties. Uncontrolled eating refers to a tendency to over-eat, with the feeling of being out 

of control (Angle et al., 2009). 
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       The Dual Pathway Model of Bulimia Nervosa, incorporates the counter-regulation 

hypothesis developed by Herman and Mack (1975), and describes two pathways which may 

contribute to disordered eating due to socio-cultural pressure to be thin (Stice, Nemeroff, & 

Shaw, 2011). Socio-cultural pressure is internalised and contributes to thinness being highly 

valued and body dissatisfaction. In turn, body dissatisfaction is associated with higher eating 

restraint and higher negative affect, which both contribute to subsequent disordered eating. 

       In a lab-based experiment, Adams and Leary (2007) extended the study by Polivy, 

Heatherton, and Herman (1988) and asked participants who were highly restrained eaters to 

break their diet by eating a donut and measured their subsequent food intake; while also 

exploring the influence of self-compassion. Participants who heard a self-compassionate 

message while eating the donut, ate less ‘indulgent’ food afterwards (like non-restrained 

eaters), when compared with participants who were not primed by self-compassion. Adams 

and Leary (2007) proposed that self-compassion like self-esteem, moderated the positive 

association between negative emotions triggered by breaking their diet and disinhibited 

eating, thus resulting in greater self-regulation. 

       Emerging evidence supports the effectiveness of interventions which incorporate self-

compassion for body image, eating or weight difficulties (Rahimi-Ardabili et al., 2018). 

Interventions included a combination of yoga, self-compassion, mindful eating, intuitive 

eating and fitness (Braun, Park, & Conboy, 2012); food diaries to stimulate a mindful and 

self-compassionate approach to eating at meal times (Mantzios & Wilson, 2014); and daily 

guided meditation incorporating mindfulness and self-compassion (Mantzios & Wilson, 

2015). All three studies reported significant weight loss for participants in the intervention 

group, compared to the control group. 
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       More generally, people who report higher self-compassion also report greater 

engagement in health promoting behaviours, potentially because they extend the same care to 

themselves as they would give to others (Terry & Leary, 2011). Terry and Leary (2011) 

hypothesised that people who are more self-compassionate might respond to their health 

needs more often and self-regulate better; by setting more realistic and flexible health goals, 

and goals which aim to enhance wellbeing and happiness, rather than feelings of self-worth in 

response to external social pressure. Terry, Leary, Mehta, and Henderson (2013) found that 

people who were more self-compassionate experienced less distress in response to health 

threats and this was explained by greater kindness directed towards the self and benevolent 

self-talk. They also found that people who were more self-compassionate were more likely to 

seek medical attention and act on professional advice. Homan and Sirois (2017) found a 

positive association between self-compassion and physical health; via lower perceived stress 

(the degree to which participants found their lives to be unpredictable, uncontrollable and 

overwhelming) and greater engagement in positive health behaviours, such as discussing 

health concerns with professionals and engaging in regular exercise. 

       This area of research is critically important for understanding the myriad of complex 

factors which influence and maintain the psychological and physical distress associated with 

eating and weight difficulties. Emerging research suggests self-compassion is an important 

protective factor which can facilitate our ability to self-regulate emotions and behaviour. 

Further research is necessary to establish our understanding of the relationship between self-

compassion and eating behaviour, and ultimately develop effective support to reduce distress 

and improve quality of life for people experiencing these difficulties. 
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Aim of this review 

       This systematic review aimed to evaluate and summarise the research evidence on the 

association between self-compassion and eating behaviour in an adult community sample, 

and the influence of mediators or moderators of this relationship. This review did not include 

research with participants diagnosed with an eating disorder; because the underlying 

psychological mechanisms which underpin eating behaviour between clinical and community 

populations are likely to differ. Furthermore, Braun, Park, and Gorin (2016) summarised 

research on the relationships between self-compassion and disordered eating among clinical 

populations in a recent systematic review; and less is known about the relationship in non-

clinical samples. 

       Mediators explain the relationship between variables, for example how the Independent 

Variable interacts with the Dependent Variable; whereas moderators influence the 

relationship between other variables (Hayes, 2013). This review will identify gaps in the 

literature to guide further investigation and highlight implications for clinical practice and 

service provision. 

 

Method 

       A systematic review protocol was designed using the PRISMA guidelines (Moher, 

Liberati, Tetzlaff, Altman, & The PRISMA Group, 2009). The protocol was registered on 

PROSPERO (registration number: CRD42019123713), which is a database to minimise 

duplications of reviews and reduce reporting bias via comparison with the original protocol 

(PROSPERO, 2017). 
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Study identification 

       Six online databases were searched for relevant papers: CINAHL Plus (from the year 

1937), MEDLINE (from the year 1948), PsychINFO (from the year 1887), PubMed (from the 

year 1950), Scopus (from the year 1823) and Web of Science (from the year 1898). Included 

articles were published between 2003, when Neff (2004) operationalised her definition of 

self-compassion and standardised the Self-Compassion Scale (Neff, 2003), and October 

2018, when searches were conducted for this review (see Appendix C). Search terms were 

developed utilising previous systematic reviews in this subject area (Braun et al., 2016; 

Rahimi-Ardabili et al., 2018) and the associated references. The search was conducted using 

the search terms in Table 1.1. The references of systematic reviews and key studies were also 

reviewed for relevant papers. Additionally, experts in the topic area were contacted by email 

to inquire about studies or systematic reviews due to be published. Three researchers were 

contacted by email with the references identified for the current review attached, and asked 

about pertinent research which may have been overlooked or relevant on-going research not 

yet published. One researcher responded, with no additional studies to be included. 
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Table 1.1. 

Terms Used for Search Strategy Within Online Databases. 

Variable Alternative search terms used 

Self-compassion “Self compassion” 

AND  

Mediator “Mediation” OR “mediating” OR “mediating variable” 

OR  

Moderator “Moderation” OR “moderating” OR “moderating variable”  

AND  

Eating behaviour “Eating” OR “eating behav*” OR “eating habits” OR “diet” OR 

“dieting” OR “dietary intake” OR “dietary adherence” OR “food 

intake” OR “food consumption” OR “food restriction” OR “intuitive 

eating” OR “healthy eating” OR “emotional eating” OR “disordered 

eating” OR “eating disinhibition” OR “dietary restraint” OR 

“maladaptive eating” OR “rigid dietary restraint” OR “uncontrollable 

eating” OR “restrained eating” OR “dieting” OR “negative eating 

attitudes” OR “global eating pathology” OR “binge” OR “binge 

eating”. 

Note. Truncation * and the Boolean operator OR were used to widen the search. The 

Boolean operator AND was used to focus the search by requiring all three variables to be 

present to meet the criteria for the review. 

 

 

Eligibility criteria 

       This review considered quantitative methodology. The inclusion criteria were as follows: 

1) Must be conducted with adult human participants aged 18 years and above; 2) from a non-
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clinical/community sample, i.e. participants who have not been assessed as having an eating 

disorder. This is because the psychological mechanisms which underpin eating behaviour in 

clinical and community populations are likely to differ; 3) examine the relationship between 

self-compassion as the independent variable and eating behaviour as the dependent variable, 

and the influence of one or more mediating or moderating variables. 4) measure self-

compassion using the Self-Compassion Scale (Neff, 2003) or utilise Neff’s definition of self-

compassion (Neff, 2004); 5) peer reviewed. 

       Studies were excluded if they were published prior to 2003, when Neff operationalised 

her definition of self-compassion and standardised the Self-Compassion Scale (Neff, 2004; 

Neff, 2003), which is in keeping with recent systematic reviews by Braun, Park, and Gorin 

(2016) and Rahimi-Ardabili et al., (2018).  

 

Screening and selection 

       Mendeley was used for direct exportation of citations from the internet and online 

databases. Search results from each database were imported into separate Mendeley reference 

manager files. Those files were then combined, and duplicate articles were deleted. Screening 

and selection was conducted in two phases: stage 1) titles and abstracts were screened and the 

inclusion criteria was applied; 2) full-text papers were selected and screened, and the 

inclusion criteria was applied; 3) references of identified studies were screened for eligible 

papers; 4) Experts in the topic area were contacted to inquire about on-going studies or 

systematic reviews and/or those due to be published. 

 

 



SELF-COMPASSION AND EATING BEHAVIOUR                                                           26 

 

Data extraction and synthesis 

       Table 1.2 outlines the data extracted from the studies included in the systematic review. 

The characteristics considered included: study design; where and when the study was 

conducted; number of participants and dropouts; demographic information including age in 

years, gender and ethnicity; interventions and comparators, if appropriate; study outcomes 

(including primary and secondary outcomes); analyses; number of participants included in 

analyses; study sponsorship; measures used; examined mediator or moderator; findings, 

including the effect sizes and confidence intervals of the relationship between self-

compassion and eating behaviour, and the relationships between self-compassion and eating 

behaviour, via the mediator or moderator. 

 

Assessment of study quality 

       Two tools were used to assess study quality, the 16-item Quality Assessment Tool for 

Studies with Diverse Designs (QATSDD) (Sirriyeh, Lawton, Gardner, & Armitage, 2012) 

which shows good reliability and validity (see Appendix A); and a tool adapted from a 

systematic review by Plassman, Williams, Burke, Holsinger, & Benjamin (2010) (see 

Appendix B). Various quality assessment tools are available; however, many have been 

developed for specific study designs. For example, The Cochrane Collaboration’s tool is 

popular for assessing risk of bias in randomised trials (Higgins et al., 2011) or the Newcastle-

Ottawa Scale for assessing the quality of non-randomised studies in meta-analyses, including 

cohort and case control studies (Wells et al., 2012). Sanderson, Tatt, and Higgins, (2007) 

conducted a systematic review of tools for assessing quality and susceptibility to bias in 

observational studies and concluded that there was no obvious single tool for assessing 

quality. However, they preferred a checklist type tool compared to scales; because items on a 
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scale are weighted differently, for example some items are more directly related to the 

validity of a study’s findings (such as sample size calculations). This can result in 

inconsistent ratings across studies and do not always reflect an accurate assessment of 

quality. 

       In view of the above, this review combined two types of assessment tool to facilitate 

reflection, provide an in-depth critical analysis and reduce bias in scoring. The QATSDD 

(Sirriyeh et al., 2012) has 12 items which relate to quantitative and qualitative studies, and 

then two questions for quantitative or qualitative only. Each item is scored on a scale of zero 

to three, with a higher score reflecting higher quality (see Appendix A). Each study is given a 

percentage score for quality, which is easily accessible for the reader. To complement this, 

the tool used by Plassman et al., (2010) is a checklist which provides scoring guidance in 

relation to nine potential types of bias (see Appendix O). Each criterion is graded as “Yes”, 

“No”, “Partially” or “Can’t Tell”, with a written rationale for the grade. This qualitative 

feedback provides a richer analysis of each study, in addition to a percentage score.  

       Each study was quality assessed independently by two reviewers, with scores then cross-

checked for consistency. A summary of the quality assessment using the QATSDD (Sirriyeh 

et al., 2012) for each study, is outlined in Table 3. See Appendix O for the checklist summary 

using the tool developed by Plassman et al., (2010). 

 

Results 

       The initial search of online databases identified a total of 779 articles. After deleting 

duplicates and screening titles and abstracts, 91 papers appeared to meet the criteria and the 

full texts were examined for eligibility. The 11 articles included in the final review are 

outlined in Table 1.2 (Breines, Toole, Tu, & Chen, 2014; de Carvalho Barreto, Ferreira, 
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Marta-Simões, & Mendes, 2018; Dowd & Jung, 2017; Dunne, Sheffield, & Chilcot, 2018; 

Maraldo, Zhou, Dowling, & Vander Wal, 2016; Schoenefeld & Webb, 2013; Sirois, 2015; 

Sirois, Kitner, & Hirsch, 2015; Taylor, Dais, & Krietsch, 2015; Tylka, Russell, & Neal, 2015; 

Webb & Forman, 2013). Figure 1 is a PRISMA flow diagram of the article screening and 

selection process. 
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Figure 1.1 PRISMA flow diagram of the article screening and selection process. 

779 articles retrieved through 

database search (CINAHL Plus, 

MEDLINE, PsychINFO, 

PubMed, Scopus and Web of 

Science). 

703 articles after removing 

duplicates. 

91 full text articles assessed 

against inclusion criteria for 

review 

11 studies assessed for quality. 

612 deleted after screening titles and 

abstracts. 

80 studies excluded: 

Participants below the age of 18 

years (2 studies) 

Participants assessed as having an 

eating disorder (6 studies) 

Did not examine the relationship 

between self-compassion and 

dietary behaviour and consider at 

least one mediating or 

moderating variable (62 studies) 

Review of research (10 reviews, 

references were checked for 

individual studies to be included). 
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 Table 1.2. Summary of the design and outcomes for 11 studies reviewed. Abbreviations and asterisks are defined in the footnote. M = Mean; SD = Standard Deviation; (-) 

= negative association; (+) positive association; Significant results Italicised, * Significant < 0.05, ** Significant < 0.01, *** Significant ≤ 0.001, non-significant > 0.05. 

 

First author, 

country, year 

of 

publication 

 

 

Primary 

focus of 

article 

 

Sample 

characteristics 

(N) 

 

Age 

(years) 

 

Methodology 

 

Design 

 

Data 

collection 

method 

 

Measurement 

tools 

 

Reported outcome 

 

Quality 

(%) 

Breines et 

al., USA 

(Brandeis 

University, 

Waltham 

and 

University 

of 

California, 

Berkeley), 

2014. 

Study 1:  

4 day daily 

diary study 

on the 

relationship 

between 

appearance-

related self-

compassion 

and 

disordered 

eating. 

 

 

Study 2: 

Indirect 

effect of 

self-

compassion 

on 

anticipated 

disordered 

eating, and 

weight gain 

concern as a 

reason for 

restrained 

eating, via 

body shame. 

 

N = 95  

female 

undergrads, 

52% Asian-

American, 

22% European-

American,  

13% Latino-

American,  

1% African-

American, 12%  

other ethnicity. 

 

 

N = 158 (female 

undergrads, 

57% Asian-

American, 26% 

European-

American, 9% 

Latino-

American, 2% 

African-

American, 6% 

other ethnic 

groups. 

18-28 

years,  

M = 20.05, 

SD = 1.84. 

 

 

 

 

 

 

 

 

 

 

18-42 

years,  

M = 20.82, 

SD = 3.86. 

Quantitative, 

Hierarchical 

Linear 

Modelling 

(can account 

for missing 

data). Well 

suited for 

multi-level 

and repeated 

measures 

analyses.  

 

 

Quantitative, 

bootstrapping 

analyses using 

PROCESS 

macro in 

SPSS. 

Longitudinal. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Experimental, 

asked to 

reflect on 

appearance 

flaw, then 

given 

chocolate to 

eat, compared 

restrained and 

non-restrained 

eaters. 

Daily self-

report 

measures of 

key 

variables. 

8 

participants 

missed 1 

diary entry 

but were 

included in 

the analysis. 

 

 

Self-report 

measures 

 

Amount of 

chocolate 

eaten in lab 

setting (kg) 

as a measure 

of restrained 

eating. 

Demographics, 

adapted 26-item 

Self-Compassion 

Scale (SCS) with 

10 items, adapted 

Rosenberg Self-

Esteem Scale with 

2 items, modified 

Eisenberg and 

Neumark-Sztainer 

scale for 

disordered eating. 

 

 

Adapted 12 item 

SCS (6 items), 

self-esteem (1 

item), modified 

Body Shame Sub-

scale of 

Objectified Body 

Consciousness 

Scale, modified 

Eisenberg and 

Neumark-Sztainer 

Scale for 

disordered eating. 

*** (-) association 

between appearance 

related self-

compassion and 

disordered eating, 

when controlling for 

self-esteem. 

 

Self-esteem was not a 

significant predictor 

of disordered eating. 

 

 

 

(-) association 

between self-

compassion and 

disordered eating via 

lower body shame 

(LLCI = -.1565, 

ULCI = -.0140).  

 

(-) association 

between self-

compassion and 

weight gain concern 

reasons for 

restrained eating, via 

lower body shame 

LLCI = -.1818, ULCI 

= -.0226). 

 
69% 
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First author, 

country, year 

of 

publication 

 

 

Primary 

focus of 

article 

 

Sample 

characteristics 

(N) 

 

Age 

(years) 

 

Methodology 

 

Design 

 

Data 

collection 

method 

 

Measurement 

tools 

 

Reported outcome 

 

Quality 

(%) 

 

De 

Carvalho-

Barreto et 

al., Portugal 

(Coimbra), 

2018. 

 

Indirect 

effect of 

self-

compassion 

attributes on 

disordered 

eating, via 

self-

compassion 

actions and 

body 

compassion 

(in serial). 

 

 

N = 299 women 

from general 

population.  

 

Years of 

education, M = 

15.39 (SD = 

2.12). 

 

18 - 

56 years 

(M = 29.08 

years, SD 

= 10.18 

years). 

 

Quantitative, 

path analyses 

using Analysis 

of Momentary 

Structure 

software. 

 

Cross-

sectional. 

 

Self-report 

measures 

 

Self-reported 

BMI: current 

weight (kg) 

divided by 

height 

squared 

(Metres). 

 

Demographics, 

Compassionate 

Engagement and 

Actions Scales, 

Body Compassion 

Scale, Eating 

Disorder 

Examination 

Questionnaire. 

 

 

(-) association 

between self-

compassionate 

attributes and 

disordered eating, via 

higher self-

compassionate 

actions (mediator 1) 

and higher body 

compassion 

(mediator 2), LLCI = 

-0.33, ULCI = -0.18). 

 

 
74% 

 

Dowd et al., 

Canada 

(British 

Columbia), 

2017. 

 

Indirect 

effect of 

self-

compassion 

on 

adherence to 

a gluten free 

diet, via self-

regulatory 

efficacy, and 

concurrent 

self-

regulatory 

efficacy. 

 

 

 

N = 220 at 

baseline (202 

females, 17 

males, 1 non-

binary person) 

with blood 

test/biopsy 

confirmed 

Celiac Disease.  
Years since 

diagnosis: M = 

7.85, SD = 7.85.  

 

18 years 

and older,  

(M = 

44.01 

years,  

SD = 

13.33 

years). 

 

 

 

Quantitative. 

Bootstrapping 

analyses using 

SPSS 

 

 

 

Longitudinal. 

 

Self-report 

measures 

 

N = 200 

completed 

follow up 

measures 

one month 

later. 

 

 

Demographics, 

adherence to a 

gluten free diet 7 

item measure, 

gluten 

consumption over 

week, 26 item 

SCS, self-

regulatory 

efficacy (revised 

6 item measure).  

 

(+) association 

between self-

compassion and 

adherence to a gluten 

free diet, via higher 

self-regulatory 

efficacy (LLCI = 

0.012, ULCI = 

0.124). Non-

significant via 

concurrent self-

regulatory efficacy 

(the ability to adhere 

to a gluten free diet 

while pursuing other 

life goals). 

 
83% 
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First author, 

country, year 

of 

publication 

 

 

Primary 

focus of 

article 

 

Sample 

characteristics 

(N) 

 

Age 

(years) 

 

Methodology 

 

Design 

 

Data 

collection 

method 

 

Measurement 

tools 

 

Reported outcome 

 

Quality 

(%) 

 

Dunne et al., 

UK (Derby), 

2018. 

 

Indirect 

effect of 

self-

compassion 

on physical 

health (diet 

included), 

via health 

promoting 

behaviours. 

 

 

N = 147 (28 

male, 119 

female). 

 

Employment:  

46 students,  

95 employed,  

6 unemployed. 

 

21 – 60 

years (M = 

32.28 

years, SD 

= 9.6 

years). 

 

Quantitative. 

Bootstrapping 

analyses using 

SPSS. 

 

 

Cross-

sectional. 

 

Self-report 

measures. 

 

Demographics, 26 

item SCS, 

Symptoms of 

Illness Checklist 

(31 items), 

Wellness 

Behaviours 

Inventory. 

 

(-) association 

between self-

compassion and 

severity of physical 

health difficulties, via 

greater engagement 

in health promoting 

behaviours (LLCI = -

6.78, ULCI = -0.86). 

 

 
52% 

 

Maraldo et 

al., US (St 

Louis), 

2016. 

 

Extended 

Dual 

Pathway 

Model of 

Disordered 

Eating; self-

compassion 

as a 

predictor of 

thin ideal, 

body dis-

satisfaction 

and eating 

restraint. 

 

 

 

 

 

 

N = 609 female 

participants 

(313 community 

participants and 

296 students), 

BMI (M = 

27.73, SD = 

8.28 for 

community 

sample; (M = 

23.25, SD = 

4.37 for student 

sample).  

 

  

 

18-65 

years (M = 

34.74 

years, SD 

= 11.36 

years. For 

community 

sample; (M 

= 19.44 

years, SD 

= 1.75 

years). 

 

 

 

 

 

 

 

  

 

Quantitative, 

path analyses 

using Analysis 

of Momentary 

Structure 

software to 

test several 

models 

including self-

compassion. 

 

Cross-

sectional. 

 

Self-report 

measures. 

 

 

 

12-item SCS, 

Eating Disorders 

Examination-

Questionnaire, 

Bulimia Test-

Revised, Dutch 

Eating Behaviour 

Questionnaire-

Restrained Eating 

Subscale, Positive 

and Negative 

Affect Scales-

Expanded. 

 

 

 

Self-compassion as a 

predictor of thin-

ideal  was a good fit 

within the wider 

model of disordered 

eating, (-) association 

between self-

compassion and 

disordered eating via 

lower thin ideal, 

lower body 

dissatisfaction, lower 

eating restraint and 

lower negative affect. 

Self-compassion as a 

predictor of body 

dissatisfaction was a 

slightly better fit and 

therefore retained. 

 
74% 
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First author, 

country, year 

of 

publication 

 

 

 

Primary 

focus of 

article 

 

 

Sample 

characteristics 

(N) 

 

 

Age 

(years) 

 

 

Methodology 

 

 

Design 

 

 

Data 

collection 

method 

 

 

Measurement 

tools 

 

 

Reported outcome 

 

 

Quality 

(%) 

 

Schoenefeld 

et al., US 

(North 

Carolina), 

2013. 

 

Indirect 

effect of SC 

on intuitive 

eating, via 

distress 

tolerance 

and body 

image 

acceptance 

and action. 

 

N = 322 female 

participants, 

European 

American 

(67.4%), 

African 

American 

(21.1%), Latina 

(5.8%), Asian 

(3.2%), 

American 

Indian (1.6%), 

or a Hawaiian or 

other Pacific 

Island (1.0%).  

 

 

18 –

24 years 

(M = 19.48 

years, 

SD = 1.46 

years). 

 

Quantitative, 

Bootstrapping 

analyses using 

SPSS Macro 

(Preacher & 

Hayes, 2008). 

 

 

 

Cross-

sectional. 

 

Self-report 

measures. 

 

26 item SCS, 

Distress 

Tolerance Scale, 

Body Image 

Acceptance and 

Action 

Questionnaire, 

Intuitive Eating 

Scale, 

Rosenberg Self-

Esteem Scale. 

 

 

** (+) association 

between self-

compassion and 

intuitive eating, (+) 

association between 

self-compassion and 

intuitive eating via 

distress tolerance and 

body image 

acceptance and 

action (LLCI = 0.22, 

ULCI = 0.42). The 

effect was mostly 

driven by body image 

acceptance and 

action. 

 

 
71% 

 

Sirois et al., 

Canada 

(Quebec), 

2015. 

 

 

 

 

 

 

 

 

 

 

Indirect 

effect of 

self-

compassion 

on health 

promoting 

behaviour, 

via positive 

and negative 

affect. 

 

 

 

 

N = 3232, data 

from 15 

independent 

samples (seven 

undergraduate 

and eight 

community 

samples 

collected over a 

6-year period 

from 2007 to 

2013 as part of a 

larger research 

program).  

 

18 years 

and older. 

 

Demo-

graphic 

data for 

each 

sample 

provided in 

paper.  

 

 

 

 

 

Quantitative. 

Meta-analysis 

of eight 

samples 

recruited by 

same 

researchers. 

Bootstrapping 

analyses using 

SPSS. 

 

   

 

Cross-

sectional. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Self-report 

measures. 

 

12 item and 26 

item SCS, 

Wellness 

Behaviours 

Inventory, 

Positive and 

Negative Affect 

Scales. 

 

*** (+) association 

between self-

compassion and 

practice of positive 

health behaviours. 

(+) association 

between self-

compassion and 

health promoting 

behaviour, via higher 

positive affect and 

lower negative affect 

(LLCI = 0.09, ULCI 

= 0.20). 

 
79% 
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First author, 

country, year 

of 

publication 

 

 

Primary 

focus of 

article 

 

Sample 

characteristics 

(N) 

 

 

Age 

(years) 

 

 

Methodology 

 

 

Design 

 

Data 

collection 

method 

 

Measurement 

tools 

 

 

Reported outcome 

 

Quality 

(%) 

 

Sirois, 

Canada 

(Quebec), 

2015. 

 

Indirect 

effect of 

self-

compassion 

on health 

promoting 

behaviour, 

via health 

self-efficacy, 

and positive 

and negative 

affect. 

 

 

 

N = 403 (83.9% 

female, (75.4% 

identified as 

White, 96.3% 

university 

educated, 63.9% 

healthy weight, 

10.1% 

underweight, 

17.1% 

overweight, 

6.7% obese). 

 

18-25 

years.  

(M = 20.37 

years; 

SD = 1.87 

years). 

 

 

Quantitative. 

Bootstrapping 

analyses using 

SPSS. 

 

Cross-

sectional. 

 

Self-report 

measures. 

 

26 item SCS, 

Participants rated 

their intentions to 

engage in health 

enhancing 

behaviours on a 9-

point scale, 

Control Beliefs 

Inventory, 

Positive and 

Negative Affect 

Scales, Wellness 

Behaviours 

Inventory. 

 

(+) association 

between self-

compassion and 

health promoting 

behaviour, via lower 

negative affect and 

higher health self-

efficacy (LLCI = 

0.21, ULCI = 0.49), 

but not via positive 

affect.  

 

 

 

 

74% 

Taylor et al., 

US 

(Bowling 

Green State 

University), 

2015. 

Mindful 

eating as a 

moderator of 

the 

relationship 

between SC 

and 

disordered 

eating, and 

SC and 

BMI. 

N = 150 

undergraduate 

college students 

(85% 

female), BMI  

M = 23.02, SD = 

3.69, 26% 

overweight or 

obese, 74% 

identified as 

non-Hispanic 

White, 12% 

Hispanic 

American, 14% 

other ethnicity. 

18-25 

years  

(M =19.23 

years; SD 

=1.50 

years). 

Quantitative, 

hierarchical 

linear 

regression. 

Cross-

sectional. 

Self-report 

measures. 

Demographics, 12 

item SCS, 

Mindful Eating 

Questionnaire, 

Eating Attitudes 

Test, BMI. 

*** (+) association 

between self-

compassion and 

mindful eating.  

** (-) association 

between self-

compassion and BMI.  

*(-) association 

between self-

compassion and 

disordered eating.  

Mindful eating not a 

significant moderator 

of the association 

between self-

compassion and 

disordered eating. 

69% 
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First author, 

country, year 

of 

publication 

 

 

 

Primary 

focus of 

article 

 

Sample 

characteristics 

(N) 

 

Age 

(years) 

 

Methodology 

 

Design 

 

Data 

collection 

method 

 

Measurement 

tools 

 

Reported outcome 

 

Quality 

(%) 

 

Tylka et al., 

US (Ohio 

State 

University) 

2015. 

 

 

 

 

 

 

 

Family 

pressure to 

be thin as a 

moderator of 

the 

relationship 

between 

self-

compassion 

and 

disordered 

eating. 

 

N = 435 women 

from the 

community, 

from 47 US 

States. 73.3% 

identified as 

White, 8.7% 

Asian 

American, 8.5% 

African 

American, 4.8% 

Latina, 4.6% 

multi-racial.  

 

 

18- 40 

years  

(M = 28.14 

years,  

SD = 5.45 

years). 

87.8% 

reported at 

least a year 

of 

undergradu

ate 

education.   

 

Quantitative, 

two 

hierarchical 

moderated 

regressions, 

the first for 

thin-ideal 

internalisation 

as the outcome 

variable, the 

second for 

disordered 

eating. 

 

Cross-

sectional. 

 

Self-report 

measures. 

 

 

 

Perceived Socio-

Cultural Pressures 

Scale, 12-item 

SCS, 

Internalisation 

subscale of the 

Socio-cultural 

Attitudes Towards 

Appearance 

Questionnaire-1, 

Eating Attitudes 

Test-26. 

 

Family pressure to be 

thin moderated the 

***(-) association 

between self-

compassion and 

disordered eating; 

 

This relationship was 

non-significant when 

family pressure to be 

thin was high. 

62% 

          
Webb et al., 

US (North 

Carolina), 

2013. 

Indirect 

effect of 

self-

compassion 

on binge 

eating 

severity, via 

emotional 

tolerance 

and un-

conditional 

self-

acceptance. 

N = 215 female 

undergraduates, 

45.2% European 

American, 

23.5% Latino 

American, 6.9% 

African 

American, 6% 

Asian 

American, 12% 

South Asian 

American and 

4.6% identified 

as other 

ethnicities.  

 

18–28 

years (M = 

19.81 

years, SD 

= 1.48 

years). 

Quantitative, 

Bootstrapping 

analyses using 

SPSS.  

Cross-

sectional. 

Self-report 

measures. 

26 item SCS, 

Emotional 

Tolerance Scale, 

Unconditional 

Self-Acceptance 

Questionnaire, 

Binge-Eating 

Scale. 

(-) association 

between self-

compassion and 

binge eating severity 

via higher 

unconditional self-

acceptance (LLCI = -

0.19, ULCI = -0.03), 

and higher emotional 

tolerance (LLCI = -

0.10, ULCI = -0.01). 

 
76% 
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Note. 26-item Self-Compassion Scale (SCS) (Neff, 2003); 12-item SCS (Raes, Pommier, Neff, & Van Gucht, 2011); Rosenberg Self-Esteem Scale (Rosenberg, 1965); 

Eisenberg and Neumark-Sztainer Scale for Disordered Eating (Eisenberg & Neumark-Sztainer, 2010); Objectified Body Consciousness Scale (McKinley & Hyde, 1996); 

Compassionate Engagement and Action Scales (Gilbert et al., 2017); Eating Disorder Examination Questionnaire (EDE-Q) (Penelo, Villarroel, Portell, & Raich, 2011); 

Gluten Free Diet 7-item measure (Leffler et al., 2009); Self-regulatory efficacy (Strachan & Brawley, 2008); (Jung & Brawley, 2013); Symptoms of Illness Checklist 

(Stowell, Hedges, Ghambaryan, Key, & Bloch, 2009); Wellness Behaviours Inventory (Fuschia M. Sirois, 2007); Bulimia Test-Revised (BULIT-R) (Thelen, Farmer, 

Wonderlich, & Smith, 1991); Dutch Eating Behaviour Questionnaire (DEBQ) (Van Strien, Frijters, Bergers, & Defares, 1986); Positive and Negative Affect Scales 

Expanded form (PANAS-X) (Watson & Clark, 1994); Control Beliefs Inventory (unpublished manual, Sirois, 2002); Mindful Eating Questionnaire (Framson et al., 2009); 

Eating Attitudes Test (Garner, Bohr, & Garfinkel, 1982); Sociocultural Attitudes Towards Appearance Questionnaire (Schaefer et al., 2015); Distress Tolerance Scale 

(Simons & Gaher, 2005); Body Image Acceptance and Action Questionnaire (Sandoz, Wilson, Merwin, & Kate Kellum, 2013); Intuitive Eating Scale (Tylka, 2006). 
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Table 1.3. Quality Assessment Tool for Studies with Diverse Designs (QATSDD) criteria and scoring.  

 

 

Quality criteria 

 

Breines 

2014 

 

De-

Carvalho 

Barreto 

2018 

 

Dowd, 

2017 

 

Dunne 

2016 

 

Maraldo 

2016 

 

Schoenfeld 

2013 

 

Sirois 

2014 

 

Sirois 

2015 

 

Taylor 

2015 

 

Tylka 

2015 

 

Webb 

2013 

 

Explicit theoretical 

framework? 

 

3 

 

3 

 

3 

 

3 

 

3 

 

2 

 

3 

 

3 

 

3 

 

3 

 

3 

 

 

Statement of 

aims/objectives in main 

body of the report? 

 

 

3 

 

 

3 

 

 

3 

 

 

3 

 

 

3 

 

 

3 

 

 

3 

 

 

3 

 

 

3 

 

 

3 

 

 

3 

 

Clear description of 

research setting? 

 

3 

 

3 

 

3 

 

2 

 

3 

 

3 

 

3 

 

3 

 

3 

 

3 

 

3 

 

Evidence of sample size 

considered in terms of 

analysis? 

 

 

0 

 

 

0 

 

 

3 

 

 

0 

 

 

 

0 

 

 

0 

 

 

2 

 

 

1 

 

 

0 

 

 

0 

 

 

2 

 

Representative sample of 

target group of a 

reasonable size? 

 

 

1 

 

 

2 

 

 

2 

 

 

2 

 

 

2 

 

 

2 

 

 

2 

 

 

1 

 

 

1 

 

 

2 

 

 

2 

 

Description of procedure 

for data collection? 

 

3 

 

2 

 

3 

 

2 

 

2 

 

2 

 

2 

 

3 

 

2 

 

2 

 

2 

 

Rationale for choice of 

data collection tools? 

 

2 

 

3 

 

3 

 

1 

 

2 

 

        3 

 

3 

 

3 

 

3 

 

2 

 

3 

 

Detailed recruitment 

data? 

 

2 

 

3 

 

3 

 

1 

 

3 

 

2 

 

2 

 

2 

 

3 

 

2 

 

1 
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Quality criteria 

 

Breines 

2014 

De 

Carvalho 

Barreto 

2018 

Dowd, 

2017 

Dunne 

2016 

Maraldo 

2016 

Schoenfeld 

2013 

Sirois 

2014 

Sirois 

2015 

Taylor 

2015 

Tylka 

2015 

Webb 

2013 

 

Statistical assessment of 

reliability and validity of 

assessment tools? 

 

 

2 

 

 

3 

 

 

3 

 

 

1 

 

 

3 

 

 

3 

 

 

2 

 

 

3 

 

 

3 

 

 

3 

 

 

3 

            

            

Fit between stated 

research question and 

method of data collection 

 

 

3 

 

2 

 

2 

 

2 

 

2 

 

2 

 

2 

 

2 

 

2 

 

2 

 

2 

Fit between research 

question and method of 

analysis? 

 

 

3 

 

3 

 

3 

 

3 

 

3 

 

3 

 

3 

 

3 

 

3 

 

2 

 

3 

Good justification for 

analytical method 

selected? 

2 2 2 1 3 3 3 2 1 0 3 

 

Evidence of user 

involvement in design? 

 

0 

 

0 

 

0 

 

0 

 

0 

 

0 

 

0 

 

0 

 

0 

 

0 

 

0 

 

Strengths and limitations 

critically discussed? 

 

2 

 

2 

 

2 

 

1 

 

2 

 

2 

 

3 

 

2 

 

2 

 

2 

 

2 

            

Total Quality Rating 

 

69% 74% 83% 52% 74% 71% 79% 74% 69% 62% 76% 

Note. 0 = not at all, 1 = Very slightly, 3 = Completely: Sirriyeh et al., (2011). 
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Study characteristics 

 

Quality Assessment 

       Dowd and Jung (2017) scored the highest quality rating (83%) using the QATSDD 

(Sirriyeh et al., 2012), due to the structure of the report and amount of information provided 

regarding: the theoretical framework; aims and objectives; description of the research setting; 

sample size analysis; sample size; description of the procedure; rationale for choice of 

measurement tools and tests of statistical reliability and validity; justification for the analytic 

method and fit with the research question; and finally, a comprehensive discussion regarding 

strengths and limitations. Dowd and Jung (2017) also collected data over two time points to 

assess whether self-compassion could predict adherence to a gluten free diet one month later, 

increasing reliability. There were limitations, 91% of participants were female and attending 

support groups for people with Celiac Disease, and most participants had been diagnosed for 

an average of 7.85 years. This increases bias in the sample because findings may not be 

generalisable to people newly diagnosed or people who do not identify as female, and 

perhaps participants were already motivated to manage their diet more effectively due to 

attending a support group.  

       Ten out of 11 studies scored higher than 60% using the QATSDD (Sirriyeh et al., 2012) 

and six studies scored higher than 70%, however there is no cut-off for study quality. All 

studies failed to demonstrate service user involvement in the design and implementation of 

the study. Furthermore, all studies utilised self-report measures and cross-sectional data, 

which have obvious limitations, including not being able to determine causal relationships 

and relying on retrospective subjective reports. Several studies reimbursed participants with 

course credit (Breines et al., 2014; Schoenefeld & Webb, 2013) or financially (Maraldo et al., 

2016; Sirois, 2015; Sirois et al., 2015; Tylka et al., 2015; Webb & Forman, 2013) increasing 
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bias in the sample. Only four of the 11 studies reported a sample size calculation for the 

analysis (see Table 1.3). Dunne et al., (2018) scored 52% on the QATSDD (Sirriyeh et al., 

2012) mostly due to a lack of descriptive information in the report. See Appendix B for the 

results from the adapted quality assessment tool by Plassman et al., (2010). 

 

Publication context and methodology 

       Table 1.2 summarises the information from each study. The 11 included studies were 

carried out between 2013 and 2018, emphasising the emerging nature of this field of 

research; however, one utilised data from 15 independent samples collected between 2007-

2013 as part of a larger research programme on self-regulation and health (Sirois et al., 2015). 

The studies were from various countries: one was conducted in the UK (Dunne et al., 2018); 

one in Portugal (de Carvalho Barreto et al., 2018); six were from the US (Breines et al., 2014; 

Maraldo et al., 2016; Schoenefeld & Webb, 2013; Taylor et al., 2015; Tylka et al., 2015; 

Webb & Forman, 2013); and three from Canada (Dowd & Jung, 2017; Sirois, 2015; Sirois et 

al., 2015). All 11 studies used quantitative methodology and analysed cross-sectional data 

collected using self-report questionnaires. However, one study aimed to increase reliability 

and validity by incorporating longitudinal data collected over four days and included an 

experimental lab-based component (Breines et al., 2014). Dowd and Jung (2017) collected 

data at two time points, one month apart. Also, Sirois et al., (2015) utilised aggregated data 

from 15 independent samples collected over 6 years.  

       All studies examined the relationship between self-compassion and outcomes related to 

eating behaviour, and the influence of at least one mediating or moderating variable (see 

Table 1.2). Four of the studies explored the indirect relationships between self-compassion 

and types of disordered eating attitudes and behaviour, including restrictive eating, binging, 

purging, over-evaluation of weight and weight gain concern; via potential mediators, using 
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parallel or serial mediation. Mediators included: body shame (Breines et al., 2014); self-

compassionate actions and body compassion in serial (de Carvalho Barreto et al., 2018); body 

dissatisfaction and negative affect as part of a larger pathway model of disordered eating 

(Maraldo et al., 2016); and emotional tolerance and unconditional self-acceptance in parallel 

(Webb & Forman, 2013). Only two studies examined potential moderators of the relationship 

between self-compassion and disordered eating. Taylor et al. (2015) examined mindful eating 

as a moderator of the negative association between self-compassion and disordered eating, 

and the negative association between self-compassion and Body Mass Index (BMI). Tylka et 

al. (2015) examined family pressure to be thin as a moderator of the negative association 

between self-compassion and disordered eating. 

       Four studies reported on the relationship between self-compassion and measures of 

health-related behaviour, via potential mediators. The relationship between self-compassion 

and adherence to a gluten free diet was examined via self-confidence in the ability to self-

regulate and being able to adhere to a gluten free diet while working towards other valued 

goals, using parallel mediation (Dowd & Jung, 2017). The association between self-

compassion and engagement in positive health behaviours was explored, via higher positive 

and lower negative affect, using parallel mediation (Sirois et al., 2015). A third study 

examined the association between self-compassion and engagement in health promoting 

behaviours via confidence in maintaining physical health (self-efficacy), and higher positive 

and lower negative affect, as parallel mediators (Sirois, 2015). Finally, a study by 

Schoenefeld and Webb (2013) explored the association between self-compassion and 

intuitive eating, via distress tolerance and body image acceptance and action, acting as serial 

mediators. 

       To summarise, most studies examined potential mediators tested in parallel or serial, and 

two themes emerged; one group of studies focused on the relationship between self-
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compassion and disordered eating, and another group focused on the relationship between 

self-compassion and engagement in health promoting behaviours, including intuitive eating 

and eating regular healthy meals. Only two papers explored moderators of the relationship 

between self-compassion and disordered eating (Taylor, Daiss, & Krietsch, 2015; Tylka et 

al., 2015). 

       In terms of data analysis, three studies used hierarchical linear modelling, which can be 

used to address missing data (Breines et al., 2014; Taylor et al., 2015; Tylka et al., 2015); two 

used Analysis of Momentary Structure (AMOS) software to apply Structural Equation 

Modelling (de Carvalho Barreto et al., 2018; Maraldo et al., 2016) and seven applied bias-

corrected bootstrapping using PROCESS (Breines et al., 2014; Dowd & Jung, 2017; Dunne et 

al., 2018; Schoenefeld & Webb, 2013; Sirois, 2015; Sirois et al., 2015; Webb & Forman, 

2013). 

 

Measures of self-compassion 

       All studies examined self-compassion as a predictor variable. Six studies utilised the 26 

item Self-Compassion Scale developed by Neff (Neff, 2003), which is a validated 

questionnaire and aims to capture three dimensions of self-compassion: self-kindness versus 

self-criticism, common humanity versus isolation, and mindfulness versus over-

identification. Five studies utilised the 12-item version of the Self-Compassion Scale (Raes et 

al., 2011); Breines et al., (2014) used both. However, Breines et al., (2014) adapted the 12-

item scale to measure appearance related self-compassion and shortened it to six items (one 

item from each subscale). Items were reworded to reflect feelings regarding negative body-

related thoughts experienced in the moment, for example “I am obsessing and fixating on 
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everything that is wrong with my body” in place of the original item “When I’m feeling down 

I tend to obsess and fixate on everything that’s wrong” (Breines et al., 2014; Neff, 2003).  

       De Carvalho Barreto et al., (2018) utilised the Compassionate Engagement and Action 

Scales developed by Gilbert et al., (2017), which measure engagement and action in relation 

to 1) self-compassion for others; 2) compassion from others; and 3) self-compassion. The 

self-compassion subscale is based on Neff’s construct of self-compassion (2004), however 

Gilbert et al., (2017) developed the scale in response to limitations identified with Neff’s 

scale (Neff, 2003). Neff’s Self-Compassion Scale has been criticised for combining positive 

and negative items in one scale, so that people can score highly on both, or low on both, and 

get the same score (Gilbert et al., 2017). The self-compassion subscale of the Compassionate 

Engagement and Action Scales is strongly correlated with Neff’s positive dimensions of self-

compassion, including mindfulness, common humanity and non-judgement (Gilbert et al., 

2017). An example engagement item of the self-compassion subscale is: “I am emotionally 

moved by my distressed feelings or situations”; an action item of the self-compassion 

subscale is: “I think about and come up with helpful ways to cope with my distress” (Gilbert 

et al., 2017). 

 

Measures of eating behaviour 

       Various measures were used for disordered eating. Breines et al., (2014) modified the 14-

item Eisenberg and Neumark-Sztainer scale (Eisenberg & Neumark-Sztainer, 2010) to six 

items, to measure restricted eating and concern with weight gain. De Carvalho Barreto et al., 

(2018), and Maraldo et al., (2016), used the Eating Disorder Examination Questionnaire 

(EDE-Q) which is a validated 39-item questionnaire and can be used in community samples 

to screen for eating disorders (Fairburn & Beglin, 1994; Penelo et al., 2011). Maraldo et al., 
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(2016) used the Bulimia Test-Revised (BULIT-R), (Thelen et al., 1991) which is a 36-item 

self-report measure used to assess symptoms of bulimia nervosa, which has been validated 

for both clinical and non-clinical populations.  

       Taylor et al., (2015) and Tylka et al., (2015), chose the validated 26-item Eating 

Attitudes Test (EAT) (Garner et al., 1982), which measures dieting, bulimia, food 

preoccupation and oral control, using three subscales. An example item is “I have gone on 

eating binges where I feel I am not able to stop”. Webb and Forman (2013) used the 

validated 16-item Binge Eating Scale (BES) which measures behavioural manifestations and 

emotional or cognitive factors related to binge-eating episodes, including eating large 

amounts of food, and guilt or fear of the inability to stop eating (Gormally, Black, Daston, & 

Rardin, 1982). 

 

Measures of health behaviour (including eating behaviour) 

       Various measures of physical health and health behaviour were used. Dowd and Jung 

(2017) measured adherence to a gluten free diet among people with Celiac Disease using the 

7-item scale developed by Leffler et al., (2009), which assesses four different aspects of 

adherence: 1) celiac symptoms; 2) self-efficacy; 3) reasons to follow a gluten free diet; 4) 

perceived adherence. Participants were also asked to report the frequency of accidental and 

purposeful gluten ingestion over the previous week. Dunne et al., (2017) used the validated 

33-item Symptoms of Illness Checklist (SIC) by Stowell et al., (2009); which asked 

participants to rate how often they experienced symptoms of illness over the past two-months 

on a 6-point scale, and the severity of the symptoms experienced. The checklist includes 

symptoms related to changes in appetite, including loss of appetite and overeating, however it 
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is unclear from the paper how many participants specifically reported these eating difficulties 

(Dunne et al., 2017).  

       Sirois et al., (2015) and Sirois (2015) utilised the validated 10-item Wellness Behaviours 

Inventory (Sirois & Pychyl, 2002), which assesses how often common health behaviours (e.g. 

healthy eating and exercise) are performed over one week, on a five-point scale. An example 

item is: “I eat healthy, well-balanced meals”. Schoenefeld and Webb (2013) measured 

intuitive eating with the validated 21-item Intuitive Eating Scale (Tylka, 2006; Tylka & 

Kroon Van Diest, 2013); which captures three aspects, 1) unconditional permission to eat 

when hungry and what food is desired in the moment; 2) eating for physical rather than 

emotional reasons; 3) reliance on internal hunger and satiety cues to determine when and how 

much to eat (Schoenefeld & Webb, 2013). 

 

Measures of mediator and moderator variables 

       A variety of questionnaires were used to measure mediator and moderator variables 

related to psychological distress (body shame), self-regulation of emotions or behaviour, or 

perceived confidence in self-regulation. The following questionnaires were used to measure 

psychological distress: Breines et al., (2014) used a modified version of the body shame 

subscale of the validated Objectified Body Consciousness Scale (OBCS) (McKinley & Hyde, 

1996). Four of the eight items were included but modified to reflect body shame in the 

moment, for example “Right now…I feel ashamed of my body” replaced “When I’m not the 

size I think I should be, I feel ashamed”. The scale had high internal consistency (Breines et 

al., 2014). Sirois et al., (2015) measured positive and negative affect as mediators using the 

subscales of the validated 20-item Positive and Negative Affect Schedule (PANAS) 

(Crawford & Henry, 2004; Watson, Clark, & Tellegen, 1988). The PANAS is standardised 
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for student and community samples. Maraldo et al., (2016) replicated and extended the Dual 

Pathway Model of Disordered Eating and explored the relationships between self-compassion 

and negative affect, and self-compassion and body dissatisfaction as part of a wider model 

predicting disordered eating. Negative affect was measured using the PANAS-X, a validated 

and extended version of the 20-item PANAS (Watson & Clark, 1994). Body dissatisfaction 

was measured using the Body Shape Questionnaire-8B (Evans & Dolan, 1993) which is an 8-

item self-report measure, however two of the items were inadvertently omitted (items 25 and 

28) in the study. 

       The remaining studies utilised measures which capture self-regulation of emotions or 

behaviour, or perceived confidence in self-regulation. Sirois et al., (2015) measured health 

self-efficacy using the eight-item health self-efficacy subscale of the Control Beliefs 

Inventory (CBI) (Sirois & Gick, 2002), a validated self-report questionnaire which captures 

an individual’s confidence in carrying out actions to maintain their health. Dowd and Jung 

(2017) measured a participant’s confidence to self-regulate their behaviour to consume a 

gluten free diet, using a six-item measure developed by Strachan and Brawley (2008). They 

also assessed confidence in adhering to a gluten free diet while managing other valued life 

goals, using a revised four-item measure developed by Jung and Brawley (2013).  Dunne et 

al., (2017) measured health promoting behaviours as a mediator using the Wellbeing 

Behaviours Inventory (Sirois & Pychyl, 2002), also utilised by Sirois et al., (2015) and Sirois 

(2015). De Carvalho Barreto et al., (2018) examined the mediating effect of self-

compassionate actions using the subscale from the Compassionate Engagement and Action 

Scales (Gilbert et al., 2017), and also body compassion using the validated 23-item Body 

Compassion Scale (Altman, Linfield, Salmon, & Beacham, 2017), which assesses attitudes of 

compassion towards one’s body.  
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       Schoenfeld and Webb (2013) measured distress tolerance as a mediator using the 

validated 15-item Distress Tolerance Scale (Simons & Gaher, 2005) which captures an 

individual’s expectations and evaluations of experiencing negative emotional states in 

relation to: 1) tolerability and averseness; 2) appraisal and acceptability; 3) tendency to 

absorb attention and disrupt functioning; 4) regulation of emotions. Body image acceptance 

and action was measured using the validated 12-item Body-Image Acceptance and Action 

Questionnaire (BI-AAQ) (Ferreira, Pinto-Gouveia, & Duarte, 2011; Sandoz, Wilson, 

Merwin, & Kate Kellum, 2013). The questionnaire is based on the principles of Acceptance 

and Commitment Therapy (ACT) which facilitates acceptance of one’s thoughts, feelings, 

and emotions toward the body, in the service of pursuing valued action (Schoenefeld & 

Webb, 2013). 

       Taylor et al., (2015) explored mindfulness as a moderator using the Mindful Eating 

Questionnaire (MEQ) (Framson et al., 2009), which has 28 items that assess mindful eating 

factors of disinhibition, awareness, external cues, emotional response and distraction. Webb 

and Forman (2013) used the validated 25-item Emotional Tolerance Scale derived from the 

Emotional Eating Scale (Arnow, Kenardy, & Agras, 1995) to measure distress tolerance as a 

mediator; which assesses the averseness of a range of emotions associated with overeating, 

including: anger or frustration, low mood and anxiety. They also explored the role of 

unconditional self-acceptance as a mediator using the validated 20-item Unconditional Self-

Acceptance Questionnaire (Chamberlain & Haaga, 2001). Individuals scoring higher in 

unconditional self-acceptance tend to report more stable self-esteem and less negative 

reactivity in response to receiving negative feedback (Chamberlain & Haaga, 2001). 

       To summarise, a wide range of measures were used to explore the underlying pathways 

connecting self-compassion and eating behaviour. The 26-item Self-Compassion Scale (Neff, 

2003) and the 12 item Self-Compassion Scale (Raes et al., 2011) were the most popular for 
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measuring self-compassion and were used in ten out of the 11 studies. However, a more 

recent study by de Carvalho Barreto et al., (2018) highlighted limitations of the Self-

Compassion Scale and chose to utilise the Compassionate Engagement and Action Scales 

developed by Gilbert et al., (2017). The Wellness Behaviours Inventory (Sirois & Pychyl, 

2002) was utilised in three studies as a measure of engagement in health promoting 

behaviours (Dunne et al., 2017; Sirois et al., 2015; Sirois, 2015). Disordered eating was 

measured using a range of questionnaires, including the EDE-Q (Fairburn & Beglin, 1994) 

BULIT-R (Thelen et al., 1991); EAT (Garner et al., 1982), and BES (Gormally et al., 1982). 

However, all measures of disordered eating highlighted a preoccupation with food, restrictive 

or uncontrolled eating, and the associated distress. Several studies utilised subscales from 

questionnaires to match their research question (see Table 1.2). Breines et al., (2014) 

shortened questionnaires and modified items to increase validity in relation to the research 

question, and to increase accessibility for participants completing questionnaires over four 

days. However, this may affect the validity and reliability of the measures. 

 

Main findings: summary of the relationship between self-compassion and disordered 

eating 

       All six studies which examined the relationship between self-compassion and disordered 

eating reported a significant negative association, such that higher self-compassion was 

associated with lower disordered eating. Breines et al., (2014) reported a negative association 

between self-compassion and anticipated disordered eating, when controlling for self-esteem; 

and a significant negative association between self-compassion and weight gain concern or 

self-punishment, as reasons for restrained eating. De Carvalho Barreto et al., (2018) found a 

weak negative association between self-compassionate attributes and disordered eating. 
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Taylor et al., (2015) reported a significant negative association between self-compassion and 

disordered eating, and self-compassion and BMI. Also, Webb and Forman (2013) found a 

significant negative association between self-compassion and binge eating severity; and the 

negative correlation between self-compassion and BMI approached significance (p = .08). 

       Tylka et al., (2015), reported a significant negative association between self-compassion 

and disordered eating, but only when family pressure to be thin was low; when it was high, 

the relationship was non-significant. Maraldo et al., (2016) extended the Dual Pathway 

Model of Disordered Eating which describes the positive association between thin-ideal 

internalisation and body dissatisfaction, which contributes to disordered eating via dual 

pathways of rigid dietary restraint and negative affect as mediators (Stice et al., 2011). 

Maraldo et al., (2016) added self-compassion as a predictor in the model and reported 

significant negative associations between self-compassion and body dissatisfaction, and 

between self-compassion and negative affect. They proposed that self-compassion protects 

against disordered eating because of this. A significant positive association between self-

compassion and dietary restraint was also reported, however the pathway was dropped 

because they proposed it did not make theoretical sense. 

 

Summary of the relationship between self-compassion and physical health 

       The four studies exploring the relationship between self-compassion and physical health 

indicated a significant positive association. Sirois et al., (2015) used aggregated data from 15 

unpublished independent samples and reported a significant positive association between 

self-compassion and the practice of positive health behaviours (p < .001). Sirois (2015) also 

highlighted a significant positive association between self-compassion and health behaviour 
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intentions (p < .01) and behaviours (p < .01). However, there was not a significant association 

between self-compassion and BMI. 

       Dowd and Jung (2017) found a significant positive association between self-compassion 

and adherence to a gluten free diet (p = .01) among participants with Celiac Disease. Also, 

the relationship between higher self-compassion and higher quality of life was significant (p 

< .001). Schoenefeld and Webb (2013), reported a significant positive association between 

self-compassion and intuitive eating (p < .001), however this became non-significant when 

mediators where included in the model (p = .08). 

 

Mediators of the relationship between self-compassion and eating behaviour 

       Breines et al., (2014) reported a significant negative indirect effect of self-compassion on 

anticipated disordered eating and weight gain concern, via lower body shame; that is, higher 

self-compassion was associated with lower body shame which, in turn, was associated with 

lower anticipated disordered eating and concern about gaining weight. De Carvalho Barreto 

et al., (2018) reported a significant negative indirect effect of self-compassionate attributes on 

disordered eating, via higher self-compassionate actions and higher body compassion, acting 

in serial; that is, higher self-compassionate attributes were associated with higher self-

compassionate actions, which in turn, were associated with higher body compassion, which 

was associated with lower levels of disordered eating. Maraldo et al., (2016) found a good 

model fit for higher self-compassion as a predictor of lower internalised thin idealisation, and 

lower body dissatisfaction and lower negative affect, as an extension of the Dual Pathway 

Model of Disordered Eating. Webb and Forman (2013) reported a significant negative 

indirect effect of self-compassion on binge eating severity via higher emotional tolerance and 

higher unconditional self-acceptance, acting as parallel mediators. Therefore higher self-
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compassion was associated with higher emotional tolerance, and higher unconditional self-

acceptance, which in turn, were both separately associated with lower binge eating severity. 

       Studies reported several significant mediators of the positive association between self-

compassion and greater engagement in physical health behaviours. Dowd and Jung (2017) 

found a significant positive indirect effect of self-compassion on adherence to a gluten free 

diet via higher self-regulatory efficacy. Increased ability to adhere to a gluten free diet while 

managing other valued life goals was not a significant mediator of this relationship; however, 

it was a significant mediator of the positive indirect effect of self-compassion on quality of 

life, whereas self-regulatory efficacy was not. Dunne et al., (2017) reported a significant 

negative indirect effect of self-compassion on the severity of physical health difficulties via 

greater engagement in health promoting behaviours.  

       Sirois et al., (2015) findings indicated a significant positive indirect effect of self-

compassion on health promoting behaviour via higher positive affect and lower negative 

affect, as parallel mediators. In a further study, Sirois (2015), extended the model and found a 

significant positive indirect relationship between self-compassion and health promoting 

behaviour via lower negative affect and higher health self-efficacy, but not positive affect. 

Additionally, Schoenefeld and Webb (2013) reported a significant positive indirect 

association of self-compassion on intuitive eating via higher distress tolerance and higher 

body image acceptance and action; however, the effect was mostly driven by higher body 

image acceptance and action.  

 

Moderators of the relationship between self-compassion and eating behaviour 

       Taylor et al., (2015) reported that mindful eating was not a significant moderator of the 

negative association between self-compassion and disordered eating, or self-compassion and 
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BMI. However, mindful eating was significantly positively correlated with self-compassion; 

negatively correlated with the bulimia and food preoccupation subscale of the EAT (Garner 

et al., 1982) and positively correlated with the oral control subscale of the EAT. This suggests 

that mindful eating may facilitate a person’s control over their eating. However, mindful 

eating was not significantly correlated with BMI. Tylka et al., (2015) found that family 

pressure to be thin moderated the significant negative association between self-compassion 

and disordered eating; when family pressure to be thin was high, the association between 

self-compassion and disordered eating was non-significant. 

 

Demographic Factors 

       Ethnicity. Two st udies did not collect participant data on ethnicity, or did not report it 

(Dowd & Jung, 2018; Dunne et al., 2017). De Carvalho Barreto et al., (2018) recruited 

women living in Portugal, however, did not provide further background information. Three 

studies conducted in the US reported the most diverse samples of participants in terms of race 

and ethnicity, including participants who identified as European-American, Asian-American, 

Latino-American, Hispanic-American, African-American and American Indian (Breines et 

al., 2014; Schoenefeld & Webb, 2013; Webb & Forman, 2013). Five studies reported less 

diverse samples, with over 70% of participants identifying as White/Caucasian (Maraldo et 

al., 2016; Sirois, 2015; Sirois et al., 2015; Taylor et al., 2015; Tylka et al., 2015). 

      Gender. Six studies recruited only female participants (Breines et al., 2014; de Carvalho 

Barreto et al., 2018; Maraldo et al., 2016; Schoenefeld & Webb, 2013; Webb & Forman, 

2013); and the others recruited predominantly female participants (Dowd & Jung, 2017; 

Dunne et al., 2017; Sirois et al., 2014; Sirois, 2015; Taylor et al., 2015). Breines et al., (2014) 

provided a rationale by highlighting the increased prevalence of disordered eating among 
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young women (Croll, Neumark-Sztainer, Story, & Ireland, 2002; Kurth, Krahn, Nairn, & 

Drewnowski, 1995). Sirois et al., (2015) explored gender as a moderator of the indirect effect 

between self-compassion and health promoting behaviour via positive and negative affect, 

which was non-significant. Sirois (2015) also controlled for gender as a confounding variable 

and found no effect. 

      BMI. Three studies reported on the relationship between self-compassion and BMI. 

Taylor et al., (2015) reported a significant negative association between self-compassion and 

disordered eating, and self-compassion and BMI. Mindful eating was not a significant 

moderator of the relationship between self-compassion and BMI, and the relationship 

between mindful eating and BMI was non-significant. Furthermore, Webb and Forman 

(2013) found a significant negative association between self-compassion and binge eating 

severity; and the negative correlation between self-compassion and BMI approached 

significance (p = .08). However, Sirois et al., (2015) also reported a non-significant 

relationship between self-compassion and BMI, and the relationship between self-compassion 

and BMI was not significantly influenced by gender. 

 

Discussion 

       This systematic review aimed to summarise emerging research on the relationship 

between self-compassion and eating behaviour; in response to a growing number of studies 

exploring mediators and moderators of this association. There are two previous systematic 

reviews on this topic, Braun, Park and Gorin (2016) summarised research on the relationship 

between self-compassion, body image and disordered eating in clinical and community 

populations. Rahimi-Ardibili et al., (2018) reviewed studies incorporating self-compassion 

interventions to influence eating behaviour and body weight. There are no previous 
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systematic reviews focused on the broader association between self-compassion and eating 

behaviour in a community sample; despite mounting research exploring the psychological 

mechanisms which underpin this relationship. This systematic review aimed to synthesise this 

growing evidence to highlight clinical implications for a community population and areas for 

further research.   

       Six studies reported a significant negative association between self-compassion and 

disordered eating. Significant mediators of this relationship included, lower body shame 

(Breines et al., 2014); higher self-compassionate actions and higher body compassion as 

serial mediators (de Carvalho Barreto et al., 2018); lower body dissatisfaction and lower 

negative affect (Maraldo et al., 2017); and higher unconditional self-acceptance and higher 

emotional tolerance as parallel mediators (Webb & Forman, 2013). In terms of moderators 

mindful eating was not a moderator of the significant negative association between self-

compassion and disordered eating, or the significant negative association between self-

compassion and BMI (Taylor et al., 2015). However, family pressure to be thin was a 

moderator of the significant negative association between self-compassion and disordered 

eating; the relationship was only significant when family pressure was low and not when 

family pressure was high (Tylka et al., 2015).  

     Furthermore, studies indicated a positive association between self-compassion and better 

physical health in general, including: greater adherence to a gluten free diet via increased 

self-confidence in the ability to self-regulate (Dowd & Jung, 2017); higher levels of intuitive 

eating, via higher body image acceptance and action (Schoenefeld & Webb, 2013); better 

physical health, via higher levels of positive emotion and lower levels of negative emotion 

(Sirois et al., 2015); greater engagement in health promoting behaviours via greater self-

confidence in maintaining health, and lower levels of negative emotion (Sirois, 2015); and a 
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significant negative association between self-compassion and severity of physical health 

difficulties via greater engagement in health promoting behaviours (Dunne et al., 2018).  

       Interestingly, higher self-compassion was associated with greater adherence to a gluten 

free diet via increased confidence in the ability to self-regulate behaviour, but the relationship 

was not explained by a participant’s ability to refrain from eating gluten while maintaining 

other valued life goals (Dowd & Jung 2018). However, people with Celiac Disease who were 

more self-compassionate also reported better quality of life when they were able to pursue 

important life goals while adhering to a gluten free diet. This suggests that other lifestyle 

factors might get in the way of adhering to a gluten free diet, but a flexible approach might 

enhance quality of life. 

       Overall, these findings support wider research on the potential benefits of self-

compassion for psychological distress (MacBeth & Gumley, 2012; Marsh et al., 2018; Xavier 

et al., 2017); self-regulation of emotions and behaviour (Leary et al., 2007) negative body 

image (Kelly, Miller, & Stephen, 2016; Liss & Erchull, 2015) and engagement in health 

promoting behaviours to maintain good physical health (Terry et al., 2013).  

       Breines et al., (2014) incorporated a lab-based component in their study like Adams and 

Leary’s (2007) experiment on the counter-regulation effect among dieters. Adams and Leary 

(2007) replicated Polivy, Heatherton, and Herman’s (1988) study, and found that restrained 

eaters who heard a self-compassionate message while breaking their diet by eating a donut, 

subsequently ate less high calorie food to compensate; compared with restrained eaters who 

did not foster self-compassion. Adams and Leary (2007) proposed that this was because self-

compassion buffered against negative emotions such as guilt and shame triggered by breaking 

their diet, and therefore minimised the counter-regulation effect.  
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       Breines et al., (2014) also explored the influence of self-compassion and negative 

emotions on eating behaviour, like Adams and Leary’s study (2007), and examined body 

shame as a mediator of the relationship between self-compassion and disordered eating. 

Breines et al., asked participants to think of a flaw in their appearance before providing 

chocolate and asking participants to complete questionnaires measuring body shame and 

disordered eating. Self-compassion did not predict the amount of chocolates eaten (which 

was a measure of restrained eating); however, participants who were more self-

compassionate were less motivated not to eat chocolates due to concern about gaining weight 

or self-punishment, and this was mediated by lower body shame. This suggests that people 

who are more self-compassionate are motivated to self-regulate their eating behaviour for 

other reasons, potentially to enhance their physical health or quality of life, rather than 

responding to societal standards or social pressure (Terry & Leary, 2011). Tylka et al., (2015) 

study supports this idea; participants who reported higher self-compassion also reported less 

internalised social pressure to be thin, and pressure from the media and their family in 

particular.   

       Several studies explored the influence of demographic factors on the relationship 

between self-compassion and eating behaviour. All studies recruited either solely female 

participants, or a majority sample of female participants, and highlighted that disordered 

eating has historically disproportionately affected young women (Breines et al., 2014). 

However, eating related difficulties are rising among men and often undetected, and further 

research is required in this area to develop effective assessment tools and interventions 

(Strother, Lemberg, Stanford, & Turberville, 2012). In a recent review, men were more likely 

to be overweight or have obesity compared to women (Public Health England, 2017). Sirois 

et al., (2015) found that gender was not a significant moderator of the positive indirect effect 

between self-compassion and health promoting behaviour via higher positive and lower 
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negative affect. Sirois (2015) also controlled for gender as a confounding variable of the 

positive relationship between self-compassion and physical health; and found no effect. This 

suggests gender may have a weaker influence on disordered eating and engagement in health 

promoting behaviour than once thought. Further studies with more diverse samples in terms 

of age, gender, race and ethnicity are necessary to understand this better. 

       Two studies indicated that higher self-compassion is associated with lower BMI among a 

community population.  Taylor et al., (2015) reported a significant negative association 

between self-compassion and disordered eating, and self-compassion and BMI, however the 

relationship between mindful eating and BMI was non-significant. Interestingly, Mantzios 

and Wilson (2015) compared guided meditation for mindfulness with guided meditation for 

self-compassion, to support weight loss among soldiers in Greece, and found self-compassion 

meditation was more effective for weight loss in the short and long-term. The research by 

Mantzios and Wilson (2015) was an intervention study and was therefore not included in the 

review. Furthermore, Webb and Forman (2013) found a significant negative association 

between self-compassion and binge eating severity; and the negative correlation between 

self-compassion and BMI approached significance. However, Sirois et al., (2014) reported a 

non-significant relationship between self-compassion and BMI. Research is required to 

examine this relationship further, to understand the complex relationship between self-

compassion and weight. For example, low self-compassion can be associated with highly 

restrictive eating and eating disorders such as Anorexia Nervosa (Ferreira et al., 2013; Gale et 

al., 2014). Also, not everyone who has a higher weight reports lower self-compassion, 

psychological distress or disordered eating. 

       In terms of quality assessment, seven of the 11 studies scored over 70% on the QATSDD 

(Sirriyeh et al., 2012) mostly due to the level of description provided in relation to the 

theoretical framework, prospective study design, data analysis and procedure (see Table 1.3). 
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However, there were several limitations across studies, which all used cross-sectional designs 

and self-report measures. These studies cannot infer causality and overly rely on subjective 

recall of thoughts, emotions and behaviours. Future studies would benefit from longitudinal 

designs and more objective assessments, for example objective measurement of food intake.  

       Three studies enhanced designs to increase the reliability and validity of their findings. 

Breines et al., (2014) increased reliability by asking participants to complete measures of 

self-compassion, body image and eating behaviour over four days, to examine daily 

fluctuations within individual participants, as well as levels between participants. This 

demonstrated fluctuations in state self-compassion and also provided evidence of trait self-

compassion which was stable over time. Dowd and Jung (2017) collected data at two times 

points, which showed that self-compassion predicted adherence to a gluten free diet one 

month later. Sirois et al., (2014), utilised aggregated data from 15 independent samples to 

conduct a meta-analysis, providing a robust account of the positive association between self-

compassion and positive health behaviours.  

       Eight studies obtained lower quality scores for not considering sample size in their 

analysis, which Sanderson et al., (2007) highlighted is an important factor in determining the 

quality of research findings. None of the studies demonstrated service user involvement in the 

design and implementation of the study, which is important for increasing the reliability and 

validity of the research and enhancing accessibility and dissemination of findings. 

       This review has highlighted several clinical implications for this area of research, due to 

the established relationships between 1) higher self-compassion and lower levels of 

disordered eating; 2) higher self-compassion and greater engagement in health promoting 

behaviours; 3) higher self-compassion and better physical health in community populations. 

Emerging interventions which incorporate self-compassion for nutrition and weight loss are 
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promising, however further development is required (Rahimi-Ardabili et al., 2018). There is 

limited psycho-educational literature on self-compassion, or tools which could be used in 

primary care or for wider public health strategies for people experiencing eating or weight 

difficulties. Furthermore, Dowd and Jung’s (2018) research with people living with Celiac 

Disease highlights the importance of self-compassion for managing specific health 

conditions, requiring tailored psycho-educational material and interventions.  

       Future research would benefit from more diverse study designs and samples of 

participants. All studies were cross-sectional; therefore longitudinal, experimental and 

qualitative methodology would enhance reliability and validity in this area of research. Most 

sample populations identified in this review were predominantly female participants who 

identified as White/European, which reduces the generalisability of the findings. Also, there 

is evidence that eating and weight difficulties are rising and often undetected among men, 

highlighting the importance of further research in this area (Strother et al., 2012). A major 

limitation across all studies was the lack of service-user involvement during design and 

implementation. All findings were published after 2012 highlighting the emerging nature of 

this research. Further studies using robust methodology are required to understand the 

complex mechanisms which help explain the relationship between self-compassion and 

eating behaviour. 

       Future research should utilise more robust methodology including longitudinal designs 

and objective assessment and outcome measures, to enhance the reliability and validity of 

findings; as well as greater diversity across participant samples, in terms of age, gender, 

ethnicity, race and socio-economic status, to facilitate generalisability. Furthermore, previous 

research has been mostly quantitative and lacked the contribution of experts by experience 

and service users in design and implementation. Further qualitative research is necessary to 

enhance the validity of findings and theory in this area.  
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       The findings support a negative association between self-compassion and disordered 

eating, and a positive association between self-compassion and health promoting behaviour, 

which is partly explained by lower distress and greater self-regulation in terms of emotions 

and behaviour. Further research should explore the components of self-regulation and these 

complex relationships further. Terry and Leary (2011) proposed that people who are more 

self-compassionate may adopt a more flexible approach to their physical health, including 

setting more realistic and adaptable goals. Findings suggest that people who are restrained 

eaters who are more self-compassionate, are less motivated to regulate their eating due to 

pressures to be thin or self-punishment, therefore further research should explore 

motivational factors. Additionally, there were mixed findings in relation to the association 

between self-compassion and BMI, which is an interesting area for further examination. 

 

Limitations 

       This systematic review narrowly focused on the association between self-compassion 

and eating behaviour; and specifically, research exploring moderators and mediators which 

may explain the psychological factors underpinning this relationship. Therefore, in 

comparison with Braun, Park and Gorin’s (2016) review, it is limited in scope. The review 

did not include qualitative research or grey literature, which would have provided a richer 

summary of the findings in this area. Furthermore, the wider literature explores self-

compassion as a moderator or mediator, and including these studies would have provided a 

broader examination of self-compassion as a protective factor and the pathways through 

which it operates.  

       The findings of this review were summarised in two groups, one group exploring the 

association between self-compassion and disordered eating; and the second group examining 
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the association between self-compassion and health-related behaviour. The health-related 

behaviour outcome measures were broad, therefore specific information in relation to diet 

and appetite lacked detail; however, the findings are still pertinent to this area of research. A 

meta-analysis was not conducted due to variation in study design and outcome measures, and 

concern that heterogeneity across the data could affect the results, however this could have 

been explored further. Finally, studies were included if they measured self-compassion using 

the Self-Compassion Scale (Neff, 2004), which corresponds with other systematic reviews in 

this area (Braun, Park & Gorin, 2016; Rahimi-Ardibili et al., 2018). However, more recent 

studies have explored other aspects of self-compassion; for example, utilising measures such 

as the Compassionate Engagement and Action Scales which include measures of compassion 

we experience for others and compassion we experience from others (Gilbert et al., 2017). 

Including research utilising other measures of compassion and comparing outcomes would 

provide further insight in this area. 

 

Clinical Implications 

       People who are more self-compassionate appear to experience lower psychological 

distress, fewer eating and weight difficulties and greater engagement in health promoting 

behaviour; which has huge clinical implications for supporting people with psychological and 

physical health difficulties. Emerging evidence on the effectiveness of self-compassion 

interventions for eating and weight difficulties is promising, however requires further 

attention and development (Rahimi-Ardibili et al., 2018). Daily guided meditation to 

facilitate mindfulness and self-compassion supported weight loss among soldiers in Greece, 

and was more effective than mindfulness alone (Mantzios & Wilson, 2015). Food diaries 

which ask participants to reflect on “how” they are eating at meal times to foster mindfulness 
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and self-compassion, have also been successful for weight loss (Mantzios & Wilson, 2014). 

Braun, Park, and Conboy (2012) developed an intervention which included a combination of 

yoga, self-compassion, mindful eating, intuitive eating and fitness, which was also successful 

for people wanting to lose weight.  

       Self-compassion literature and psycho-education in primary care may improve clinical 

outcomes in relation to eating or weight difficulties, psychological distress, and physical 

health. The development of educational materials to facilitate understanding of self-

compassion among community populations, and literature tailored for people managing long-

term health conditions such as Celiac Disease or Diabetes is likely to be beneficial. 

 

Conclusions 

       Eleven studies examined the relationship between self-compassion and eating behaviour, 

and the influence of one or more moderators or mediators, among participants from a 

community sample. Findings indicate that higher self-compassion is associated with lower 

levels of disordered eating; and suggest this may be explained by lower psychological 

distress, greater self-regulation of emotions and behaviour, greater self-acceptance, and less 

internalisation of social pressures related to body image. Furthermore, several studies found a 

positive association between self-compassion and physical health more generally, including 

diet and appetite. Four studies measured outcomes related to engagement in health promoting 

behaviours, including eating regular healthy meals, and greater adherence to a gluten free diet 

among people living with Celiac Disease. These relationships also appeared to be explained 

by lower psychological distress, and greater self-regulation of emotions and behaviour. 

Furthermore, findings supported a negative association between self-compassion and BMI in 
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a community population; however two studies did not report a significant effect, therefore 

further research is necessary to understand this complex relationship.  
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Abstract 

       Introduction: Self-compassion involves responding to oneself with warmth and 

understanding rather than self-criticism. Emerging evidence suggests a negative association 

between self-compassion and disordered eating; however, the mediators of this relationship 

are unclear. This study aimed to identify psychological mediators in a community sample of 

restrained eaters. Higher self-compassion is also associated with higher psychological 

flexibility and lower distress; therefore, the following mediators were explored: distress, 

flexible responses to self-critical thoughts (FoReST), flexible goals and how realistic goals 

are, and flexible restraint.  

       Methods: Eighty-eight adults from a community sample, who were highly restrained 

eaters (Dutch Eating Behaviour Questionnaire Restraint Scale), were included in the 

analyses. Questionnaires were completed using an online platform; self-compassion (Self-

Compassion Scale), uncontrolled eating (Three Factor Eating Questionnaire Disinhibition 

Scale), distress (Depression Anxiety and Stress Scale), flexible responses to self-critical 

thoughts (FoReST Scale), flexible goals (Goal Adjustment Scale), how realistic goals are (5-

point Likert scale), and flexible restraint (Three Factor Eating Questionnaire Rigid and 

Flexible Control subscales). Bootstrapping using PROCESS tested the significance of the 

direct relationship between self-compassion and uncontrolled eating and the indirect effects 

via the mediators. Age and gender were controlled for in the model. 

       Results: A significant indirect effect of (higher) self-compassion on (lower) uncontrolled 

eating via lower scores on the Rigid Control subscale (B= -.2028, standard error (SE) = .1, 

lower confidence interval (CI) = -.4218, upper CI = -.0353). No significant indirect effects 

via the other mediators.  

       Conclusion: Highly restrained eaters higher in self-compassion reported significantly 

lower levels of uncontrolled eating, and this was partly explained by less rigid control over 
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their eating. These findings emphasise the importance of self-compassion and flexible control 

in relation to dieting.  
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Introduction 

 

       The current working definition of self-compassion involves responding to ourselves with 

warmth and understanding rather than self-criticism, especially when we suffer, fail or feel 

inadequate; combined with mindful awareness of our emotions, rather than over-

identification or avoidance (Neff, 2004). This relates to an understanding that suffering and 

failure is part of being human; emphasising common humanity and reducing feelings of 

isolation (see systematic review by Shipley, Hardman & Harrold, in submission). Emerging 

research on the association between self-compassion and eating behaviour suggests that 

higher self-compassion is associated with lower levels of disordered eating, including overly 

restrictive eating, uncontrolled binge eating and purging behaviour (Breines, Toole, Tu, & 

Chen, 2014; de Carvalho Barreto, Ferreira, Marta-Simões, & Mendes, 2018; Tylka, Russell, 

& Neal, 2015; Webb & Forman, 2013). This negative association has been found among 

people who have been diagnosed with an Eating Disorder, such as Bulimia or Anorexia 

Nervosa, and people from a community sample who did not meet the criteria for a diagnosis 

(Braun, Park, & Gorin, 2016). However, the psychological mechanisms which underpin these 

relationships are likely to differ between people from clinical and non-clinical populations 

(Kelly, Carter, Zuroff, & Borairi, 2013; Schulte, Grilo, & Gearhardt, 2016; Van Strien, 

Engels, Leeuwe, & Snoek, 2005).  

       Some evidence suggests that higher self-compassion may be associated with lower Body 

Mass Index (BMI) among some participants from community samples (Taylor, Daiss, & 

Krietsch, 2015). A systematic review of weight management interventions incorporating self-

compassion, reported promising outcomes for people wanting to lose weight (Rahimi-

Ardabili, Reynolds, Vartanian, McLeod, & Zwar, 2018). Furthermore, research has indicated 

that higher self-compassion is associated with greater engagement in health promoting 
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behaviours more generally, including eating regular healthy meals, eating intuitively in 

response to hunger and satiety (Sirois, 2015; Sirois et al., 2015; Schoenefeld & Webb, 2013), 

and adherence to a gluten free diet among people living with Celiac Disease (Dowd & Jung, 

2017). These findings have important clinical implications for people experiencing 

difficulties in relation to their eating or weight and highlight the potential benefits of self-

compassion.  

       The World Health Organisation (WHO) has emphasised the rising prevalence of people 

who are overweight and have obesity, especially children, and called for interventions which 

can tackle the complex web of biological, psychological and social influences (Public Health 

England, 2017; Swinburn, Caterson, Seidell, & James, 2004). Dieting to lose weight is 

notoriously difficult and can cause significant psychological and physical distress (Booth, 

Prevost, Wright, & Gulliford, 2014; Frank, 2014). Weight loss through dieting is rarely 

sustained long-term and this can contribute to an unhelpful relationship with food and 

unwanted weight gain (Dulloo & Montani, 2014); this is reflected by the projected worth of 

the global weight loss and weight management market, which is $278.95 billion by 2023 

(Reuters, 2018). Support in primary care often focuses on behavioural interventions, 

including psycho-education, goal setting and problem solving; however, the effectiveness of 

primary care interventions is often negligible after 12 months (Booth, Prevost, Wright, & 

Gulliford, 2014). Therefore it is important to understand why these interventions are often 

unsuccessful long-term and to develop better support. 

       More broadly, initial findings have highlighted a positive association between self-

compassion and greater engagement in health promoting behaviour, contributing to fewer 

physical health difficulties (Dunne et al, 2018). The positive association between self-

compassion and physical health has been partly explained by lower perceived stress (the 

degree to which participants found their lives to be unpredictable, uncontrollable and 
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overwhelming) and greater engagement in health promoting behaviours, including seeking 

advice from health professionals, healthy eating habits and regular physical exercise (Homan 

& Sirois, 2017). Sirois et al. (2015) found a positive association between self-compassion and 

engagement in health promoting behaviours, via higher levels of positive emotion and lower 

levels of negative emotion; which highlights the importance of emotion regulation (Sirois et 

al., 2015). Sirois (2015) also reported a positive association between self-compassion and 

health promoting behaviour, which was partly explained by lower levels of emotional distress 

and greater confidence in the ability to manage health.  

       As discussed in the previous chapter, Terry and Leary (2011) propose that people who 

are more self-compassionate extend the care they would give to others, to themselves. This 

may result in greater self-regulation of their health, including responding to their health needs 

rather than avoidance, seeking help and acting on advice. Terry and Leary (2011) also 

suggested that greater self-awareness, self-acceptance and kindness may be associated with 

more attainable and flexible health goals; and goals which aim to enhance wellbeing and 

happiness, rather than self-worth in response to external social pressure. Neff, Hsieh and 

Dejitterat (2005) found that people who were more self-compassionate were more likely to 

set academic goals related to self-mastery, compared with goals related to performance and 

competition with others. An example statement of self-mastery in relation to academic 

achievement was “I like school work that I’ll learn from, even if I make a lot of mistakes”; an 

example performance goal was “I would feel really good if I were the only one who could 

answer the teacher’s question in class”. Neff, Hsieh and Dejitterat (2005) found that the 

positive association between self-compassion and self-mastery goals was partly explained by 

greater perceived competence and lesser fear of failure. Wrosch, Schier, Miller, Schulz and 

Carver (2003) further demonstrated that people who were able to disengage from unattainable 

goals and re-engage with new goals, reported lower stress, greater wellbeing and self-
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mastery. The relationship between self-compassion and setting attainable and flexible goals 

in relation to eating behaviour, is a relatively new and exciting area of research. 

       Higher self-compassion is also associated with higher psychological flexibility (Neff & 

Tirch, 2013). Psychological flexibility is a central feature of Acceptance and Commitment 

Therapy (ACT), which encourages mindful awareness of thoughts and feelings in the present 

moment, while pursuing chosen values (Hayes, 2016; Hayes, Luoma, Bond, Masuda, & 

Lillis, 2006). Research indicates an association between psychological in-flexibility (i.e. lack 

of flexibility) and greater psychological distress, including: depression, anxiety, substance 

misuse, and psychosis (Kashdan & Rottenberg, 2010). Importantly, self-compassion protects 

against psychological distress, including stress, anxiety and depression (Marsh, Chan, & 

MacBeth, 2018; Neff, 2004). Psychological flexibility is associated with self-regulation and 

has clear connotations for weight management, however, there have been fewer studies in 

this area.  

       Flexible compared to rigid control over eating has been associated with greater long-term 

weight loss and maintenance (Sairenan, Lappalainen, Lapvetelainen, Tolvanen, and 

Karhunen; Teixeira et al., 2010; Westenhoefer et al., 1999). Rigid dietary restraint refers to 

an all or nothing approach to eating and studies have shown that rigid control over eating is 

associated with higher BMI (Meule, Westenhoefer, & Kubler, 2011). Meule, Westenhoefer, 

and Kubler (2011) found a negative association between rigid control over eating and dieting 

success among adults (measured by the Perceived Self-Regulatory Success in Dieting Scale; 

Fishbach, Friedman, & Kruglanski, 2003), and the association was partly explained by higher 

food cravings. 

       Additionally, Sairenan et al., (2014) reported a positive association between flexible 

control over eating and long-term weight loss among people with obesity; and psychological 
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wellbeing was positively associated with flexible control over eating. Also, among people 

with obesity engaged in an ACT intervention for weight management, higher psychological 

flexibility and greater skill in mindfulness were significantly associated with higher levels of 

intuitive eating. Psychological flexibility was characterised by the enhanced ability to 

continue with valued activities even when confronted with negative emotions and thoughts 

related to weight. Intuitive eating referred to eating in response to physical cues of hunger 

and satiety rather than emotional cues (Sairanen, Tolvanen, Karhunen, & Kolehmainen, 

2017). These findings have implications for self-compassion research and interventions, 

because self-compassion is negatively associated with psychological distress (MacBeth & 

Gumley, 2012; Marsh et al., 2018), positively associated with psychological flexibility 

(Marshall & Brockman, 2016; Neff & Tirch, 2013), and negatively associated with 

disordered eating (Braun et al., 2016). Therefore it is possible that these variables could 

mediate the association between self-compassion and greater control over eating behaviour. 

       Previous findings exploring the negative association between self-compassion and 

disordered eating highlighted mediators related to the self-regulation of emotions and 

behaviour, including: lower body shame (Breines, Toole & Chen, 2014); higher distress 

tolerance and greater self-acceptance (Webb & Forman, 2013); greater body image flexibility 

(Schoenfeld & Webb, 2013); and greater confidence in the ability to self-regulate eating 

behaviour (Dowd and Jung, 2017). 

       Herman and Mack (1975) highlighted the association between rigid control over eating 

and greater uncontrolled eating in a laboratory experiment. Forty-five undergraduate students 

were recruited and told they were taking part in research exploring taste. The students were 

divided into three groups and each group assigned a different “pre-load” of milkshake; group 

one ate no pre-load; group two ate one chocolate milkshake (0.2 litres); group three ate two 

milkshakes, one vanilla and one chocolate (each 0.2 litres). Following the “pre-load” each 
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participant was given three tubs each containing one pint of ice cream, in three different 

flavours (chocolate, vanilla and strawberry); and asked to rate each flavour of ice cream on 

five different dimensions. Participants were given 10 minutes alone to rate the ice cream and 

told they could eat as much of the remaining ice cream as they wanted. Participants then 

completed a 38-item eating habits questionnaire, related to eating, dieting habits and weight 

history. While participants completed the questionnaires, the experimenter weighed the tubs 

of ice cream, to calculate the amount consumed in grams. Participants were then assigned to 

one of two groups depending on their score on the restraint scale (groups were split according 

to the median score on the scale of 8.5). Participants in the low restraint group consumed 

decreasing amounts of ice cream as a function of the size of the pre-load, and participants in 

the high restraint group consumed more ice-cream after the milkshake pre-load compared to 

no milkshake at all. Furthermore, among participants who consumed two milkshakes as a 

preload, there was a positive association between greater restraint and consumption of ice 

cream (grams). 

       Polivy, Heatherton & Herman (1988) further reported that consumption of alcohol, 

anxiety and depression, were also associated with this counter-regulation effect among people 

dieting, whereas they reduced eating among non-dieters. Additionally, they found that self-

esteem moderated this counter-regulation effect, whereby restrained eaters who reported 

lower self-esteem ate significantly higher quantities of high calorie food after breaking their 

diet, compared to restrained eaters who were higher in self-esteem. They hypothesised that 

uncontrolled eating might lower self-esteem when dieting, making the person more 

vulnerable to uncontrolled eating in the future, and becoming a maintaining factor in their 

eating or weight difficulties.     

              Adams and Leary (2007) extended the study by Polivy, Heatherton, and Herman 

(1988) on the relationship between self-esteem and the counter-regulation effect among 
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restrained eaters, by incorporating self-compassion.  They compared young people Adams 

and Leary compared four groups of participants; one group of highly restrained eaters and 

one group of non-restrained eaters heard a self-compassionate message while eating high 

calorie food, whereas another group of highly restrained eaters and a group of non-restrained 

eaters did not hear a self-compassionate message while eating high calorie food. People who 

were highly restrained eaters who heard a self-compassionate message, ate subsequently less 

high calorie food (like non-restrained eaters), when compared with participants who were 

highly restrained eaters who did not foster self-compassion. Adams and Leary (2007) 

proposed that self-compassion like self-esteem, moderated the positive association between 

psychological distress triggered by breaking their diet and uncontrolled eating, resulting in 

greater self-regulation. This further emphasises the importance of self-compassion in relation 

to self-regulation and eating behaviour. 

       To summarise, evidence suggests that people who are highly restrained eaters for the 

purpose of losing weight or maintaining their weight, also report greater psychological 

distress and uncontrolled eating (Herman & Polivy, 1988). However, self-esteem and self-

compassion appear to protect against these associations, and contribute to greater self-

regulation of emotions and behaviour, including less uncontrolled eating (Adams & Leary, 

2007; Polivy, Heatherton, & Herman, 1988) 

       This study explored the associations between self-compassion and uncontrolled eating, 

and self-compassion and perceived self-regulatory success in dieting; among adults who 

identified as highly restrained eaters to lose weight or maintain their weight, from a 

community sample. Highly restrained eaters were recruited due to previous findings 

supporting the counter-regulation effect among people who were highly restrained eaters, 

which is not found in non-restrained eaters (Adams & Leary, 2007; Herman & Mack, 1977; 

Polivy, Heatherton, & Herman, 1988). Previous findings indicate a negative association 
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between self-compassion and uncontrolled eating, and a positive association between self-

compassion and dieting success; however, mediators associated with a flexible approach to 

eating and weight management are yet to be explored (Braun, Park & Gorin, 2016). Higher 

self-compassion is associated with higher psychological flexibility and lower psychological 

distress, which are also associated with greater control over eating (MacBeth & Gumley, 

2012; Neff & Tirch, 2013; Sairanen et al., 2017), therefore we explored potential mediators 

related to these constructs. 

 

Aims and Hypotheses 

       This study aimed to replicate previous findings which reported a significant negative 

association between self-compassion and uncontrolled eating, and a positive association 

between self-compassion and dieting success. To further explain these relationships, the 

indirect effect through potential mediators related to a flexible approach to eating was 

explored, including: flexibility of responses to self-critical thoughts; goal flexibility (goal 

adjustment and how realistic goals were); flexibility of control over eating; and level of 

psychological distress (see Appendix D for research proposal). 

      Hypothesis 1: We hypothesised a significant association between higher self-compassion 

and lower uncontrolled eating, and higher self-compassion and greater dieting success. Lower 

uncontrolled eating was reflected by lower scores on the Three Factor Eating Questionnaire 

(TFEQ) Disinhibition Scale (Stunkard & Messick, 1985), and dieting success by higher 

scores on the Perceived Self-Regulatory Success in Dieting Scale (Meule, Papies & Kubler, 

2012). 

      Hypothesis 2: We hypothesised that the significant association between higher self-

compassion and lower uncontrolled eating would be mediated by a more flexible approach to 
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dieting, indicated by: lower distress; higher flexibility of responses to self-critical thoughts; 

higher goal disengagement when goals proved to be unattainable and higher goal-

reengagement (goal adjustment); more realistic goals (goal expectancy); higher flexible 

control over eating and lower rigid control over eating. We tested this hypothesis using two 

parallel mediation models in succession, with uncontrolled eating as the dependent variable 

in model 1, followed by perceived self-regulatory success in dieting as the dependent variable 

in model 2. See figure 2.1 and 2.2 for more information. 

      Exploratory Hypothesis: Previous findings support a significant indirect relationship 

between higher self-compassion and lower uncontrolled eating via lower distress. We aimed 

to explore this relationship further by utilising a serial mediation model. This included 

significant mediators related to a flexible approach to dieting as the first mediator, followed 

by distress as the second mediator. This was exploratory and relied on mediator variables 

being significant in the parallel mediation model.  

 

Method 

Study overview 

      Adult participants aged 18 years and older were recruited online by email and social 

media (Facebook, Twitter and Instagram), and face to face (see Appendix E for study advert). 

They followed a web link to a screening questionnaire online to assess their level of 

restrained eating and to determine eligibility for the study (only highly restrained eaters were 

recruited, see participants section below for details). If the participant was eligible for the 

study, they were sent a web link by email to complete the full set of questionnaires (including 

the screening questionnaire again), and their email address was deleted to maintain 

anonymity. After completing the full set of questionnaires, participants were shown debrief 
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information and given the opportunity to enter their email into a separate prize draw, to win 

one of three Fitbits as reimbursement for their time. 

 

Participants 

       Participants were adults (aged 18 years and older) who identified as restrained eaters to 

lose weight or maintain their weight, and who scored 3 or above on the Dutch Eating 

Behaviour Questionnaire (DEBQ) Restraint Scale (Van Strien, Frijters, Berger, & Defares, 

1986) (see Appendix K for full questionnaire). The DEBQ Restraint Scale was used as a 

screening questionnaire to identify highly restrained eaters, because previous findings 

highlighted lower levels of uncontrolled eating among people who do not restrain their eating 

behaviour (Herman & Mack, 1975; Adams & Leary, 2007). Participants who scored 3 or 

above on the Restraint Scale were eligible for the study because the mean score on the 

Restraint Scale among the general population was 2.21 in the paper by Van Strien et al., 

(1986) and the standard deviation was 0.92, therefore a score of 3 or above suggests a higher 

level of restrained eating compared to the general population.  Participants were not eligible 

for the study if they were accessing specialist support for their eating or weight (i.e. NHS 

eating disorder, weight management or bariatric services). Participants who had accessed 

support from their GP and were signposted to a community weight management group were 

eligible to take part in the study. Participants were recruited online by email and social media 

(Facebook, Twitter and Instagram), and face to face. Ethics approval was granted by the 

University of Liverpool for this research (Project ID: 2603, see Appendix E for ethical 

approval letter).  
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Measures 

      Screening Questionnaire: The DEBQ has three subscales measuring restrained, 

emotional and external eating (Cebolla, Barrada, van Strien, Oliver, & Baños, 2014; Van 

Strien, Frijters, Bergers, & Defares, 1986).  The restraint scale was used to identify highly 

restrained eaters, higher scores indicate higher cognitive restraint, and those who scored three 

or above were eligible for the study (see Appendix K). An example item is “How often do 

you refuse food or drink offered because you are concerned about your weight”? The scale 

shows good reliability in clinical and non-clinical populations (Van Strien et al., 1986) The 

Cronbach’s Alpha for the restraint scale in this study was 0.65. 

      Self-compassion (Independent Variable): The Self-Compassion Scale was developed 

by Neff (2003) and has six subscales: self-kindness, self-judgement, common humanity, 

isolation, mindfulness and over-identification. Scores from each subscale can be used, or a 

total score for self-compassion, which is the grand mean of the subscale means (see 

Appendix J for questionnaire). The total score was used in this study. An example item is “I 

am disapproving and judgemental about my own flaws and inadequacies”. The Self-

Compassion Scale shows good validity and reliability, it has been used extensively to develop 

research in this area (Neff, 2003; 2016; 2019). The Cronbach’s Alpha for the Self-

Compassion Scale in this study was 0.95. 

      Uncontrolled eating (Dependent Variable 1): The Three Factor Eating Questionnaire 

(TFEQ) Disinhibition subscale (see Appendix Q). The TFEQ is a 51-item scale with three 

subscales measuring: cognitive restraint of eating, disinhibition and hunger (Stunkard & 

Messick, 1985). An example item from the Disinhibition subscale is “sometimes when I start 

eating, I just can’t seem to stop”. The scale shows good validity and reliability and has been 

used widely in this field of research (Bond, McDowell, & Wilkinson, 2001; Karlsson, 
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Persson, Sjöström, & Sullivan, 2000; Yeomans, Leitch, & Mobini, 2008). The Cronbach’s 

Alpha for the TFEQ Disinhibition subscale in this study was 0.73. 

      Perceived self-regulatory success in dieting (Dependent Variable 2): The Perceived 

Self-Regulatory Success in Dieting Scale is a three-item scale which can be used to 

differentiate between successful and unsuccessful dieters (Meule, Papies & Kubler, 2012) 

(see Appendix O). An example item is “How successful are you at watching your weight”? 

Internal consistency is reasonably high, and the scale is negatively correlated with BMI, 

concern for dieting, rigid dietary control and binge eating (Fishbach, Friedman, & 

Kruglanski, 2003; Meule, Papies, & Kübler, 2012). The Cronbach’s Alpha for the Perceived 

Self-Regulatory Success in Dieting Scale in this study was 0.64. 

      Flexibility of responses to self-critical thoughts (FoReST), (Mediator): The 12 item 

FoReST Scale measures the ability to act in a flexible way which is congruent with one’s 

values, in the presence of self-critical thoughts (Larkin, 2014) (see Appendix M). An example 

item is “When I have a critical thought about myself it makes me lose control of my 

behaviour”. The scale is relatively new, however shows good internal consistency and good 

concurrent and predictive validity (Larkin, 2014). Higher scores indicate higher 

psychological in-flexibility (i.e. less flexibility of responses to self-critical thoughts). The 

Cronbach’s Alpha for the FoReST Scale in this study was 0.82. 

      Goal flexibility (Mediator): The Goal Adjustment Scale measures how easily someone 

can disengage from an unattainable goal and re-engage with a new one (Wrosch et al., 2013) 

(see Appendix L). An example goal disengagement item is “If I have to stop pursuing an 

important goal in my life, I stay committed to the goal for a long time; I can’t let it go”; An 

example goal re-engagement item is “If I have to stop pursuing an important goal in my life, 

I convince myself I have other meaningful goals to pursue”. Higher scores on each subscale 
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reflect easier disengagement and re-engagement, respectively. The subscales are not highly 

correlated (Wrosch et al., 2013; Wrosch, Miller, Scheier, & De Pontet, 2007; Wrosch, 

Scheier, & Miller, 2013). The Cronbach’s Alpha for the Goal Adjustment Scale in this study 

was 0.84. 

      Goal expectancy (Mediator): Participants were asked to generate a personal goal related 

to their restrained eating and rate the likelihood they would achieve that goal on a 1-5 Likert 

Scale, e.g. “I want to lose 10kg” or “I want to look and feel good in my clothes”. A higher 

score indicates a more realistic and attainable goal. 

      Flexibility of restraint (Mediator): Westenhoefer, Stunkard, and Pudel (1999) identified 

and validated two subscales concerning flexible and rigid control over eating, from the 

cognitive restraint subscale of the TFEQ (Stunkard & Messick, 1985) (see Appendix P). An 

example item for flexible control is “If I eat a little bit more on one day, I make up for it the 

next day”; an example item for rigid control is “I have a pretty good idea of the number of 

calories in common foods”. There is a significant positive association between higher rigid 

cognitive restraint and higher uncontrolled eating, whereas higher flexible restraint is 

associated with lower levels of uncontrolled eating; the subscales show good validity and 

reliability (Westenhoefer, Stunkard, & Pudel, 1999). The Cronbach’s Alpha for the flexible 

control over eating subscale in this study was 0.54, and for the rigid control over eating 

subscale 0.59. 

      Distress (Mediator): The Depression Anxiety and Stress Scale - 21 (DASS – 21) is a 21-

item scale which can be used as a general measure of psychological distress or as separate 

scales for depression, anxiety or stress (Henry & Crawford, 2005) (see Appendix N). An 

example item for depression is “I couldn’t seem to experience any positive feeling at all”. 

The scale has been normed for a non-clinical, general adult population, and exhibits good 
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reliability (Henry & Crawford, 2005; Lovibond & Lovibond, 1995; Lovibond, & Lovibond, 

1995). The Cronbach’s Alpha for the DASS – 21 in this study was 0.91. 

Procedure 

       Participants accessed the questionnaires by following a link to the online platform 

Qualtrics, which was advertised online via the university psychology department and 

university announcement system, and on social media (Facebook, Twitter and Instagram). 

Participants attending community weight management groups were also recruited, however 

this happened informally through word of mouth. Weight Watchers and Slimming World 

were contacted for permission to formally recruit participants attending their groups, however 

they declined. Participants were asked to read the participant information sheet and provide 

informed consent before completing the screening questionnaire (see Appendices G and H for 

forms). Those who scored 3 or above on the DEBQ restraint scale (Van Strien, Frijters, 

Berger & Defares, 1986) which indicated highly restrained eating and therefore eligibility for 

the study, were subsequently contacted by email with a link to the full set of questionnaires. 

All email addresses were deleted at this stage to ensure anonymity. 

       Participants accessing the full set of questionnaires were asked to read the information 

sheet again and provide informed consent, before completing demographic data including 

their gender, age, weight and height. The questionnaires measuring each variable were then 

presented in a random order. Once completed, participants were informed of the variables 

being studied and signposted for further support via their GP for mental health or eating 

related difficulties if necessary (see Appendix I for debrief information). Finally, participants 

were given the opportunity to enter their email into a separate prize draw, to win one of three 

Fitbits as reimbursement for their time. This information was separate from their other data to 

maintain anonymity. Participants were given the lead researcher’s email address and phone 
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number if they had a question about the research. They were told they could withdraw from 

the study at any time, before submitting the full set of questionnaires. 

 

Data analysis 

      Figure 2.1 is a flow diagram which shows the participant recruitment process from 

screening to the participant data included in the analysis (including non-eligible participants 

and drop-outs). Data from 88 participants was included in the analysis. 
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Figure 2.1. Flow diagram of recruitment process from screening to data included in analysis. 

192 participants completed the screening questionnaire. 

150 participants were eligible for the full study and emailed the web link 

to take part. 

Data from 62 participants was not included in the analysis: 

• 39 participants did not follow the link to the full set of 

questionnaires. 

• 2 participants withdrew after reading the participant information 

sheet. 

• 5 withdrew after being asked to complete demographic data 

including their height and weight. 

• 5 withdrew before completing the full set of questionnaires. 

• 1 participant was underage (16 years old). 

• 10 participants scored less than 3 on the DEBQ Restraint Scale 

when completing it for the second time with the full set of 

questionnaires. 

2 participants did not give consent to take part in the full study and 40 

participants did not score three or above on the DEBQ Restraint Scale. 

 

Data from 88 participants was included in the analysis. 
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      Fritz and MacKinnon (2007) reported that a sample size of 71 participants is required to 

detect a mediated effect at 80% statistical power using bias-corrected bootstrapping, when the 

size of the path of the independent variable on the mediator (X on M) is 0.39, and the path 

between the mediator and the dependent variable when controlling for X on M is 0.39. 

Therefore, a sample size of 88 is reasonably powered. To measure the relative contributions 

of the potential mediators of the relationship between self-compassion and uncontrolled 

eating, and the relationship between self-compassion and dieting success, we ran two parallel 

multiple mediation models in succession, using PROCESS Macro v3.3 in SPSS (Hayes, 

2018). This method of analysis was chosen because it allows for the simultaneous entry of 

multiple mediators within a single model and shows the independent contribution of each 

mediator, as part of the indirect pathway from the predictor variable (self-compassion) to the 

outcome variable (uncontrolled eating and dieting success, respectively).  A significant 

indirect pathway is indicated when the Lower Level Confidence Interval (LLCI) and the 

Upper Level Confidence Interval (ULCC) do not cross zero (Hayes, 2018).  

       The first parallel multiple mediator model was run with self-compassion as the predictor 

variable, uncontrolled eating (i.e. TFEQ Disinhibition) as the outcome variable, and variables 

associated with a flexible approach to eating as potential mediators: 1) flexibility of responses 

to self-critical thoughts; 2) goal disengagement; 3) goal re-engagement (goal adjustment); 4) 

goal expectancy (how realistic goals were); 5) rigid control over eating; 6) flexible control 

over eating (goal flexibility); 7) psychological distress. The second parallel multiple mediator 

model was run with self-compassion as the predictor variable, perceived dieting success as 

the outcome variable, and the same variables entered as potential mediators. The data was log 

transformed prior to running the analysis, and age and gender were controlled for in both 

models. In all models, the covariates were controlled for at the level of both the mediator and 
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the outcome. All models ran 5000 bootstrap samples and 95% confidence intervals are 

reported. 

 

Results 

Demographic information 

       Eighty-eight participants were included in the analysis, 8 participants identified as male, 

79 female, and 1 non-binary, mean age = 38 years (standard deviation = 14.89 years, 

minimum = 20 years, maximum = 74 years). According to WHO weight classification, 2.3% 

of participants were underweight, 55.7% were normal weight, 31.8% were overweight and 

10.2% had obesity. 14 participants attended a weight management group (15.9%). See table 

2.1 for more demographic data.  
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Table 2.1.  

Demographic Data According to Participant Group 

Participant Group Number Mean BMI  

(kg/ m2) 

 

Mean Self-

Compassion 

Score 

Mean 

Uncontrolled 

Eating Score 

Full sample 

 

88 25.01 (4.02) 2.99 (0.58) 8.25 (3.33) 

Male 

 

8 27.84 (4.37) 3.19 (0.61) 7.13 (3.18) 

Female 

 

79 24.70 (3.92) 2.95 (0.57) 8.43 (3.31) 

Attending weight 

management group 

 

14 25.93 (3.35) 2.77 (0.78) 10 (2.45) 

Not attending 

weight 

management group 

 

74 24.83 (4.13 3.03 (0.53) 7.92 (3.39) 

Underweight 

 

2 18.1 (0.42) 2.87 (0.45) 4 (2.83) 

Normal weight 

 

49 22.63 (1.79) 2.99 (0.56) 7.79 (3.29) 

Overweight 

 

28 26.8 (1.35) 2.99 (0.65) 9.07 (3.19) 

Obesity 

 

9 33.88 (2.03) 3 (0.58) 9.11 (3.37) 

Note. Mean scores and standard deviations in parentheses for BMI, self-compassion and 

uncontrolled eating according to participant group. 

       

      Table 2.1 shows demographic data for BMI, self-compassion and uncontrolled eating 

according to each participant group when differentiated by gender, attendance at a weight 

management group, and BMI categories according to the WHO.  
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Table 2.2. Cohort level means and standard deviations for each measure. 

Cohort Level Means and Standard Deviations for Each Measure. 

Variable Mean Score Standard Deviation 

 

Self-Compassion 

 

 

2.99 

 

0.58 

Disinhibition 

 

8.25 3.33 

Self-Regulatory Success 

 

12.88 2.81 

Distress 

 

35.65 8.99 

FoReST 

 

38.39 9.51 

Goal Disengagement 

 

10.52 3.07 

Goal Re-engagement 

 

21.56 4.47 

Goal Expectancy 

 

3.9 0.92 

Flexible Control 

 

8.67 2.14 

Rigid Control 10.78 2.98 

 

       

       Table 2.2 shows the cohort level means and standard deviations for each measured 

variable. 
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Table 2.3.  

Correlations Between Measures. 

 

 

 1 2 3 4 5 6 7 8 9 10 

1 Self-

Compassion 

-          

2 Un-

controlled 

eating 

 

-.32 

*** 

         

3 Dieting 

Success 

 

  .12 -.26*         

4 Distress -.50 

*** 

.42 

*** 

-.36 

*** 

 

 

       

5 FoReST 

 

-.44 

*** 

.36 

*** 

-.38 

*** 

.42 

*** 

 

 

      

6 Goal 

Expectancy 

 

.18 -.32 

*** 

.46 

*** 

-.26* -.37 

*** 

     

7 Goal Dis-

engagement 

 

.16 -.03 -.09 .01 .08 -.08     

8 Goal Re-

engagement 

 

.28 

*** 

-.25* .132 -.23* .20 .20 .24*    

9 Flexible 

Control 

 

-.01 -.17 .29** .00 .06 .12 -.19 -.03   

10 Rigid 

Control 

 

-.29 

*** 

.46 

*** 

-.19 .29 

*** 

.44 

*** 

-.28 

*** 

-.11 -.39 

*** 

.11  

11 BMI 

 

.001 .24* -.27 

*** 

.17 .02 -.16 .22* .08 -.45 

*** 

.12 

Note. * = correlation is significant at p<.05 level, ** = correlation is significant at p<0.01 

level, *** = correlation is significant after Bonferroni Correction at p<0.005. 

        

       Table 2.3 shows the correlations between the measured variables. To reduce the 

likelihood of a Type 1 Error (a false significant result) due to the number of multiple 

comparisons being carried out, the Bonferroni Correction was calculated. This analysis made 
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11 multiple comparisons, therefore if divided by the significance value p = 0.05, the 

Bonferroni Corrected value is p = 0.005. Self-compassion was significantly positively 

correlated with goal re-engagement after previous goals were unsuccessful, and significantly 

negatively correlated with uncontrolled eating, psychological distress, in-flexibility in 

response to self-critical thinking (lower scores demonstrate greater flexibility), and rigid 

control over eating. Self-compassion was not significantly correlated with BMI, dieting 

success, setting realistic goals, disengaging from unattainable goals, and flexible control over 

eating. Psychological distress was significantly positively correlated with uncontrolled eating. 

Rigid control over eating was significantly positively correlated with uncontrolled eating and 

distress, and significantly negatively correlated with setting realistic goals and goal re-

engagement when previous goals have been unsuccessful. Whereas flexible control over 

eating was significantly positively correlated with perceived dieting success but was not 

significantly correlated with uncontrolled eating. In-flexibility in response to self-critical 

thoughts was positively correlated with rigid control over eating, uncontrolled eating, distress 

and dieting success. 

 

Hypothesis One: Is higher self-compassion associated with lower uncontrolled eating 

and greater dieting success, respectively? 

      There was a significant association between higher self-compassion and lower 

uncontrolled eating using Pearson Correlation (r = -0.32, n = 88, p = .002). However, the 

association between self-compassion and dieting success was not significant (r = 0.12, n = 

88, p = 0.29). 
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Hypothesis Two (parallel multiple mediation model 1): Does a flexible approach to 

eating mediate the relationship between self-compassion and uncontrolled eating? 

       The parallel multiple mediation model showed that the total effect of self-compassion on 

uncontrolled eating was significant (B = -0.72, SE = 0.26, p = .01). However, the direct effect 

of self-compassion on uncontrolled eating was not significant when the mediators were 

included in the model (B = -0.19, SE = 0.29), p = .51). There was a significant indirect 

relationship between self-compassion and uncontrolled eating via the Rigid Control subscale 

of the TFEQ, B = -0.2, (SE = 0.1), LLCI = -0.43, ULCI = -0.04. This indicates that higher 

self-compassion was associated with less rigid control over eating, which in turn, was 

associated with less uncontrolled eating. There were no significant indirect effects via any of 

the other mediators. Other details of the model can be found in Figure 2.2. 
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-0.72, (.26), p=.01 

(-0.19, (.29), p=.51) 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2.2.  

Uncontrolled Eating 

Distress 

Flexibility of responses 

to self-critical thoughts 

(higher score = higher 

in-flexibility) 

Goal Disengagement 

Goal Re-engagement 

Goal Expectancy 

Flexible Control 

Rigid Control* 

-.59, (.11), p<.001 

-.53, (.13), p<.001 

.22, (.17), p=.22 

.38, (.12), p=.002 

.23, (.24), p=.34 

 

-.05, (.16), p=.76 

-.12, (.24), p=.62 

.14, (.14), p=.31 

.03, (.14), p=.83 

-.4, (.17), p=.02 

-.17, (.21), p=.4 

 

-.27, (.19), p=.16 

 

.47, (.18), p=.01 

 

Self-Compassion 

.18, (.22), p=.41 
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       Figure 2.2. Regression coefficients are shown with standard error in brackets, B(SE). 

Value in parentheses is the direct effect when controlling for indirect effects. Significant 

indirect relationships between self-compassion and uncontrolled eating are identified by an 

asterisk, and were found via Rigid Control (B = -0.2, (SE = 0.1), LLCI = -0.43, ULCI = -

0.04), but for no other variables; Distress (B = -0.16, (SE = 0.16), LLCI = -0.56, ULCI = 

0.07); FoReST (B = -.0.09, (SE = 0.14), LLCI = -0.35, ULCI = 0.2); Goal Disengagement (B 

= -0.01, (SE = 0.06), LLCI  = -0.17, ULCI = 0.06);  Goal Re-engagement (B = -0.03, (SE = 

0.08 ), LLCI  = -0.21 , ULCI = 0.12); Goal Expectancy (B = -0.03, (SE = 0.06 ), LLCI = -0.17, 

ULCI = 0.06); Flexible Control (B = -0.01, (SE = 0.06 ), LLCI = -0.13, ULCI = 0.12). The 

overall R-sq for the model was 0.3371. 

 

Hypothesis Two (parallel multiple mediation model 2): Does a flexible approach to 

eating mediate the relationship between self-compassion and perceived dieting success? 

       The parallel multiple mediation model showed that the total effect of self-compassion on 

dieting success was not significant (i.e. when no mediators were included in the model) (B = 

0.15, SE = 0.15, p = .35). Also, the direct effect of self-compassion on dieting success when 

controlling for the mediators was not significant (B = -0.25, SE = 0.16, p = .12). However, 

there was a significant indirect relationship between self-compassion and dieting success via 

the FoReST Scale, B = 0.15, (SE = 0.06), LLCI = 0.04, ULCI = 0.29.  Specifically, higher 

self-compassion was associated with lower in-flexibility of responses to self-critical thoughts, 

which in turn was associated with higher perceived self-regulatory success in dieting. There 

were no significant indirect effects via any of the other mediators. Other details of the model 

can be found in Figure 2.3. 
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        Figure 2.3. Regression coefficients are shown with standard error in brackets, B(SE). 

Value in brackets is the direct effect when controlling for indirect effects. Significant indirect 

relationships between self-compassion and dieting success are identified by an asterisk, and 

were found via FoReST (B = 0.15, (SE = 0.06), LLCI = 0.04, ULCI = 0.3), but for no other 

mediators; Distress (B = 0.18, (SE = 0.13), LLCI = -.02, ULCI = 0.48); Goal Disengagement 

(B = 0.01, (SE = 0.03), LLCI  = -.05 , ULCI = 0.08);  Goal Re-engagement (B = 0.001, (SE = 

0.06), LLCI  = -0.1, ULCI = 0.14); Goal Expectancy (B = 0.05 , (SE = 0.07), LLCI  = -0.05 , 

ULCI = 0.22); Flexible Control (B = 0.01, (SE = 0.04), LLCI = -0.07, ULCI = 0.12); Rigid 

Control (B = -0.003, (SE = 0.03 ), LLCI = -0.07, ULCI = 0.06). The overall R-sq for the 

model was 0.3879. 

 

Exploratory Analyses 

       Distress was not a significant mediator of the relationship between higher self-

compassion and lower uncontrolled eating. Therefore, we did not include it in the serial 

mediation model as originally planned (i.e. see page 82), and did not include any exploratory 

analyses including this variable. 

       However, lower rigid control over eating was a significant mediator of the relationship. 

To explore whether the significant negative association between higher self-compassion and 

lower uncontrolled eating via lower rigid control over eating was also associated with lower 

BMI, a serial mediation model was run using PROCESS Macro v3.3 Model 6 (Hayes, 2018). 

In the serial mediation model, self-compassion was the independent variable; BMI was the 

dependent variable; rigid control over eating was the first mediator; and uncontrolled eating 

was the second mediator. 
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        The total effect of self-compassion on BMI was not significant (p = .89). Also, the direct 

effect of self-compassion on BMI was not significant (p =.53). However, there was a 

significant simple indirect relationship between higher self-compassion and lower BMI via 

lower uncontrolled eating, (B = -2.17, (SE = 1.36), LLCI = -5.39, ULCI = -0.02). Also, there 

was a significant serial indirect relationship between higher self-compassion and lower BMI, 

via less rigid control over eating (mediator 1) and less uncontrolled eating (mediator 2), (B = 

-1.14, (SE = 0.7), LLCI = -2.76, ULCI = -0.08). Other details of the model can be found in 

Figure 2.4. 

 

 

 

 

 

-0.71, (5.07), p=.89 

 (3.32, (5.22), p=.53) 

Figure 2.4. Exploratory model. 

        

      Figure 2.4. Regression coefficients are shown with standard error in brackets, B(SE). 

Value in brackets is the direct effect when controlling for the mediators. Significant pathways 

are identified by an asterisk. 

       However, further analysis revealed that when controlling for attendance at a weight 

management group, the indirect relationship between higher self-compassion and lower BMI, 
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via lower rigid control over eating and lower uncontrolled eating became non-significant (B = 

-.14, (SE = 0.1), LLCI = -.39, ULCI = .00). People attending a weight management group 

scored significantly higher on uncontrolled eating (M = 10.00, SD = 2.45) compared to those 

who were not (M = 7.92, SD = 3.39); t(86) = 2.19, p = 0.03). 

 

 

Discussion 

       The overarching aim of this research was to examine the mechanisms underpinning the 

relationship between self-compassion and uncontrolled eating within a community sample of 

highly restrained eaters. Hypothesis One was partially supported, there was a significant 

negative association between higher self-compassion and lower uncontrolled eating (r = -

0.32, n = 88, p = .002). However, the association between self-compassion and perceived 

dieting success was not significant (r = 0.12, n = 88, p = 0.29). Hypothesis Two was partially 

supported, there was a significant total effect between self-compassion and uncontrolled 

eating (B = -0.72, SE = 0.26, p = .01); and the direct effect of self-compassion on 

uncontrolled eating was not significant when mediators relating to a flexible approach to 

dieting were included in the model (B = -0.19, SE = 0.29), p = .51). Furthermore, higher self-

compassion was associated with less rigid control over eating, which in turn, was associated 

with less uncontrolled eating (B = -0.2, (SE = 0.1), LLCI = -0.45, ULCI = -0.04). However, 

there were no significant indirect effects via any of the other mediators. The total and direct 

effect of self-compassion on perceived dieting success were not significant, which does not 

support Hypothesis Two; however, higher self-compassion was associated with lower in-

flexibility of self-critical thoughts, which in turn, was associated with greater perceived 

dieting success.  
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       The Exploratory Hypothesis aimed to examine the association between self-compassion 

and uncontrolled eating via distress as a mediator; because previous findings indicate that 

higher self-compassion is associated with lower distress, which is in turn associated with 

lower levels of uncontrolled eating (Braun, Park, & Gorin, 2016). Additionally, if this 

exploratory hypothesis was supported, serial mediation would be used to examine whether 

self-compassion is associated with a flexible approach to dieting, which in turn is associated 

with lower distress, which in turn is associated with less uncontrolled eating. This could 

provide insight into potential psychological mechanisms which explain the association 

between self-compassion and uncontrolled eating. Distress was not a significant mediator of 

the association between higher self-compassion and lower uncontrolled eating, and therefore 

this hypothesis was not explored.  

       However, lower rigid control was a significant mediator of the association between 

higher self-compassion and uncontrolled eating; and because of the pertinence of this 

association for the recruited population (highly restrained eaters for the purpose of losing 

weight or maintaining their weight), the hypothesis that this indirect effect would be 

associated with lower BMI was explored. This exploratory hypothesis was supported; Higher 

self-compassion was associated with lower rigid control over eating, which was in turn 

associated with lower uncontrolled eating, which in turn was associated with lower BMI. 

Indicating that restrained eaters who reported higher self-compassion, who also adopted a 

less rigid approach to dieting, in turn reported less uncontrolled eating, which was associated 

with lower reported BMI. 

       The findings support Herman and Mack’s (1975) counter-regulation model of dietary 

restraint, which theorised that restrained eaters who exercise rigid control over their diet eat 

more when they break their dietary rules by eating food perceived as high calorie, compared 

with non-restrained eaters or restrained eaters who adopt a more flexible approach. The 
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findings also support Polivy et al., (1988), and Adams and Leary (2007), who reported that 

self-esteem and self-compassion minimise counter-regulation; potentially because people 

who are more self-compassionate adopt more flexible control over their eating, and are more 

able to tolerate emotional distress associated with breaking their diet. 

       Psychological flexibility in response to self-critical thinking was a mediator of the 

relationship between self-compassion and perceived dieting success, but not the relationship 

between self-compassion and uncontrolled eating; and this may reflect a difference in the 

scales. The Perceived Self-Regulatory Success in Dieting Scale (Meule, Papies & Kubler, 

2012) is a three-item scale which measures dietary self-regulation more generally, and 

perhaps stimulated a more cognitive appraisal of success. However, the TFEQ Disinhibition 

subscale (Stunkard & Messick, 1985) is a 16-item scale which focuses on behavioural 

examples of uncontrolled eating. Perhaps people who score highly on self-compassion are 

more likely to believe they are successful at dieting if they are more effective at managing 

self-critical thinking, but this may not translate to greater control over their eating behaviour. 

       Unexpectedly, higher self-compassion was not significantly associated with lower levels 

of uncontrolled eating via lower distress, when the other mediators were included in the 

model. This was hypothesised because previous studies have found a negative correlation 

between self-compassion and distress (MacBeth & Gumley, 2012; Neff, 2004), and a positive 

correlation between distress and uncontrolled eating (Adams & Leary, 2007; Herman & 

Polivy, 1988; Polivy et al., 1988). The non-significant indirect effect may be because 

participants were from a community sample and not experiencing high levels of distress. 

Alternatively, perhaps there was not adequate power to determine an effect or there were 

suppression effects from other variables. Webb and Forman (2013) found that distress 

tolerance mediated the indirect effect of higher self-compassion on lower binge eating, using 

the Emotional Tolerance Scale, which measures the averseness of negative emotions 



SELF-COMPASSION AND EATING BEHAVIOUR                                                         111 
 

associated with overeating (Kenardy et al., 1996). Perhaps this scale is a more sensitive 

measure of distress in relation to eating. Despite this, there was a significant negative 

correlation between higher self-compassion and lower distress (-.59, (.11), p<.001), and a 

significant positive association between distress and uncontrolled eating, supporting previous 

findings (MacBeth & Gumley, 2012). 

         Interestingly, our exploratory analyses initially found a significant indirect relationship 

between higher self-compassion and lower BMI through lower rigid control over eating and 

lower levels of uncontrolled eating. This supports previous research and interventions which 

incorporate self-compassion for people with eating or weight difficulties (Meule, 2017; 

Rahimi-Ardabili et al., 2018; Sairanen et al., 2017). However, this was not significant when 

controlling for attendance at a weight management group; and further analysis showed that 

people attending a weight management group reported significantly higher levels of 

uncontrolled eating (p = 0.03). Perhaps participants who experience more uncontrolled eating 

seek support from a weight management group; or perhaps attending a weight management 

group increases awareness of uncontrolled eating; or increases rigid control over eating, 

contributing to uncontrolled eating. Further research could explore these relationships.  

       Goal adjustment, in terms of disengaging from unattainable goals, re-engaging with new 

goals, and setting realistic goals, was not a significant mediator of the relationship between 

higher self-compassion and lower uncontrolled eating. However, there was a significant 

positive association between self-compassion and goal re-engagement (.38, (.12), p =.002), 

indicating that people who are more self-compassionate are better at re-engaging with new 

goals when previous goals have proved to be unattainable. Wrosch, Schier, Miller, Schulz, & 

Carver (2003) found that higher goal re-engagement was associated with lower distress and 

greater feelings of self-mastery. 
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       The clinical implications of these findings involve raising awareness amongst health 

practitioners and the general community of the potential benefits of self-compassion and 

psychological flexibility for reducing distress and uncontrolled eating. The development of 

psycho-educational resources and psychological interventions which promote self-

compassion and a flexible approach to eating are likely to be beneficial. Compassion 

Focussed Therapy has been developed as an intervention for people diagnosed with an eating 

disorder; and aims to reduce shame, self-criticism, and pride in disordered eating behaviour, 

and enhance self-regulation (Goss & Allen, 2010). Compassion Focussed Therapy was found 

to be particularly effective at reducing behaviour associated with Bulimia Nervosa when 

compared with Anorexia Nervosa, including uncontrolled eating (Gale, Gilbert, Read & 

Goss, 2014). Furthermore, Palmeira, Pinto-Gouveia & Cunha (2017) examined the 

effectiveness of an intervention incorporating acceptance, mindfulness and compassion for 

women with overweight and obesity. The participants were separated into an experimental 

group who received the intervention, and a group who maintained their usual medical and 

nutritional appointments. Post-intervention, the experimental group reported a significant 

increase in health-related quality of life and physical exercise frequency; and significantly 

less emotional and uncontrolled eating, when compared with participants maintaining 

treatment as usual.  

       Emerging research also highlights the potential effectiveness of ACT for weight 

management; which could involve identifying value-based goals, developing awareness of 

thoughts and decision-making behaviour, and facilitating tolerance of troubling thoughts, 

urges, cravings, sadness or anxiety (Forman & Butryn, 2015; Lillis & Kendra, 2014; 

Niemeier, Leahey, Reed, Brown & Wing, 2012). Further longitudinal research is warranted in 

this area, with more diverse samples of participants. 
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       The relationship between self-compassion and eating behaviour is an emerging area of 

research and requires more robust study designs; including: larger and more diverse samples 

in terms of age, gender, socio-economic status, ethnicity and race; data from longitudinal 

research and randomised controlled trials; and qualitative research to increase the reliability 

and validity of the findings (Braun et al., 2016; Rahimi-Ardabili et al., 2018). Despite this, 

self-compassion and psychological flexibility appear to facilitate emotional and behavioural 

self-regulation, which could prove beneficial for people with eating or weight difficulties and 

other health conditions (Dowd & Jung, 2017; Dunne, Sheffield, & Chilcot, 2018; Gale et al., 

2014; Maraldo, Zhou, Dowling, & Vander Wal, 2016; Sirois et al., 2015; Terry & Leary, 

2011; Terry, Leary, Mehta, & Henderson, 2013). 

 

 

Strengths and limitations 

       The study was cross-sectional and used correlational data, and therefore does not infer 

causality. Limitations of using cross-sectional data to examine potential mediator pathways 

have been debated, due to the understanding that mediation consists of causal processes that 

unfold over time (Maxwell & Cole, 2007). Consequently, this can produce biased and 

misleading findings. As a result, it is important to provide a rationale for the temporal order 

of the variables in the model, and emphasise caution with regard to the interpretation of the 

results, highlighting an association between variables rather than referring to causation 

(Hayes, 2017).  

       Although there was diversity across participants in terms of age and BMI, data on 

ethnicity and socio-economic status were not obtained. This was to reduce participant 

demand and facilitate recruitment; however, previous studies have often recruited 
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predominantly white undergraduate psychology students from higher socio-economic 

backgrounds, therefore this information is salient (Braun et al., 2016; Rahimi-Ardabili et al., 

2018). BMI was self-reported and standardised self-report questionnaires were used to 

measure the other variables, therefore using more objective measurements such as clinical 

assessment would have increased the reliability of the data. However, this study was designed 

to explore mediators and therefore justified. Furthermore, the most commonly used measure 

of psychological flexibility in relation to weight management is the Acceptance and Action 

Questionnaire for Weight-Related Difficulties (Lillis & Hayes, 2014); which is perhaps more 

pertinent to this area of research, compared with the FoReST Scale which has not been 

widely used (Larkin, 2014). However, the Acceptance and Action Questionnaire for Weight-

Related Difficulties measures psychological flexibility more generally; whereas the FoReST 

Scale specifically captures flexibility of responses to self-critical thoughts, providing more 

insight into the salient components of a flexible approach to eating.  

       Another potential limitation is regarding distress as a potential measure of flexibility in 

behaviour. Distress was measured as a potential mediator in response to findings supporting a 

significant association between higher self-compassion and lower distress (MacBeth & 

Gumley, 2012; Neff, 2004), and between higher distress and greater uncontrolled eating 

(Adams & Leary, 2007; Herman & Polivy, 1988; Polivy et al., 1988). Webb and Forman 

(2013) found that distress tolerance mediated the indirect effect of higher self-compassion on 

lower binge eating, using the Emotional Tolerance Scale, which measures the averseness of 

negative emotions associated with overeating (Kenardy et al., 1996). This scale may be a 

better measure of flexibility, or the Acceptance and Action Questionnaire for Weight-Related 

Difficulties (Lillis & Hayes, 2014). This area of research lacks service user involvement in 

design and implementation, and although people attending weight management groups for 
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their weight were consulted during the design and recruitment process, they were not 

involved in implementing the research.  

 

 

Conclusions 

      Participants who were highly restrained eaters to lose weight or maintain their weight, 

reported less uncontrolled eating if they were more self-compassionate, and this was partly 

explained by less rigid control over their eating. Also, participants who were more self-

compassionate believed they were better at regulating their eating, and this was partly 

explained by their ability to respond to self-critical thinking in flexible way. The relationships 

via the other mediators related to a flexible approach to dieting were not significant. 

However, higher self-compassion was associated with greater goal re-engagement after 

previous goals were unsuccessful, and negatively associated with uncontrolled eating, 

psychological distress, and in-flexible responses to self-critical thinking.  

       Our exploratory analyses suggested that higher self-compassion was associated with 

lower BMI, which was partly explained by less rigid control over eating and less uncontrolled 

eating. However, this finding was not significant when controlling for attendance at a weight 

management group (attendees reported significantly higher uncontrolled eating compared to 

non-attendees). Overall, this area of research and these findings have significant clinical 

implications for supporting people with eating or weight difficulties; and emphasise the 

importance of self-compassion and a flexible approach to dieting and health more broadly. 

This is a promising field of research and future studies should adopt more robust 

methodologies to increase the reliability and validity of findings.  
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Appendix A: QATSDD criteria and scoring.  
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Appendix B: Systematic review quality assessment using adapted screening tool by Plassman et al., (2010). 
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cohort? 
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Adequate 
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measure for 

ascertaining 

exposure? 
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measure for 

ascertaining 

clinical 

outcomes? 

Adequate follow-up 

period? 

Completenes

s of follow 

up/drop-out 

rate 

reported? 

Analysis 

controls for 

confounding
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Analytic 

methods 

appropriate? 

Breines et 

al, 2010. 

Partially: 

Prospective study 

design and 

recruitment. 

Inclusion/exclusio

n criteria 

described.  

Only recruited 

female 

undergraduate 

students, for 

course credit. 

Adapted scales for 

self-compassion, 

self-esteem and 

disordered eating. 

Partially: 

Did not 

report 

conducting 

a power 

analysis to 

determine 

adequacy 

of sample 

size. 

 

Sample 

size large 

enough for 

data 

analysis. 

 

 

Yes: 

Age, sex, 

educationa

l level 

reported. 

Partially: 

Cross-

sectional 

study. Self-

report 

adapted 

questionnaire

s. However 

used daily 

experience 

sampling and 

lab 

assessment 

measures to 

minimise 

limitations of 

correlational 

design. 

 

 

 

 

 

 

 

 

 

Partially: 

Adapted self-

report 

questionnaires 

reduce validity 

and reliability, 

however used 

daily experience 

sampling and lab 

assessment to 

measure amount 

of chocolates 

eaten. Reported 

missing data 

from 

questionnaires 

and used 

Hierarchical 

Linear Modelling 

to account for 

this. 

No follow up. Cross-

sectional/experiment

al design. 

Yes. 

No 

participants 

dropped out. 

8 participants 

did not 

complete all 

of the 

questionnaire

s daily, 

missing data 

was reported. 

Yes. Yes:  

Reported 

missing data 

from 

questionnaire

s in Study 1 

and used 

Hierarchical 

Linear 

Modelling to 

account for 

this (Kenny 

et al, 2003; 

Krull & 

MacKinnon, 

2001). 

 

Bootstrappin

g analyses 

for mediation 

followed 

protocol by 

Preacher and 

Hayes 

(2008). 
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clinical 

outcomes? 
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rate 
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Analysis 

controls for 

confounding
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Analytic 

methods 

appropriate? 

De 

Carvalho-

Barreto et 

al, 2018. 
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design, 
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However, 
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using snowball 

sampling and self-

report 
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increase bias.   
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conducting 

a power 

analysis to 
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adequacy 

of sample 

size. 

 

Sample 
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enough for 

data 

analysis. 
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cross 

sectional 

study utilising 
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sectional. 
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Dowd et al, 

2017. 
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to 

reliability/validit

y. 

Yes. Cross-sectional. 
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completes at two 

time points. 

Yes. 

Reported 

drop-outs 

and potential 
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variables. 

Yes. Yes.  

Dunne et 

al, 2016. 

Partially: 

Opportunistic 

sampling online 

may increase bias. 

Not sure: 

did not 

report 

power 

analysis 

calculation. 

Partially: 

sex, age 

and 

education, 

but not 

ethnicity. 

Partially: self-

report. 

Perhaps 

reduced bias 

if physical 

health 

assessed 

objectively. 

Partially: self-

report validated 

questionnaires. 

However, lack of 

information re. 

reliability and 

validity. 

No follow-up, cross-

sectional design. 

Did not 

explicitly 

report 

missing data. 

No reporting 

of 

confounding 

variables. 
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selection of the 

cohort? 

Sample 

size 

calculated? 

Adequate 

descriptio

n of the 

cohort? 

Validated 

measure for 

ascertaining 

exposure? 

Validated 

measure for 

ascertaining 

clinical 

outcomes? 

Adequate follow-up 

period? 

Completenes

s of follow 

up/drop-out 

rate 

reported? 

Analysis 

controls for 

confounding
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Analytic 

methods 

appropriate? 

Maraldo et 

al, 2016. 
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participants 

recruited from 

online data 

collection services 

and financially 

reimbursed. 

Partially: 

power 

calculation 

not 

reported, 

but sample 

large 

enough. 

Yes. Partially: self-

report 

questionnaire, 

which were 

validated. 

 No follow-up, cross-

sectional. 

Yes. Yes. Yes. 

Schoenefel

d et al 

2013. 

Partially: 

participants 

recruited for 

course credit. 

Partially: 

power 

calculation 

not 

reported, 

but sample 

large 

enough. 

Yes. Partially- 

validated self-

report 

questionnaire

s. 

Validated 

measures used. 

Cross-sectional. Yes. Yes. Yes. 

Sirois et al, 

2014. 

Partially: Meta-

analysis of 15 

independent 

samples recruited 

between 2007 and 

2013, samples 

included 

university 

students and 

adults from the 

community. 

Participants were 

reimbursed in 

various ways: 

financially and for 

course credit. 

Partially: 

power 

calculation 

not 

reported 

for 

independen

t samples. 

Meta-

analysis, 

Fail safe N 

calculated, 

need 826 + 

studies to 

have non-

significant 

effect. 

Yes. Partially- 

validated self-

report 

questionnaire

s. However, 

questionnaire 

to measure 

health 

behaviours 

differed 

across 

samples. 

 No follow up period 

– meta-analysis of 15 

independent samples. 

Partially, 

participants 

with more 

than 20% 

missing data 

were not 

included. 

However, 

this data was 

not reported 

in detail. 

Yes. Yes. 
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Study Unbiased 

selection of the 

cohort? 

Sample 

size 

calculated? 

Adequate 

descriptio

n of the 

cohort? 

Validated 

measure for 

ascertaining 

exposure? 

Validated 

measure for 

ascertaining 

clinical 

outcomes? 

Adequate follow-up 

period? 

Completenes

s of follow 

up/drop-out 

rate 

reported? 

Analysis 

controls for 

confounding

? 

Analytic 

methods 

appropriate? 

Sirois et al, 

2015. 

Partially: young 

adult university 

and community 

sample, 

advertisements for 

psychology study 

and 

reimbursement 

via course 

credit/certificate 

for online book 

store. 

Partially: 

No power 

calculation 

reported 

however 

sample size 

large 

enough to 

detect 

effect. 

Yes. Partially: 

Self-report 

questionnaire 

to measure 

key variables. 

Lack of 

objective 

measures od 

self-efficacy 

and health 

intentions. 

 Cross-sectional. Can’t tell, 

attrition or 

missing data 

not reported. 

Yes. Yes. 

Taylor et 

al, 2015. 

Partially: 

advertised online 

and recruited from 

undergraduate 

psychology 

research pool. 

Partially: 

No 

mention of 

power 

calculation 

but sample 

size 

appears to 

be large 

enough. 

Yes. Partially: 

validated self-

report 

questionnaire, 

tested for 

internal 

reliability. 

Self-report 

BMI, 

objective 

measurement 

would 

decrease bias. 

 

 

 

 

 

 

 

Ditto. Cross-sectional, no 

follow-up period. 

Partially: 

Missing data 

reported, 9 

outliers 

removed 

from study 

(originally 

159 

participants, 

150 included 

in final 

analysis). 

Yes. Yes. 
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Note. Grade each criterion as “yes”, “no”, “partially” or “can’t tell”. 

 

 

 

 

 

 

 

 

 

 

Study Unbiased 

selection of the 

cohort? 

Sample 

size 

calculated? 

Adequate 

descriptio

n of the 

cohort? 

Validated 

measure for 

ascertaining 

exposure? 

Validated 

measure for 

ascertaining 

clinical 

outcomes? 

Adequate follow-up 

period? 

Completenes

s of follow 

up/drop-out 

rate 

reported? 

Analysis 

controls for 

confounding

? 

Analytic 

methods 

appropriate? 

Webb et al, 

2013 

No: 

undergraduate 

students attending 

private university, 

adverts around 

university and 

psychology 

participant “pool”. 

Psychology 

students were 

reimbursed with 

course 

credit/money. 

 

Yes. Yes. Partially: 

validated self-

report 

questionnaire 

to measure 

key variables. 

Reliable and 

valid self-report 

questionnaires. 

Could have been 

enhanced by 

objective clinical 

assessment. 

Cross-sectional, no 

follow-up period. 

No, missing 

data not 

reported. 

Yes. Partially, as 

with all 

cross-

sectional 

studies, 

cannot infer 

causality.  
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Appendix C: Photo of systematic review search 23rd October 2018. 
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Appendix D: Research Proposal Version 3. 
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Appendix E: Study advertisement. 
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Appendix F: Ethical approval letter. 
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Appendix G: Participant information sheet version 1. 
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Appendix H: Participant consent form. 
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Appendix I: Participant debrief information sheet. 
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Appendix J: Self-Compassion Scale (Neff, 2003). 
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Appendix K: Dutch Eating Behaviour Questionnaire.  
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Appendix L: Goal Adjustment Scale. 
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Appendix M: Flexibility of Responses to Self-Critical Thoughts Scale. 

 

 

 

 



SELF-COMPASSION AND EATING BEHAVIOUR                                                         154 
 

Appendix N: Depression Anxiety and Stress Scales – 21. 
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Appendix O: Perceived Self-Regulatory Success in Dieting Scale. 
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Appendix P: Rigid and Flexible Control over eating subscales of the Three Factor Eating 

Questionnaire. 
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Appendix Q: Three Factor Eating Questionnaire Disinhibition Scale. 
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Appendix R: Poster presentation (European Congress on Obesity, 2019). 

 

 


