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Introduction

While the length of the human life span has 
increased substantially, the health of older 
adults during these added years has not kept up 
proportionally. Older adults generally experi-
ence a decline in their health that can be due to 
the rise of both daily physical symptoms and 
chronic health problems (Gerstorf et al., 2013; 
Wrosch and Schulz, 2008). The prevalence of 
physical health problems generally increases as 
individuals shift from early to advanced old 
age. In early older adulthood, for example, less 
than half of older adults in Canada report hav-
ing at least one chronic illness, but by age 71 
and greater, over 80% of older adults report 
having at least one chronic illness (Statistics 
Canada, 2009). Daily physical symptoms may 
be a sign of manifesting disease or a precursor 
of developing chronic illness and these health 

problems can lead to a multitude of negative 
downstream consequences associated with poor 
psychological well-being, disability, or mortal-
ity (Freund and Baltes, 2000; Williamson and 
Schulz, 1995; Wrosch and Schulz, 2008). It is 
therefore important to focus on psychological 
factors that could protect health as older adults 
advance in age (Baltes and Smith, 2003; Smith 
et al., 2002).

One area of theory and research addresses 
psychological factors that may facilitate coping 
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with age-related stressors. To this end, motiva-
tional theories of life-span development provide 
a theoretical context to understand which psy-
chological variables are potentially adaptive as 
individuals advance in age (e.g. Brandtstädter 
and Renner, 1990; Freund and Baltes, 2000; 
Heckhausen et al., 2019). With increasing age, 
people experience a decline in internal resources, 
opportunities, and control available to overcome 
stressors (Heckhausen et al., 2019). As a conse-
quence, older adults may need to increasingly 
rely less on processes that involve attempts at 
overcoming stressors and attaining those goals 
that have become uncontrollable or unattainable 
(e.g. persistence, Wrosch et al., 2000). Instead, 
as older adults move from early to advanced old 
age, they may need to shift towards self-protec-
tive strategies that aim to regulate negative emo-
tions and promote disengagement from 
unattainable goals (e.g. positive reappraisals; 
Heckhausen et al., 2019; Jobin and Wrosch, 
2016; Wrosch et al., 2006).

Self-compassion may represent one of these 
self-protective factors that we theorize may 
become increasingly adaptive during older 
adulthood. Self-compassion can be conceptual-
ized as a dispositional factor that involves treat-
ing yourself in the same kind, caring, and 
compassionate manner that a person would treat 
a close friend or loved one who experiences 
stress (Neff, 2003a). To be self-compassionate 
involves being able to recognize the experience 
of stress or failure in a mindful manner with- 
out criticizing, blaming or excessively rumi- 
nating on the experience (Neff, 2003b). Self-
compassionate individuals are also less likely to 
feel alone in their experiences of stress and fail-
ure as they are more likely to contextualize 
problematic experiences as common to the 
human condition (Neff, 2003b). These psycho-
logical concomitants of self-compassion are 
likely to support health-relevant processes, such 
as well-being, among older adults who experi-
ence stressful life circumstances. In support of 
this assumption, a recent meta-analysis indi-
cated that self-compassion is associated with 
better psychological well-being in older adults 
(Brown et al., 2019).

Research has also studied whether self-com-
passion may benefit physical health. For exam-
ple, a recent meta-analysis of mostly adult 
samples suggested that higher self-compassion 
does generally predict better physical health 
(Phillips and Hine, 2019). In addition, self-
compassion has been related to objective bio-
logical markers of health. A cross-sectional 
study from our laboratory has shown that self-
compassion may protect older adults who report 
age-related stressors from enhanced daily corti-
sol output (Herriot et al., 2018). In addition, a 
randomized controlled trial of adult patients 
with diabetes demonstrated that promoting self-
compassion buffered the effects of stress on 
metabolic indicators of diabetes control (Friis 
et al., 2015).

Self-compassion may promote better health 
through a variety of pathways. For example, 
self-compassion is likely to facilitate more posi-
tive health behaviors in the context of stressors, 
such as better eating behavior, sleep habits, 
physical activity, and medication compliance 
(Terry and Leary, 2011). The association 
between self-compassion and health behavior, 
however, seems to become less pronounced in 
older adulthood (Phillips and Hine, 2019). Self-
compassion may also improve health by reduc-
ing the severity of stress experiences. For 
example, self-compassion has been shown to be 
associated with more adaptive coping responses 
(e.g. Allen and Leary 2010), which could facili-
tate more adaptive biological reactivity to stress 
(e.g. cortisol and inflammation; Breines et al., 
2014a, 2014b; Herriot et al., 2018). Since dys-
regulated cortisol secretion can influence other 
health-relevant bodily systems (e.g. immune 
function, Cohen et al., 2007), it is plausible to 
assume that self-compassion may also slow 
down the development of a number of daily 
physical symptoms and chronic diseases in older 
adulthood (cf. Wrosch et al., 2004). As a conse-
quence, the pathway linking self-compassion to 
better health could be related to processes that 
promote stress-reduction in older adulthood.

One limitation of the extant literature is its 
reliance on cross-sectional research, and the 
limited exploration of these associations during 
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older adulthood. As such, there is a paucity of 
work on the association between self-compassion 
and changes in physical health among older 
adults. To date, no research has studied whether 
self-compassion could predict the longitudinal 
development of either daily or chronic health 
problems among older adults. In addition, this 
literature has focused on older adults collec-
tively, and there is a lack of research exploring 
possible age differences in the effects of self-
compassion among people in early versus 
advanced old age (e.g. Phillips and Hine, 2019). 
As discussed previously, motivational life-span 
theories would assume that individual differ-
ence factors that support self-protection and 
facilitate disengagement from unattainable 
goals are sensitive to a person’s age-related 
context and become particularly adaptive in 
advanced old age, when desired goals become 
frequently unattainable and individuals con-
front an increasing number of uncontrollable 
stressors (Baltes and Smith, 2003; Heckhausen 
et al., 2019). In early old age, by contrast, when 
many individuals still have sufficient opportu-
nities to overcome stress experiences, processes 
other than self-compassion (e.g. persistence, 
Heckhausen et al., 2019) may be more impor-
tant for health-related functioning, and the 
health effects of self-compassion could be com-
paratively reduced. Consistent with this 
assumption, research has shown that the benefi-
cial effects of self-protective factors on prevent-
ing depressive symptom and physical disease 
increased from early to advanced old age (e.g. 
Jobin and Wrosch, 2016). Since self-compas-
sion may exert similar buffering effects, it may 
thus also become paramount for protecting 
physical health in advanced old age.

To study this possibility, the present study 
used longitudinal data from a community-
dwelling sample of older adults to test if self-
compassion can predict levels and trajectories 
of common physical health outcomes over 
time, such as daily physical symptoms and 
chronic illness (Gerstorf et al., 2013). Given 
that self-compassion may be health-protective 
particularly when individuals confront an 
increasing number of uncontrollable stressors 

and unattainable goals, we further hypothe-
sized that beneficial effects of self-compassion 
on physical health outcomes would be enhanced 
in advanced, as compared to early, old age.

Method

Participants

Data for this study involved community-dwell-
ing older adults from the Montreal Aging and 
Health Study (MAHS). Participants were 
recruited via newspaper advertisements in the 
Montreal area. At T1 215 participants were 
originally assessed, and at T6 the sample was 
refreshed to include a total of 268 participants 
(95 original and 173 new participants). Only 
those who participated at T6 were considered 
for participation given that the primary measure 
of interest (i.e. self-compassion) was not 
assessed in the study until T6. As a result, we 
only used data from T6 onward, which was con-
sidered baseline for the purpose of analysis. 
Four participants did not report self-compassion 
data (across T6–T8) and were not included in 
the study. The final sample therefore included 
264 older adults. Following the assessment of 
self-compassion, participants were assessed 
every 2 years for a total of 3 waves (2 years 
later: n = 226; 4 years later: n = 176). Study 
attrition was due to death (n= 17), lost contact 
(n = 24), refusing to participate (n = 36), sick-
ness (n = 6), unable to follow directions (n = 
3), personal reasons (n = 1), or unknown rea-
sons (n = 1). Informed consent was obtained 
from all participants in the study prior to par-
ticipation. The distribution of sociodemo-
graphic and health variables of the sample was 
within the normative range of older Canadians 
residing at home (National Advisory Council 
on Aging, 2006; see also Table 1).

Materials

Self-compassion. Self-compassion was measured 
using the 12 item self-compassion scale at each 
wave (Raes et al., 2011). The scale asked partici-
pants to think about how they typically act 
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during difficult times. Example items include: 
“When I fail at something important to me, I 
become consumed by feelings of inadequacy” or 
“I try to see my failings as part of the human con-
dition.” Participants recorded their responses on 
a 5-point Likert type scale ranging from almost 
never = 0 to almost always = 4. A total self-
compassion score was obtained for each wave by 
computing a sum score of the 12 items after neg-
atively formulated items were reverse coded. 
Across T6–T8 the scale showed satisfactory reli-
ability (α = 0.80–0.82). Self-compassion scores 
were significantly correlated across waves (rs > 
0.70, ps < 0.001). Further, across all participants 
self-compassion generally increased over the 
course of the study (coefficient = 0.17, SE = 
0.09, T-ratio = 2.00, p < 0.05). To obtain the 
most reliable measure of individual differences 
in self-compassion, we averaged self-compas-
sion scores across all waves to compute an aver-
age measure of self-compassion across the study. 
Note that hypotheses-related significant effects, 
reported later, remained significant if we con-
ducted analyses with only T6 scores of self-com-
passion (n = 261; three participants did not 
report self-compassion at T6).

Daily physical symptoms. At each wave partici-
pants completed a three-day daily survey that 
included a 12-item checklist of daily physical 
symptoms (e.g. stomach pain, headaches, con-
stipation; Wrosch and Schulz, 2008). The 

number of symptoms was counted each day 
and averaged across the 3 days for an indicator 
of daily physical symptoms for each wave. 
During the 3 days of the first analyzed wave 
(i.e. T6), 32.6% of participants reported a daily 
average of zero physical symptoms, 28.0% 
between 0 and 1 symptoms, 19.3% between 1 
and 2 symptoms, 8.7% between 2 and 3 symp-
toms, and 11.4% more than 3 symptoms.

Chronic illness. Chronic illness was assessed at 
each wave using a 17-item checklist of different 
chronic illnesses (e.g. cardiovascular problems, 
arthritis, diabetes, high blood pressure; Wrosch 
and Schulz, 2008). At each wave the number of 
chronic illnesses reported was counted to repre-
sent a total score of chronic illness. In the first 
analyzed wave, 10.6% had zero chronic illness, 
19.7% had one chronic illness, 23.5% had two 
chronic illnesses, 22.0% had three chronic ill-
nesses, 11.0% had four chronic illnesses, and 
13.3% had 5 or more chronic illnesses.

Covariates. We included different sociodemo-
graphic and health-relevant covariates: sex, 
age, SES, and BMI. Sex was coded as 1 = Male 
and 2 = Female. SES was indexed using high-
est education completed, yearly family income, 
and perceived social status. The three standard-
ized variables were significantly correlated (rs 
> 0.33; ps < 0.001) and were averaged together 
to create a composite SES variable. Research 

Table 1. Means, standard deviations, frequencies and zero-order correlations of main study variables  
(n = 264).

Construct Mean (SD) 
or %

1 2 3 4 5 6

Self-compassion (average) 41.30 (5.85)  
Chronic Illness (average) 2.59 (1.92) −0.04  
Daily Physical Symptoms (average) 1.23 (1.28) −0.15* 0.52**  
Age 75.25 (7.85) 0.02 0.26** 0.18**  
Female 60.2% 0.02 −0.01 0.17** −0.05  
BMIa 27.10 (4.84) −0.03 0.15* 0.08 −0.04 −0.08  
SES −0.01 (0.79) 0.15* −0.20** −0.19** −0.18** −0.16** −0.11

aN is slightly reduced for this construct due to missing data (n = 258).
*p ⩽ 0.05; **p ⩽ 0.01.
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assistants objectively measured weight and 
height to calculate BMI.

Data analyses

Preliminary analyses were conducted by calcu-
lating descriptive statistics and frequencies of 
the main study variables and their zero-order 
correlations (see Table 1). The main hypotheses 
were tested in two separate growth-curve mod-
els, predicting trajectories of daily physical 
symptoms and chronic illness over 4 years 
(using HLM 6.0, Raudenbush, 2004). The 
reported effects are based on models using 
restricted maximum likelihood estimation and 
robust standard errors. At Level 1 we estimated 
variance in participants’ daily physical symp-
toms and chronic illness across 4 years as func-
tion of an intercept, person-centered scores of 
time in the study and a residual term. In this 
case, the intercept represented participants’ 
average levels of daily physical symptoms and 
chronic illness across 4 years, while the time 
slope coefficient represents the yearly changes 
in daily physical symptoms and chronic illness 
from baseline to 4 years later.

At level 2 the intercept and slope of daily 
physical symptoms and chronic illness was pre-
dicted as a function of average self-compassion 
and covariates (sex, age, SES, BMI). All Level 
2 main effect predictors were standardized prior 
to conducting the analyses. An interaction term 
between self-compassion and age was added in 
a second step of the models. Significant interac-
tion effects were followed up by calculating 
simple slopes of the effects of self-compassion 
on changes in daily physical symptoms and 
chronic illness over time for those in early old 
age (–1 SD; 67.40 years) and advanced old age 
(+1 SD; 83.10 years). Since HLM is capable of 
handling missing data at Level 1 (i.e. daily 
physical symptoms and chronic illness), miss-
ing data in these variables were not replaced. 
There was a small amount of missing data of 
main predictors variables (BMI: n = 6), which 
were replaced with the sample mean 
(Tabachnick et al., 2007).

Data sharing statement

A de-identified participant data set containing 
the main study variables (chronic illness, daily 
health symptoms, self-compassion, and covari-
ates) among the study sample (n = 264) will be 
uploaded to the journal’s FigShare repository 
upon publication. A SPSS syntax file used to 
prepare the data set for analysis in HLM 6.0 has 
been uploaded as a Supplementary File. In 
addition, we have also uploaded the detailed 
HLM 6.0 output of all main analyses as a 
Supplementary File that allow for replication of 
the main analyses of this study.

Results

Preliminary analyses

Sample characteristics are displayed in Table 1. 
More than half the sample were female (60.2%). 
Participants were on average 75 years old 
(Range = 59–93). Participants had an average 
of 2.59 chronic illnesses, and 1.23 daily physi-
cal symptoms. The average BMI of the sample 
was 27.10. There was a diverse socioeconomic 
background among our sample, approximately 
33.3% had an income less than $34,000 CAD, 
22.7% had an income between $34,001–51,000 
CAD, 18.2% had an income between $51,001–
$85,000 CAD, and 16.7% had an income 
greater than $85,001 CAD (approximately 9% 
of the sample did not provide income informa-
tion). Education was also diverse across our 
sample, 36.7% completed high school or less, 
38.3% completed college or a bachelor’s 
degree, and 17.8% completed a master’s degree 
or above (approximately 7% of the sample did 
not provide education information). Participants 
reported an average perceived social status of 
6.67 which is slightly above mid-range.

Zero-order correlations among the main 
study variables are reported in Table 2. Self-
compassion was associated with less daily 
physical symptoms and higher SES. Having 
more chronic illnesses were associated with 
more daily physical symptoms, being older, a 
higher BMI, and lower SES. Having more daily 



1702 Journal of Health Psychology 27(7)

T
ab

le
 2

. 
R

es
ul

ts
 o

f g
ro

w
th

-c
ur

ve
 a

na
ly

si
s 

pr
ed

ic
tin

g 
ch

ro
ni

c 
ill

ne
ss

 a
nd

 d
ai

ly
 p

hy
si

ca
l s

ym
pt

om
s 

by
 s

el
f-

co
m

pa
ss

io
n,

 a
ge

 a
nd

 c
ov

ar
ia

te
s 

(n
 =

 2
64

).

C
hr

on
ic

 il
ln

es
s

D
ai

ly
 p

hy
si

ca
l s

ym
pt

om
s

 
In

te
rc

ep
t

(A
ve

ra
ge

 le
ve

ls
)

Sl
op

e
(T

im
e)

In
te

rc
ep

t
(A

ve
ra

ge
 le

ve
ls

)
Sl

op
e

(T
im

e)

 
C

oe
ffi

ci
en

t 
(S

E)
T

-R
at

io
C

oe
ffi

ci
en

t 
(S

E)
T

-R
at

io
C

oe
ffi

ci
en

t 
(S

E)
T

-R
at

io
C

oe
ffi

ci
en

t 
(S

E)
T

-R
at

io

Le
ve

l 1
 (
β

0; 
β

1)
a

2.
58

 (
0.

12
)*

*
22

.2
5

0.
04

 (
0.

04
)

1.
17

1.
22

 (
0.

08
)*

*
15

.5
8

0.
01

 (
0.

02
)

0.
46

Le
ve

l 2
: M

ai
n 

ef
fe

ct
s 

an
d 

co
va

ri
at

es
Se

lf-
C

om
pa

ss
io

n
−

0.
03

 (
0.

11
)

−
0.

29
−

0.
01

 (
0.

03
)

−
0.

27
−

0.
17

 (
0.

07
)*

*
−

2.
53

−
0.

00
(0

.0
2)

−
0.

11
A

ge
0.

45
 (

0.
11

)*
*

4.
20

0.
04

 (
0.

03
)

1.
27

0.
23

 (
0.

07
)*

*
3.

27
0.

03
 (

0.
02

)
1.

55
Fe

m
al

e
−

0.
00

 (
0.

11
)

−
0.

02
0.

02
 (

0.
04

)
0.

53
0.

22
 (

0.
07

)*
*

3.
11

−
0.

00
 (

0.
02

)
−

0.
23

BM
I

0.
27

 (
0.

11
)*

2.
41

0.
03

 (
0.

03
)

1.
01

0.
12

 (
0.

08
)

1.
47

0.
02

 (
0.

02
)

1.
43

SE
S

−
0.

26
 (

0.
13

)*
−

1.
94

−
0.

04
 (

0.
04

)
−

1.
04

−
0.

12
 (

0.
08

)
−

1.
53

0.
01

 (
0.

02
)

0.
35

Le
ve

l 2
: I

nt
er

ac
tio

n 
ef

fe
ct

SC
 X

 A
ge

−
0.

16
 (

0.
11

)
−

1.
40

−
0.

08
 (

0.
03

)*
−

2.
45

−
0.

15
 (

0.
08

)*
−

1.
93

0.
03

 (
0.

02
)

1.
28

a T
he

 fi
rs

t 
pa

ra
m

et
er

 (
e.

g.
 β

0)
 e

st
im

at
ed

 t
he

 in
te

rc
ep

t, 
w

hi
ch

 r
ep

re
se

nt
s 

pa
rt

ic
ip

an
ts

’ a
ve

ra
ge

 c
hr

on
ic

 il
ln

es
s 

or
 d

ai
ly

 p
hy

si
ca

l s
ym

pt
om

s 
ac

ro
ss

 4
 y

ea
rs

, a
nd

 t
he

 s
ec

on
d 

 
pa

ra
m

et
er

 (
e.

g.
 β

1)
 e

st
im

at
ed

 t
he

 s
lo

pe
, w

hi
ch

 r
ep

re
se

nt
s 

th
e 

w
ith

in
-p

er
so

n 
as

so
ci

at
io

ns
 b

et
w

ee
n 

ye
ar

s 
in

 s
tu

dy
 fr

om
 b

as
el

in
e 

to
 4

 y
ea

rs
 la

te
r 

an
d 

pa
rt

ic
ip

an
ts

’ c
hr

on
ic

  
ill

ne
ss

 a
nd

 d
ai

ly
 p

hy
si

ca
l s

ym
pt

om
s.

 T
he

 L
ev

el
 1

 m
od

el
 h

ad
 2

63
 d

fs
, t

he
 L

ev
el

 2
 m

od
el

s 
ha

d 
25

8 
df

s,
 a

nd
 t

he
 in

te
ra

ct
io

n 
ha

d 
25

7 
df

s.
SE

 =
 s

ta
nd

ar
d 

er
ro

r.
*p

 ⩽
 .0

5;
 **

p 
⩽

 .0
1.



Herriot and Wrosch 1703

physical symptoms was associated with being 
older, being female, and lower SES. Being 
older and female was associated lower SES.

Predicting daily physical symptoms

The Level 1 model predicting daily physical 
symptoms showed a significant effect of the 
intercept, indicating that participants’ average 
daily physical symptoms across waves were 
significantly different from zero (see Table 2). 
The time slope of daily physical symptoms was 
not significantly different from zero, indicating 
that daily physical symptoms did not signifi-
cantly change over 4 years across all partici-
pants. The results from the Level 1 model for 
daily physical symptoms showed significant 
variance around participants’ average intercept, 
χ2 = 1687.95, df = 231, p < 0.001, but not 
slope, χ2 = 265.82 df = 231, p = 0.057.

The Level 2 model predicted the observed 
variance in the intercept and time slope of 
daily physical symptoms as a function of self-
compassion, age, and the covariates. Of the 
covariates, being female and older age signifi-
cantly predicted higher average daily physical 
symptoms. No covariates significantly pre-
dicted the time slope of daily physical symp-
toms. However, self-compassion significantly 
predicted the intercept (but not the time slope) 
of daily physical symptoms. Participants with 
higher, as compared to lower, self-compassion 
scores reported lower average levels of daily 
physical symptoms. Self-compassion explained  
an additional 1.93% of the variance in average 
daily physical symptoms.

In the next step we included an interaction 
term between self-compassion and age. The 
interaction term significantly predicted the 
intercept (but not the time slope) of daily physi-
cal symptoms. To illustrate the significant inter-
action, we used recommended growth-curve 
techniques (Preacher et al., 2006) and plotted 
the average levels of daily physical symptoms 
separately for those with low (–1 SD) and high 
(+1 SD) self-compassion in early (–1SD; 
67.40 years) and advanced old age (+1 SD; 
83.10 years) in Figure 1. The observed pattern 

suggests that being older was increasingly asso-
ciated with more daily physical symptoms 
among participants with low self-compassion. 
In addition, the highest average levels of daily 
physical symptoms were observed among par-
ticipants in advanced old age with lower self-
compassion. Simple slope analyses supported 
this interpretation. Self-compassion signifi-
cantly predicted average levels of daily physi-
cal symptoms among participants in advanced 
old age (coefficient = –0.35, SE = 0.13, T-ratio 
= –2.76, p < 0.01), but not among their coun-
terparts in early old age (coefficient = –0.06, 
SE = 0.08, T-ratio = –0.71, p = 0.48). 
Including the interaction between self-compas-
sion and age in the model explained an addi-
tional 1.13% of variance in average daily 
physical symptoms (controlling for main effects 
and all covariates).

Predicting chronic illness

The Level 1 model predicting chronic illness 
showed a significant effect of the intercept, 
indicating the average chronic illness across all 
participants were significantly different from 
zero. The time slope of chronic illness was not 
significantly different from zero, suggesting 
that across all participants chronic illness did 
not change over time. Finally, the Level 1 model 
displayed significant variance around partici-
pants’ average intercept, χ2 = 1810.34, df = 
231, p < 0.001, and slope, χ2 = 368.23, df = 
231, p < 0.001.

The Level 2 model attempted to predict the 
variance in the intercept and slope of partici-
pants’ chronic illness as a function of self-com-
passion, age, and covariates. Of the covariates, 
higher BMI, lower SES, and being older was 
significantly associated with higher intercept 
values (i.e. average levels) of chronic illness 
across all waves. No other covariates or self-
compassion significantly predicted the inter-
cept or time slope.

For the final step of the analysis, we added 
the self-compassion and age interaction term to 
the model. The interaction term significantly 
predicted the time slope, but not the intercept, of 
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chronic illness. To examine the interaction of 
self-compassion and age on the time slope of 
participants’ chronic illness, we plotted the tra-
jectories of chronic illness across waves sepa-
rately for participants with high (+1 SD) and 
low self-compassion (–1 SD) in early (–1 SD; 
67.40 years) and advanced old age (+1 SD; 
83.10 years). As depicted in Figure 2, levels of 
chronic illnesses were comparable at the begin-
ning of the study period for young-old and 
older-old participants with high versus low self-
compassion. However, simple slope analyses of 
the obtained interaction showed that chronic ill-
ness increased over 4 years among participants 
in advanced old age who reported low self- 
compassion (coefficient = 0.20, SE = 0.07, 
T-ratio = 2.79, p < 0.01). By contrast, chronic 
illness did not significantly increase among par-
ticipants in advanced old age with high self-
compassion (coefficient = –0.02, SE = 0.09, 
T-ratio = –0.23, p = 0.82). Among participants 
in early old age, chronic illness did not signifi-
cantly change for those with either low (coeffi-
cient = –0.05, SE = 0.04, T-ratio = –1.13, p = 
0.26) or high (coefficient = 0.05, SE = 0.06, 
T-ratio = 0.87, p = 0.39) self-compassion. The 

addition of the self-compassion by age interac-
tion to the model explained additional 3.83% of 
variance in the time slope of participants’ 
chronic illness (controlling for main effects and 
all covariates).

Discussion

The present study showed that self-compassion 
can predict levels and trajectories of daily phys-
ical symptoms and chronic health problems  
in older adulthood. More specifically, self- 
compassion was associated with fewer daily 
physical symptoms on average over 4 years 
across the entire sample. This result was moder-
ated by age such that self-compassion predicted 
higher average levels of daily physical symp-
toms among people in advanced, but not early, 
old age. In addition, the results showed that 
lower, as compared to higher, self-compassion 
was associated with increases in chronic dis-
ease over 4 years among participants in 
advanced, but not early, old age. These age 
effects were independent of sociodemographic 
and health relevant covariates (sex, BMI, SES), 
and explained substantial variance in the 

Figure 1. Average levels of daily physical symptoms across 4 years as a function of self-compassion and 
chronological age. Results for early versus advanced old age were plotted for 67.40 versus 83.10 years, 
respectively. Error bars represent the standard error.
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age-related levels and longitudinal trajectories 
of daily physical symptoms and chronic health 
problems over time.

These results suggest that self-compassion 
is a beneficial psychological factor in promot-
ing physical health among older adults. While 
the literature on self-compassion and psycho-
logical well-being is well established (Brown 
et al., 2019), the link between self-compassion 
and older adults’ physical health has been 
examined less and extant findings are largely 
cross-sectional (Phillips and Hine, 2019). This 
study therefore extends this literature by pro-
viding longitudinal evidence, documenting that 
self-compassion can not only relate to older 
adults’ physical health concurrently, but that it 
may also play a role in preventing development 
of physical health problems over time.

The study further supported our hypotheses 
by showing evidence for an enhanced impor-
tance of self-compassion for protecting physical 
health outcomes in advanced old age. Different 
from individuals in early old age, high, as com-
pared with low, self-compassion was associated 
in advanced old age with generally lower levels 
of daily physical symptoms and fewer increases 
in the number of chronic illnesses. Although we 
predicted that self-compassion would also exert 

some health benefits in early old age, and 
increase its adaptive function during older adult-
hood, there was little evidence for differences in 
health as a function of self-compassion in early 
old age. One explanation for this pattern of find-
ings is that other personality variables, which 
support counteracting stress-experiences, could 
play a more important role in early old age (e.g. 
optimism or goal engagement, Barlow et al., 
2017; Wrosch et al., 2017).

Overall, the obtained findings are consistent 
with motivational theories of life-span develop-
ment, which highlight that the adaptive value of 
certain self-regulation factors is age-dependent 
and becomes increasingly important in 
advanced old age (Heckhausen et al., 2019; 
Jobin and Wrosch, 2016). During old age, many 
individuals experience an increase in often 
irrevocable losses and uncontrollable stressors 
(Baltes and Smith, 2003; Heckhausen et al., 
2019), which are likely to contribute to poor 
health outcomes over time (Barlow et al., 2017; 
Wrosch et al., 2006). As such, it is particularly 
important how older adults cope with an age-
related shift in these life experiences. Older 
adults who experience a decline in their 
resources and opportunities to overcome press-
ing challenges may not be able to effectively 

Figure 2. Changes in levels of chronic illness over 4 years as a function of self-compassion and 
chronological age. Results for early versus advanced old age were plotted for 67.40 versus 83.10 years, 
respectively.
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address some of their problems, which could 
reduce the effectiveness of psychological 
mechanisms that support goal attainment (e.g. 
persistence or optimism; Wrosch et al., 2000, 
2017). In such circumstances, the use of self-
protective strategies that promote acceptance 
and disengagement from unattainable goals 
may be more beneficial (Jobin and Wrosch, 
2016). Self-compassion represents such a psy-
chological factor that has been shown to pro-
mote the use of self-protective strategies (Allen 
and Leary, 2010; Perez-Blasco et al., 2016). It 
may therefore increase its adaptive health-
related function in advanced old age.

Note that the health benefits deriving from 
self-compassion could also accrue through 
other pathways. For example, self-compassion 
may not only promote adaptive coping, but 
could also facilitate positive health behaviors 
and reduced biological stress reactivity (Allen 
and Leary, 2010; Breines et al., 2014a, 2014b; 
Friis et al., 2015; Terry and Leary, 2011). In 
advanced old age, however, engagement in 
some health behaviors, such as physical activ-
ity, can become increasingly difficult (Bijnen 
et al., 1998). Consistent with this possibility, a 
meta-analysis has demonstrated that the asso-
ciation between self-compassion and health 
behaviors is reduced as individuals age (Phillips 
and Hine, 2019). As such, it seems more likely 
that self-compassion promotes physical health 
towards the end of life via adaptive coping and 
reduced stress reactivity. In fact, research on 
self-compassion interventions in older adult 
populations has demonstrated increases in self-
protective coping strategies, such as positive 
reappraisal and a reduced negative self-focus 
(Perez-Blasco et al., 2016). As a consequence, 
self-compassion could help older adults to 
accept that certain problems can no longer be 
resolved and facilitate disengagement from 
unattainable goals. The psychological benefits 
of such self-regulation behaviors (Heckhausen 
et al., 2019; Wrosch and Scheier, 2020), in 
turn, could exert downstream consequences on 
the regulation of hormonal and immune pro-
cesses that underlie the development of dis-
ease (e.g. cortisol or inflammation, Breines 

et al., 2014a, 2014b; Herriot et al., 2018; 
McEwen, 1998). 

We further acknowledge that the predictive 
patterns observed for older adults’ daily physi-
cal symptoms and chronic illness were not iden-
tical. First, in advanced old age, self-compassion 
was cross-sectionally associated with fewer 
daily physical symptoms, but not chronic ill-
nesses, across the 4-year study period. Second, 
self-compassion predicted fewer longitudinal 
increases in advanced old age only for chronic 
illness, but not for daily physical symptoms. To 
explain these differences in the patterns 
observed, it may be important to consider that 
daily physical symptoms may not only reflect 
manifest chronic illnesses, but can also repre-
sent early and sub-clinical signs of a developing 
disease that could take time before it manifests 
fully or is diagnosed (Wrosch and Schulz, 
2008). With these considerations in mind, it 
would be possible that individual differences in 
self-compassion had an earlier effect on older 
participants’ daily physical symptoms, which 
plateaued during the observed study period. 
Further, such earlier and high levels of daily 
physical symptoms could have contributed to 
increasing levels of chronic disease during the 
observed study period, among participants in 
advanced old age with low self-compassion. 
This possibility could explain the observed 
chronically elevated levels of daily health 
symptoms among individuals in advanced old 
age with low self-compassion, and their stead-
ily increasing levels of chronic illness.

We also acknowledge that the percentage of 
variance explained in health outcomes by indi-
vidual differences in self-compassion was rela-
tively small (1.13–3.83%). However, we would 
like to note that the difference between low ver-
sus high self-compassion in advanced old age 
translated into one daily physical symptom 
across the entire study period (see Figure 1) and 
one additional chronic illness after 4 years of 
study (see Figure 2). Chronic illnesses, such as 
cardiovascular problems, arthritis, or diabetes, 
represent pressing health problems and can 
induce significant distress and disability that can 
impair an individual’s quality of life (Freund 
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and Baltes, 2000; Williamson and Schulz, 1995; 
Wrosch and Schulz, 2008). We therefore feel 
that although the amount of explained variance 
is relatively small, it could be clinically relevant. 
In addition, we would like to note that small 
effects may be a result of the relatively short 
follow-up of 4 years. As a result, it would be 
possible that these effects could be larger when 
examined over longer periods of time (e.g. 10 
years) which could provide stronger clinical rel-
evance for supporting health in old age.

Overall the reported findings have important 
implications for theories of successful aging. 
They bolster life-span developmental theories 
and research, which posit that the function of 
self-protective psychological factors is age-
dependent and becomes increasingly important 
in advanced old age (Heckhausen et al., 2019; 
Jobin and Wrosch, 2016). To this end, our study 
highlights that a modifiable psychological vari-
able, self-compassion, may be beneficial for 
both daily and chronic health outcomes as older 
adults advance in age. Given that daily and 
chronic illness can further jeopardize older 
adults’ quality of life by eliciting additional dis-
tress and causing disability (Freund and Baltes, 
2000), our findings point to the importance of 
fostering adaptive self-regulation factors, like 
self-compassion, particularly among individuals 
in advanced old age. Indeed, there is accumulat-
ing evidence that older adults experience sharp 
declines across different areas of life, including 
physical health, as they approach the end of their 
lives (Baltes and Smith, 2003; Gerstorf et al., 
2013). However, little is known about the psy-
chological factors that could slow down or pre-
vent such losses. To this end, our findings could 
inform much needed intervention research to 
improve quality of life in aging populations and 
reduce exorbitant health care spending currently 
dedicated to managing daily physical symptoms 
and chronic health conditions.

While there are many strengths of this study, 
such as the use of a longitudinal design and a 
community dwelling older adult sample, there 
are also some limitations that should be addressed 
in future research. First, the sample size is rela-
tively small and may not be generalizable to all 
older adults. Therefore, research should aim to 

replicate these findings in larger and more 
diverse samples. Second, we acknowledge that 
this study focused on self-compassion as a pre-
dictor of physical health, and did not examine 
other broader, potentially protective personality 
constructs. Since individual difference variables, 
such as emotional stability, could also contribute 
to maintaining health in old age (Lahey, 2009), 
future research should examine a wider array of 
personality variables. Third, our analysis did not 
address the mechanisms by which self-compas-
sion promotes physical health. It will be impor-
tant for future research to illuminate how 
self-compassion could promote better health 
over time. For example, it would be interesting to 
examine whether certain behaviors in response 
to stress experiences (e.g. coping or health 
behaviors) and accruing emotional states could 
explain the documented associations between 
self-compassion and physical health outcomes. 
In addition, changes in biological markers of 
developing disease (e.g. cortisol or chronic 
inflammation) could mediate the relations 
between self-compassion and older adults’ daily 
and chronic health problems. Fourth, although 
our study controlled for a number of health-rele-
vant covariates (e.g. sex, BMI, or SES), there are 
additional factors that were not included in our 
study, but could influence physical health. For 
example, differences in race or ethnicity may 
play and important role (Mays et al., 2007). From 
our perspective, it may be the most vulnerable 
segments of the population that could benefit 
from self-compassion in old age. Finally, the cor-
relational design of our study cannot determine 
causality in the association between self-com-
passion and physical health. Given that self-
compassion is a modifiable psychological 
variable (e.g. Friis et al., 2016; Neff and Germer, 
2013), we think that there is merit for interven-
tion studies to conduct research to help elucidate 
the casual pathways linking self-compassion and 
physical health in old age.

Conclusions

The present study highlights self-compassion as 
an important psychological factor for older adults’ 
physical health over time. By comparing people 
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in early and advanced old age, the study’s results 
suggest that self-compassion becomes important 
for protecting daily and chronic health outcomes 
particularly in advanced old age. These results 
add to motivational theories of lifespan develop-
ment and successful aging and have implications 
for interventions that promote self-compassion  
as a way to improve the health of the aging 
population.
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