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Abstract  

Objective: To test the effectiveness of a brief self-compassion intervention in improving 

mental health outcomes for mothers of infants.  

Method: A randomised controlled trial study design was used. A community sample of 

mothers of infants (<2 years) completed measures of self-compassion, fears of compassion, 

psychological flexibility, depression, anxiety, stress, symptoms of post-traumatic stress, and 

infant feeding experiences. Mothers randomised to intervention received access to online 

self-compassion resources, and 248 mothers (intervention n=94, waitlist-control n=154) 

completed post-intervention assessment eight weeks later. 

Results: Overall, 62.8% (n=59) of intervention participants accessed the resources per-

protocol, and lower fear of compassion scores predicted resource use. At post-intervention, 

mothers who used the resources had improved scores for post-traumatic stress symptoms 

(95%CI=.31-5.47, p=.028), depression (95%CI=.15-2.01, p=.023), self-compassionate action 

(95%CI=.41-3.45, p=.012), and engagement with compassion from others (95%CI=.22-5.49, 

p=.034) compared to waitlist-control. Fears of compassion moderated intervention 

effectiveness. There were no effects on other outcome variables.   

Conclusions: Findings support the potential effectiveness of interventions based on 

compassion-focused therapy to improve maternal mental health.  
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The transition to motherhood is a significant adjustment that can encompass 

considerable physical and psychological difficulties (Luhmann, Hofmann, Eid, & Lucas, 

2012), including difficult childbirth (Alcorn, O'Donovan, Patrick, Creedy, & Devilly, 2010), 

breastfeeding challenges (Dewey, 2001; Sayres & Visentin, 2018), depression and anxiety 

(Austin, Highnet, & the Expert Working Group, 2017), and post-traumatic stress symptoms 

following distressing birth experiences (Alcorn et al., 2010). These contribute to and are 

influenced by maternal shame and self-criticism (Forster et al., 2008; Seagram & Daniluk, 

2002; Taylor & Wallace, 2012) and may impact on  the mother-infant relationship (Lovejoy, 

Graczyk, O'Hare, & Neuman, 2000).   

The role of compassion 

Compassion focussed therapy (CFT) targets shame by increasing self-compassion, 

and a recent meta-analysis demonstrates significant intervention effects for depression, 

anxiety, and psychological distress (Kirby, Tellegen, & Steindl, 2017). Grounded within 

evolutionary theory, CFT understands social motivational and functional emotional systems, 

including shame and compassion, as parts of the threat, drive, or affliative systems (Gilbert, 

2014). Gilbert (2014) defines three flows of compassion cultivated via CFT: compassion for 

others, from others, and towards ourselves (i.e., self-compassion).  

Psychological flexibility––the ability to persist or change with full contextual 

awareness in the service of valued ends––derives from acceptance and commitment therapy 

(ACT) (Hayes, 2004; Whittingham & Coyne, 2019) and is linked to compassionate 

engagement and action (Marshall & Brockman, 2016; Monteiro, Fonseca, Pereira, Alves, & 

Canavarro, 2019; Neff & Tirch, 2013; Seligowski, Miron, & Orcutt, 2015). Both self-

compassion (Barnard & Curry, 2011; Thompson & Waltz, 2008) and psychological 

flexibility (Davis; Tavakoli, Broyles, Reid, Sandoval, & Correa-Fernández, 2019) are 

associated with psychological symptomatology. Lower self-compassion is associated with 
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symptoms of anxiety and depression (Felder, Lemon, Shea, Kripke, & Dimidjian, 2016; 

Monteiro et al., 2019; Psychogiou et al., 2016) and increased parenting stress in mothers 

(Moreira, Gouveia, Carona, Silva, & Canavarro, 2015), whereas higher self-compassion is 

linked with better mother-infant attachment (Kordi & Mohamadirizi, 2018). Likewise, lower 

maternal psychological flexibility is associated with depressive and anxious symptoms 

(Evans, Whittingham, & Boyd, 2012; Monteiro et al., 2019; Shea & Coyne, 2011; Stotts et 

al., 2019), whereas higher maternal psychological flexibility is associated with greater 

maternal responsiveness (Evans et al., 2012). 

Compassion focussed therapy in perinatal mental health 

The role of CFT in perinatal mental health is an emerging area of clinical and research 

interest. A recent pre-post pilot study of a brief online self-compassion intervention for 

mothers of infants (Mitchell, Whittingham, Steindl, & Kirby, 2018) revealed improvements 

in self-compassion, post-traumatic stress symptoms, and breastfeeding satisfaction, with high 

intervention acceptability. A second study, which compared online CFT to cognitive-

behavioural therapy with a perinatal sample, found greater decreases in anxiety and 

depression symptoms for those women receiving CFT (Kelman, Evare, Barrera, Munoz, & 

Gilbert, 2018). For some, though, effects of CFT interventions may be limited due to a 

learned (classical conditioning) response to affiliative system activation, described in the 

literature as “fear of compassion”(Gilbert, McEwan, Matos, & Rivis, 2011). This may 

include paradoxical reactions to experiences of compassion, for example, feelings of anxiety 

or numbness when doing self-compassion exercises. It might also include a reluctance to seek 

help from others. Whether fear of compassion affects CFT intervention uptake or 

effectiveness with mothers of infants has not yet been examined.  

The present study  

The present study used a randomised controlled trial (RCT) design to test the 
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effectiveness of a small package of online resources designed to improve self-compassion for 

mothers of infants. Brief online intervention has the potential to be disseminated population-

wide, can address equity-of-access issues, and remains feasible in complex circumstances 

such as the recent COVID-19 pandemic.  We aimed to answer the following research 

questions: (i) Does a brief self-compassion intervention improve mental health outcomes for 

mothers of infants? (ii) Do fears of compassion influence intervention effectiveness? 

 We hypothesised that, compared to a waitlist-control group, mothers allocated to the 

intervention group would show greater improvement by post-intervention on measures of 

(H1) compassion, (H2) psychological flexibility, (H3) depression, anxiety, and stress, (H4) 

post-traumatic stress, and (H5) breastfeeding satisfaction. We further hypothesised that (H6) 

fear of compassion scores would moderate intervention effect, with higher fears of 

compassion associated with smaller improvements in outcome variables. The birth to 23-

month range was chosen in recognition that many of the physical and psychosocial demands 

and challenges that impact on maternal mental health during the transition to motherhood, 

such as breastfeeding difficulties, fatigue/sleep disruption, and intensive caregiving demands, 

extend throughout the infancy period, defined as the first 2 years of life (Center for Drug 

Evalulation and Research, 2000). Effects on breastfeeding were assessed for the full sample, 

since breastfeeding beyond 12 months is not uncommon in Australia (18.2% at 13-18 

months, 7.4% at 19-24 months; Australian Institute of Health and Welfare, 2011).       

Method 

Design 

An RCT study design was used. The study was approved by the University 

[institution name. & ethics ref. no. – blinded for review], and registered with the Australian 

New Zealand Clinical Trials Registry (ACTRN12620000509965).  

Participants 
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A community-based convenience sample of mothers was recruited from May to July 

2019. Women eligible to participate were aged ≥18 years, had given birth within the last two 

years, and currently resided in Australia or New Zealand. There were no exclusion criteria. 

Study information was disseminated via advertisements on birth, pregnancy, and parenting 

forums or websites, and social media. In line with previous research (Mitchell et al., 2018) 

indicating small effect sizes on breastfeeding satisfaction and psychological outcomes, an a 

priori power analysis (α=.05, β=.80) estimated a sample size of 218 participants to enable 

small effects of f=.16 to be detected. 

Overall, 646 respondents provided informed consent and started baseline assessment; 

176 were excluded because they did not meet eligibility criteria (n=18) or did not complete 

baseline assessment (n=158). The remaining 470 respondents completed baseline assessment 

and were randomly allocated 1:1 (via Qualtrics block randomisation) to intervention or 

waitlist-control. Of these, 248 (52.8%) completed post-intervention assessment 8 weeks later 

and comprised the final sample for this study (see Figure 1).   

<Insert Figure 1 about here> 

Measures 

Demographic information and general history (baseline only). The Family 

Background Questionnaire (Sanders & Morawska, 2010) collected sociodemographic details. 

The Childbirth and Feeding History Questionnaire (Mitchell & Whittingham, 2016) gathered 

general information about participants’ childbirth and feeding experiences.  

Compassion. The Compassionate Engagement and Actions Scales (Gilbert et al., 

2017) comprise three scales measuring different orientations of compassion - Self-

Compassion, Compassion for Others, and Compassion from Others. Each scale is divided 

into two subscales assessing (i) the extent to which individuals are motivated to engage 

psychologically with suffering (i.e., ‘engagement’, 8 items), and (ii) the extent to which 
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individuals act in compassionate ways (i.e., ‘action’, 5 items). The current study used the 

Self-Compassion and Compassion from Others scales. Participants rate their responses to 

each item (e.g. “I am motivated to engage and work with my distress when it arises”) on a 

10-point Likert scale from 0 (Never) to 10 (Always). Higher scores on each subscale indicate 

higher motivation to engage with difficulty and greater compassionate action.   

Fears of compassion. The Fears of Compassion Scales (Gilbert et al., 2011) assess 

fear of self-compassion (15 items), fear of compassion for others (10 items), and fear of 

compassion from others (13 items). The Fear of Self-Compassion and Fear of Compassion 

from Others subscales are used in the current study. Participants respond to each item (e.g. “I 

feel that I don’t deserve to be kind and forgiving to myself”) on a five-point Likert scale, 

from 0 (Don’t Agree At All) to 4 (Completely Agree). Higher scores indicate greater fears of 

compassion.   

Psychological flexibility. The 7-item Acceptance and Action Questionnaire (AAQ-II) 

(Bond et al., 2011) assesses psychological flexibility. Participants rate the extent to which 

each statement (e.g. “My painful memories prevent me from having a fulfilling life”) is true 

for them on a seven-point Likert scale, from 1 (Never True) to 7 (Always True). Total scores 

range from 7-49 and higher scores indicate greater psychological flexibility.  

Depression, anxiety, and stress. The 21-item Depression Anxiety and Stress Scale 

(DASS-21) (Lovibond & Lovibond, 1995) assesses symptoms of depression, anxiety, and 

stress. Participants rate their experience (e.g. “I couldn’t seem to experience any positive 

feeling at all”) over the past week using a four-point Likert scale, from 0 (Never) to 3 

(Almost Always), and higher scale and total scores indicate greater symptom severity.   

Post-traumatic stress symptoms. The 22-item Impact of Event Scale – Revised 

(IES-R) (Weiss, 2007) was used as a measure of post-traumatic stress symptoms following 

childbirth; participants were instructed to answer questions with respect to events during 
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labour or delivery. It comprises three subscales: Intrusion, Avoidance, and Hyperarousal. 

Participants rate their experience (e.g. “Any reminder brought back feelings about it”) during 

the previous seven days using a five-point Likert scale, from 0 (Not At All) to 4 (Extremely). 

Total scores range from 0-88. Higher scores indicate greater subjective post-traumatic 

distress, with scores ≥33 considered in the clinical range. 

Breastfeeding satisfaction. The 30-item Maternal Breastfeeding Evaluation Scale 

(MBES) (Leff, Jefferis, & Gagne, 1994) assesses subjective breastfeeding experiences across 

three subscales: Infant Satisfaction/Growth, Lifestyle/Maternal Body Image, and Maternal 

Enjoyment/Role Attainment. Participants respond to statements (e.g. “Breastfeeding was a 

special time with my baby”) using a five-point Likert scale from 1 (Strongly Disagree) to 5 

(Strongly Agree). Total scores range from 30-150, and higher scores indicate greater 

satisfaction with breastfeeding.    

 Acceptability and usefulness (post-intervention, intervention group only). Three 

items assessed participants’ use of the informational video, self-compassion exercise, and 

attempts to apply the advice in their own lives (No, Yes–once, Yes–more than once). Another 

three items used a five-point Likert scale, from 0 (Definitely No) to 4 (Definitely Yes) to 

examine whether participants perceived an increase in their self-compassionate behaviour 

from pre- to post-intervention, whether they considered self-compassion useful to new 

mothers with challenging birth/breastfeeding experiences, and whether they would 

recommend this resource to others. A final question explored usefulness of the SMS reminder 

system.  

Procedure 

Participants completed baseline (self-report) assessment online via Qualtrics (average 

completion time = 30 minutes). Participants allocated to intervention were automatically 

redirected to the online self-compassion resources. This study tested the same package of 
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online resources piloted by Mitchell et al. (2018), based on CFT principles and consisting of 

two videos and a downloadable tip-sheet. The first video delivers psychoeducation about self-

compassion in the context of motherhood. The second video delivers a guided self-

compassion visualisation exercise. The tip-sheet offers simple ideas for becoming more self-

compassionate, including imagining how you would support someone else, being open to the 

experience of giving and receiving compassion, imagining how a kind person would support 

you, remembering you are not alone, and making time to give yourself acts of kindness.  

Intervention participants received unlimited access to these resources for the duration 

of the study. Seven weekly SMS reminders were used to scaffold resource use. A final SMS 

reminder prompting post-intervention survey completion was sent to all participants 8 weeks 

after randomisation. Waitlist-control participants received access to the resources after 

completing the post-intervention survey. 

Statistical Analyses 

Analyses were performed using SPSS v26. One-way analysis of covariance 

(ANCOVA) models were used to explore group differences. Pearson correlational analyses 

were used to test whether fears of compassion moderated intervention effect by examining 

correlations between baseline fears of compassion scores and baseline-to-post-intervention 

change scores for the outcome variables.  

Results 

Participants  

Demographic characteristics of the sample are presented in Table 1. Most identified 

as Australian (85.0%), Asian (3.6%), European (2.8%), or New Zealander (3.2%) (other: 

5.4%). Most mothers were first-time parents (64.1%) and had planned their pregnancy with 

their most recent child (89.1%). Most mothers (66.5%) reported a vaginal birth (49.2% 

unassisted, 17.3% vacuum/forceps), with the remainder reporting a caesarean birth (16.9% 
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planned, 16.5% unplanned/emergency). All reported attempting to breastfeed their most 

recent child; most were still breastfeeding at pre-intervention (69.4%) and 8-week follow-up 

(64.5%).  

A small proportion of mothers (8.8%) reported clinically significant post-traumatic 

stress symptoms in relation to their experience of childbirth, determined by scoring above the 

clinical cut-off (≥33) on the IES-R. Similarly, a small proportion of mothers scored in the 

extremely severe range on the depression (5.6%), anxiety (4.8%), and stress (4.4%) scales of 

the DASS-21.   

<Insert Table 1 about here> 

Intervention Use and Acceptability 

Minimum (per-protocol) engagement with the intervention was defined as watching 

the psychoeducational video and/or tip sheet and completing the guided self-compassion 

exercise at least once. The video and tip sheet delivered the same intervention content in 

different formats and so use of either was considered equivalent. Almost two-thirds of the 

intervention group (64.9%) reported watching the psychoeducational video at least once 

(more than once=18.7%) and did the guided self-compassion exercise (more than 

once=13.2%). Overall, 69.3% reported attempting to apply the strategies in their own lives, 

and 47.3% reported feeling that they had become more self-compassionate over the study 

period. Most agreed that self-compassion would be helpful for new mothers coping with 

challenging birth (90.1%) and breastfeeding (83.5%) experiences. Similarly, 75.8% of 

women reported that the SMS reminders were useful. Finally, 80.2% would recommend this 

type of intervention to others.  

Intervention Effects 

 ANCOVA analyses tested the effects of group (intervention vs. waitlist-control) on 

post-intervention outcome scores after controlling for baseline scores. Results, including 
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effect sizes and means and standard deviations for outcome variables at each time point, are 

presented in Tables 2 and 3.  

    Intention-to-treat analyses. One-way ANCOVA intention-to-treat (ITT) analyses 

(see Table 2) revealed greater improvement in IES-R Hyperarousal scores for mothers 

allocated to intervention compared to waitlist-control (mean difference=.68, 95%CI=0.04-

1.32, p=.038). Trends towards greater improvements in scores for post-traumatic stress 

symptoms (IES-R Total scores; mean difference=2.15, 95%CI=-.01-4.30, p=.051) and self-

compassionate action scores (mean difference=1.24, 95%CI=-.04-2.51, p=.058) fell short of 

statistical significance. There were no statistically significant differences between groups for 

other outcome variables (see Table 2), and separate post-hoc analyses confirmed no effect on 

breastfeeding satisfaction for mothers of younger (<12 months) or older (≥12 months) 

infants.  

<Insert Table 2 about here> 

Per-protocol analyses. Analyses were repeated with only those who received the 

intervention per-protocol (i.e. watched the psychoeducational video and/or tip sheet and 

completed the guided self-compassion exercise at least once). Prior to ANCOVA analyses, 

independent samples t-tests were used to test for differences between the group of mothers 

who received the intervention per-protocol and those who did not. Those who received the 

intervention per-protocol had lower baseline scores for fear of compassion from others 

(t[89]=2.43, p=.015) compared to those who did not (mean difference=5.12, 95%CI=.94-

9.29, p=.015).  

One-way ANCOVA per-protocol analyses (see Table 3) revealed greater 

improvements in scores for post-traumatic stress symptoms (IES-R Intrusion, Hyperarousal, 

and Total scores), depressive symptoms (DASS Depression scores), self-compassionate 

action, and engagement with compassion from others for mothers who received the 
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intervention compared to waitlist-control. Post-hoc analyses revealed lower scores for the 

intervention group for IES-R Total (mean difference=2.89, 95%CI=.31-5.47, p=.028), 

Intrusion (mean difference=1.24, 95%CI=.15-2.33, p=.026), Hyperarousal (mean 

difference=.81, 95%CI=.06-1.57, p=.034) scores, and for DASS Depression scores (mean 

difference=1.08, 95%CI=.15-2.01, p=.023). The intervention group also had higher scores for 

self-compassionate action (mean difference=1.94, 95%CI=.43-3.45, p=.012) and engagement 

with compassion from others (mean difference=2.85, 95%CI=.22-5.49, p=.034). There were 

no statistically significant differences between groups in post-intervention scores on other 

outcome variables (see Table 3).  

<Insert Table 3 about here> 

Influence of Fears of Compassion 

 Pearson’s correlations examined relationships between baseline-to-post-intervention 

change scores and baseline scores for fear of self-compassion and fear of compassion from 

others (see Table 4). Greater fear of self-compassion was associated with smaller 

improvements in MBES Lifestyle and Body Image scores for ITT and per-protocol analyses. 

Fear of self-compassion and fear of receiving compassion from others were both associated 

with smaller improvements in IES-R Avoidance, Hyperarousal, and Total scores for ITT and 

per-protocol analyses. Finally, fear of self-compassion was related to smaller improvements 

in DASS Depression scores for ITT and per-protocol analyses, whereas fear of receiving 

compassion from others was associated with smaller improvements in DASS Depression for 

per-protocol analyses only.   

<Insert Table 4 about here>      

Discussion 

This is one of the first RCTs to test the effects of a brief intervention grounded in CFT 

for mothers of infants and explore the effect of fears of compassion on intervention uptake 
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and effectiveness. Consistent with results from Mitchell et al.’s (2018) pilot study, ITT 

analyses revealed positive intervention effects on the post-traumatic stress symptom of 

hyperarousal; however, between-groups effects on other outcome variables fell short of 

statistical significance. In contrast, per-protocol analyses––examining outcomes for those 

who demonstrated at least minimum engagement with the intervention––demonstrated 

significant positive intervention effects on depressive symptoms and post-traumatic stress 

symptoms, including symptoms of intrusion and hyperarousal in particular. These results are 

consistent with previous research testing CFT approaches, including brief interventions 

(Beaumont, Durkin, McAndrew, & Martin, 2016; Kelman et al., 2018; Kirby, 2017).  

Per protocol analyses also showed positive intervention effects on mothers’ self-

compassionate action and engagement with compassion from others. Given the physical and 

psychological demands of the postpartum period, and the tendency for mothers to prioritise 

the needs of their infant, it is promising that a brief intervention led to increased attempts by 

mothers prevent or alleviate their own suffering (Forster et al., 2008; Hjälmhult & Lomborg, 

2012). Given that mothers report feeling shame and pressure, and many feel isolated or 

believe that they should be able to manage on their own (Thomson, Ebisch-Burton, & 

Flacking, 2015), this move toward increased openness to receiving compassion from others is 

important. Notably, there was no significant effect for self-compassionate engagement, only 

self-compassionate action. This is consistent with other research (Kelman et al., 2018) in the 

post-partum and may reflect intervention brevity or potentially that self-compassionate action 

is the aspect of self-compassion that needed change for busy mothers.  

Despite positive responses from the vast majority regarding intervention usefulness 

and acceptability, only 62.8% of mothers received a “minimum dose”. Higher fears of 

compassion from others predicted poorer intervention engagement, in line with previous 

research (Kelly & Carter, 2015) and suggesting that individuals with higher fears of 
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compassion may find it difficult to engage in compassion-based exercises and/or actively 

resist doing so (Gilbert et al., 2011). A more intensive CFT intervention (e.g., face-to-face, 

group) where their fear or resistance can be targeted therapeutically (Gilbert, 2014) may be 

needed.    

There were no significant effects for breastfeeding satisfaction, psychological 

flexibility, anxiety or stress symptoms. Breastfeeding satisfaction increased for both 

intervention and waitlist-control mothers by follow-up, which likely reflects a natural 

tendency for breastfeeding satisfaction to improve over time (Awaliyah, Rachmawati, & 

Rahmah, 2019), and trends were similar for mothers of older (≥12 months) and younger (<12 

months) infants. Lack of change in psychological flexibility was consistent with the results of 

our pilot trial (Mitchell et al., 2018) and makes sense given that the intervention materials 

were grounded in CFT and not ACT. Given the growing recognition of synergies between 

CFT and ACT (Tirch, Schoendorff, & Silberstein, 2014) the effectiveness of a combined 

CFT and ACT intervention will be important to test in future research.  

 Limitations are acknowledged. The sample was self-selected, non-clinical and 

relatively well-adjusted, with most university educated and financially stable. Future research 

should aim to recruit samples of mothers with broader sociodemographic diversity and more 

representative levels of clinically significant psychopathology to support generalisability of 

findings. It would also be valuable to consider the influence of obstetric characteristics or 

infant birth outcomes as potential confounding variables. Although we employed multiple 

strategies to maximise retention (e.g. SMS and email prompts and reminders), loss prior to 8-

week follow-up was high (60% of those allocated to intervention, versus 36% for waitlist-

control) and results must be interpreted with caution. Future research should explore the 

combination of CFT with ACT, as well as the effectiveness of different delivery modalities 

(e.g., face to face, group, online) and intervention intensities, for mothers with differing 
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presenting problems and needs (e.g. fear of compassion). Importantly, however, the 

intervention tested was brief, online, and hence easily translatable, and results suggest that 

even a brief CFT intervention may contribute to better outcomes for mothers.  It also suggests 

that online resources—resources that can be made readily available population-wide, 

including in challenging circumstances such as the COVID-19 pandemic—are effective and 

worth developing.  
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Table 1. Demographic characteristics of participants N=248 
 

 Intervention  
(n=94) 

Waitlist-control   
(n=154) 

Overall sample  
(N=248) 

Variables M SD M SD M SD 
Mother’s age (years) 32.77 4.00 32.44 3.94 32.56 3.96 
       
Infant’s age (months) 9.09 6.42 9.82 6.70 9.54 6.59 
 % n % n % n 
Infant’s age (months)       
    <3  23.4 22 14.2 22 17.9 44 
    3-6  16.9 17 23.4 36 20.9 52 
    7-11  26.6 25 23.4 36 24.6 61 
    12-18  24.5 23 27.9 43 26.5 66 
    19-24   8.6 8 11.1 17 10.1 25 
       
Infant gestation (weeks)       
    20-27  1.1 1 1.3 2 1.2 3 
    28-31  2.1 2 2.6 4 2.4 6 
    32-36 5.3 5 5.2 8 5.2 13 
    37-41 88.4 83 87.0 134 87.5 217 
    42-44 3.2 3 3.9 6 3.6 9 
       
Delivery type       
    Vaginal (unassisted) 47.9 45 50 77 49.2 122 
    Vaginal (assisted)a 21.3 20 14.9 23 17.3 43 
    Caesarean (planned) 16 15 17.5 27 16.9 42 
    Caesarean (unplanned)b 14.9 14 17.5 27 16.5 41 
       
Number of children       
    1  70.2 66 60.4 93 64.1 159 
    2  25.5 24 33.1 51 30.2 75 
    3  4.3 4 4.5 7 4.4 11 
    4-5  - - 2 3 1.3 3 
       
Relationship status       
    Committed relationship 97.8 92 98.7 152 98.4 244 
    Divorced/separated 1.1 1 - - 0.4 1 
    Single  1.1 1 1.3 2 1.2 3 
       
Employment       
    Not working outside home 48.9 46 42.2 65 44.8 111 
    Part-time 31.9 30 36.4 56 34.7 86 
    Full-time 12.8 12 11.7 18 12.1 30 
    Home-based work 6.4 6 7.1 11 6.9 17 
    Job-seeking - - 2.6 4 1.6 4 
       
Education       
    High school or less 7.4 7 9.7 15 8.9 22 
    Trade/College 6.4 6 10.4 16 8.9 22 
    University degree 48.9 46 44.2 68 46 114 
    Postgraduate degree 37.3 35 35.7 55 36.3 90 
       
Able to meet expensesc       
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    Yes 88.3 83 86.4 133 87.1 216 
    No 11.7 11 13.6 21 12.9 32 
       
After expenses can afford       
    Not much 10.6 10 12.3 19 11.7 29 
    Some things 42.6 40 45.5 70 44.4 110 
    Most things 46.8 44 42.2 65 44.0 109 
aVacuum or forceps. 
bUnplanned or emergency. 
cAble to meet essential household expenses during the past 12 months.  



Table 2. Descriptive statistics and intervention effects for main outcome variables – intention to treat analyses (N=248) 

Variables α 
Intervention (n=94) Waitlist-control (n=154) ANCOVA 

Baseline 
Mean (SD) 

Post-int. 
Mean (SD) 

Baseline 
Mean (SD) 

Post-int. 
Mean (SD) 

F 
(df,df) 

p Partial η2 

Self-compassion         
    Engagement .70 36.06  36.20  35.66  35.25  0.57  .451 .002 
  (8.67) (9.17) (9.06) (8.78) (1,245)   
    Action .92 25.13  26.17  23.86  24.01  3.62  .058 .015 
  (6.86) (6.98) (7.56) (7.44) (1,245)   
Compassion from others         
    Engagement .86 35.50  34.88  33.96  31.93  2.74  .099 .011 
  (12.34) (11.95) (10.46) (11.34) (1,245)   
    Action .91 26.84  26.29  25.40  24.64  0.57  .452 .002 
  (8.16) (8.43) (7.53) (8.08) (1,245)   
Fears of compassion         
    Fear of self-compassion .93 13.81  13.07  13.46  14.06  1.65  .200 .007 
  (11.38) (12.40) (11.44) (12.76) (1,245)   
    Fear of compassion from others .90 13.43  12.86  13.72  14.32  2.08 .150 .008 
  (9.78) (10.87) (9.77) (10.60) (1,245)   
Psychological flexibility .92 35.36  35.56  35.17  35.82  0.39  .532 .002 
  (8.49) (8.73) (9.32) (9.83) (1,245)   
Adjustment         
    Depression .91 3.73  3.17  4.02  3.98  2.62  .107 .011 
  (4.11) (3.32) (4.38) (4.22) (1,245)   
    Anxiety .82 2.70  2.70  2.98  2.64  0.57  .453 .002 

  (3.27) (3.27) (3.48) (3.54) (1,245)   
    Stress .89 7.13  6.66  7.18  6.99  0.47  .496 .002 

  (4.30) (4.03) (4.74) (4.84) (1,245)   
Post-traumatic stress symptoms         
    Total .95 11.67  7.20  10.32  8.56  3.85  .051 .015 

  (14.74) (10.66) (14.19) (12.45) (1,245)   
    Intrusion .92 5.35  3.21  4.50  3.63  3.10  .080 .012 

  (6.57) (4.70) (6.13) (4.80) (1,245)   
    Avoidance .88 4.01  2.87  3.87  3.32  1.42  .235 .006 
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  (5.25) (4.16) (5.62) (5.34) (1,245)   
    Hyperarousal  .87 2.31  1.12  1.95  1.61  4.36  .038 .017 

  (3.91) (2.71) (3.83) (3.41) (1,245)   
Breastfeeding satisfactiona         
    Total .95 110.38  115.46  109.79  118.03  <0.01  .996 <.001 
  (20.97) (16.21) (21.30) (14.70) (1,169)   
    Infant satisfaction and growth .88 30.43  31.80  30.68  33.61  0.24  .628 .001 

  (6.97) (5.77) (7.23) (4.52) (1,169)   
    Lifestyle and body image .63 24.91  26.38  24.78  26.34  0.04  .836 <.001 

  (6.71) (6.03) (6.00) (6.30) (1,169)   
    Maternal enjoyment and role  .95 55.04  57.28  54.33  58.08  0.02  .878 <.001 

  (11.52) (8.33) (11.57) (7.85) (1,169)   
Note. Post-int: post-intervention. 
an=172 (intervention n=71; waitlist-control n=101).   
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Table 3. Descriptive statistics and intervention effects for main outcome variables – per protocol analyses (n=213) 

Variables Intervention (n = 59) Waitlist-control (n = 154) ANCOVA 
 Baseline 

Mean (SD) 
Post-int. 

Mean (SD) 
Baseline 

Mean (SD) 
Post-int. 

Mean (SD) 
F 

(df,df) 
p Partial η2 

Self-compassion        
    Engagement 36.80  37.10  35.66  35.25  1.20  .274 .006 
 (8.83) (8.76) (9.06) (8.78) (1,210)   
    Action 25.53  27.14  23.86  24.01  6.40  .012 .030 
 (6.68) (6.56) (7.56) (7.44) (1,210)   
Compassion from others        
    Engagement 35.63  35.92  33.96  31.93  4.55  .034 .021 
 (12.13) (11.73) (10.46) (11.34) (1,210)   
    Action 27.53  27.24  25.40  24.64  1.28  .259 .006 
 (7.71) (8.22) (7.53) (8.08) (1,210)   
Fears of compassion        
    Fear of self-compassion 12.86  12.14  13.46  14.06  1.55  .214 .007 
 (11.34) (11.61) (11.44) (12.76) (1,210)   
    Fear of compassion from others 11.73  11.03  13.72  14.32  2.70  .102 .013 
 (8.57) (9.26) (9.77) (10.60) (1,210)   
Psychological flexibility 35.80  36.46  35.17  35.82  0.01  .923 <.001 
 (7.69) (8.62) (9.32) (9.83) (1,210)   
Adjustment        
    Depression 3.66  2.71  4.02  3.98  5.21  .023 .024 

 (4.19) (2.64) (4.38) (4.22) (1,210)   
    Anxiety 2.56  1.93  2.98  2.64  1.55  .215 .007 

 (2.74) (2.15) (3.48) (3.54) (1,210)   
    Stress 7.14  6.29  7.18  6.99  1.76  .186 .008 

 (4.10) (3.84) (4.74) (4.84) (1,210)   
Post-traumatic stress symptoms        
    Total 10.32  5.68  10.32  8.56  4.88  .028 .023 

 (13.22) (6.81) (14.19) (12.45) (1,210)   
    Intrusion 4.81  2.53  4.50  3.63  5.05  .026 .023 

 (6.24) (3.44) (6.13) (4.80) (1,210)   
    Avoidance 3.53  2.34  3.87  3.32  1.98  .161 .009 
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 (4.43) (3.13) (5.62) (5.34) (1,210)   
    Hyperarousal  1.98  0.81  1.95  1.61  4.54  .034 .021 

 (3.69) (1.50) (3.83) (3.41) (1,210)   
Breastfeeding satisfactiona        
    Total 109.51  114.87  109.79  118.03  0.03  .871 <.001 

 (21.17) (17.43) (21.30) (14.70) (1,144)   
    Infant satisfaction and growth 29.73  31.24  30.68  33.61  0.08  .784 .001 

 (7.04) (5.77) (7.23) (4.52) (1,144)   
    Lifestyle and body image 24.71  26.00  24.78  26.34) 0.01  .928 <.001 

 (6.82) (6.36) (6.00) (6.30 (1,144)   
    Maternal enjoyment and role  55.07  57.63  54.33  58.08  0.28  .598 .002 

 (10.85) (8.51) (11.57) (7.85) (1,144)   
Note. Post-int: post-intervention. 
 an=147 (intervention n=46, waitlist-control n=101).  



Table 4. Pearson correlation coefficients for relationships between baseline fears of 
compassion scores and baseline-to-post-intervention change scores for main outcome 
variables 

Variable Intention-to-treata  
(n=94) 

Per-protocolb 

(n=59) 
Fear of Compassion Fear of Compassion 

From selfc From othersd From selfc From othersd 
Self-compassion     
    Engagement -.05 -.06 -.03 -.07 
    Action .09 .11 .08 .13 
Compassion from others     
    Engagement .18 .17 .08 .16 
    Action .05 .12 -.03 .12 
Psychological flexibility  <-.01 .09 -.14 .04 
Adjustment     
    Depression -.30** -.23 -.31* -.28* 
    Anxiety -.20 -.19 -.15 -.19 
    Stress -.06 -.11 .08 -.06 
Post-traumatic stress symptoms     
    Total -.32** -.25* -.43** -.34** 
    Intrusion -.20 -.17 -.25 -.24 
    Avoidance -.25* -.24* -.34** -.34** 
    Hyperarousal -.42** -.23* -.59** -.35** 
Breastfeeding satisfactione     
    Total -.07 -.03 -.08 -.10 
    Infant satisfaction and growth -.02 -.06 .07 -.08 
    Lifestyle and body image -.26* -.06 -.34* -.21 
    Maternal enjoyment and role .09 .02 .09 .04 
Note. Change score=post-intervention score minus pre-intervention score.  
aIntention-to-treat=participants allocated to the intervention condition; bPer-protocol=intervention 
participants who accessed the resources as per protocol; cFear of Self-Compassion Scale; dFear of 
Compassion From Others Scale; en=71 for intention-to-treat analyses, n=46 for per-protocol 
analyses. 
*** p<.001, ** p<.01, * p<.05.  

 


