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This paper outlines the theoretical and empirical basis 
for a treatment of psychosis from an evolutionary model of 
emotional regulation: Compassion Focused Therapy (CFT) for 
recovery from psychosis. CFT was originally developed for 
people with high levels of shame and self-criticism. Along 
with stigma, these are common features in people who are 
recovering from psychosis, and who may also develop serious 
emotional regulation problems. Elements of attachment 
theory involved in the origin of these difficulties are explored 
and some empirical facts about the clinical utility and 
efficacy of this new treatment are presented. A brief 
description is given of a recent group protocol that has been 
subjected to randomized trial, obtaining promising results.
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Terapia Enfocada en la Compasión para las Psicosis

Este trabajo resume las bases teóricas y empíricas del 
tratamiento de las psicosis desde un modelo evolucionista de 
la regulación emocional: la Terapia Enfocada en la Compasión 
(CFT) para la recuperación de la psicosis. La CFT fue 
desarrollada inicialmente para personas con altos niveles de 
vergüenza y autocrítica, que junto con el estigma, es una 
característica frecuente en personas que se recuperan de la 
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psicosis, que además pueden desarrollar serios problemas de 
regulación emocional. Se exploran elementos de la teoría del 
apego que intervienen en la génesis de estas dificultades y se 
presentan algunos datos empíricos acerca de la utilidad 
clínica y eficacia de este novedoso tratamiento, junto con la 
descripción sucinta de un protocolo de intervención grupal 
reciente que se ha sometido a un ensayo aleatorizado con 
resultados prometedores.

Palabras clave: Compasión, Psicosis, Psicoterapia, Grupo, Recuperación

The emotional and functional recovery of a person with 
psychosis is a key dimension of patient treatment1 which 
goes beyond merely reducing symptoms 2, and which em-
phasizes social functioning, the ability to perform gratifying 
activities, self-care, achieving goals and leading a meaning-
ful life that is worth living.3

However, in order to achieve this goal, several obstacles 
related to the levels of external suffering caused by the 
psychotic experience must be surmounted, which include 
depression, despair, suicidal thoughts 4, shame and stigma5, 
feelings of being trapped and fear that the psychotic episode 
will recur6.

With regard to the effective treatments available, to the 
numerous limitations of pharmacological treatment7, we 
must add the difficulties of psychological therapy in pre-
venting relapses8, which is the basis of a lasting recovery.

In this paper we outline the theoretical and empirical 
basis for a novel, promising approach for recovery from psy-
chosis that has received much interest in clinical practice 
and undergone an intense empirical research effort in re-
cent years, obtaining results that show considerable clinical 
improvements in a variety of problems and clinical environ-
ments: mental health units9, acute care units10, penitentiary 
psychiatric units11 and outpatient clinics12.

Concept of compassion and the origin of 
compassion-based therapies

There has been increasing interest in compassion-based 
interventions, and there is evidence that their regular use or 
intensive training in compassion produces beneficial effects 
in a range of mental health problems13. Additionally, this 
type of therapy has beneficial effects on the immune system 
and several areas of the brain14,15. There is robust evidence 
that self-compassion training is effective in reducing anxi-
ety, depression, eating disorders16, personality disorders17, 
and that it is associated with lower psychopathology18, 
which suggests that it has transdiagnostic utility of interest 
to clinical practice. 

Compassion Focused Therapy (CFT)19 includes the 
concept of Buddhist compassion: “Sensitivity towards one’s 
own suffering and the suffering of others, along with the 
commitment to try to alleviate it and prevent it”20.

CFT is considered to be a third-generation therapy 
within a cognitive-behavioural focus and shares several 
concepts and perspectives with mindfulness-based therapies 
and with acceptance and commitment therapy (see also the 
unifying practical work of Wright et al.21 for the treatment 
of psychoses).

CFT is based on the clinical observation that many pa-
tients are capable of generating alternative thoughts when 
faced with distorted cognition, but this is not always helpful 
for them. This is partly due to the emotional texture of these 
thoughts and partly due to the high levels of threat and/or 
despair that they are experiencing. The use of traditional 
“cognitive restructuring” strategies is useful when the pa-
tient has sufficient cognitive flexibility and moderate levels 
of threat, activation or despair. It is common for a patient to 
express: “I see it clearly from a logical perspective, but I feel 
and I know that I’m being watched, I clearly feel like I’m 
being followed and that terrifies me”. This is a difficulty 
known in cognitive therapy as rational-emotional dissocia-
tion22, which is why the therapist in CFT for psychosis works 
on combining the rational mentality with the compassion-
ate mentality in a balanced way23.

At the beginnings of CFT, Paul Gilbert developed the 
therapy for patients with high levels of shame and self-crit-
icism, which is why the first CFT treatments simply practised 
introducing a warm, compassionate inner voice, like talking 
with a friend, and trying to really existentially feel this af-
fectionate inner voice.

According to Gilbert and Choden20, the concept of com-
passion can be broken down into two different psychologies:

1. 	 The ability to approach suffering and difficulties in a 
non-judgemental way, increasing tolerance for discom-
fort, with an empathetic understanding of the causes of 
one’s suffering and the suffering of others.

2. 	 The development of knowledge and wisdom to try to 
prevent and alleviate suffering.

We see that this second psychology is aimed at compas-
sionate action. Access to affiliative emotional processes is 
central to CFT, which in treating psychosis involves the de-
velopment of courage in order to experience threatening 
voices, traumatic memories and paranoia. Thus, this therapy 
is training the ability to approach terrifying experiences 
from the perspective of validation, understanding, em-
pathising with oneself and moderating the hostile voice and 
constant self-criticism.
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The polar opposites of compassion are self-attacks and 
self-contempt. Hutton et al.24 argue that people with 
persecutory delusions have a higher frequency and intensity 
of self attacks in the form of hate, feelings of inadequacy, 
negative self-concept, as well as lower self-correction of 
errors and self-respect than the general population and 
control subjects with clinical depression. These data provide 
support for a compassionate formulation4 of the recovery 
from psychosis, which is articulated in a model that helps 
patients develop a different way of relating to themselves, 
identifying self-attacks without identifying with their 
content.

 Despite their usefulness and effectiveness, it appears 
that approaches aimed at modifying self-depreciating 
thoughts, achieving meta-cognitive insights or doing away 
with negative ways of thinking may not be enough to help 
patients face inner experiences that are extremely difficult. 
Therefore, it may be of use to add strategies that develop 
greater self-acceptance, understanding and compassion.

Attachment Theory, Recovery Narratives and 
Compassion in Psychosis

Attachment theory25 provides a solid conceptual frame-
work for understanding the history of human beings’ devel-
opment, and how life experience influences our ability to 
embrace ourselves and tune into our own mind and that of 
others, the empathetic commitment to our pain and that of 
others, and our expression of forgiveness and compassion in 
relation to these experiences.

A mental state of secure attachment is characterised by 
the ability to value the influence of inter-personal relation-
ships with equanimity, with openness to both the positive 
and negative aspects of life’s difficult experiences, distin-
guishing appearance from reality. In this way, we cultivate 
emotional regulation, maintaining relative objectivity, along 
with an attitude of reflection regarding experiences of dis-
comfort without losing meta-cognitive awareness and the 
expression of compassion and forgiveness. These skills are 
reflected in coherent narratives of attachment experiences 
as told by patients. It has been shown that these experiences 
promote attachment and security, especially in children26.

This feeling of security is associated with our sensitivity 
toward suffering in ourselves and others through empathy, 
awareness (ability to interpret our own behaviour and that 
of others by assigning a series of mental states, which is 
developed in the context of early social relationships and 
attachment) and curiosity, along with the motivation and 
commitment to prevent and alleviate suffering, which are 
developed along with the capability for self-reflection that 
makes it possible to develop meta-cognition and emotional 

regulation. These mental states are very similar to 
compassionate social mentality as described by Gilbert19.

In fact, Bowlby’s 25 conceptualization of the affective 
attachment link is based on (a) providing a safe refuge in 
moments of threat or stress and (b) acting as a secure base 
from which the environment can be explored and new phys-
ical and mental abilities can be developed. A compassionate 
attitude is cultivated for the purpose of being in harmony 
with one’s own needs, the needs of others, and a concern for 
their growth, development and autonomy. This cultivation 
makes it possible to see oneself in the mind of the other as a 
worthy, respected and valued individual, so that a develop-
mental foundation of the person is laid, on which we can 
base psychological treatment27.

Developing meaningful, coherent recovery narratives is 
considered to be an important measure in dealing with 
psychosis28. Formulating a narrative corresponds to several 
experiential exercises that are performed in CFT which are 
focused on developing a comprehensive, coherent attitude 
of self-reflection, along with the articulation of a revised 
narrative that includes the subject’s self-acceptance.23

Among the effects of CFT, an increase in compassionate 
narratives was found in the results of the first randomised 
study on CFT in psychosis29. In another recent study, Gumley 
and Macbeth30 have studied the relationship between psy-
chotic symptomatology and compassionate narratives. The 
results show that as the level of compassionate narratives 
increases, there is a decrease in negative symptoms, cogni-
tive disorganisation and excitation. This same group31, in a 
recent pilot study on attachment and recovery after the first 
psychotic episode, observes that greater coherence in narra-
tives, measured with the Adult Attachment Interview27, pre-
dicts a greater recovery from negative symptoms in a 
12-month period. The authors argue that this way of under-
standing and conceptualising attachment has significant 
shared elements with compassion.

We have seen that the first component of compassion is 
sensitivity, the concern for and harmonising with the pain 
and suffering experienced by oneself and by others. 
Secondly, from this harmony arises courage and the 
motivation to approach, understand and alleviate suffering. 
In the basis for this understanding of compassion, there is a 
series of skills that are rooted in the development of a secure 
attachment.

The experiences of trauma, abuse and neglect, which 
are common to the development of psychosis, and which 
directly affect attachment systems, may require cultivating 
courage and tolerance for discomfort in order to facilitate 
exploratory behaviour towards this suffering, built on a 
secure base and a safe refuge. A deeper understanding of 
these processes may help us to clarify compassion’s role in 
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the development of new approaches to recovery from 
psychosis.

Formulation of a compassion-based recovery after 
psychosis

There are solid data that demonstrate the effectiveness 
of cognitive-behavioural therapy for psychosis (CBTp) in 
decreasing the severity and frequency of persistent psychotic 
experiences, including in patients who are resistant to 
conventional treatment. However, the evidence regarding 
CBTp in preventing relapses is scarce, according to a recent 
rigorous review8. Garety et al.32 also did not find that CBTp 
reduces relapse rates or increases remission rates at 12 and 
24 months, although it did improve delirium and social 
functioning in those people who lived with the support of 
family members or caretakers.

Patients who suffer relapses, in comparison with those 
who have not relapsed, experience a growing feeling of guilt 
and shame related to their psychosis in a period of 12 
months. It is understandable that they have difficulty in 
asking for help, given that they may have experienced 
problems in earlier relationships or interactions with family 
members and therapists and may see them as critical, 
overwhelming, or as causing shame and rejection. Therefore, 
a therapeutic approach based on the first signs may create 
the expectation of having to seek help in a context of high 
levels of anguish, a context that for some people may 
overwhelm all of their internal and external resources. This 
may result in defensive avoidance or a delay in seeking help, 
which could cause more responses to the crisis driven by the 
threat of relapse, which confirms the person’s negative 
expectations and increases the feeling of being trapped in 
the disease.

Following Gumley et al.4 model of recovery, people with 
long-term psychosis usually experience various cycles of 
frustration, feelings of failure and episodes in which they 
call off or postpone seeking help until the relapse occurs. 
Given the traumatic, upsetting nature of psychosis, feelings 
of needing help and the perspective of seeking it by yourself 
can produce expectations of threat. Patients may fear an 
increase in medication, hospitalisation, or involuntary 
procedures. They may also experience feelings of shame and 
guilt related to the idea of disappointing their therapists or 
family members.

These emotional responses may appear in a context of 
diminishing psychotic experiences, as perceptive or cogni-
tive anomalies or inter-personal mistrust. Although the ma-
jority of relapses are preceded by these experiences, their 
occurrence, along with emotional distress, does not neces-
sarily lead to a relapse. The way in which a person responds 

to this threat will determine the intensity of emotional an-
guish.

Psychosis can also cause feelings of loss (for example, 
interruption of relationships or friendships) or events that 
threaten social range, value or acceptance (for example, 
feeling inferior, ashamed or humiliated by a psychotic 
episode; subjected to the pity, fear or exclusion of others), 
experiences that may be depressogenic because of their 
impact on the perception of self-concept and social status.

All of these processes inform us of the vulnerability and 
problematic nature of recovering after psychosis and the 
importance of creating experiences of security and social 
confidence and of developing a calming, compassionate 
relationship with oneself that counteracts self-criticism and 
feelings of exclusion.

Gilbert33 has described the compassionate attributes 
and skills needed to alleviate feelings that arise from internal 
or external threats and their unwanted consequences:

1. 	 Motivation to be affectionate and sensitive with oneself 
and others that is reflected in the cultivation of a “desire 
to help and care”.

2. 	 Sensitivity towards one’s own emotions and needs and 
those of others, with attention and openness to 
discomfort instead of avoidance. 

3. 	 Sympathy. Being open and capable of getting in touch 
and emotionally harmonising with our feelings, suffer-
ing, needs and those of others.

4. 	 The ability to tolerate (instead of avoid) difficult 
feelings, memories or painful situations.

5. 	 Empathetic understanding of how our mind works, why 
we feel what we feel, what our thoughts are like, and 
extend this understanding to others.

6. 	 Accept, do not judge, do not condemn. Develop a non-
judgemental, non-submissive approach to ourselves and 
others.

These attributes and skills can be included in individual, 
group and family psychological treatments. They may also 
serve as a basis for a contextual-compassionate approach to 
the organisation of health and social services4,34. This ap-
proach focuses on the importance of those services having 
the ability to provide a safe base to promote self-compas-
sion and autonomy among service users, while also provid-
ing a secure context that facilitates assistance at times of 
relapse risk. All of this requires a self-reflective and open 
attitude between clinics and managers in order to analyse 
the response we provide for these people and how contexts 
and professionals may inadvertently increase suffering.
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Empirical Basis of Compassion-Based 
Interventions for Psychosis

The application of compassion-based therapies in psy-
chosis is very recent and empirical research is scarce. There are 
still several issues to be resolved regarding its effectiveness, 
acceptability, therapist training and difficulties for patients.

Mayhew and Gilbert35 conducted a series of case studies 
in which they applied CFT to three people who heard hostile 
voices. The purpose was to explore the degree to which the 
patients could access experiences of warmth and happiness 
with the aim of treating themselves with self-compassion. 
After 12 individual sessions, they explored the effect of CFT 
on the experience of hearing hostile voices, anxiety, depres-
sion, paranoia and self-criticism. The study found that CFT 
had a significant effect on the voices, which were perceived 
as less persecutory and malevolent, and the subjects re-
sponded in a less submissive way, achieving a more self-com-
passionate dialogue. The results showed a significant de-
crease in depression, inter-personal mistrust, anxiety and 
paranoia. However, despite significant improvement, one of 
the patients described serious difficulties with coexisting 
with compassion, saying that it caused rejection and a deep 
“pity and sadness” because he claimed “I don’t deserve com-
passion”. This is a phenomenon related to fear of positive 
emotions (and associated with insecure adult attachment 
styles) that may require an adjustment in treatment in cer-
tain patients in order to desensitise them from the fear of 
compassion.36

Laithwaite et al.11 have developed the pilot programme 
Recovery After Psychosis (RAP), based on Compassionate 
Mind Training, which was carried out in a penitentiary 
psychiatric unit. The sessions were led by a team made up of 
three therapists (for security reasons). The programme was 
implemented with 18 inmates with psychosis over the course 
of 10 weeks (20 group sessions), with 2 sessions per week. 
The results showed a significant improvement in levels of 
depression, self-esteem and a moderate decrease in shame 
and social comparison. The changes were maintained 
through a 6-week follow-up.

Based on this programme, a group intervention protocol 
was developed that was used in the first randomised trial of 
CFT in psychosis, directed by Braehler et al.29 with 40 patients 
in a community mental health unit distributed in two 
groups: 22 patients received 16 group CFT sessions and the 
usual treatment, and 18 patients received just the usual 
treatment. The CFT group had a significant increase in levels 
of compassion which was associated with a decrease in 
depression and social isolation. They also experienced a 
superior clinical improvement to the control group in all 
measurements, including a decrease in fear of relapse and in 
negative thoughts about psychosis.

Eicher et al.37, in a correlation study, found a clear neg-
ative association between self-compassion and psychopa-
thology in a sample of 88 people with psychosis. From the 
multiple regression analysis, it can be seen that patients 
with high hostility and depression may be ideal recipients 
for compassion-based interventions. From this study, it is 
interesting to note that patients with greater “disease 
awareness” tend to show less self-compassion and more 
self-criticism, overidentification and social isolation.

Heriot-Maitland et al.10 conducted a qualitative pilot 
study of CFT application in an open group with 82 patients 
in an acute care hospital unit. The pretest-posttest measure-
ments showed a significant reduction in discomfort and the 
qualitative data showed that patients especially valued the 
compassion in imagery practices that evoke a safe refuge.

Lastly, of interest is the first-person account38 of a 
participant in a CFT group who had suffered from 
schizophrenia for 20 years, in which the patient explains the 
effects of his group experience, the different experiential 
exercises and how it helped him maintain a compassionate 
dialogue with the voices.

CFT group protocol for psychosis

Below we summarise the group CFT process performed 
by Braehler et al.39, which was developed to be applied in the 
community. In addition to the main psycho-educational 
concepts of CFT, it includes aspects of group mindfulness40 
and of group processes in psychosis41.

It consists of 16 sessions divided in 3 phases:

-- Training Phase (sessions 1-5). In this phase, participants 
explore the impact of psychosis on their lives, making a 
recovery formulation in the evolutionary terms of the 
CFT model. Ideas inherent to the model are developed, 
as are the objectives of reducing shame, stigma, blame, 
and activating motivation to construct compassion 
skills. The group is established as a safe base, promoting 
shared motivation toward recovery. It is graphically 
illustrated how over-activation of the threat system 
obstructs recovery.

-- Intermediate Phase (sessions 6-13). Focused on the gra-
dual development of compassion towards oneself and 
others. The nature of compassion is explored, as are the 
ways in which it can be expressed in the group and how 
to internalise it for oneself. The patients experientially 
practise compassionate skills such as attention, appre-
ciation, imagination, mindfulness, compassionate beha-
viour and these practised skills are re-framed by 
applying them to internal and external threats and 
difficulties related to the education received and life 
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experiences (for example, shame, vulnerability, stigma-
tisation, social anxiety, paranoia, self-attacks, hostile 
voices, lack of motivation, anhedonia). The protocol 
aims to create a group basis for the practices as a shared 
experience.

-- Final phase (sessions 14-16). In this phase the security 
acquired is used to express difficult emotions in a 
compassionate way through expressive writing tasks 
that help to construct compassion-based narratives 
that can be shared with the group. Writing a 
compassionate letter to oneself, for example, may help 
participants to reflect upon and assimilate the changes 
towards recovery with a compassionate attitude, in 
order to integrate the impact of psychosis into their life 
and to look towards the future with confidence. In this 
phase, the transition towards the end of the group is 
facilitated, encouraging the continuance of shared 
activities.

Throughout all of the sessions, the group process is 
aimed at encouraging a compassionate care-giving group 
mentality, reinforcing interactions of support and the ability 
to relate with colleagues. The practice of compassionate 
skills between sessions is facilitated, through providing 
materials and audio files.

Conclusions

There is growing interest42,43 in cultivating and practising 
compassion as a component of psychological treatments for 
psychosis. Approaches such as CFT are new in that they 
explicitly focus on the evolution of human affiliative 
behaviour. CFT is a multi-modal, transdiagnostic therapy 
that includes aspects of other evidence-based therapies 
based for psychosis. Clinicians can use knowledge and 
understanding of the biological foundations of emotional 
regulation systems and how they are affected by early 
development in order to integrate this perspective into a 
framework of applying effective treatments.

Current evidence, based on a recent systematic review44, 
suggests that CFT is more effective than an absence of treat-
ment or as effective as the usual treatment for various disor-
ders, including psychosis. Specifically, CFT shows encouraging 
results as a treatment for people with a high self-criticism 
component. However, the evidence is insufficient to show 
that CFT is effective in comparison with well-established 
treatments such as TCC or family interventions.

CFT is a safe intervention accepted by patients with 
psychosis, which influences the validation of the person, has 
an evolutionary-functional vision of emotions, and which 
tries to create a formulation that gives meaning to the 
psychotic experience23, working on emotional regulation 

and reducing the processing of threats. CFT also offers a 
general framework for promoting the emotional recovery of 
patients which may be helpful on an individual or group 
level, as well as in community mental health services.
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In recent years many psychotherapeutic approaches 
have included Loving-kindness and compassion practices in 
their treatment agenda. Although empirical evidence is still 
scarce, these practices might lead to an amelioration of 
shame and self-invalidation, both related to borderline per-
sonality disorder (BPD). In the present article, we describe an 
intervention in loving-kindness and compassion developed 
for BPD subjects. The principal aim of these sessions is to 
help participants to develop a greater capacity for self-com-


