Open Access

OBM Integrative and Complementary
Medicine LIDSEN Publishing Inc.

KLinsen

Original Research

An Exploration of the Experiences of Group Compassion Focused Therapy
for Hospital Outpatients with Long-Term Mental Health Difficulties

Paul Gilbert %", Derek Griner 3, Kelly Morter 2, Ptarmigan Plowright 2, Jaskaran Basran »2, Hannah
Gilbert 2, Victoria Nithsdale 4, Eva Rogers 4, Yoram Giglio 4, Corinne Gale *

1.

Centre for Compassion Research and Training, College of Science and Engineering, University of
Derby, Kedleston Road, Derby, UK; E-Mails: p.gilbert@derby.ac.uk;
ptarmigan.plowright@compassionatemind.co.uk; jaskaran.basran@compassionatemind.co.uk

. The Compassionate Mind Foundation, Markeaton Lodge, Markeaton Street, Derby, DE22 3AW,

UK; E-Mails: kellymorterl@gmail.com; hannah.gilbert@compassionatemind.co.uk
Brigham Young University, Provo, UT 84602, USA; E-Mail: derek griner@byu.edu
Derbyshire Healthcare NHS Foundation Trust, Derby, UK; E-Mails: v.nithsdalel@nhs.net;
eva.rogersl@nhs.net; y.giglio@nhs.net; corinne.gale@nhs.net

Correspondence: Paul Gilbert; E-Mail: p.gilbert@derby.ac.uk

Academic Editor: Syd Hiskey

Collection: Compassion Focused Therapy (CFT) — Advances and Innovations

OBM Integrative and Complementary Medicine  Received: April 07, 2025

2026, volume 11, issue 1 Accepted: December 15, 2025
doi:10.21926/o0bm.icm.2601005 Published: January 12, 2026
Abstract

There is now good evidence for the efficacy of Compassion Focused Therapy (CFT) for a variety
of mental health difficulties. To deepen understanding of the processes underpinning CFT’s
effectiveness, this service evaluation explored the experiences and reflections of individuals
with long-term mental health difficulties who had previously received therapy and attended
an 11-week CFT group. Ten clients were invited to the group; one withdrew before the group
started because of work and personal commitments and another attended five sessions,
improved, was able to obtain employment and left. Eight participants attended eleven 2-hour
sessions of group CFT. Five of the participants attended the first focus group at the end of the
therapy and three of these participants also attended the second focus group 3 months after
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the group had ended. Focus groups were analysed using Reflexive Thematic Analysis.
Participants highlighted the value of understanding the distinctions between safety and
safeness, how to create social safeness between themselves and its link with compassion.
These participants’ efforts enabled feelings of grounding, interconnectedness, openness and
were de-shaming in ways they had not experienced before. They reflected on how they had
benefitted from psychoeducation on the evolved functions of mind, their biopsychosocial
properties and the nature of brain states. They had also gained new understandings into the
nature of compassion, in particular the distinction between processes of empathic
engagement and actions in response to distress. This enabled them to apply different
components and processes of compassion flexibly and in relevant ways to their mental health
difficulties and everyday life. CFT’s focus on evolution, tricky brain concepts and how
compassion can change brain states was experienced as new and different from previous
therapies. One participant described CFT as ‘life changing’. Although we did not set out to
explore the impact on employment, five participants began to seek employment during the
course of the group. While there is good evidence that CFT is a well-accepted and effective
psychotherapy, this service evaluation adds to insights on some of the core micro-processes
participants identify as central CFT themes, which were felt to be unique and important to
their progress.
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1. Introduction

The first group therapy study of CFT for people with complex mental health difficulties was
conducted over 20 years ago [1]. Since then, CFT has grown and developed rapidly in terms of
incorporating the developments in biopsychosocial sciences that guide CFT [2-8] and the
therapeutic processes of delivery [3, 9-15]. This service evaluation builds on these further by
exploring the experiences of people with chronic and long-term mental health difficulties who
received group-based compassion focused therapy (CFT), which was grounded in helping
participants create experiences of social safeness and compassionate sharing. CFT integrates a
range of evidence-based therapeutic interventions from different schools of therapy and continues
to evolve in line with emerging research [6]. CFT highlights that any intervention will have a greater
impact when in the context of compassionate brain states, partly due to their role in regulating
threat states [11, 16]. Hence, this study utilised some of the recent developments of CFT [11],
including a specific focus on the distinction between safety and safeness and the importance of
practising compassionate behaviours for this client group.

A major meta-analysis consisting of clinical and non-clinical samples, with data from 7,875
participants, found that “CFT was effective in reducing overall negative mental health outcomes (k
=32,9=0.72, p <0.0001), depression (k=23, g =0.49, p < 0.0001), self-criticism (k=17,g=0.40, p
< 0.0001) and in improving compassion for self and others (k = 24, g = 0.51, p < 0.0001)” ([17], p.
230). CFT is now used for a range of group-based interventions [14, 18]. Group delivered CFT has
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been shown to be helpful for many mental health difficulties including those that are complex and
difficult to treat, such as: complex PTSD [19-21]; complex attachment trauma [13, 22, 23]; trauma
and relational problems in veterans [24, 25]; treatment-resistant OCD [26]; voice-hearing [27];
chronic depression [28] and bipolar disorder [29] and has also been shown to impact heart rate
variability (HRV) [29]. Group-based CFT has also been helpful for people with physical health
difficulties such as chronic pain [30, 31] and irritable bowel syndrome [32].

In general, group psychotherapy provides a socially supportive learning environment that
enables participants to explore their own minds as well as those of others, share their stories, hopes
and fears and experience ‘common humanity’ with validating and empathic caring interactions that
facilitate growth and change [33-35]. These processes are central to CFT and are contextualised
within an evolution-informed, biopsychosocial approach to mental functioning and mental health
difficulties [6, 11, 36-39]. CFT integrates a range of evidence-based therapeutic interventions that
guide people in how to create brain states that support the biopsychosocial processes of
compassion [6, 36, 37, 39, 40]. This is because care and compassion focused motives evolved with
specific biopsychosocial processes for regulating threat and resource (reward) seeking systems and
promoting social affiliation, thereby generating the potential for positive relationships with self and
others [11, 39, 41-43].

1.1 Social Mentalities and CFT

CFT outlines how different social and non-social motivational and emotional systems evolved to
pursue different functions. These include harm avoidance, resource gathering, social competition
and cooperation, reproduction, and infant and conspecific caring [6, 16, 44]. Social mentalities co-
evolved enabling reciprocal, dynamic interactions that are role sensitive and psychophysiologically
regulating [6, 40, 45-47]. For example, for caring to evolve, brain mechanisms in both providers and
recipients, that can send signals as well as appropriately respond to caring, needed to co-evolve.
The co-evolution of ‘sender and recipient’ is similar for other social motives such as for sex and for
dominant-submissive interactions. Hence, social motives (that differ from non-social motives) have
been referred to as social mentalities because they are the foundation for reciprocal, dynamic, role-
appropriate interpersonal interactions, and are dependent on specialist processing systems that are
role specific and ‘social signal sensitive’” with profound impacts on multiple physiological systems [6,
42, 43, 46, 48]. Hence, when two or more individuals are exchanging signals of care, affection and
support, they co-regulate their psychophysiological states because they both have brain
mechanisms for sending and responding to care signals [43]. The psychophysiological states that
are activated in caring will therefore be very different than those activated during conflict or
argument [6, 36, 38, 39, 49-52]. Social relationships can therefore be in or out of physiological
synchrony [53]. The physiological mediators of empathy are stimulated differently if the target is
somebody we identify with or like than somebody we do not [54]. We empathise differently when
in a caring versus a competitive social mentality [55]. Hence, social mentalities co-regulate
psychophysiological states of interacting individuals [6, 49, 56]. Importantly, whether others are
critical of us, or we are being self-critical, the same threat-based physiological systems are
stimulated [57, 58]. Self-criticism and self-compassion create very different patterns of
neurophysiological activation [57, 58].
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Most approaches to compassion view it as a care-focused motive [6, 41, 59] which can be seen
as a social mentality; that is, a motive with social signal sensitivity for ways of engaging in dynamic
reciprocal interactions [6, 48, 60]. As for all motives and social mentalities, CFT suggests compassion
is operated via a “if A, then do B” stimulus detection-response algorithm and defined as a sensitivity
to suffering in self and others (stimulus) with a commitment to try to alleviate and prevent it
(response) (37). CFT argues that it is very important to distinguish the stimulus sensitivity (e.g.
detection of, and engagement with, distress and needs) from the response functions of compassion,
because they require different skills [6, 16, 38, 61]. Someone can have one without the other. For
example, individuals who are sensitive to distress but do not know what to do can become
overwhelmed or feel helpless and thereby disengage or avoid painful states. Indeed, sensitivity to
distress without knowledge or abilities to take action can increase vulnerability to anxiety and
depression [62]. Hence, both stimulus engagement and taking action require (different types of)
courage and wisdom and operate through different psychophysiological systems [6, 61]. Without
wisdom, compassion can be well-meaning but reckless and harmful. Without courage, people can
know what to do but are too indifferent, fearful or avoidant to do it; for example, standing up against
injustice to others or self, addressing trauma, learning self-assertion, working through feared or
non-conscious rage and grief [11, 63, 64]. In addition, group therapy participants may be sensitive
to the distress of others but not engage with it. They may feel they have too many problems of their
own to engage with them, believe that because they do not know how to help themselves, they do
not know how to help others, and devalue their possible contributions. They may fear their efforts
at helpfulness will be unhelpful or rejected, or believe helping is not their responsibility but that of
the group leader. These can be part of what are called basic compassion inhibitors linked to fears,
blocks and resistances (FBRs) to compassion (and the therapeutic process) [63, 64].

1.1.1 Safety vs Safeness

Crucial to all forms of life are the motives and abilities to address the three major tasks of life: 1.
detecting threats, preventing harm and seeking safety, 2. acquiring resources needed to survive,
flourish and reproduce, and 3. utilising opportunities for settling physiological systems, returning to
homeostasis and physiological patterns conducive to health and safeness [6, 43]. The evolution of
caring and affiliation created forms of relationships that powerfully impact physiological systems
conducive to health and forms of positive affect. In regard to the evolution of caring and its
physiological impacts, attachment theory showed that parents provide offspring with three core
safeness-creating contexts for growing and learning [50, 65-67]. These are: 1. proximity
maintenance, whereby the infant has regular access to a caring other (parent); 2. a secure base,
where the parent protects, rescues and provides resources for the infant, enabling and encouraging
them to learn and adapt to their environments; 3. a safe haven, where the parent regulates the
infant’s emotional state such as with soothing and calming when distressed. Textured through these
interactions are experiences of positive emotions of affection, caring and warmth [43, 68, 69].

These functions can be distinguished between those of safety, where safety is defined as the
absence or prevention of harm, and safeness, as indicated by the presence of helpful, caring others
[39, 44, 46, 70]. Social safety is regulated through the threat system involving the amygdala,
hypothalamic pituitary adrenal axis and sympathetic arousal [71, 72], whereas social safeness
operates through circuits that evolved for social trust and attachment [67, 73]. Numerous studies
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have found that attachment-security priming impacts and attenuates threat processing via different
pathways and systems such as the amygdala [74, 75]. We may feel free from being threatened by
others, but that does not necessarily mean we feel they will help us if they need to give up time,
energy and resources to do so. These are crucial distinctions in group therapy experience.

Importantly, people’s experiences of shame can create anticipations that when they are
emotionally needy or distressed, others are unlikely to be helpful and may not see them as worthy
of being helped [44, 50, 76]. Nearly a century ago, Adler and Wolfe [77], argued that people compete
for recognition and strive to avoid inferiority because they fear others will reject them if they fail
[78, 79]. One of the drivers for some forms of perfectionism is the belief that others will not help
them if they make mistakes, which Dunkley et al. [80, 81] called evaluative concerns. Dunkley et al.
[80] suggested that self-critical perfectionists experience chronic dysphoria “... because they
experience minor hassles in catastrophic terms and perceive others as condemning, unwilling, or
unavailable to help them in times of stress” (p. 235). Crucially, however, this is not only the case for
perfectionists, but for many people who have mental health difficulties. Hence, this is an especially
important dynamic to explore in group CFT because addressing ‘evaluative concerns’ and learning
how to stimulate social safeness processing systems can generate expectancies that others will be
helpful rather than rejecting [6, 11].

1.2 Social Mentalities in Group Therapy

Different social mentalities (e.g. competitive-dominating versus fearful-submissive; socially
trusting versus distrusting, caring versus indifferent or callous) can become activated within group
therapy, influencing relating styles and how connected individuals feel with each other and the
leaders of the group. The social mentalities that are activated (e.g. trust vs distrust; caring versus
competitive) in relational episodes, play important roles in the activation of different
psychophysiological states that can facilitate or inhibit therapeutic change [6, 20, 82]. CFT therapists
guide a client’s attention to these relational and psychophysiological effects and to the advantages
of practising and deliberately stimulating care-compassion motivational processing systems that will
impact styles of social and self-relating. CFT explores how compassionate brain states generate ways
of paying attention, thinking, feeling and acting and can be recruited to engage with complex,
distressed states. This makes CFT ideally suited to group psychotherapy because group
psychotherapy is specifically focused on improving social relating [83].

While many group therapies highlight the importance of developing a secure base and safe haven
to facilitate therapeutic alliance, and the tasks of the group [34, 84], CFT also guides participants to
explore the differences between safety (freedom from threat) and safeness (social trust and the
availability of helpful support) and how these can be created between them. Participants explore
how they would like to contribute to the group’s safety and safeness. As part of this, participants
are introduced to the idea of empathic listening (listening without overly focusing on what to say),
empathic reflections, the importance of non-verbal communication such as voice tones and facial
expressions and various other social skills [11]. Included are the use of Socratic dialogues, guiding
clients to ask questions of each other (e.g. Sam asks Jane: “What was going through your mind?”,
“What were you hoping for?”, “What were you worried about?”, “What do you think could help
you/him/her?”, “What can the group do to help you/him/her?”). Clients can reflect on the value of
validating and reflecting back that they try to understand how ‘John’ or ‘Jane’ feels and share stories.
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Also important are mentalising explorations with each other; e.g. “When you say X what do you
think ‘John/Jane’ will feel or think? Why might that be? What would be your intention for them to
feel/think?” [85]. These intersect with social skills training, which can include assertiveness,
empathy and conflict resolution skills [86], and functional analysis in behaviour therapy [87].

Biopsychosocial processes for caring, social affiliative behaviour and the ‘social brain’ evolved
with multiple adaptations to genetic and biological processes [42, 43, 50, 59, 88-90]. CFT suggests
these motivational biopsychosocial processing systems need to be recruited into the
psychotherapeutic process because they evolved to facilitate emotion regulation (threat-processing)
and build confidence and positive affect linked to affiliation and social safeness [40, 44, 46]. While
most therapies see the therapeutic relationship as a means for the client to experience caring [34],
CFT also focuses on cultivating this motivation system using the three flows of compassion:
compassion for self, compassion for others and being open to compassion from others. Many clients
struggle with stimulating compassionate motives and feelings for themselves, and being open to
and trusting compassion from others [36, 39, 63, 64]. They can be fearful of these behaviours from
others because they can activate memories of aversive attachment experiences. Indeed, there is
now considerable evidence that FBRs to compassion are significantly linked to a range of mental
health difficulties [63, 64], including repression and avoidance of rage and grief [11]. Group
therapies provide opportunities for people to explore these together and work through them.
Hence, group CFT offers a format to engage in the three flows of compassion. The reality of the
inhibitors of compassion highlights the fact that a lot of the central processes of CFT are to address
the FBRs to compassion. As people can begin to generate and experience the three flows of
compassion, they are on their way to change [11, 39].

1.3 Service Evaluation

This service evaluation explored the impact of group CFT for clients who had long-term mental
health difficulties and had been on waiting lists, with a focus on distinguishing safeness from safety
[44] and guiding participants to explore how they can create a secure base and safe haven between
and within themselves.

2. Materials and Methods
2.1 Design

This service evaluation originally used a mixed-methods design. However, in regard to the self-
report measures, some participants felt they did not have the time to fill them in, others misplaced
them and some were only partially completed. Due to insufficient data, and although some
participants showed positive changes on many of the scales they did complete, we have chosen to
focus this report on exploring participants’ experiences using the reflections from the two focus
groups. The first group took place one week after the therapy had ended and the second three
months later.

While the second author and principal therapist (DG) for this group had over 20 years of
experience leading general process psychotherapy groups [2-5] and over ten years of experience
researching and applying CFT to group psychotherapy (including being involved in a clinical trial at
his university; Fox et al. [91]), this particular group experience was unique from any other in which
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he had been involved. More specifically, the guide used for this particular group was written by the
primary author (and founder of CFT). Further, DG and his co-leaders consulted regularly and
received weekly supervision from the first author (PG) whilst leading this group. Given this unique
experience, DG kept detailed notes of what occurred in each session with the hopes of offering
insights to other practicing clinicians about ways this group differed from any other group formats
he had previously used. These observations and reflections are included in the results section below.

2.2 Ethics Statement

As service evaluations are excluded from ethical review in the United Kingdom (UK), we
consulted the UK-based Health Research Authority [92] online decision-making tool, which
confirmed that ethical review was not required. This project was also approved as a service
evaluation by the NHS Trust involved. Informed consent was obtained from participants to publish
this data.

2.3 Participants

The first author approached the local Derbyshire Healthcare National Health Service (NHS) Trust
with the opportunity for a therapist (second author), who was on a training sabbatical with the
Compassionate Mind Foundation, to run a CFT group with NHS therapists for NHS clients. All
participants had been referred for therapy to the Derbyshire Healthcare NHS Trust. They were
identified from waiting lists and their suitability for the CFT group was assessed by their treating
clinicians. Inclusion criteria included those who: were over 18 years old; currently under the Trust’s
care; had a recognised mental health difficulty for which they were having or seeking treatment;
were identified as potential participants for the CFT group by treating clinicians; understood the
purpose of the service evaluation and were interested in taking part; understood verbal and written
English; and understood the nature of and were likely to benefit from group therapy. Exclusion
criteria included: problems that would likely interfere with engagement in a group intervention (i.e.
other major mental health issues, such as psychosis or significant dissociative problems; evidence
of schizoid and disengaged personality disorder; major substance use; organic complications that
would interfere with memory and processing; lack of commitment or interest; issues with
interpersonal engagement; acute suicide risk and evidence of anti-social traits/presentation that
would pose a problem for the group).

Ten clients were invited to the group. One client withdrew before the group started because of
work and personal commitments and another had to leave the group after the 7th session because
their improvement helped them obtain employment. Eight participants attended the majority of
sessions including the final session. The group began with one male and eight females, who were
all over the age of 18. While there was a gender imbalance, the group’s focus on here-and-now
processing allowed for participants to address this by discussing how it was for the women in the
group to have only one man, and what it was like for this man to be the only male in the group. As
noted, five participants attended the first focus group and three of these participants also attended
the second focus group.

All participants had a long history of complex mental health difficulties of various forms and
included people seeking treatment for depression and anxiety disorders, many of which were
textured by trauma history, e.g. verbal, physical or emotional abuse and/or neglect. Beyond the
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reported information above, therapists recorded self-descriptions of mental health concerns that
participants noted (see below). Participants voluntarily provided this information during the group
process, noting they felt safe enough to share them.

e 1 participant self-reported that they had been diagnosed with severe obsessive compulsive
disorder (OCD; which was evidenced during the group sessions by their reassurance-seeking
behaviours).

1 participant self-reported having been diagnosed with autism.

2 participants self-reported being diagnosed with borderline personality disorder.

1 participant self-reported being diagnosed with bipolar disorder.

2 participants reported being assessed for attention deficit hyperactivity disorder (ADHD).
Several participants reported early life adverse events.

Two participants revealed that they were actively experiencing paranoia and had previously been

involuntarily sectioned. One acknowledged experiencing auditory hallucinations during the course
of the group. These issues were only brought to light during group discussions (during times of
processing with one another) and not at the recruitment stage despite the exclusion criteria
including current mental health difficulties related to psychosis. However, these participants
wanted to and felt able to stay part of the group. Importantly too, all participants had a long history
of different types of psychological and pharmacological interventions. Hence, this was a
heterogenous group of outpatients with complex psychiatric comorbidities which was
representative of ‘real world” mental health community samples and services.

2.4 Procedure and Intervention

The second author who was on a training sabbatical from Brigham Young University in Utah was
the principal therapist, supported by three NHS therapists (one clinical psychologist and two clinical
psychology trainees). Partly due to the time of the principal therapist’s stay, the group ran for 11
sessions over 13 weeks (including two breaks of one week between sessions 3 and 4 and sessions 9
and 10). Participants suggested the two breaks were helpful for letting them consolidate and
practise the interventions they had been covering in the modules. Our experience of delivering CFT
with clients with a diagnosis of bipolar disorder [1, 29] suggested that running all sessions
sequentially may not give participants enough time to settle into practice.

Each session lasted two hours and included a 10-15-minute tea break provided about midway
through. Drinks and snacks were provided each week by the therapists. CFT encourages tea/coffee
breaks to enable participants to socialise between themselves and talk to the therapists.

The first author and second author (principal therapist) met each week to review the process and
progress of the group and to refine the modules for each session. The first author also offered
supervision to the therapy team each week. A brief outline of the modules is available in the
supplementary materials Table S1. A detailed description of all sessions is currently being prepared
for publication. We tried to keep the sessions participant-led so it is important to note that the
module content may take more than one session depending on participants’ needs.

At the start of each therapy session, the principal therapist and his co-leaders began with a
soothing rhythm breathing (SRB) exercise, then invited participants to check-in to reflect on how
things had been going for them regarding the group and their progress, and how they were finding
their personal CMT practices. A considerable amount of time during check-ins was spent exploring
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their FBRs. There was an emphasis on de-shaming and trying to approach difficulties with curiosity
rather than self-criticism. Examples of difficulties include participants forgetting the content of the
group, struggling to do some of the exercises, believing they were not doing very well, or feeling
they had dealt with a life event poorly. Hence, during check-ins, therapists helped participants re-
focus their attention and views and invited reflection on possible negative bias and ways they were
connecting with one another. During these encounters, participants also were able to focus on
helpful and supportive interactions they had with each other when they were struggling.

CFT offers a range of different types of psychoeducation in relation to the nature and working of
mental processes. We usually provided this psychoeducation after participants had checked in. That
being said, psychoeducation was consistently interweaved throughout the process of the therapy.
As psychoeducation developed through the course of therapy, concepts were used to help
participants formulate difficulties. For example, we helped participants conceptualise certain
difficulties in relationship to their ‘multimind’ or ‘tricky brain’, or how easy it is to lose a sense of
mindfulness.

After each session, the principal therapist sent an email to all participants containing one short
and one long summary to serve as a recap. These were provided to help participants with different
attentional and memory abilities. Participants reportedly found this very useful and described this
as a journal of their unfolding process. These emails included recordings of the practices done in
session for participants to listen to in their own time.

2.5 Data Collection

All participants provided written informed consent for the evaluation of the group which
included completing pre and post outcome measures and participating in semi-structured focus-
group interviews. Participants were advised that if they did not wish to participate in the service
evaluation or wanted to withdraw, they would still receive all treatment as per normal practice.
Participants were informed that all data would be anonymised to protect confidentiality. During the
first and final sessions, participants were provided with a questionnaire pack containing five
validated scales measuring various indicators of mental health, affect and trauma, and six single-
item questions. They were asked to complete these and return them to the therapists. As
mentioned, several participants did not return the questionnaires for the reasons listed above and
given that there was a substantial amount of missing data, the quantitative data we obtained was
not complete enough to be used in the evaluation. Thus, we focus on the information gathered via
the focus groups.

2.6 Focus Groups

Participants took part in two semi-structured focus groups immediately after the end of the
therapy and at three months’ follow-up to explore their experiences of the intervention. These focus
groups were recorded and transcribed using transcription software. Transcripts were manually
checked to ensure they were verbatim. All participants were given pseudonyms to preserve
confidentiality.

Both focus groups were led by the same interviewer, who was not involved in the therapy group,
transcription or analysis. Table 1 summarises the questions that were asked in the first focus group.
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Table 1 Focus group 1 questions.

Focus Question
Looking back, did you have any thoughts,
1. Participant views of the group hopes or worries about what this group

might be about or like?

What was it like being a member of a
compassion focused group?

What did you think about CFT and the model
around the tricky brain?

2.  CFT group experience as a whole

3. Experience and impact of the CFT model

4. Impact of CFT exercises How did you find the practices and exercises?

, i L What was your journey like in coming to
Experiences of and changes in self-criticism . .
5. understand your self-criticism and trying to

and self-compassion ) .
use self-compassion with yourself?

Future use of CFT outside of the group in How do you plan or hope to use CFT for the
everyday life rest of your life?

The second focus group took place three months after the end of the therapy course. However,
only three participants were able to attend. Those who could not attend gave different reasons for
this, such as physical illness, work and family commitments. The questions focused on similar
themes and explored participants’ experiences during the three months following the therapy.
There were changes in the wording of the questions to reflect that this was three months post-
therapy, rather than shortly after.

2.7 Data Analysis
2.7.1 Focus Group

Data analysis was conducted using Reflexive Thematic Analysis (RTA; Braun & Clarke [93, 94]),
which is a stepped analytical method appropriate for focus group research. This involves careful
reading of the narrative content to familiarise the researcher with core themes, and then creating
codes representing these themes. The six phases of RTA, as developed by Braun and Clarke, are: 1.
‘familiarising yourself with data’; 2. ‘generating initial codes’; 3. ‘searching for themes’; 4. ‘reviewing
themes’; 5. ‘defining and naming themes’; and 6. ‘producing the report’. This was a deductive
analysis using the CFT framework as guidance. Additionally, the reflexive process was used to reduce
the risk of bias through conscious awareness of any assumptions surrounding CFT.
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3. Results

Five participants took part in the first focus group and three in the second. One of the reasons
for the lower attendance was because some of the participants gained employment over the course
of the therapy and were not available, and some experienced physical illness (e.g. flu).

3.1 Focus Group 1

From the first focus group, four main themes emerged: ‘from threat to safeness’;
‘psychoeducation’; ‘experiential practices’, and ‘on becoming compassionate.” These and their
subthemes are discussed below.

3.1.1 Theme 1: From Threat to Safeness

As is common in beginning group therapy, participants acknowledged feeling daunted and
worried about participating. These fears typically centre around those of social anxiety, feeling
overwhelmed, socially intimidated and being misunderstood [35, 95]. Given that it is so common
for participants to be anxious, worried, and afraid of attending group therapy, this group spent the
first few sessions specifically addressing these issues through the lens of differences between safety
and safeness and spent time exploring how to create social safeness [44, 70]. It is illuminating how
participants perceived these discussions on safety vs safeness and how quickly their initial anxieties
about attending group therapy settled with being able to talk about their needs for safeness as well
as safety.

Yasmin. The speed that the group got together... it wasn’t long before we were talking and
sharing ideas and supporting each other.

Samantha. | thought it would be a bit awkward in terms of me being shy... [but] we felt at ease
so quickly.

Eliza. | was very worried about the group and if it would actually help... | felt very welcomed
in... | fitted in quite quickly, um, and | almost straight away gained that trust with everybody
that I could say what | felt.

Tom. | found it quite, you know, daunting... but uh pretty much straight away from seeing
[therapists]... | felt calmer and more relaxed in my thoughts and was able to express myself,
you know, and not be sort of overly anxious or paranoid... | was a bit apprehensive about
starting it... but um | can say it’s been a very positive experience.

Participants reflected that a sense of safeness emerged from how the group was contextualised
and the discussion of the differences between safety and safeness, and that sharing and creating a
sense of connectedness counteracted their sense of aloneness:

Samantha. I think actually it was the first session, [therapist] sort of said ‘right, this is a safe
space, you can say and be what you want to be,” kind of thing, um, and it was that, like, instant
realisation... | didn’t understand the term ‘safe space’ until | was in it and | just felt like | can
say and be who | am without judgement... [that] was the biggest thing... because we’re all
having similar... experiences and to and to be able to talk to other people about those
experiences and not feel judged.

Safety and safeness emerged from feeling free to speak without judgement or expectation.
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Samantha. the feeling that | felt that first day when | was like, ‘oh my god... | can be myself'...
straight away that we’re safe, there’s no judgement.

Eliza. feeling of the trust and feeling comfortable and feeling safe and not feeling judged comes
first and... [then] | was able to take on board everything that was said in group. Um, so if, for
someone from an outside point of view, first | wouldn’t say ‘right, okay, | want you to know
that there’s threat, drive, soothe’, | would say ‘I want you to know that this is a safe place and
you can, you can say how you feel and you won’t be judged and...you’re with similar people’.

Part of creating a sense of safety and safeness is feeling listened to and validated. Hence, the
therapists helped participants explore compassionate listening through an exercise in which they
paired off and one participant listened to another talk for a few minutes about a small life difficulty
without responding verbally. After they listened, the participant was asked to reflect what they
heard. Then the dyad switched roles. Some participants found practising these skills difficult.

Yasmin. That [compassionate listening] was really awkward in that we, not that we didn’t
want to talk to each other, it was kind of like ‘right, | don’t know what to say now’ ... the
majority of us came back to the group and went ‘oh, that was a bit weird, didn’t like that’.
Samantha. That [exercise] could have been... a bit more beneficial if it had been a bit later
down the line. [in the therapy course]

As part of the therapy, participants would ‘check in” with each other at the beginning of each
session where they exchanged stories about how things have been going for them and how the
practices of compassion were during the previous week.

Eliza. | think we were compassionate when we listened during the check-in.

As participants began to develop their compassionate ways of relating to themselves and others,
this had a major impact on their experiences of feeling safe in the group.

Alice. | wasn’t sure that it was the right group for me, | was that anxious, | felt so um self-
centred... but as the weeks have gone by, I’'ve become uh | think less anxious and um, yeah,
the compassion, yeah, I’'ve taken it on board... | felt supported and | wanted to support, um,
everybody else and even if |, uh, couldn’t articulate myself very well... | still benefitted from it.

Therapist Presence.
Appropriate therapist self-disclosure and personal sharing contributed to a sense of safeness,
connectedness and was de-shaming.

Samantha. For them [the therapists] to join in and show that actually we, we [the therapists]
do have our own, um, things going on and that we can be just as, um, self-critical and that sort
of thing, it, it just made us feel more human.

Yasmin. | want to say thank you to you [therapists]... the fact that you have been part of it
rather than being somebody that sits on the outside um and shared experiences that are real...
it has been very genuine.

Participants felt their views and opinions were respected, valued and accepted by the therapists
and were actively involved in the group decisions as noted by Yasmin.

Samantha. They [therapists] made us feel like we, we mattered.
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Tom. It wasn’t like a lecture, it was more like a get-together, a social gathering, you know...
There was a genuine connection between us.

Yasmin. I’ve felt like I'm really part of something... we came up with our own sort of boundaries
about what we would accept as a group and not accept, um, and that was nice... it was us
[participants] that were saying ‘this is how | want it to go’.

Safeness and Playfulness.

The creation of an experience of interpersonal safeness is central to CFT group therapy. To
facilitate this, therapists can bring in a texture of gentle playfulness and humour. These are brain
states that are conducive to open exploration and can help settle the threat system and create a
sense of secure base [96, 97].

Samantha. (addressing Therapist) I’'m just laughing at last week’s story about your... thing
(group laughs) so we know that’s real.
Yasmin. It was okay that we had a laugh.

3.1.2 Theme 2: Psychoeducation

Participants were not familiar with the model prior to the CFT group. CFT discusses the fact that
our brains are built for us (by DNA) not by us. As such, brains come ready made with potentials for
all kinds of helpful but also difficult motives and emotions. For example, no-one chooses to have
panic attacks, become depressed or have rages. When triggered, these brain states can take over
attention, thinking, behavioural impulses and what is happening in our brains and body — even
against our will. To cope, we can learn to work with our brain states rather than blame or shame
ourselves for them. This is called ‘tricky brain’, highlighting the fact that these tricky potentials can
at times be harmful to us and others through no fault of our own. This discussion about our inherent
genetics and tricky brain is to de-centre, defuse and de-shame, whilst also to facilitate empathic
mindfulness of triggered brain states, and to generate commitments to work with our tricky brains
compassionately; that is to live to be helpful not harmful. Participants responded to this
psychoeducation by sharing how they found these ideas useful.

Eliza. | thought that was really helpful... to label it as something, as a tricky brain... For so long,
you think almost it can’t be helped... like ‘I've been like this for so long.” Um but then it’s fine,
you’ve just got a tricky brain. And then it’s just like coming to terms with it and it’s like, okay
then, | have got a tricky brain, it’s how I’'m going to now work with it, um and especially the
threat, the drive and the soothe, um, | think talking through it helped and then outside of here,
in certain situations, I’'m like, right, I’'m in threat (laughs) I need to go to soothe.

Yasmin. ! live in a threat system, my whole life has been that, um, my brain never shuts up and
whatever situation I’'m in, straight away | go into the worst-case scenario... but | think because
it [the model] was explained, like you said, it wasn’t that ‘it’s your fault, why can’t you, why
can’t you do better? Mindfulness bleh’... because it’s been explained in a different way in terms
of, um, that ‘okay your mind is in threat now and you are in that state of mind’... | understood...
it’s a good model.
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3.1.3 Theme 3: Experiential Practices

CFT utilises compassionate mind training. These specific exercises are designed to be practised
over time to stimulate compassionate brain states. Participants found the body focused exercises
such as soothing rhythm breathing, and use of body posture and facial expressions, very helpful.
There is good evidence that these have powerful psychophysiological effects [98, 99] and are used
for this purpose in CFT [45, 100].

Samantha. | felt like Speedy Gonzales running into a room and then sitting down and then
doing this exercise [soothing rhythm breathing] where it slows you down and makes you
become mindful, and I just felt like | could like come to a screeching halt, but in a good way,
like ‘oh my god, like, so much has been going off and now my brain can slow down, it can
breathe and it can relax’ and it had that effect, but it also had a follow-on effect with my body
as well... | love the breathing... | always tend to arrive anxious... so the breathing for me helps
just bring me back down.

Eliza. | found that [soothing rhythm breathing] really helpful to then use that outside of this
group because of the repetitiveness of the words that was being spoken during that few
minutes, | can almost tell you now what [therapist] was saying.

Working with Challenges with Imagery.
CFT invites participants to use various imagery practices, for example of a safe place, being

compassionate to self and others and receiving compassion. CFT seeks to help participants change
brain states and ‘bring online’ compassionate forms of attention, thinking, emotion, body
experiences and behaviours. However, it can take people a while to understand what imagery is and
is not and to work through various blocks and connect physiologically to their images. CFT
encourages practice and recognises that increased practice will result in increased competence.
Once a person feels more competent, they are also more likely to continue with the practices.

Tom. I [had] sort of mixed, you know, success with the exercises. Sometimes | could think and
focus on it properly and sometimes | couldn’t... there’s all these different elements all coming
together at the same time when you’re trying to do these exercises and it’s challenging, you
know, it’s hard work uh but it’s also incredibly helpful.

Yasmin. I’d said ‘oh, | can’t do that visualisation, there’s no way | can do it’, it, it was
acknowledged and it, it [therapists] kind of was like, ‘well think about it in this way instead
then and try and look at it like that'... | didn’t go straight into what | would normally have gone
into: ‘oh my god, you’re ridiculous, everybody else in the room can do that and you can’t’,
instead | was kind of like ‘well, you know, you can’t do it but look at it in a different way.’
Eliza. In the soothing rhythm [breathing], | remember Yasmin saying ‘but it’s not comfortable
when you’re sat like this’ and [therapist] took that on board and actually said ‘no, obviously
do it in a way that’s comfortable for you’ and that really helped.

Other than some participants finding the imagery practices challenging (as well as the
compassionate listening practices addressed earlier), when asked if there was anything they would
have changed about the therapy, they only offered positive feedback.
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3.1.4 Theme 4: On Becoming Compassionate

As the therapy progressed, from around the halfway stage, participants reported that they
noticed changes in their thoughts, behaviours and mental health, an increase in all three flows of
compassion; for self, for others and in receiving compassion from others (especially in the group).
They reported that these became automatic for them, bringing an increase in confidence.

Eliza. About halfway through | noticed that | was actually being compassionate to myself.
Samantha. Since joining the group... I've learned that | can be more compassionate... in the
first couple of sessions, even though | felt the safe space thing, | still thought ‘well, I’'m not
getting much else from it’, like yeah it’s usually negative thoughts, isn’t it, telling you the
opposite so you can do a runner um but... in like week five or six... | explained [to my mum)]
that | had this moment at work where | was like ‘I've made a mistake but you know what,
you’ve made a mistake, it’s fine’ and it was only when | was like sort of verbalising it to my
mum that my brain went ‘hello, you’ve been compassionate’... I’'m actually getting something
subconsciously, | didn’t even realise I’d started doing that... | can be compassionate towards
myself if | put my mind to it.

Yasmin. From being a child, I’'ve always been made to feel like ‘I’'m lazy, I'm stupid, | can’t do
this, I can’t do that’... | criticise everything that | do and straight away, everybody else matters
but me... being a part of this [group] has made me think, well actually you know, you do matter.

Eliza explained that from the group experience, she recognised she can receive compassion and
be compassionate to others.

Eliza. Quite quickly, we learned that we could be compassionate to others... before this, | was
very much like ‘I don’t think | can be compassionate to myself, | don’t think | can be
compassionate to others and | don’t think | can receive compassion’, whereas when... you’re
just having conversations and... [noticing] | received compassion and noticing that actually |
can be compassionate to somebody else, then like ‘right, so if | can be compassionate to
somebody else, why am | not giving myself that same compassion?’

Participants observed an increase in their compassion for those within the therapy group. For
example, Alice explained that she shifted from feeling ‘self-centred’ at the start of the group to
wanting ‘to support’ the group participants over the therapy course.

Alice. | wasn’t sure that it was the right group for me, | was that anxious, | felt so um self-
centred... but as the weeks have gone by, I've become uh | think less anxious and um, the
compassion, yeah, I've taken it on board... | felt supported and | wanted to support, um,
everybody else and even if |, uh, couldn’t articulate myself very well... | still benefitted from it.
Samantha. I've always had family around me, I've always had friends around me and then as
| started to have struggles, relationships became strained and then there were times when |
felt like I’'m completely on my own... coming here, and only knowing these guys for um a
number of weeks... it was a new experience for me to start to realise that | actually care...
about these people and | think it’s because | know their pain... | can empathise... | can care for
other humans that aren’t family or friends.

Samantha also reflected on a number of experiences of being compassionate. One example was
empathising and being compassionate with another participant who was experiencing anxiety.
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Samantha felt able to reassure her, to show common humanity and that she (her peer) was not
being judged.

Samantha. We know how crap it is to feel the way we do... | wouldn’t want you to feel that
pain, so if this is helping and you’re saying that it’s helping, then we’re happy for you.

This increase in compassion, for others and for self, extended to relationships outside of the
therapy group such as relatives and strangers. For example, Eliza and Tom learned compassionate
ways of approaching social situations. Alice became able to disclose more honestly about her mental
health to close family members. Samantha developed assertiveness and started prioritising her own
needs and not accepting poor treatment from others.

Samantha. | have noticed a big thing very, very more recently... [I've] struggled with
relationships and how people have treated me um and but basically that’s knocked my
confidence in six feet under... | find myself, in particular since I’'ve started here funnily enough,
um, putting myself first, uh, in terms of, um, relationships... I've been a bit more sort of ‘no,
I’m not accepting that behaviour anymore’... 've made myself number one, which | don’t think
I've ever done. So, | think that’s, taking it forward, that’s the big thing that | see myself, um,
using it for.

Tom. It’s a journey, you know, it’s an experience that you can constantly build on and improve
on. Uh and you learn things, you know, through life experience that test your compassionate
side and you’ll deal with it in the best way you can. But there’s sort of a big difference in my
behaviours, uh, and [my] body language towards people, especially strangers, um has changed
quite dramatically, so yeah, I’'m very lucky to have been part of this group.

Alice. She’ll [relative] ask me how | am... I've just learnt not, you know, to say ‘I’m fine’... things
are better that way, you know, things have been better between us.

Eliza. It has been very helpful for me um | did say to [therapist] | am quite amazed at how, at
the difference | can see in myself over the past 11 weeks. Um, just in situations where I’'ve been
able to be compassionate to myself but also recognise other people, sometimes | can struggle
judging how other people are feeling in the situation which could potentially make me quite
confrontational... doing this [group CFT], I’'ve learned how to approach certain situations,
certain conversations, which has helped me massively.

Life-Changing and Hopeful.
Overall, participants felt the group CFT was a transformative experience. They observed changes

in themselves and other group participants, including increased courage and confidence,
throughout the therapy course. One participant expressed that they had been more outgoing and
noticed improvements to their mental health, describing the experience as ‘life-changing.’

Samantha. [Fellow participant] was very quiet when we first started but then [they're] more
involved and been talking a lot more and it were nice to see.

Tom. I was suffering from a lot of anxiety which led to depression and coming to this group,
I've noticed a massive, you know, improvement in my mental health, I’'m able to do so much
more things now, you know, than before the group. So, for me, it’s been a life-changing
experience, quite genuinely.
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Participants reported that they will use CFT techniques in their everyday lives. This was related
to gaining insight, recognising the value of compassionate brain states and how to generate and
practise them. Participants explained they will prioritise their mental health more in the future by
using the compassion skills they developed over the therapy.

Tom. I've learned some really useful tools and techniques in Compassion Focused Therapy
which I look forward to, you know, expanding on and using in my, sort of, daily life.

Yasmin. I’m not saying that | won’t lapse, I’'m not saying that I’ll still not sit there sometime
and go, you know ‘your crap, what’s up with you?’ Um, but | also, I’'m quite hopeful that I'll be
able to take some of what I’'ve done and see myself in a different light.

Samantha. I’'m making progress but it is going to be a long journey.

3.2 Focus Group 2

Given the small sample and that the themes of the second group substantially overlapped with
those of the first, we provide only a short summary of the second follow-up focus group. This group
was held three months’ after the end of the therapy group and was attended by three participants.

Participants shared that their lives post-therapy group had been ‘up and down’ for reasons such
as difficult family relationships, physical health difficulties and time of year (winter). Despite these
challenges, one participant (Tom) reported that this CFT group had transformed his life: ‘[I’'m] living
life better than | ever have’. Observable, positive changes in participants’ lives were reported,
including a decrease in suicidal ideation and an increase in independence, confidence, self-assertion
and self-compassion.

Examples from Alice include:

Alice. When | started the course, um, the suicidal thoughts were terrible and they’ve more or
less diminished.
Alice. | think | have [been less critical of myself].

Examples from Tom:

Tom. It's [the group's] changed my life in a very positive way and, uh, I'm able now to sort of,
uh, be independent, you know, in my activities, in my life, and that's a really positive thing so
that's good progress... | haven’t been taking care of myself as well in the past. But nowadays
I'm taking care of myself, you know, um, doing the washing up, you know, cleaning the house
and all those normal things on a regular basis and I'm, I'm sort of living life better than | ever
have, really.

Tom. At Christmas, actually, | feel very sort of isolated and not really knowing that anyone
really understands me, but I've grown to learn that that's not the case, people do actually
understand me and how, how | am and the way I think, and, and that's and that's okay. And,
and that's been a really positive attribute that I've learned through the group.

Tom. It's um, given me a new lease on life.

Tom. Probably the main thing I've learned from it is that sort of, to stay in that compassionate
mindset and not to get too upset when people say things that might upset you, family, or
friends, or whatever, and rise above that and think in a sort of logical way.

Tom. Learning new skills, you know, and new sorts of abilities | didn't really know | had, and
that's all been an absolutely incredible experience.
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Examples from Yasmin:

Yasmin. I've been sticking up for myself a bit more than | probably did before.

Yasmin. I'm a lot better at being able to say, that ‘no, you, you, you know, this, it's not you,
you can't help your health conditions, you can't help all the things that are happening, it's not
your fault.” Um, so | have got better at that. But like | said, I've still got a long way to go. But,
the fact that | can actually do that now is a, is a massive positive.

Yasmin. The fact that | can actually say ‘now Yasmin it's not your fault.” That's, that's a massive
thing for me. But, but | think | got more, | got quite a lot out of this course when, because | felt
a part of it.

Yasmin. I love the breathing stuff, I've done that, | do that, | try and do that regularly.

Yasmin. I've been able to step back a little bit from that and think: ‘um, it's not me, it's not,
there's not something wrong with you.'

Yasmin. sometimes | feel really useless, but I'm also now able to look at it in a different way,
um, and, and kind of challenge the fact that, so like that, like with my mum saying, ‘you know,
you do know you're going to lose your job’, it were like, I, | sat there and rather than me go,
‘veah, it is my fault, | am going to lose my job, aren't |, that's because I'm useless’, it was like,
‘thanks for that mum, thanks for that, that's really helped me feel good about myself. I'm going
to ignore you.’

Yasmin. I've been able to change it, change it from straight away going into that, that ‘me, it's
my fault’, to be able to go, ‘well actually it's not’.

They reported that they practised compassion to self and receiving compassion from others post-
therapy. Participants talked about the benefits of writing compassionate letters to oneself. Tom
explained that re-reading their compassionate letter since the therapy ended was ‘revealing’ and
‘helpful’ and that this was the ‘best’ exercise. They had also continued practising the SRB exercise.
Regarding the therapist emails, the provision of both long and short summaries from each session
was given high praise for accommodating various attention spans. Participants were provided with
physical CFT booklets containing all email summaries at this three-month follow-up. They expressed
that they were pleased to receive these booklets and said they would use them in the future. Yasmin
advocated for more regular socialising with the WhatsApp group (created by the participants during
the CFT group).

3.3 Therapist Observation and Reflections

We would like to offer some general observations that seemed to be particularly important for
this group. Many participants in this group had been unemployed for some time, but five
participants developed the confidence to seek employment during the 11-week therapy. One
participant reported being offered a job, which although he or she did not take up for practical
reasons, this gave them a major “boost”. Another participant had to leave the group after the 7t
session because of the demands of their new job but sent the group an email expressing their warm
wishes, their desire that the group know they cared about them, and thanks for what the group had
provided for them. The group seemed to be moved by this email.

In terms of connection and the concept of ‘holding in mind’, we asked the group if they would
like for this participant to hear about the continued work of the group and the weekly summary
emails we sent. The group enthusiastically expressed feelings that this was a good idea and would
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like for this participant to know that she was being held in mind and remembered. Subsequently,
we wrote her the following email in Figure 1.

From:
Sent:
To:

Dear X

Thanks so much for letting us know about your situation. We let the group know that you won’t be able to
continue attending. As you might imagine, they were sad that they won't get to interact with you in person
and they were also very understanding of your situation. They wanted to make sure we sent along their
best wishes for you and their hopes that you're doing well.

We asked the group what they thought about continuing to send along summaries from our group each
week and they all said that they were totally fine with that. Is this something that you would like? If so,
please let us know and we’ll continue to send the summaries along. Even though you won't be in the group
physically with us, we'll be thinking about you and holding you in the group in spirit. If circumstances switch
on any given week and you are able to join, please know that you are very welcome to attend (even if it
can't be consistent).

Thank you again for reaching out.

Compassionate Wishes,

Therapist 1, 2, 3 and 4

Figure 1 Example of email to participant who could no longer attend.

For those who continued, given the long-term complexity of the participants’ mental health
concerns, it was heartening that they never missed a session without letting the group know. They
offered sentiments such as “l wish | could be there with you next week” or “I'll miss you and will be
excited to see you again,” indicating a strong sense of connectedness and wanting to convey a sense
of valuing the support and contributions of the group. In CFT, it is important to generate a sense of
connectedness in which participants can feel ‘held in mind’, even when unable to be physically
present. It was a heartening experience to see how the group generated this connectedness.

We spent time addressing a repeated theme of: “l almost didn’t come to group today because...”
(e.g. ‘1 didn’t complete the measures,” or ‘I didn’t know if | was contributing anything,” or ‘I didn’t
want to ruin the group with my negativity,” or ‘I can’t do the visualisations like you all can’). They
followed these types of statements quickly with, “But then | came because...” ‘I just really like being
here with you all,” or ‘this is the one place | feel safe,” or ‘I just thought I'd come and listen but not
say anything,” or ‘l didn’t want to miss out’. Importantly, they came to talk about the group in ways
that indicated they viewed it as both a secure base and safe haven and that this was one of the
primary reasons for attending, not at first necessarily believing CFT would help them. Hearing these
self-reported difficulties made it even more impressive that so many improved in the ways that they
did (especially with several participants gaining employment). More specific therapist reflections
organized into themes are presented in the supplementary materials Table S2, which we hope will
be useful to practicing clinicians.
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4. Discussion

This paper reflects on the processes of an 11-week CFT group for people with various chronic
mental health difficulties, who had therapy previously and were on hospital outpatient waiting lists
for further help. Although there were fewer participants than hoped for in each of the focus groups
due to other demands like getting a job and also ilness, those who did attend provided a wealth of
information about their experiences of CFT. Reflexive thematic analysis [93, 94] identified several
themes. First, participants reported that understanding and then creating a sense of safety and
safeness increased their ability to connect with each other and the group facilitators. Over time it
helped them feel comfortable enough to share aspects of themselves they may not have shared
before. Such sharing is both de-shaming (safety) and enables feelings of connectedness (safeness).
Second, providing information about the evolved functions and social constructions of our minds,
how we have ‘minds that have been built for us, not by us’, with guided discovery practices of how
thoughts and imagination can influence the body and the brain, was revelatory. Participants
reported that coming to understand that evolution has not built brains for happiness but to survive
and reproduce, and are ‘tricky to handle’ and that different emotions like panic or depression can
be triggered against our will, was de-shaming, reduced hostile self-criticism, and increased self-
acceptance. They began to recognise that, rather than thinking that there was something wrong
with them, it was more helpful to recognise that there are patterns in our minds (brain states) which,
through no fault of our own, can be easily triggered, unhelpful, generate distress and suffering and,
at times, be harmful. The concepts of ‘it is not my fault to have a brain like this’ and how to take
responsibility to enable oneself to be helpful and not harmful were also experienced as revelatory.
They facilitate ‘standing back’ and becoming more mindful and observant rather than being shaming
and blaming of the ups and downs of their mind. This also helped reduce the self-attacking criticisms.
Participants reported they were gradually able to move into taking a compassionate approach with
themselves and others, suggesting changes in all three flows of compassion.

Third, over time, participants identified a number of benefits from creating and activating
compassionate brain states. These included ways of being helpful in coping with stress, working
with harsh self-criticism, becoming more assertive, being helpful to others and being more trusting
and open to receiving compassion from others. They recognised that these were skills they could
continue to develop as their lives unfolded, and they had notes, write ups, and practices they could
repeatedly return to. The World Health Organisation [101] points out that ‘mental health is a state
of well-being in which an individual realizes his or her own abilities, can cope with the normal
stresses of life, can work productively and is able to make a contribution to his or her community’.
We were heartened therefore to see how CFT had enabled five participants to seek employment
after being unemployed. Moreover, participants’ quality of life improved over the course of the
therapy, for example by improving relationships with others and increasing confidence in daily life.
In terms of group processes, participants consistently discussed feeling connected with one another
and that this sense of connectedness helped them to engage in therapy in meaningful ways.

Taken together, this service evaluation indicates important themes within CFT that people found
helpful. These include the importance of creating a sense of safety and safeness early on in the
therapy via helping participants understand the differences between these two processes, which
became the basis for the sharing of hopes and fears and how to be supportive and understanding
of each other. CFT psychoeducation gives an evolution informed framework for contextualising how
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we can understand and work with our tricky minds. Shame and negative self-evaluation are such
major themes for those struggling with mental health difficulties that finding new ways to address
them is imperative. Overall, it is important to help people understand that cultivating compassion
is a biopsychosocial process, and the value of paying attention to physiology and ‘body experiences’,
mental states of thoughts and feelings, and also social behaviours. All of these components support
the process of CFT.

4.1 Limitations

As this service evaluation explored how CFT can help people with chronic difficulties within a
mental health service, we did not set out to identify particular diagnostic groups or people with
particular mental health difficulties. Therefore, we cannot suggest any changes were linked to
particular mental health difficulties and CFT, only that a relatively short CFT intervention was helpful
for most. The sample comprised mostly of women, therefore exploring men’s experiences of a
safeness-focused group CFT would be of interest. Furthermore, the quantitative data was too
incomplete to be usable (as discussed earlier). In a future service evaluation, reducing the number
of self-report scales administered or using shortened versions such as the short-form FSCRS [102]
may help the completion rate. For participants with long-term mental health problems and those
who have trauma in their background, 11 sessions can seem rather short and longer therapies may
be beneficial. However, studies have shown that short, group-based CFT can build resilience and
help people process trauma even without engaging with details of trauma memory [20]. As people
learn how to generate the processes of compassion within themselves, many have felt able to soften
shame, self-blame and harsh self-judgments, and compassionately approach their life difficulties.

Acknowledgments

We are very grateful to the participants for taking part and providing valuable insights into their
experience with group-based Compassion Focused Therapy. We also thank the Derbyshire
Healthcare NHS Foundation for their support. We are grateful to Dr Wendy Wood, Dr Louise Braham,
Dr Rachel Sabin-Farell and Chloe Taylor for their support in the planning and implementation of the
project. We would like to thank Dr Kristin Koller-Schlaud for her support with editing the manuscript.

Author Contributions

Paul Gilbert: Conceptualisation; methodology; resources; visualisation; supervision; data
curation; formal analysis; writing — original draft; writing — review and editing. Derek Griner:
Conceptualisation; investigation; visualisation; writing — original draft; writing — review and editing.
Kelly Morter: Project administration; investigation; resources; data curation; formal analysis;
visualisation; writing — original draft; writing — review and editing. Ptarmigan Plowright: Project
administration; investigation; resources; data curation; visualisation; data curation; formal analysis;
visualisation; writing — original draft; writing — review and editing. Jaskaran Basran: Project
administration; investigation; methodology; resources; formal analysis; visualisation; supervision;
writing — original draft; writing — review and editing. Hannah Gilbert: Investigation; formal analysis;
visualisation; writing — original draft; writing — review and editing. Victoria Nithsdale: Investigation;
resources; writing — original draft; writing — review and editing. Eva Rogers: Investigation; resources;

Page 21/27



OBM Integrative and Complementary Medicine 2026; 11(1), doi:10.21926/0bm.icm.2601005

writing — original draft; writing — review and editing. Yoram Giglio: Investigation; resources; writing
— original draft; writing — review and editing. Corinne Gale: Investigation; methodology; writing —
original draft; writing — review and editing.

Competing Interests
The authors have declared that no competing interests exist.
Data Availability Statement

The data that support the findings of this study are available from the corresponding author upon
reasonable request.

Additional Materials

The following additional supplementary materials are uploaded at the page of this paper.

1. Table S1: Brief module outline.
2. Table S2: Therapist Reflections (DG).

References

1. GilbertP, ProcterS. Compassionate mind training for people with high shame and self-criticism:
Overview and pilot study of a group therapy approach. Clin Psychol Psychother. 2006; 13: 353-
379.

2. Cattani K, Griner D, Erekson DM, Burlingame GM, Beecher ME, Alldredge CT. Compassion
focused group therapy for university counseling centers: A clinician’s guide. New York, NY:
Routledge; 2021.

3. Erekson DM, Griner D, Beecher ME. Compassion focused therapy for groups: Transdiagnostic
treatment for turbulent times. Int J Group Psychother. 2024; 74: 149-176.

4. Griner D, Erekson DM, Beecher ME, Cattani K, Burlingame GM. The power of compassion in
group psycotherapy. J Clin Psychol. 2022; 78: 1601-1612.

5. Griner D, Beecher ME, Burlingame GM, Erekson DM, Cattani K. Compassion focused therapy in
groups. In: Compassion focused therapy. London, UK: Routledge; 2022. pp. 413-426.

6. Gilbert P. An evolution and compassion informed biopsychosocial approach to the challenge of
building an integrated science for psychotherapy. In: Integrating psychotherapy and
psychophysiology. Oxford, UK: Oxford University Press; 2024. pp. 13-52.

7. Kirby JN, Petrocchi N. Compassion focused therapy—What it is, what it targets, and the evidence.
In: Handbook of self-compassion. Cham: Springer International Publishing; 2023. pp. 417-432.

8. Petrocchi N, Di Bello M, Cheli S, Ottaviani C. Compassion focused therapy and the body: How
physiological underpinnings of prosociality inform clinical practice. In: Compassion Focused
Therapy. London, UK: Routledge; 2022. pp. 345-359.

9. Cuppage J, Baird K, Gibson J, Booth R, Hevey D. Compassion focused therapy: Exploring the
effectiveness with a transdiagnostic group and potential processes of change. Br J Clin Psychol.
2018; 57: 240-254.

Page 22/27


https://www.lidsen.com/journals/icm/icm-11-01-005/obm.icm.2601005-supplementary.pdf
https://www.lidsen.com/journals/icm/icm-11-01-005/obm.icm.2601005-supplementary.pdf

OBM Integrative and Complementary Medicine 2026; 11(1), doi:10.21926/0bm.icm.2601005

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

Dafters B, Mackintosh S, Irons C. A service based evaluation of compassion focused group
therapy within a community mental health team setting. OBM Integr Complement Med. 2022;
7:048.

Gilbert P, Simos G. Compassion focused therapy: Clinical practice and applications. New York,
NY: Routledge; 2022.

Judge L, Cleghorn A, McEwan K, Gilbert P. An exploration of group-based compassion focused
therapy for a heterogeneous range of clients presenting to a community mental health team.
Int J Cogn Ther. 2012; 5: 420-429.

Lucre K. Compassion Focused Group Psychotherapy. Shoreham-by-Sea, UK: Pavilion Publishing
and Media Ltd.; 2025.

Petrocchi N, Kirby J, Baldi B. Essentials of compassion focused therapy: A practice manual for
clinicians. London, UK: Routledge; 2024.

Vivolo M, Ardeman G, Ford C. Compassion-focused therapy groups in secondary care adult
mental health services: A service evaluation. Int J Cogn Behav Ther. 2025; 18: 94-113.

Gilbert P. The compassionate mind: A new approach to life challenges. London, UK: Constable
and Robinson Ltd.; 2009.

Petrocchi N, Ottaviani C, Cheli S, Matos M, Baldi B, Basran JK, et al. The impact of compassion-
focused therapy on positive and negative mental health outcomes: Results of a series of meta-
analyses. Clin Psychol Sci Pract. 2024; 31: 230.

McManus J, Tsivos Z, Woodward S, Fraser J, Hartwell R. Compassion focused therapy groups:
Evidence from routine clinical practice. Behav Change. 2018; 35: 167-173.

Ashfield E, Chan C, Lee D. Building ‘a compassionate armour’: The journey to develop strength
and self-compassion in a group treatment for complex post-traumatic stress disorder. Psychol
Psychother. 2021; 94: 286-303.

Lee D. Using compassion focused therapy to work with complex PTSD. In: Compassion Focused
Therapy. London, UK: Routledge; 2022. pp. 565-583.

McLean L, Steindl SR, Bambling M. Compassion focused group therapy for adult female
survivors of childhood sexual abuse: A preliminary investigation. Mindfulness. 2022; 13: 1144-
1157.

Lucre K. Compassion-focused group psychotherapy for people who could attract a diagnosis of
personality disorder. In: Compassion focused therapy. London, UK: Routledge; 2022. pp. 427-
442.

Lucre K, Ashworth F, Copello A, Jones C, Gilbert P. Compassion Focused Group Psychotherapy
for attachment and relational trauma: Engaging people with a diagnosis of personality disorder.
Psychol Psychother. 2024; 97: 318-338.

Grodin J, Clark JL, Kolts R, Lovejoy Tl. Compassion focused therapy for anger: A pilot study of a
group intervention for veterans with PTSD. J Context Behav Sci. 2019; 13: 27-33.

Romaniuk M, Hampton S, Brown K, Fisher G, Steindl SR, Kidd C, et al. Compassionate mind
training for ex-service personnel with PTSD and their partners. Clin Psychol Psychother. 2023;
30: 643-658.

Petrocchi N, Cosentino T, Pellegrini V, Femia G, D’Innocenzo A, Mancini F. Compassion-focused
group therapy for treatment-resistant OCD: Initial evaluation using a multiple baseline design.
Front Psychol. 2021; 11: 594277.

Page 23/27



OBM Integrative and Complementary Medicine 2026; 11(1), doi:10.21926/0bm.icm.2601005

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

Heriot-Maitland C, McCarthy-Jones S, Longden E, Gilbert P. Compassion focused approaches to
working with distressing voices. Front Psychol. 2019; 10: 152.

Asano K, Tsuchiya M, Okamoto Y, Ohtani T, Sensui T, Masuyama A, et al. Benefits of group
compassion-focused therapy for treatment-resistant depression: A pilot randomized controlled
trial. Front Psychol. 2022; 13: 903842.

Gilbert P, Basran JK, Raven J, Gilbert H, Petrocchi N, Cheli S, et al. Compassion focused group
therapy for people with a diagnosis of bipolar affective disorder: A feasibility study. Front
Psychol. 2022; 13: 841932.

Gooding H, Stedmon J, Crix D. ‘All these things don’t take the pain away but they do help you
to accept it’: Making the case for compassion-focused therapy in the management of persistent
pain. BrJ Pain. 2020; 14: 31-41.

Penlington C. Exploring a compassion-focused intervention for persistent pain in a group setting.
Br J Pain. 2019; 13: 59-66.

Pourkazem T, Ghazanfari A, Ahmadi R. Comparison of the effectiveness of mindfulness-based
stress reduction and compassion-focused therapy on the cognitive emotion regulation in
patients with irritable bowel syndrome. Middle East J Dig Dis. 2023; 15: 277.

Ardito RB, Rabellino D. Therapeutic alliance and outcome of psychotherapy: Historical excursus,
measurements, and prospects for research. Front Psychol. 2011; 2: 270.

Steindl SR, Matos M, Dimaggio G. The interplay between therapeutic relationship and
therapeutic technique: The whole is more than the sum of its parts. J Clin Psychol. 2023; 79:
1686-1692.

Yalom ID, Leszcz M. The theory and practice of group psychotherapy (revised). New York, NY:
Basic Books; 2021.

Gilbert P. Social mentalities: Internal ‘social' conflict and the role of inner warmth and
compassion in cognitive therapy. In: Genes on the couch. London, UK: Routledge; 2014. pp.
118-150.

Gilbert P. The origins and nature of compassion focused therapy. Br J Clin Psychol. 2014; 53: 6-
41.

Gilbert P. The evolution of pro-social behavior: From caring to compassion. In: Cambridge
handbook of evolutionary perspectives on human behavior. Cambridge University Press; 2020.
pp. 419-435.

Gilbert P. Compassion as an integrative and integrating therapeutic process. In: Integrating
psychotherapy and psychophysiology. Oxford, UK: Oxford University Press; 2024. pp. 243-276.
Gilbert P. The evolved functions of caring connections as a basis for compassion. In: Compassion
focused therapy. London, UK: Routledge; 2022. pp. 90-121.

Seppala EM, Simon-Thomas E, Brown SL, Worline MC, Cameron CD, Doty JR. The Oxford
handbook of compassion science. Oxford University Press; 2017. pp. 399-420.

Dunbar R. Structural and cognitive mechanisms of group cohesion in primates. Behav Brain Sci.
2025; 48: e162.

Slavich GM, Roos LG, Mengelkoch S, Webb CA, Shattuck EC, Moriarity DP, et al. Social safety
theory: Conceptual foundation, underlying mechanisms, and future directions. Health Psychol
Rev. 2023; 17: 5-59.

Gilbert P. Threat, safety, safeness and social safeness 30 years on: Fundamental dimensions
and distinctions for mental health and well-being. Br J Clin Psychol. 2024; 63: 453-471.

Page 24/27



OBM Integrative and Complementary Medicine 2026; 11(1), doi:10.21926/0bm.icm.2601005

45.

46.
47.

48.

49.
50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.
67.

Petrocchi N, Cheli S. The social brain and heart rate variability: Implications for psychotherapy.
Psychol Psychother. 2019; 92: 208-223.

Gilbert P. Human nature and suffering. London, UK: Routledge; 1989.

Gilbert P. Compassion as a social mentality: An evolutionary approach. In: Compassion:
Concepts, research and applications. London, UK: Routledge; 2017. pp. 31-68.

Gilbert P. Psychotherapy for the 21st century: An integrative, evolutionary, contextual,
biopsychosocial approach. Psychol Psychother. 2019; 92: 164-189.

Field T. Relationships as regulators. Psychology. 2012; 3: 467-479.

Mikulincer M, Shaver PR. Attachment theory applied: Fostering personal growth through
healthy relationships. New York, NY: Guilford Publications; 2023.

Slavich GM. Social safety theory: A biologically based evolutionary perspective on life stress,
health, and behavior. Annu Rev Clin Psychol. 2020; 16: 265-295.

Slavich GM, Roos LG, Mengelkoch S, Webb CA, Shattuck EC, Moriarity DP, et al. Social safety
theory: Conceptual foundation, underlying mechanisms, and future directions. Health Psychol
Rev. 2023; 17: 5-9.

Danyluck C, Page-Gould E. Social and physiological context can affect the meaning of
physiological synchrony. Sci Rep. 2019; 9: 8222.

Hein G, Silani G, Preuschoff K, Batson CD, Singer T. Neural responses to ingroup and outgroup
members’ suffering predict individual differences in costly helping. Neuron. 2010; 68: 149-160.
Liotti G, Gilbert P. Mentalizing, motivation, and social mentalities: Theoretical considerations
and implications for psychotherapy. Psychol Psychother. 2011; 84: 9-25.

Dunbar R. Friends: Understanding the power of our most important relationships. London, UK:
Hachette; 2022.

Longe O, Maratos FA, Gilbert P, Evans G, Volker F, Rockliff H, et al. Having a word with yourself:
Neural correlates of self-criticism and self-reassurance. Neurolmage. 2010; 49: 1849-1856.
Kim JJ, Parker SL, Doty JR, Cunnington R, Gilbert P, Kirby JN. Neurophysiological and behavioural
markers of compassion. Sci Rep. 2020; 10: 6789.

Singer T. A neuroscience perspective on the plasticity of the social and relational brain. Ann N
Y Acad Sci. 2025; 1547: 52-74.

Gilbert P. Compassion and cruelty: A biopsychosocial approach. In: Compassion. London, UK:
Routledge; 2005. pp. 9-74.

Di Bello M, Ottaviani C, Petrocchi N. Compassion is not a benzo: Distinctive associations of heart
rate variability with its empathic and action components. Front Neurosci. 2021; 15: 617443.
Gilbert P, Catarino F, Duarte C, Matos M, Kolts R, Stubbs J, et al. The development of
compassionate engagement and action scales for self and others. ) Compassionate Health Care.
2017; 4: 4.

Gilbert P, McEwan K, Matos M, Rivis A. Fears of compassion: Development of three self-report
measures. Psychol Psychother. 2011; 84: 239-255.

Kirby JN, Day J, Sagar V. The ‘Flow’ of compassion: A meta-analysis of the fears of compassion
scales and psychological functioning. Clin Psychol Rev. 2019; 70: 26-39.

Bowlby J. Attachment and loss, Vol. 1: Attachment. New York, NY: Basic Books; 1969.
Bowlby J. Attachment and loss, Vol. 3: Loss: Sadness and Depression. Hogarth Press; 1980.
Cassidy J, Shaver PR. Handbook of attachment: Theory, research, and clinical applications. 3rd
ed. New York, NY: Guilford Press; 2016.

Page 25/27



OBM Integrative and Complementary Medicine 2026; 11(1), doi:10.21926/0bm.icm.2601005

68.

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

83.

84.

85.

86.

87.

MacDonald K. Warmth as a developmental construct: An evolutionary analysis. Child Dev. 1992;
63: 753-773.

Rohner RP. The warmth dimension: Foundations of parental acceptance-rejection theory.
Beverly Hills, CA: Sage Publications, Inc.; 1986.

Gilbert P. Defence and safety: Their function in social behaviour and psychopathology. Br J Clin
Psychol. 1993; 32: 131-153.

LeDoux JE. As soon as there was life, there was danger: The deep history of survival behaviours
and the shallower history of consciousness. Philos Trans R Soc B. 2022; 377: 20210292.
Woody EZ, Szechtman H. Adaptation to potential threat: The evolution, neurobiology, and
psychopathology of the security motivation system. Neurosci Biobehav Rev. 2011; 35: 1019-
1033.

Coan JA. Adult attachment and the brain. J Soc Pers Relatsh. 2010; 27: 210-217.

Gillath O, Karantzas G. Attachment security priming: A systematic review. Curr Opin Psychol.
2019; 25: 86-95.

Norman L, Lawrence N, lles A, Benattayallah A, Karl A. Attachment-security priming attenuates
amygdala activation to social and linguistic threat. Soc Cogn Affect Neurosci. 2015; 10: 832-839.
Gilbert P. The evolution of shame as a marker for relationship security: A biopsychosocial
approach. In: The self-conscious emotions: Theory and research. The Guilford Press; 2007. pp.
283-309.

Adler A, Wolfe WB. The feeling of inferiority and the striving for recognition. Proc R Soc Med.
1927; 20: 1881-1886.

Gilbert P, Broomhead C, Irons C, McEwan K, Bellew R, Mills A, et al. Development of a striving
to avoid inferiority scale. Br J Soc Psychol. 2007; 46: 633-648.

Gilbert P, McEwan K, Bellew R, Mills A, Gale C. The dark side of competition: How competitive
behaviour and striving to avoid inferiority are linked to depression, anxiety, stress and self-harm.
Psychol Psychother. 2009; 82: 123-136.

Dunkley DM, Zuroff DC, Blankstein KR. Self-critical perfectionism and daily affect: Dispositional
and situational influences on stress and coping. J Pers Soc Psychol. 2003; 84: 234-252.

Dunkley DM, Zuroff DC, Blankstein KR. Specific perfectionism components versus self-criticism
in predicting maladjustment. Pers Individ Differ. 2006; 40: 665-676.

Steffen PR, Foxx J, Cattani K, Alldredge C, Austin T, Burlingame GM. Impact of a 12-week group-
based compassion focused therapy intervention on heart rate variability. Appl Psychophysiol
Biofeedback. 2021; 46: 61-68.

Burlingame GM, McClendon DT, Yang C. Cohesion in group therapy: A meta-analysis.
Psychotherapy. 2018; 55: 384.

Wampold BE. How important are the common factors in psychotherapy? An update. World
Psychiatry. 2015; 14: 270-277.

Luyten P, Campbell C, Allison E, Fonagy P. The mentalizing approach to psychopathology: State
of the art and future directions. Annu Rev Clin Psychol. 2020; 16: 297-325.

Greene JO, Burleson BR. Handbook of communication and social interaction skills. New York,
NY: Psychology Press; 2003.

Lépez-Bermidez MA, Ferro-Garcia R, Calvillo-Mazarro M, Valero-Aguayo L. Importance of the
therapeutic relationship: Efficacy of functional analytic psychotherapy with different problems.
Clin Salud. 2021; 32: 103-109.

Page 26/27



OBM Integrative and Complementary Medicine 2026; 11(1), doi:10.21926/0bm.icm.2601005

88.
89.

90.

91.

92.

93.

94.

95.

96.

97.

98.

99.

Mayseless O. The caring motivation: An integrated theory. Oxford University Press; 2016.
Forster K, Kanske P. Upregulating positive affect through compassion: Psychological and
physiological evidence. Int J Psychophysiol. 2022; 176: 100-107.

Singer T, Engert V. It matters what you practice: Differential training effects on subjective
experience, behavior, brain and body in the ReSource Project. Curr Opin Psychol. 2019; 28: 151-
158.

Fox J, Cattani K, Burlingame GM. Compassion focused therapy in a university counseling and
psychological services center: A feasibility trial of a new standardized group manual. Psychother
Res. 2021; 31: 419-431.

NHS Health Research Authority. What approvals and decisions do | need? [Internet]. London,
UK: NHS Health Research Authority; [cited data 2025 March 12]. Available from:
https://www.hra.nhs.uk/approvals-amendments/what-approvals-do-i-need/.

Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol. 2006; 3: 77-101.
Braun V, Clarke V. Thematic analysis: A practical guide. Sage Publications; 2021.

Shay JJ. Terrified of group therapy: Investigating obstacles to entering or leading groups. Am J
Psychother. 2021; 74: 71-75.

Gilbert H. The therapeutic relationship in compassion focused therapy. In: Compassion focused
therapy. London, UK: Routledge; 2022. pp. 385-400.

Panichelli C, Albert A, Donneau AF, D’Amore S, Triffaux JM, Ansseau M. Humor associated with
positive outcomes in individual psychotherapy. Am J Psychother. 2018; 71: 95-103.

Gerbarg PL, Brown RP. Breath-focused mind-body therapy for global mental health: War and
other mass disasters. Acad Ment Health Well Being. 2024; 1. doi: 10.20935/MHealthWellB6198.
Gerbarg P, Brown R, Streeter C, Katzman M, Vermani M. Breath practices for survivor and
caregiver stress, depression, and post-traumatic stress disorder: Connection, co-regulation,
compassion. OBM Integr Complement Med. 2019; 4: 045.

100.Matos M, Duarte C, Duarte J, Pinto-Gouveia J, Petrocchi N, Basran J, et al. Psychological and

physiological effects of compassionate mind training: A pilot randomised controlled study.
Mindfulness. 2017; 8: 1699-1712.

101.World Health Organization. Global Health Observatory [Internet]. Geneva: WHO; [cited date

2025 June 30]. Available from:  https://www.who.int/data/gho/data/major-themes/health-
and-well-being.

102.Sommers-Spijkerman M, Trompetter H, Ten Klooster P, Schreurs K, Gilbert P, Bohlmeijer E.

Development and validation of the forms of Self-Criticizing/Attacking and Self-Reassuring
Scale—Short Form. Psychol Assess. 2018; 30: 729-743.

Page 27/27


https://www.hra.nhs.uk/approvals-amendments/what-approvals-do-i-need/
https://www.who.int/data/gho/data/major-themes/health-and-well-being
https://www.who.int/data/gho/data/major-themes/health-and-well-being

