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Appendice A 
Five Facets Mindfulness Questionnaire - version française 



FFMQ 

Évaluez chacune des propositions ci-dessous en utilisant l' échelle proposée. Écrivez dans la 
case blanche précédant l'assertion le chiffre qui correspond le mieux à ce qui est généralement 
vrai pour vous. 

1 2 3 4 5 

jamais ou très 
rarement vrai 

rarement vrai parfois vrai souvent vrai très souvent ou 
toujours vrai 

1. Quand je marche, je prends délibérément conscience des sensations de mon 
corps en mouvement. 

2. Je suis doué(e) pour trouver les mots qui décrivent mes sentiments. 

3. Je me critique lorsque j'ai des émotions irrationnelles ou inappropriées. 

4. Je perçois mes émotions et sentiments sans devoir y réagir. 

5. Quand je fais quelque chose, mon esprit s'égare et je suis facilement distrait(e). 

6. Lorsque je prends une douche ou un bain, je reste attentif(ve) aux sensations de 
l'eau sur mon corps. 

7. Je peux facilement verbaliser mes croyances, opinions et attentes. 

8. Je ne fais pas attention à ce que je fais car je suis dans la lune, je me tracasse ou 
suis de quelconque façon distraite e). 

9. J ' observe mes sentiments sans me laisser emporter par eux. 

___ 10. Je me dis que je ne devrais pas ressentir mes émotions comme je les ressens. 

___ Il. Je remarque comment la nourriture et les boissons influencent mes pensées, 
mes sensations corporelles et mes émotions. 

__ 12. Il m'est difficile de trouver les mots qui décrivent ce à quoi je pense. 

__ 13. Je suis facilement distrait(e). 

___ 14. Je crois que certaines de mes pensées sont anormales ou mauvaises et que je ne 
devrais pas penser de cette manière. 

___ 15. Je prête attention aux sensations, comme le vent dans mes cheveux ou le soleil 
sur mon visage. 

16. J'éprouve des difficultés à trouver les mots justes pour exprimer la manière dont je 
ressens les choses. 

17. Je pose des jugements quant à savoir si mes pensées sont bonnes ou mauvaises. 
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18. J'ai des difficultés à rester centré(e) sur ce qui se passe dans le moment présent. 

19. Lorsque j ' ai des pensées ou des images pénibles, je prends du recul et suis 
consciente e) de la pensée ou image, sans me laisser envahir par elle. 

20. Je fais attention aux sons, comme le tintement des cloches, le sifflement des oiseaux 
ou le passage des voitures. 

21. Dans les situations difficiles, je SUlS capable de faire une pause sans réagir 
immédiatement. 

22. Lorsque j ' éprouve une sensation dans mon cops, il m'est difficile de la décrire car je 
n'arrive pas à trouver les mots justes. 

23. On dirait que je fonctionne en mode "automatique" sans prendre vraiment 
conscience de ce que je fais. 

24. Lorsque j ' ai des pensées ou images pénibles, je me sens calme peu de temps après. 

25. Je me dis que je ne devrais pas penser de la manière dont je pense. 

26. Je remarque les odeurs et les arômes des choses. 

27. Même lorsque je me sens terriblement bouleversé(e), je parviens à trouver une 
manière de le transposer en mots. 

28. Je me précipite dans des activités sans y être réellement attentif(ve). 

29. Lorsque j ' ai des pensées ou images pénibles, je suis capable de simplement les 
remarquer sans y réagir. 

30. Je pense que certaines de mes émotions sont mauvaises ou inappropriées et que je ne 
devrais pas les ressentir. 

31. Je remarque les détails visuels dans l' art ou la nature, comme les couleurs, les 
formes, les textures ou les patterns d'ombres et de lumières. 

32. Ma tendance naturelle est de traduire mes expériences en mots. 

33. Lorsque j ' ai des pensées ou images pénibles, je les remarque et les laisse passer. 

34. Je réalise mes travaux ou les tâches automatiquement sans être conscient(e) de ce 
que je fais. 

35. Lorsque j 'ai des pensées ou images pénibles, je me juge bon ou mauvais, en 
fonction de ce que suggère cette pensée/image. 

36. Je prête attention à la manière dont mes émotions affectent mes pensées et mon 
comportement. 

37. Je peux habituellement décrire la manière dont je me sens au moment présent avec 
des détails considérables. 

38. Je me retrouve en train de faire des choses sans y prêter attention. 

39. Je me désapprouve lorsque j ' ai des idées irrationnelles. 



Appendice B 
Inventaire de présence thérapeutique - version thérapeute 



Inventaire de présence thérapeutique - Thérapeute 

Prenez un moment afm de réfléchir à votre expérience intérieure lors de la séance 
d'aujourd'hui pour répondre aux questions suivantes. Veuillez noter votre expérience 
PREDOMINANTE durant CETTE séance (entourez-en une). 

1. J'étais conscient du flux de ma propre expérience interne. 

1 2 3 4 5 6 7 
Pas du Très Un peu Modérément Beaucoup Enormément Complètement 

tout peu 

2. Je me sentais fatigué ou ennuyé. 

1 2 3 4 5 6 7 
Pas du Très Un peu Modérément Beaucoup Enormément Complètement 

tout peu 

3. J'ai trouvé difficile d'écouter mon client. 

1 2 3 4 5 6 7 
Pas du Très Un peu Modérément Beaucoup Enormément Complètement 

tout peu 

4. J'ai senti que l'interaction entre mon client et moi était fluide et rythmique. 

1 2 3 4 5 6 7 
Pas du Très Un peu Modérément Beaucoup Enormément Complètement 

tout peu 

5. Le temps semblait s'étirer. 

1 2 3 4 5 6 7 
Pas du Très Un peu Modérément Beaucoup Enormément Complètement 

tout peu 



6. J'ai trouvé difficile de me concentrer. 

1 
Pas du 

tout 

2 
Très 
peu 

3 
Un peu 

4 5 
Modérément Beaucoup 

6 
Enormément 
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7 
Complètement 

7. À certains moments, j'étais tellement immergé dans l'expérience de mon client que 
j'ai perdu la notion du temps et de l'espace. 

1 
Pas du 

tout 

2 
Très 
peu 

3 
Un peu 

4 5 
Modérément Beaucoup 

6 
Enormément 

7 
Complètement 

8. J'ai été capable de mettre de côté mes propres exigences et soucis pour être avec 
mon client. 

1 2 3 4 5 6 7 
Pas du Très Un peu Modérément Beaucoup Enormément Complètement 

tout peu 

9. Je me sentais distant ou déconnecté de mon client. 

1 2 3 4 5 6 7 
Pas du Très Un peu Modérément Beaucoup Enormément Complètement 

tout peu 

10. J'ai ressenti une profonde reconnaissance et du respect pour mon client en tant que 
personne. 

1 
Pas du 

tout 

2 
Très 
peu 

3 
Un peu 

4 5 
Modérément Beaucoup 

6 
Enormément 

7 
Complètement 

Il. Je me sentais attentif et à l'écoute des nuances et des subtilités de l'expérience de 
mon client. 

1 
Pas du 

tout 

2 
Très 
peu 

3 
Un peu 

4 5 
Modérément Beaucoup 

6 
Enormément 

7 
Complètement 
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12. J'étais complètement dans l'instant présent dans la séance. 

1 2 3 4 5 6 7 
Pas du Très Un peu Modérément Beaucoup :Enormément Complètement 

tout peu 

13. Je me sentais impatient et critique. 

1 2 3 4 5 6 7 
Pas du Très Un peu Modérément Beaucoup :Enormément Complètement 

tout peu 

14. Mes interventions étaient guidées par les sentiments, les mots, les images et les 
intuitions qui émergeaient en moi lors de mon expérience avec mon client. 

1 2 3 4 5 6 7 
Pas du Très Un peu Modérément Beaucoup :Enormément Complètement 

tout peu 

15. Il me tardait que la séance se termine. 

1 2 3 4 5 6 7 
Pas du Très Un peu Modérément Beaucoup :Enormément Complètement 

tout peu 

16. Il Y avait des moments où ma manière d'agir avec mon client était différente de ce 
que je ressentais à l'intérieur. 

1 
Pas du 

2 
Très 

tout peu 

3 
Un peu 

4 5 
Modérément Beaucoup 

6 
:Enormément 

7 
Complètement 

17. Je me sentais complètement immergé dans l'expérience de mon client tout en 
demeurant centré en moi-même. 

1 
Pas du 

2 
Très 

tout peu 

3 
Un peu 

4 5 
Modérément Beaucoup 

6 
:Enormément 

7 
Complètement 



18. Parfois mes pensées s'éloignaient de ce qui se passait sur le moment. 

1 
Pas du 

2 
Très 

tout peu 

3 
Un peu 

4 
Modérément 

5 
Beaucoup 

6 
Enormément 
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7 
Complètement 

19. Je me sentais en synchronicité avec mon client au point de pouvoir sentir ce qu'il 
vivait. 

1 
Pas du 

tout 

2 
Très 
peu 

3 
Un peu 

4 5 
Modérément Beaucoup 

6 
Enormément 

20. Je me sentais sincèrement intéressé par l'expérience de mon client. 

1 
Pas du 

2 
Très 

tout peu 

3 
Un peu 

4 5 
Modérément Beaucoup 

6 
Enormément 

7 
Complètement 

7 
Complètement 

21. Je sentais une distance ou une barrière émotionnelle entre mon client et moi-même. 

1 
Pas du 

tout 

2 
Très 
peu 

3 
Un peu 

4 5 
Modérément Beaucoup 

6 
Enormément 

7 
Complètement 
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Échelle de compassion envers soi - Version courte 

Nom: Date: --------------------------- ------------------
COMMENT JE RÉAGIS GÉNÉRALEMENT VIS-À-VIS DE MOI-MÊME 

DANS LES MOMENTS DIFFICILES 

Veuillez lire attentivement chacun des énoncés avant de répondre. Suite à chaque énoncé, 
veuillez indiquer à quelle fréquence vous vous comportez de la façon décrite, en utilisant 
l'échelle suivante. 

Presque jamais Parfois Presque 
toujours 

1 2 3 4 5 

1. Lorsque j'échoue devant quelque chose d'important, je suis 
1 2 3 4 5 

rongé(e) par un sentiment d'incompétence 

2. J'essaie d'être compréhensif(ve) et patientee) vis-à-vis des aspects 
de ma personnalité que je n'aime pas. 1 2 3 4 5 

3. Lorsqu'un événement douloureux survient, j'essaie d'envisager la 
situation de manière équilibrée. 1 2 3 4 5 

4. Lorsque je suis déprimée e), j'ai l'impression que la plupart des 
gens sont probablement plus heureux que moi. 1 2 3 4 5 

5. Je me dis que mes échecs font partie de la condition humaine. 1 2 3 4 5 

6. Lorsque je traverse une période très difficile, je m'accorde 
l'affection et la tendresse dont j'ai besoin. 1 2 3 4 5 

7. Lorsque quelque chose me perturbe, j'essaie de relativiser mes 
émotions. 1 2 3 4 5 

8. Lorsque j'échoue devant quelque chose d'important, j'ai tendance 
à me sentir seule e) devant mon échec. 1 2 3 4 5 

9. Lorsque je suis démoralisée e), j'ai tendance à faire une obsession 
1 2 3 4 5 

et une fixation sur tout ce qui ne va pas. 

10. Lorsque je me sens incompétente e), j'essaie de me rappeler que la 
1 2 3 4 5 

plupart des gens partagent ce sentiment d'incompétence. 

Il. Je désapprouve et je juge mes propres défauts et mes 
imperfections. 1 2 3 4 5 

12. Je suis intolérante e) et impatiente e) envers les aspects de ma 
personnalité que je n'aime pas. 1 2 3 4 5 



Appendice D 
Indice de détresse psychologique de Santé Québec (IDPSQ-14) 



DÉTRESSE PSYCHOLOGIQUE 

Les questions qui suivent portent sur divers aspects de votre santé. 

Jamais De temps en temps Assez souvent Très souvent 
1 2 3 4 

1 Pouvez-vous nous dire à quelle fréquence AU COURS DE LA DERNIÈRE SEMAlNE: 

1. Vous êtes-vous senti désespéré en pensant à l' avenir? 1 2 3 4 

2. Vous êtes-vous senti seul? 1 2 3 4 

3. Avez-vous eu des blancs de mémoire? 1 2 3 4 

4. Vous êtes-vous senti découragé ou avez-vous eu les 
1 2 3 4 « bleus »? 

5. Vous êtes-vous senti tendu ou sous pression? 1 2 3 4 

6. Vous êtes-vous laissé emporter contre quelqu'un ou quelque 
1 2 3 4 

chose? 

7. Vous êtes-vous senti ennuyé ou peu intéressé par les choses? 1 2 3 4 

8. A vez-vous ressenti des peurs ou des craintes? 1 2 3 4 

9. Avez-vous eu des difficultés à vous souvenir des choses? 1 2 3 4 

1 O. A vez-vous pleuré facilement ou vous êtes-vous senti sur le 
1 2 3 4 

point de pleurer? 

Il. Vous êtes-vous senti agité ou nerveux intérieurement? 1 2 3 4 

12. Vous êtes-vous senti négatif envers les autres? 1 2 3 4 

13. Vous êtes-vous senti facilement contrarié ou irrité? 1 2 3 4 

14. Vous êtes-vous fâché pour des choses sans importance? 1 2 3 4 
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Résumé 

La présence thérapeutique se défmit comme la capacité d'être entièrement présent durant 
la rencontre avec ses clients, à la fois aux niveaux physique, émotionnel, cognitif et 
spirituel. Il a été suggéré que la pleine conscience des thérapeutes influence leur niveau 
de présence thérapeutique de différentes manières, notamment par le développement de 
la compassion pour soi et la diminution des symptômes d'anxiété et de dépression. 
L'objectif de la présente étude est d 'examiner le rôle médiateur de la compassion pour 
soi et de la détresse psychologique dans la relation entre la pleine conscience et la 
présence thérapeutique. Les résultats obtenus auprès d'un échantillon de 178 
psychologues québécois confirment les modèles de médiation proposés. Ils démontrent 
des liens directs et indirects significatifs entre la pleine conscience, la compassion pour 
soi et la détresse psychologique, ainsi que la présence thérapeutique. Ces résultats 
appuient le lien entre la pleine conscience et la présence thérapeutique chez les 
psychologues et fournissent une meilleure compréhension de la manière dont la première 
influence la seconde. Des pistes de recherches futures sont discutées. 

Mots-clés: Pleine conscience, Psychologue, Présence thérapeutique, Médiation, 
Compassion pour soi, Détresse psychologique. 

Abstract 

Therapeutic presence refers to the capacity to bring one 's whole self in the encounter 
with clients by being present on multiple levels: physically, emotionally, cognitively and 
spiritually. It has been suggested that mindfulness influences therapeutic presence in 
various ways, including through the fostering of self-compassion and the reduction of 
anxiety and depression symptoms in therapists. The main objective of this research is to 
examine the mediating role of self-compassion and psychological distress in the relation 
between mindfulness and therapeutic presence. Questionnaires were administered online 
to a sample of 178 French Canadian psychologists. Results confum the mediation 
models through significant direct and indirect effects between mindfulness, self­
compassion and psychological di stress and therapeutic presence. These results support 
the link between mindfulness and therapeutic presence in therapists and offer a better 
understanding of the ways in which the fust influences the second. A venues for future 
research are discussed. 

Key words: Mindfulness, Therapist, Therapeutic presence, Mediation, Self-compassion, 
Psychological distress. 
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Kabat-Zinn (2003) defmes mindfulness as a state of consciousness that emerges 

from focusing on the experience unfolding in the moment, intentionally and non­

judgmentally. More and more therapists are interested in leaming and incorporating 

mindfulness techniques to their practice (Black 2014). Mindfulness influences both the 

personal and professionallives of therapists. On the personal front, mindfulness is linked 

to a better quality of life, unless the therapist suffers from fatigue, anxiety or depression 

(Davis & Hayes 2011 ; Shapiro, Brown & Biegel 2007). On the professional front, a 

greater sense of self-efficacy, greater empathy and greater attention during encounters 

are among the positive impacts (Greason & Cashwell2009; Schomaker 2014). As ofyet, 

research results on the influence of the therapist's mindfulness on the therapeutic 

outcome in patients are mixed and fail to confirm the existence of such influence 

(Escuriex & Labbé 20 Il). Over the last few years, sorne research focusing on the 

mindfulness of therapists looked at a new variable of interest, therapeutic presence 

(Geller & Greenberg 2012). 

Therapeutic presence (TP) is defmed as "bringing one' s whole self into the 

encounter with clients, by being completely in the moment on multiple levels: 

physically, emotionally, cognitively and spiritually" (Geller & Greenberg 2002). It 

involves the therapist being present for his client, himself and the relational experience 

that unfolds during this encounter. The importance of the therapist to be present and 

attentive to his client to promote the therapeutic work has been stressed on many 

occasions in the past (Buber 1958; Bugental 1987; Rogers 1957); however, the vague 
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descriptions and lack of consensus between the defmitions of presence in psychotherapy 

led Geller (2002) to create her own TP model. A growing body of research focuses on 

this TP model (Geller & Porges 2014). To date, the TP perceived by the client has been 

positively linked to the perception that the client has of the therapist's empathy (Oghene, 

Pos & Geller 2010; Vinca 2009; Vinca & Hayes 2007), the therapeutic alliance (Geller, 

Greenberg & Watson 2010; Oghene et al. , 2010) and the therapeutic efficiency (Geller et 

al., 2010; Vinca 2009; Vinca & Hayes 2007). As for the TP perceived by the therapist, it 

is positively linked to his empathy and his self-reported level of mindfulness (Vinca 

2009). In a study conducted by Vinca and Hayes (2007), TPI-therapist scores proved to 

be a predictive value of therapeutic efficiency as the patients of therapists reporting 

better TP enjoyed a more favorable outcome at the end of the follow-up. Finally, 

therapists who take the tÎme to complete a concentration exercise before their therapy 

sessions report better TP and deem their encounter as more efficient according to the 

Session Rating Scale (Dunn, Callahan, Swift, & Ivanovic 2013). However, TP remains a 

fairly recent construct that would benefit from further consideration (Colosimo & Pos 

2015). 

The TP construct has been linked to mindfulness since its beginnings. For example, 

it has been pointed out that by practicing to be more alert and conscious in their 

everyday lives, it is easier for therapists to live this presence quality in their encounter 

with clients (Geller 2002). Sorne authors recognize formaI and informaI mindfulness 

practices that would help to cultivate the TP of therapists (Gehart & McCollum 2008; 
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Geller 2002, 2003, 2013). Nevertheless, Stratton (2006) and Vinca (2009) stress the 

importance of distinguishing between the mindfulness of therapists, lived in everyday 

life, and the presence they generate during encounters with clients, or their TP. On the 

theoretical front, Geller and Greenberg (2012) make two distinctions between 

mindfulness and TP. First, TP is characterized by its relational nature and the focus it 

puts on the therapeutic encounter. Second, mindfulness can be described as an approach 

that can be used with the client while TP focuses on the qualities of the therapist without 

looking to foster the client's presence directly. 

Geller and Greenberg (2012) propose a theoretical model ofmechanisms according 

to which mindfulness influences TP. A first mechanism stipulates that the mindfulness 

oftherapists fosters their TP through the development of self-compassion and empathy. 

In the Buddhist perspective, compassion for others starts with self-compassion (Dalai­

Lama 2001). Kristin Neff (2003a) defmes self-compassion as the capacity to be self­

indulgent and comprehensive toward one self when faced with personallirnits or difficult 

situations, rather than criticizing oneself negatively. The operationalization of self­

compassion allowed for the identification of three essential components (Neff 2003b): 

1) kindness to ourselves; 2) recognition of mankind; 3) mindfulness. Among health 

professionals, an increase in self-compassion is reported after participating in an 

intervention based on mindfulness or in the practice of loving kindness meditation 

(Boellinghaus, Jones, & Hutton 2012). As such, the increase in self-compassion that 
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enables mindfulness would be closely linked to the development of openness to oneself 

and others, two key components of TP. 

A second mechanism proposes that the mindfulness of therapists fosters their TP by 

reducing their level of stress, anxiety and depression, and changing their way of reacting 

to it. According to Mirowsky and Ross (2003), psychological distress is an unpleasant 

subjective state linked to various disturbed emotional states and a variety of painful 

symptoms. Mental health professional are more at risk of experiencing psychological 

distress than the normal population (Moore & Cooper 1996). Furthermore, the distress 

experienced by therapists has a negative impact on the quality of the services they offer 

(Guy, Poelstra, & Stark 1989) and their ability to remain psychologically present during 

their sessions (Cain 2000). In a qualitative research, therapists who experienced an 

episode of distress report more responsiveness, passiveness and indifference toward their 

clients (Charlemagne-Odle, Harmon, & Maltby 2014). Yet, mindfulness is linked to a 

lower distress level (Davis & Hayes 20 Il; Keng, Smoski, & Robins 20 Il). Thus, by 

reducing the psychological distress, mindfulness would help to improve TP among 

therapists. 

Research objective and hypotheses 

The objective of this study is to verify the proposaI of Geller and Greenberg (2012) 

empirically. More specifically, it aims to examine the mediating role of self-compassion 

and psychological distress in the relation between the mindfulness and TP of therapists. 
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The hypotheses are the following: (1) mindfulness is positively linked to self­

compassion and negatively linked to psychological distress; (2) TP is positively linked 

to self-compassion and negatively linked to psychological distress; (3) the therapists ' 

lev el of mindfulness is positively linked to their TP level; (4) self-compassion and 

psychological distress act as mediating variables in the link between mindfulness and 

TP. 

Method 

Procedure 

Participants were recruited through the research support program of the Ordre des 

Psychologues du Québec (OPQ). To participate in the study, respondents had to meet 

two inclusion criteria: be a registered psychologist and currently have a clinical practice. 

There were no specific exclusion criteria. AU components of the research design and 

protocol were approved by the Ethics Committee at the Université du Québec à Trois­

Rivières. Each participant gave their informed consent. Six $25 prepaid MasterCard gift 

cards were drawn at random among participants. 

Participants 

Of the 199 participants who met the selection criteria, only those who completed at 

least the first questionnaire in the test procedure were selected. In total, 178 French 

Canadian psychologists were selected for the statistical analyses (Mage = 45.9, SD = Il.6, 

73% women). The average number of years of experience in psychotherapy is 16.2 
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years. Most participants claim to adopt the cognitive-behavioral approach (35.4%), 

followed by the psychodynamic/analytical approach (15.2%) and the 

humanistic/existential approach (10.7%). 38.7% report adopting an eclectic approach. In 

terms of mindfulness-related practices, 70.8% of respondents mention integrating 

aspects of mindfulness in their professional practice by incorporating basic princip les of 

mindfulness and/or formaI mindfulness exercises. A third of our sample mentioned 

currently using regular practices ofmeditation (n = 61,34.3%). 

Measures 

The survey, completed electronically, began with a sociodemographic questionnaire 

that included questions on the therapists' professional practice and mindfulness practice. 

To this were added the four following questionnaires: 

The Five Facets Mindfulness Questionnaire (Baer, Smith, Hopkins, Krietemeyer, & 

Toney 2006) is a self-reported questionnaire that includes 39 items and uses a five-Ievel 

Likert scale where 1 = Never or very rarely true and 5 = Very often or always true. lfind 

myself doing things without paying attention is an example of an item. The psychometric 

analysis of Baer and his collaborators (2006) presents a factor structure composed of 

five facets (observing, describing, acting with awareness, non-judging of inner 

experience, and non-reactivity to inner experience) with alpha coefficients ranging from 

0.75 to 0.91. Use of the FFMQ is recommended in research contexts (Sauer et al., 2013). 

The validated French translation was used for this research (Heeren, Douilliez, Peschard, 
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Debrauwere, & Philippot 20 Il). This version demonstrates good internaI consistency 

with alpha coefficients greater than 0.75 for each facet. This study has an alpha 

coefficient of 0.93. 

The Therapeutic Presence Inventory - Therapist version (TPI-T) was used to 

measure therapeutic presence (Geller 2002). This is a self-reported questionnaire that 

includes 21 items and uses a Likert scale where 1 = Not at al! and 7 = Completely. The 

therapists are asked to respond according to their experience during a past client session 

(e.g. , Ifelt tired or bored). Geller and his collaborators (2010) report good psychometrie 

properties with an internaI consistency of a = 0.94 and a single-facet factor structure. 

Given that there was no known French translation, a French translation was completed 

by the researchers with the consent of the author of the original questionnaire. Parallel 

back-translation was used (Vallerand 1989). The guideline was slightly modified and 

adapted for this research. The therapists were asked to respond according to their 

experience during the psychotherapy sessions of the previous week rather than based on 

only one session, as in the original version. The study of the validation of this translation 

demonstrated good internaI consistency (a = 0.86; Martel, Gagnon, Bourgault & Dionne 

2016). 

The Self-Compassion Scale - Short form (SCS-SF; Raes, Pommier, Neff & Van 

Gucht 2011) is a self-reported questionnaire that includes 12 items and uses a five-Ievel 

Likert scale (e.g.: l 'm kind to myselfwhen l'm experiencing suffering). It is an abridged 
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version of the original Self-Compassion Scale, which includes 26 items (Neff 2003a). In 

their validation study, Raes and his colleagues (2011) report a Cronbach alpha of 0.86 

and an almost perfect correlation with the original version (r ~ 0.97). The French 

translation of the long version has excellent internaI consistency (a = 0.82; Kotsou & 

Leys 2016). The factor analysis showed a six-factor structure and a high order factor for 

self-compassion. For the purposes of this study, only the common factor was analyzed, 

and the internaI consistency found is a = 0.82. 

The Psychological Distress Indicator - Santé Québec Survey (IDPESQ-14) was 

used to measure the psychological distress. This self-reported questionnaire includes 

14 items and uses a four-Ievel Likert scale where 0 = Never and 3 = Very often. The 

respondent must indicate how often he felt the various symptoms over the last week 

(e.g., Did you feel lonely?). The IDPESQ-14 is based on the Psychiatrie Symptom 

Index (PSI), which includes 26 items and is validated by Ilfeld (1976). In 1992, Préville, 

Boyer, Potvin, Perrault and Légaré proposed a 14-item French translation that respects 

the psychological distress construct. They found a Cronbach alpha of 0.89. The factor 

structure shows four sub-scales: depression, anxiety, irritability and cognitive disorders. 

In this study, the alpha coefficient found is 0.87. 

Statistical analysis 

Each variable is distributed relatively normally with a skewness and kurtosis of less 

than 1. The correlation between variables was verified using Pearson's correlation test. 
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To conduct the mediation analyses, the PROCESS macro (version 2.15 ; Hayes 2016) on 

SPSS was used. As recommended by Preacher and Hayes (2008), the indirect effect was 

examined using the bias-corrected bootstrap confidence interval (1 ,000 samples). This 

nonparametric resampling procedure estimates the properties of new samples based on 

the observation of the original sample (Bollen & Stine 1990). According to this method, 

if the confidence interval at 95% for the indirect effect excludes zero, mediation has a 

significant impact. 

ResuUs 

Descriptive analysis 

The descriptive statistics and correlation between variables are presented in Table 1. 

In keeping with the frrst hypothesis, mindfulness is significantly correlated with self­

compassion (r = 0.72; P < 0.01) and psychological di stress (r = -0.41 ; p < 0.01). These 

results show that the higher the participants' mindfulness score, the higher their self­

compassion score and the lower psychological distress score. The second hypothesis is 

verified as therapeutic presence is positively correlated with self-compassion (r = 0.54; 

P < 0.01) and negatively correlated with psychological distress (r = -0.41 ; p < 0.01). 

Regarding the third hypothesis, the results show a significant link between mindfulness 

and TP (r = 0.58; p < 0.01). This significant positive correlation can also be verified 

with the FFMQ's five facets: observing (r = 0.38; p < 0.01), describing (r = 0.39; 

p < 0.01), acting with awareness (r = 0.46; p < 0.01), non-reactivity to inner experience 

(r = 0.45;p < 0.01) and non-judgment ofinner experience (r = 0.42 ;p < 0.01). 
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Mediation analysis 

The fourth hypothesis was meant to validate a mediation model according to the 

proposaI of Geller and Greenberg (2012). To do this, the mediation model presented in 

Figure 1 was used to examine the mediating role of self-compassion and psychological 

distress in the link between mindfulness and TP. 

The self-compassion pathway (top part of Fig. 1) shows that a higher level of 

mindfulness is linked to greater self-compassion (b = 0.281), and greater self­

compassion is linked to more TP (b = 0.269). Table 2 indicates that the indirect effect of 

self-compassion (b = 0.189) is statistically different from zero, as shown by the 

confidence interval at 95% (CI = 0.040 to 0.336). Thus, self-compassion is a significant 

mediator in the relation between mindfulness and TP. The indirect effect of self­

compassion explains 29% of the TP variance. 

The psychological distress pathway (lower part of Fig. 1) shows that a higher level 

of mindfulness is linked to lower psychological distress (b = 0.372), and lower 

psychological distress is linked to more TP (b = 0.197). Table 2 indicates that the 

indirect effect of psychological distress (b = 0.074) is statistically different from zero, as 

shown by the confidence interval at 95% (CI = 0.004 to 0.163). Thus, psychological 

distress is a significant mediator in the relation between mindfulness and TP. The 

indirect effect of psychological distress explains Il % of the TP variance. In the model, 
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the direct effect of mindfulness on TP remains significant when mediating variables are 

added, which suggests partial mediation. 

Discussion 

The mam objective of this study was to examine the mediating role of self­

compassion and psychological distress in the relation between mindfulness and 

therapeutic presence among therapists. As of yet, no research had provided empirical 

support for the proposaI made by Geller and Greenberg (2012). This research therefore 

contributes to the advancement of knowledge on the correlation between mindfulness 

and TP by examining the direct and indirect links between the variables studied. 

First, the results confmn the initial hypothesis according to which mindfulness is 

positively linked to self-compassion among therapists. These results support other 

studies conducted among therapists and training therapists (Rimes & Wingrove 20 Il ; 

Shapiro, Astin, Bishop, & Cordova 2005 ; Shapiro et al. , 2007). Holzel and al. (2011) 

propose that by favoring the development of emotional regulation and changing our 

perspective of ourse Ives, mindfulness fosters kindness toward ourse Ives and a sense of 

connection with mankind, which are an integral part of self-compassion. Our results also 

stress that the higher the therapists ' level of mindfulness is, the less they experience 

psychological distress. By developing curiosity toward one' s experience and the ability 

to identify and manage negative emotional states, mindfulness allows for better 

regulation of emotions and reduced psychological distress (Hill & Updegraff 2012; 

Holzel et al. , 2011 ; Prakash, Hussain, & Schirda 2015). 
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Second, to the authors ' knowledge, no study had yet verified the link between self­

compassion and TP. This significant link found in this study can be explained by self­

compassion 's contribution to three main elements of TP: presence to self, presence to 

the client and present to the therapeutic relation. First, self-compassion influences self­

presence by making the therapist more self-aware and minirnizing self-criticism (Neff & 

Vonk 2009). Then, self-compassion impacts the presence with the client as it is linked to 

greater consideration for others (Neff & Pommier 2013). Finally, self-compassion 

accentuates the therapist's presence to the relational dynamics by fostering the sense of 

connection with the client. This is possible namely through lower responsiveness to 

relational difficulties and greater recognition of the shared human condition (Leary, 

Tate, Adams, Batts Allen, & Hancock 2007). Still in keeping with the second 

hypothesis, this study demonstrated that therapists who experience more psychological 

distress report weaker TP. So, anxiety, stress and depressive symptoms lived by the 

therapist makes him less available to what is happening in the moment during client 

encounters. A possible explanation for this effect is the impact of psychological distress 

on hindering self-focused attention (Williams, Hurley, O'Brien, & DeGregorio 2003). In 

this way, the distress symptoms experienced by the therapist increase the potential 

interference of anxiety, ruminations or other internaI distractions on his presence during 

therapy. 
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Regarding the third hypothesis, the direct link between mindfulness and TP has 

been verified. These results support those found among training therapists (Vinca 2009). 

Therapists who are more mindful in their everyday lives are more likely to sustain their 

presence in a non-judgmental way during client consultations. Furthermore, the five 

facets of mindfulness measured by the FFMQ are positively and independently 

correlated with TP. As such, observing, describing, acting with awareness, non-judging 

of inner experience, and non-reactivity to inner experience are aU abilities that influence 

TP in their own way. 

FinaUy, the results confirm the main hypothesis according to which self-compassion 

and psychological di stress act as significant mediator in the relation between 

mindfulness and TP. These results provide empirical support for the theoretical proposaI 

made by GeUer and Greenberg (2012). OveraU, this suggests that therapists ' mindfulness 

influences TP in part through the indirect effect of increased self-compassion and 

decreased psychological distress. 

Limitations and future research 

This research presents certain limitations that ought to be pointed out. First, survey 

research has limitations linked to self-supported measures, social desirability bias and 

sampling bias. According to the sampling bias, therapists with a personal or professional 

interest in mindfulness were more likely to participate to this study than those who were 

not interested in it. This lirnits the generalization of results. Furthermore, the client' s 
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perception of his therapist ' s TP has a better predictive value of the benefits of therapy 

than the TP perceived by the therapist (Geller, Greenberg, & Watson 2010). Renee, 

future research would benefit from the integration of the TP perceived by the client. 

Second, the cross-sectional study makes it impossible to verify the causal relation 

between the variables. This issue could be addressed by studying the mediation model 

with an experimental condition including pretreatment and post treatment measures. For 

example, verify if the changes in TP scores could be explained by the mediating effect 

of self-compassion and psychological distress following participation in an intervention 

program based on mindfulness. 

Finally, although psychological distress and self-compassion have demonstrated a 

partial mediating role on the relation between mindfulness and TP, this does not exclude 

other variables from possibly affecting it as weIl. An avenue for future research would 

be the verification of other suggestions made by GeHer and Greenberg (2012) who 

propose openness to experience and attentional regulation as other mediating variables 

of the link between mindfulness and TP. Ultimately, a multiple mediation model 

including each of thes{l variables should be verified. 

In conclusion, this study enables better comprehension of the link between 

mindfulness and therapeutic presence among therapists by empiricaHy demonstrating the 

partial mediating action of self-compassion and psychological distress. It has been 
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proposed that TP is decisive in the creation of optimum conditions for efficient therapy, 

regardless of the theoretical approach to which the therapist identifies (Geller 2013; 

Schneider 2015). The conclusions of this research reinforce our knowledge of the link 

between mindfulness and TP. Further research on the development of therapists ' 

mindfulness as a way to enhance their therapeutic presence, or even optimize their 

professional practice, is now suggested. 



106 

References 

Baer, R. A. , Smith, G. T. , Hopkins, J. , Krietemeyer, J. , & Toney, L. (2006). Using self­
report assessment methods to explore facets of mindfulness. Assessment, 13(1), 27-
45. 

Black, D. S. (2014). Mindfulness-based interventions: An antidote to suffering in the 
context of substance use, misuse, and addiction. Substance Use & Misuse, 49(5), 
487-491. 

Boellinghaus, 1. , Jones, F. W. , & Hutton, J. (2012). The role ofmindfulness and loving­
kindness meditation in cultivating self-compassion and other-focused concem in 
health care professionals. Mindfulness, 5(2), 129-138. 

Bollen, K A. , & Stine, R (1990). Direct and indirect effects: Classical and bootstrap 
estimates ofvariability. Sociological Methodology, 20, 115-140. 

Buber, M. (1958).1 and thou. (2nd ed.) New York, NY: Scribner. 

Bugental, J. F. T. (1987). The art of the psychotherapist. New York, NY: Norton. 

Cain, N. R (2000). Psychotherapists with personal histories of psychiatrie 
hospitalization: Countertransference in wounded healers. Psychiatrie Rehabilitation 
Journal, 24(1), 22-28. 

Charlemagne-Odle, S. , Harmon, G., & Maltby, M. (2014). Clinical psychologists' 
experiences of personal significant distress. Psychology and Psychotherapy: 
Theory, Research and Practice, 87(2), 237-252. 

Colosimo, K A. , & Pos, A. E. (2015). A rational model of expressed therapeutic 
presence. Journal of Psychotherapy Integration, 25(2), 100-114. 

Dalaï-Lama. (2001). An open heart: Practicing compassion in everyday life. Boston, 
MA: Little, Brown. 

Davis, D. M. , & Hayes, J. A. (2011). What are the benefits of mindfulness? A practice 
review ofpsychotherapy-related research. Psychotherapy, 48(2), 198-208. 

Dunn, R , Callahan, J. L., Swift, J. K , & Ivanovic, M. (2013). Effects of pre-session 
centering for therapists on session presence and effectiveness. Psychotherapy 
Research, 23(1), 78-85. 



107 

Escuriex, B. F. , & Labbé, E. E. (2011). Health care providers' mindfulness and 
treatment outcomes: A critical review of the research literature. Mindfulness, 2(4) , 
242-253. 

Gehart, D. R. , & McCullom, E. E. (2008) Inviting therapeutic presence: A mindfulness­
based approach. In S. F. Hicks & T. Bien (Eds), Mindfulness and therapeutic 
relation (pp. 176-194). New York, NY: Guilford Press. 

Geller, S. M. (2002). Therapists' presence: The development of a model and a measure. 
Accessible through ProQuest Dissertations & Theses. (NQ66348) 

Geller, S. M. (2003). Becoming whole: A collaboration between experiential 
psychotherapies and mindfulness meditation. Person-Centered and Experiential 
Psychotherapies, 2(4),258-273. 

Geller, S. M. (2013). Therapeutic presence: An essential way ofbeing. In M. Cooper, P. 
F. Schrnid, M. O'Hara, & A. C. Bohart (Eds), The handbook of person-centered 
psychotherapy and counseling (2nd ed., pp. 209-222). Basingstoke: Palgrave. 

Geller, S. M., & Greenberg, L. S. (2002). Therapeutic presence: Therapists' experience 
of presence in the psychotherapy encounter. Person-Centered and Experiential 
Psychotherapies, 1(1-2), 71-86. 

Geller, S. M. , & Greenberg, L. S. (2012). Therapeutic presence: A mindful approach to 
effective therapy. Washington, DC: American Psychological Association. 

Geller, S. M. , Greenberg, L. S. , & Watson, J. C. (2010). Therapist and client perceptions 
of therapeutic presence: The development of a measure. Psychotherapy Research, 
20(5), 599-610. 

Geller, S. M. , & Porges, S. W. (2014). Therapeutic presence: Neurophysiological 
mechanisms mediating feeling safe in therapeutic relations. Journal of 
Psychotherapy Integration, 24(3), 178-192. 

Greason, P. B. , & Cashwell, C. S. (2009). Mindfulness and counseling self-efficacy: The 
mediating role of attention and empathy. Counselor Education and Supervision, 
49(1), 2-19. 

Guy, J. D. , Poelstra, P. L. , & Stark, M. J. (1989). Personal distress and therapeutic 
effectiveness: National survey of psychologists practicing psychotherapy. 
Professional Psychology: Research and Practice, 20(1), 48-50. 

Hayes, A. F. (2016). PROCESS 2.15 for SPSS and SAS. Recovered on June 4, 2016 from 
http://www .processmacro.org/download.html 



108 

Heeren, A., Douilliez, C. , Peschard, V. , Debrauwere, L. , & Philippot, P. (2011). Cross­
cultural validity of the Five Facets Mindfulness Questionnaire: Adaptation and 
validation in a French-speaking sample. European Review of Applied Psychology / 
Revue Européenne de Psychologie Appliquée, 61(3), 147-151. 

Hill, C. L. M. , & Updegraff, J. A. (2012). Mindfulness and its relation to emotional 
regulation. Emotion, 12(1), 81-90. 

HOlzel, B. K. , Lazar, S. W. , Gard, T. , Schuman-Olivier, Z. , Vago, D. R., & Ott, U. 
(20 Il). How does mindfulness meditation work? Proposing mechanisms of action 
from a conceptual and neural perspective. Perspectives on Psychological Science, 
6(6), 537-559. 

Ilfeld, F. W. (1976). Further validation of a psychiatrie symptom index in a normal 
population. Psychological Reports, 39(3, Pt 2), 1215-1228. 

Kabat-Zinn, 1. (2003). Mindfulness-based interventions in context: Past, present, and 
future . Clinical Psychology: Science and Practice, 10(2), 144-156. 

Keng, S.-L. , Smoski, M. 1., & Robins, C. 1. (2011). Effects of mindfulness on 
psychological health: A review of empirical studies. Clinical Psychology Review, 
31(6), 1041-1056. 

Kotsou, I. , & Leys, C. (2016). Self-Compassion Scale (SCS): Psychometrie properties of 
the French translation and its relations with psychological well-being, affect and 
depression. PLoS ONE, 11(4), e0152880. doi:10.13711journal.pone.0152880. 

Leary, M. R., Tate, E. B., Adams, C. E., Batts Allen, A. , & Hancock, 1. (2007). Self­
compassion and reactions to unpleasant self-relevant events: The implications of 
treating one self kindly. Journal of Personality and Social Psychology, 92(5), 887-
904. 

Martel, M.-È. , Gagnon, J. , Bourgault, M. , & Dionne, F. (2016, June). On being present 
in therapy: Validation of a French translation of the therapeutic presence inventory. 
Poster presented at the annual World Conference of the Association for Contextual 
and Behavioral Sciences (ACBS), Seattle, W A. 

Mirowsky, 1., & Ross, C. E. (2003). Social causes of psychological distress (2nd ed.). 
New York, NY: Aldine de Gruyter. 

Moore, K. A. , & Cooper, C. L. (1996). Stress in mental health professionals: A 
theoretical overview. International Journal of Social Psychiatry, 42(2), 82-89. 



109 

Neff, K. D. (2003a). The development and validation of a scale to measure self­
compassion. Self and Identity, 2(3), 223-250. 

Neff, K. D. (2003b). Self-compassion: An alternative conceptualization of a healthy 
attitude toward one self. Self and Identity, 2(2), 85-101. 

Neff, K. D., & Pommier, E. (2013). The relation between self-compassion and other­
focused concern among college undergraduates, community adults, and practicing 
meditators. Self and Identity, 12(2), 160-176. 

Neff, K. D. , & Vonk:, R. (2009). Self-compassion versus global self-esteem: Two 
different ways ofrelating to oneself. Journal of Personality, 77(1), 23-50. 

Oghene, J. E., Pos, A. E. , & Geller, S. M. (2010). Therapist presence, empathy and 
alliance in experiential treatment for de pression (Unpublished doctoral these). York 
University, Toronto, Canada. 

Porges, S. W. (2011). The polyvagal theory: Neurophysiologicalfoundations of 
emotions, attachment, communication, self-regulation. New York, NY: Norton & 
Company. 

Prakash, R S., Hussain, M. A. , & Schirda, B. (2015). The role ofemotion regulation and 
cognitive control in the association between mindfulness disposition and stress. 
Psychology and Aging, 30(1), 160-171. 

Preacher, K. J. , & Hayes, A. H. (2008). Asymptotic and resampling strategies for 
assessing and comparing indirect effects in multiple mediator models. Behavior 
Research Methods, 40, 879-891. doi: 1O.3758/BRM.40.3.879 

Préville, M. , Boyer, R , Potvin, L., Perrault, C, & Légaré, G. (1992). Psychological 
distress: Determination of the reliability and validity of the measure used in the 
Santé Québec survey. Montréal: Ministère de la Santé et des Services sociaux. 

Raes, F. , Pommier, E., Neff, K. D., & Van Gucht, D. (2011). Construction and factorial 
validation of a short form of the Self-Compassion Scale. Clinical Psychology & 
Psychotherapy, 18(3), 250-255 . 

Rimes, K. A., & Wingrove, J. (2011). Pilot study of mindfulness-based cognitive 
therapy for trainee clinical psychologists. Behavioral and Cognitive Psychotherapy, 
39(2), 235-241. 

Rogers, C. R (1957). The necessary and sufficient conditions of therapeutic personality 
change. Journal of Consulting Psychology, 21(2), 95-103. 



110 

Sauer, S., Walach, H. , Schmidt, S., Hinterberger, T., Lynch, S., Büssing, A., ... Kohls, 
N. (2013). Assessment of mindfulness: Review on state of the art. Mindfulness, 
4(1),3-17. 

Schneider, K (2015). Presence: The core contextual factor of effective psychotherapy. 
Existential Analysis, 26(2), 304-312. 

Schomaker, S. A. (2014). The impact of mindfulness training on therapeutic alliance, 
empathy, and /ived experience: A mixed methods study with counselor trainees. 
Available through ProQuest Dissertations & Theses. (3566594) 

Shapiro, S. L., Astin, 1. A. , Bishop, S. R. , & Cordova, M. (2005). Mindfulness-based 
stress reduction for health care professionals: Results from a randomized trial. 
International Journal of Stress Management, 12(2), 164-176. 

Shapiro, S. L. , Brown, KW., & Biegel, G. M. (2007). Teaching self-care to caregivers: 
Effects of mindfulness-based stress reduction on the mental health of therapists in 
training. Training and Education in Professional Psychology, 1(2), 105-115. 

Stratton, P. (2006). Therapist mindfulness as a predictor of client outcomes. Available 
through ProQuest Dissertations & Theses. (3196740) 

Vallerand, R. J. (1989). Toward a cross-cultural validation methodology of 
psychological questionnaires: Implications for French language research. Canadian 
Psychology/Psychologie canadienne, 30(4), 662-680. 

Vinca, M. A. (2009). Mindfulness and psychotherapy: A mixed methods investigation. 
Available through ProQuest Dissertations & Theses. (3381027) 

Vinca, M., & Hayes, J. (2007, June). Therapist mindfulness as predictive of empathy, 
presence and session depth. Presentation at the annual meeting for the Society for 
Psychotherapy Research, Madison, WI. 

Williams, E. N. , Hurley, K , O'Brien, K , & DeGregorio, A. (2003). Development and 
validation of the Self-Awareness and Management Strategies (SAMS) scales for 
therapists. Psychotherapy: Theory, Research, Practice, Training, 40(4), 278-288. 



111 

Table 1 

Descriptive Statistics and Intercorrelations between Mindfulness, Therapeutic Presence, 
Self-Compassion & Psychological Distress 

M SD 1 2 3 4 

1. Mindfulness 149.0 17.2 .58** .72** -.41 ** 

2. Therapeutic presence 111.5 10.8 .54** -.41** 

3. Self-compassion 44.1 6.5 -.40** 

4. Psychological distress 24.5 5.3 

* * p < .0 1, two-tailed. 
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Table 2 

Results of Mediation Analysis for Indirect Effects of Self-Compassion and Psychological 
Distress in the Relation between Mindfulness and Therapeutic Presence 

Indirect effect LLCI ULCI 

Self-compassion .184 .040 .336 

Psychological distress .074 .004 .163 

LCI = Lower confidence interval at 95%. UCI: Upper confidence interval at 95% 
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Figure 1. Path analysis showing direct and indirect effects between mindfulness, self­
compassion and psychological distress and therapeutic presence. 
** p < .01 , * p < .05 


