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Introduction: Exposure to public stigma can lead to the internalization of autism-related stigma (i.e., self-stigma), associated with negative health, occupational and social outcomes. Importantly, self-stigma is linked to shame and social isolation. Although elevated self-stigma has been reported in autistic adults, to the best of our knowledge, interventions designed to target this issue are lacking. Compassion is an effective way to reduce the emotional correlates of self-stigma (i.e., shame) and their impacts on mental health. However, no study has investigated whether compassion focused therapy (CFT) can effectively reduce self-stigma in autistic adults. The present study aims at investigating whether and how self-compassion improvement following CFT may reduce self-stigma and shame in an autistic individual.

Methods: A single case pre-experimental design (SCED) was used with weekly repeated measures during four phases: (i) pure baseline without any intervention (A), (ii) case conceptualization (A’), (iii) intervention (B) where CFT was delivered, (iv) follow-up without intervention (FU). The participant is a 46-year-old autistic man with high self-stigma and shame. Self-report measures of self-compassion and self-stigma and a daily idiographic measure of shame were used.

Results: There was a large increase in self-compassion between pure baseline (A) and the intervention phase (A’B) (Tau-U = 0.99), maintained at follow-up. Similarly, there was a moderate decrease of self-stigma (Tau-U = 0.32). In contrast, when we compared the whole baseline phase AA’ (i.e., considering the conceptualisation phase as baseline) to the intervention (B), there was no change in self-stigma (Tau-U = −0.09). There was no change in self-stigma between the intervention (B) and follow-up (Tau-U = −0.19). There was a moderate decrease in daily shame reports between the baseline (AA’) and the intervention (B) (Tau-U = 0.31) and a moderate decrease between the pure baseline (A) and intervention phase (A’B) (Tau-U = 0.51).

Conclusion: CFT was feasible for this autistic client and our results show that CFT led to the improvement of self-compassion. Changes on self-stigma measures were moderate. Self-stigma may need more time to change. Because self-stigma is involved in poorer social functioning and mental health in autistic adults, our results are promising and suggesting conducting more large-scale studies on CFT in autistic adults.
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1 Introduction

Autism spectrum disorder (ASD) is defined as a neurodevelopmental condition, characterized by difficulties with social communication and interaction, altered sensory processing and patterns of repetitive behaviors and intense interests (1). Recent worldwide estimations of autism prevalence indicates that approximately 1% of the population is autistic (2). Importantly, lifetime prevalence of anxiety disorders and depressive disorders in autistic adults are particularly high, ranging from 23 to 42% (3). This elevated prevalence of mental health difficulties in autistic people is thought to be partially explained by the high levels of bullying they experience (4–6) and by the frequent experience of non-acceptance from others (7, 8). Such discriminative behaviors, probably linked to autism-related public stigma, can increase the likelihood of using camouflaging behaviors to pass as non-autistic (e.g., masking) (9), which is associated with poor mental health and increased isolation in in autistic people (10, 11).

The process of stigmatization encompasses three facets, contributing to the discrimination experienced by targeted groups. The first one, public stigma, refers to the negative attitudes, beliefs, and stereotypes held by the general population towards individuals or groups who are perceived as different or deviating from societal norms (12); affiliative stigma designates the prejudice and discrimination experienced by individuals who are closely associated with a stigmatized person or group (13); finally, self-stigma refers to the internalization of societal stereotypes and negative beliefs by individuals who belong to a stigmatized group (14). Importantly, self-stigma has been shown to lead to a decrease in self-esteem, self-efficacy, and a heightened feeling of shame or self-blame (14).

The relationship between self-stigma, shame and poor self-esteem may be explained by the social mentality theory (SMT; (15)). SMT conceptualizes stigma as a social threat that challenges the social ranking of the stigmatized individual, engendering feelings of inferiority (15). Thus, the perception of being on a lower social rank, akin to self-stigma, can provoke feelings of shame (16). Shame is defined as a self-conscious emotion, involving worthlessness, powerlessness, and isolation. Usually viewed as one of the most intense and incapacitating self-conscious emotions, shame can be understood as a socially focused emotion, cued by threats to the social self or one’s status (17). Given its socially threatening nature, shame comes with a willingness to escape the situation, hide, or conceal deficiencies (18–20). Thus, shame is seen as the emotional consequence of self-stigma, linking stereotypes to behavioral consequences (e.g., social isolation) (21).

While numerous studies have investigated self-stigma associated with mental illness, studies concerning self-stigma in autism are scarce (22–26). This may seem surprising given the high prevalence of self-stigma in autistic adults, which ranges between 15% (22) and 45.2% (27) according to recent estimations. Furthermore, few studies have investigated shame and its relationship with self-stigma in autistic people. In a recent study led by our team in a sample of 689 autistic adults, self-stigma was found to be highly correlated to shame and shame mediated the relationship between self-stigma and depression (27). These results highlight the need to develop and evaluate specific interventions to target shame and self-stigma in autistic adults in order to mitigate the negative outcomes associated with the internalization of autism-related public stigma (e.g., social isolation and depression). Yet, to the best of our knowledge, interventions targeting shame and self-stigma in autistic adults are lacking.

Self-compassion has been recently put forward as a potential buffer of the effects of public stigma on self-stigma and mental health (28). Self-compassion is defined as kindness and support towards oneself when experiencing suffering (29). Self-compassion involves responding to life’s difficulties in three specific ways: (i) kindness as opposed to self-judgement, (ii) mindfulness as opposed to over-identification to painful emotions and thoughts, and (iii) common humanity as opposed to isolation, that is, perceiving one’s suffering as an integral part of the human experience. In non-autistic samples, self-compassion has been strongly associated with numerous health benefits such as higher levels of happiness and well-being, better sleep quality and lower levels of depression, anxiety, stress and self-harm (30–33). In the context of self-stigma, increasing self-compassion may therefore contribute to the reduction of self-blame and act as a buffer of the negative effects of public stigma, by facilitating social resources and increasing the willingness to ask for help (28). In addition, self-compassion may foster self-perspectives that are more balanced, first, accepting both positive and negative aspects of self and, second, learning how to observe and let go of self-stigmatizing thoughts, emotions and behaviors. This may, in turn, mitigate the negative outcomes associated with self-stigma (34).

Some empirical results provide support to Wong et al.’s (28) model, which highlights the protective role of self-compassion. For instance, a correlational study found that self-compassion partially mediated the relationship between self-stigma relative to one’s weight and negative health outcomes (e.g., somatic symptoms and quality of life) (34). Similarly, in another study, self-compassion was found to moderate the impact of HIV-stigma and negative affect (35). Furthermore, self-compassion has been found to moderate the relationship between public stigma and the anticipated self-stigma of help seeking when one has a mental health problem (36).

Despite the elevated prevalence of self-stigma and mental health difficulties in autistic individuals, few studies have investigated self-compassion in relation to autism. Recently, two online studies found that autistic participants reported significantly lower self-compassion levels than non-autistic adults. Interestingly, in both groups, those with higher levels of self-compassion had fewer depression symptoms (37, 38). Moreover, autistic traits and self-compassion in both autistic and non-autistic individuals have been found to be negatively correlated (38), suggesting that low levels of self-compassion are related to the cognitive style found in autism (e.g., social difficulties and cognitive inflexibility). Relatedly, Cai and Brown’s (39) review paper suggested that self-compassion may improve mental health in autistic adults through the modification of emotions (as an emotion regulation strategy). Consistent with this view, empirical results by Cai et al. (40) demonstrated that emotion regulation mediated the relationship between self-compassion and anxiety/depression in autistic adults. Thus, it is likely that self-compassion may help autistic adults regulate their feeling of shame associated with self-stigma.

Interestingly, self-compassion has been recently found to moderate the relationship between self-stigma and depression in autistic adults (27) suggesting that an intervention aiming at increasing self-compassion might be useful for reducing self-stigma. In particular, compassion focused therapy (CFT) seems relevant in the context of self-stigma as it has shown its efficacy for targeting shame and hostile self-to-self relationship (41). CFT is a biopsychosocial, evolution-informed psychotherapeutic approach that builds on traditional cognitive behavioral therapy (CBT) principles and blends empirical knowledge from affective neuroscience, social and developmental psychology (16). Theoretical benchmarks in CFT includes an understanding of how evolutionary processes have shaped our minds and brains to serve a variety of functions. CFT focuses particularly on social mentalities, defined by Gilbert (42) as patterns of brain activity organizing our relationships and social roles by shaping different parts of our minds, i.e., motives, emotions, cognitions and behaviors. Relevant examples of social mentalities are the caregiving and care-receiving mentalities in contrast to threat-giving and threat-receiving social interactions. This understanding of social mentalities is relevant to the experience of stigma which can be understood as a social rank (dominant-subordinate) relationship. Because CFT provides an understanding of the function of threat-based processes, specifically when threat-giving and threat-receiving social rank mentalities have been internalized and used to interact with oneself, this therapeutic approach seems particularly relevant to target self-stigma. Moreover, CFT has gathered a large body of evidence in the treatment of shame and self-blame in a wide range of clinical settings (43, 44). Given its focus on the psychological processes and affective aspects that can be found in self-stigma, CFT may be more effective than existing interventions for the reduction of self-stigma and shame (45). CFT has not yet been evaluated in autistic individuals. However, a recent paper has provided strong theoretical support for the clinical relevance of CFT for the treatment of shame-related problems experienced by autistic adults (46). Hence, through its focus on self-compassion, CFT is likely to improve mental health by specifically targeting shame and self-blame (27).

The present study aims at investigating whether and how self-compassion improvement following CFT may reduce self-stigma and shame in an autistic individual. To do so, using a single case pre-experimental design, we will investigate whether and how scores of self-compassion, self-stigma and shame measures evolve following CFT in an autistic adult presenting with high levels of self-stigma. Specifically, we hypothesize that self-compassion scores will increase post-therapy, while self-stigma and shame scores will decrease. Single-case experimental designs constitute methodologies of growing interest in rehabilitation settings. These methodologies are recognized as relevant to investigate parameters related to the efficacy of a new intervention in a small number of participants before running a larger group trial (47).



2 Materials and methods


2.1 Design

To be included, the participant had to be autistic, present with an elevated score on the internalized stigma of mental illness (ISMI-9) (>2.5; (48)), have an IQ within the normal range, and be willing to participate in CFT. The participant was recruited from the University Hospital of Psychiatry clinics following his participation in a dialectical behavior therapy (DBT; (49)) program. A single case pre-experimental design (SCED; (50)) was used with weekly repeated measures of self-compassion and self-stigma as well as a daily ideographic measure of shame, during four phases, i.e., (i) pure baseline, (ii) conceptualisation, (iii) active compassion focused therapy, (iv) follow-up. Table 1 provides a detailed description of the contents and the duration of each phase. Using the baseline as a benchmark, the participant functions as his own control and the primary analysis is a comparison of weekly measures during the baseline, and the subsequent phases. The conceptualisation phase consisted of individual sessions with the participant to establish a working therapeutic alliance, identify goals and conceptualize his difficulties according to the CFT formulation. The active intervention phase consisted of 20 weekly individual CFT sessions. Throughout the study duration, the participant responded to weekly measures of self-compassion and self-stigma and daily measures of shame through an online journal that he chose to design (instead of using a paper survey). All sessions were conducted by a clinical psychologist trained in CFT. Ethical approval was assigned by the French ethics committee (Comité de Protection des Personnes Nord Ouest II) - (2022-A02501-42). Written informed consent was obtained from the participant for the publication of any potentially identifiable images or data included in this article.



TABLE 1 Description of phases.
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2.2 Measures

Acceptability of the intervention was measured via the assiduity in sessions and his adherence to in-between sessions practices. The participant designed an online journal which was shared with the therapist where he took notes of his home practices.


2.2.1 Self-Compassion Short Scale

Self-compassion was measured with the Self-Compassion Scale (51) in its short version (52). The French validation of the scale in its long version indicates good psychometric properties (Cronbach α = 0.94) (53) consistent with the results of the English short version of the scale (Cronbach α = 0.87) (52). The scale consists of 12 items. The responders are asked to indicate how often they act toward themselves in difficult times using a Likert-scale ranging from 1 (“almost never”) to 5 (“almost always”). For example, item 2 states “I try to be understanding and patient towards those aspects of my personality I do not like.” Only total scores were used in this study as recommended by Raes et al. (52). The total score was calculated as a total mean after having reversed coded the negative subscale items (self-judgment, isolation, and over-identification).



2.2.2 Internalized Stigma of Mental Illness (ISMI-9)

Self-stigma was measured using the Internalized Stigma of Mental Illness Scale (ISMI) in its short 9-item version (54), it is an abbreviated version of the full 29-items designed to assess self-stigma among persons with psychiatric disorders (48). The scale is a self-report instrument with each item rated on a 1 (strongly disagree) to 4 (strongly agree) Likert scale. According to Ritsher and Phelan (48) a mean total score of >2.5 indicates high levels of self-stigma.



2.2.3 Daily reports of the feeling of shame

To further inspect the variations of feelings of shame on a daily basis, participant and researcher collaboratively decided to design a question aiming to assess shame. It was collaboratively decided to use the following question: How often have I felt ashamed today? The participant rated his feeling of shame on a Likert scale ranging from 1 (never) to 5 (most of the day).




2.3 Statistical analysis

The total scores calculated from the weekly measures of self-compassion and self-stigma were graphically displayed. Visual analyses focused on the following data features: level, trend, variability and overlap of data points (55). No visual aids were used in the process of visual inspection of the graphed data. The visual analysis of weekly measures were complemented with the use of statistical indicators. Tau was used when it was visually evident that there is no improving baseline trend, whereas Tau-U with baseline trend control was used when the visual analysis suggested the need to control for spontaneous improvement during the baseline.

Tau-U (56) has several versions, the simplest of which also quantifies overlap, but in a slightly different way as compared to NAP: if NAP is expressed in a scale from 0 to 100 and Tau is expressed in a scale from 0 to 1, Tau = 2 * (NAP/100) − 1 (57). This quantification is appropriate when there is no improving baseline trend. Given that there was no such trend for the shame data (unlike the measurements of self-compassion and self-stigma), we used Tau. Another version of Tau, Tau-U, allows quantifying monotonic baseline trend and correcting for this trend when representing the amount of nonoverlap. Therefore, we used Tau-U to evaluate the changes in self-compassion and self-stigma.

In addition to Tau calculations, we also used the percentage of goal obtained (PoGO) for self-compassion and shame in order to quantify to what extend goals were achieved (58). The set goals in the context of the calculation of PoGO was set a posteriori. Regarding daily reports of shame, the goal was set to 1 indicating “I did not feel ashamed today” and regarding self-compassion, the goal was set to 2.5 which corresponds to the benchmark from low self-compassion to moderate self-compassion (51).

The following comparisons were made: (i) A versus A’B phase, i.e., assuming that the conceptualisation phase A’ is already an intervention because of the awareness and psycho-education it includes; (ii) AA’ versus B, i.e., considering that the conceptualisation phase is part of the baseline because no active CFT ingredients are delivered; (iii) A’B versus FU and (iv) B versus FU.



2.4 Case illustration


2.4.1 Presenting problem and client description

Julian (a pseudonym) is a 46-year-old autistic man working as a free-lance web designer. He received an ASD diagnosis at age 41. In addition to ASD, Julian has been diagnosed with social anxiety and asthma. He currently takes no medication. Two years prior to his participation in CFT, he benefitted from DBT (59) which led to a significant reduction in self-harming behaviors and emotion dysregulation. However, Julian still struggles with a very depreciating self-image, feelings of inferiority and self-stigma since he has received the diagnosis of ASD (ISMI score of 3.3 at inclusion). Julian is divorced and has two children who are now adults. He lives alone and is involved in a romantic relationship. He reports suffering from loneliness and lack of friendships.



2.4.2 Intervention


2.4.2.1 Overview

To increase compassion for self, others, and the ability to receive compassion from others, the CFT therapist guides patients to develop feelings of warmth, safeness and soothing through compassionate mind training (16).

The intervention consisted of weekly, individual sessions of approximately 1 h. The content of the intervention was adapted from a group CFT program for self-stigma developed by our team, presented in Table 2 (45). However, since the therapy was conducted in an individual setting, it was possible to adapt the contents to individual situations. The twelve modules of the program were conducted in 20 individual sessions. This program was built based on core CFT psychoeducation components and core experiential practices such as compassion focused imagery, chair work and letter writing. Details of the therapeutic sessions can be found in Table 2. Each session started with a soothing rhythm breathing practice and contained psychoeducation elements, socratic dialogue around a theme and in-session experiential practices such as compassionate imagery, role plays and chair work. The overall aim of the CFT program is to help the patient shift from a hostile and critical self-to-self relationship to a more compassionate relationship to self. Indeed, the participant develops a compassionate identity through which he can respond to parts of oneself that might suffer. During the therapy process, the clinician adapted CFT exercises to fit the interests of the participant (60). For example, the participant’s interest in writing was used to create dialogues between different selves based on the CFT framework.



TABLE 2 Content of modules and home practices of the COMPASS program (45).
[image: Table2]



2.4.2.2 Case formulation (phase A’)

The CFT case formulation is evolution-informed and helps creating a de-shaming and de-pathologizing understanding of one’s difficulties. Specifically, psychoeducation in CFT involves elucidating the evolutionary origins of our brains, helping clients recognize that our brains are tricky and reassuring them that they are not to blame (61). Brain functions that were advantageous for our survival over millions of years can now pose considerable difficulties in our daily lives. For instance, our brains possess an inherent tendency to be hyper-aware of threats, guided by the principle “better safe than sorry.” For a more comprehensive understanding of the evolution-informed psychoeducation in CFT, see Gilbert (62) for a review. Case conceptualization in CFT comprises an evolution-informed psychoeducation and entails an understanding of one’s difficulties within this functional framework.

Using Socratic dialogue, the fundamental fears of Julian, consisting of external fears (i.e., in relation to how others perceive oneself; e.g., “fear that others will make fun of me and reject me”) and internal fears (i.e., fears related to one’s own perception of oneself; e.g., “I am scared to fall apart”) were normalized through the exploration of historical influences (see Figure 1). In particular, the therapist explored early memories with an emphasis on experiences of warmth and safeness as opposed to memories of feeling threatened and ashamed. For example, as a child, Julian had a speech impediment which led to school bullying; he felt excluded and ashamed. Julian also reported the loss of his feeling of safeness following the divorce of his parents, as his mother left home while he had been sent away for holidays during the summer. Concerning feelings of warmth, Julian felt safety around his father and grandmother. Julian developed feelings of inadequacy and loneliness that might be explained by the school bullying he experienced and by the abrupt departure of his mother. Safety strategies were then identified as behaviors used to avoid or escape situations that may bring about his fundamental fears and other painful emotions. For instance, Julian often escaped social situations and fled home to find a place where he felt safe. Internal protective reactions include hypervigilance regarding his social behaviors (e.g., ruminations over how to react to prevent rejection and mockery from others). During the conceptualization phase, the therapist normalized these safety strategies as they were viewed through the lens of their protective functions. For example, monitoring his behaviors might have prevented further harm in the past (e.g., from bullies at school). However, these safety strategies have led to unintended consequences, e.g., fatigue. Interestingly, fatigue may be related to camouflaging, which is defined by Hull et al. (63) as coping strategies including “explicit techniques to appear socially competent and finding ways to prevent others from seeing their social difficulties.” Camouflaging is highly prevalent in autistic adults and is associated with fatigue and negative mental health outcomes (64, 65). All of these can fuel the development of high standards towards oneself and a self-critical self-to-self relation. Indeed, Julian felt “bullied at school and now I am my own persecutor.” One of the purposes of collaborative case conceptualization is to de-shame those unintended consequences. Consistently, the CFT framework employs the terminology “safety behaviors” instead of “dysfunctional behaviors” to acknowledge that the patient is doing their best to feel safe. In other words, the patient is doing their best given the social construction of the self and the way the human brain evolved from an evolutionary perspective (i.e., in CFT, the human brain is called the “tricky” brain). In addition to the specific components of the CFT case conceptualization, the strengths of the participant were highlighted (66). The latter factors were related to important values such as creativity and love for the arts.

[image: Figure 1]

FIGURE 1
 Conceptualization of Julian’s difficulties.


Following the case conceptualization, three therapeutic goals were identified: i.e., “be less self-critical towards and accept my imperfections,” “start writing my novel,” “connect with people.”



2.4.2.3 Compassion focused therapy (during phase B)

The 20 therapy sessions were based on the group program developed by our team (Table 2). The program is a step-by-step manualized CFT treatment targeting self-stigma. In this study, the same treatment contents were applied, albeit more flexibly, to adapt to the participant’s individual needs. The primary objective of the intervention was to assist the client in cultivating a caregiving and care-receiving mentality, which involved nurturing a compassionate mind or compassionate self. The compassionate self served as a foundation for the client to effectively respond to his emotions and experiences rooted in threat. Thus, the patient sought to foster his compassionate self, equipping himself with the necessary qualities and skills to incorporate compassion into his relationship with himself and with his recently discovered autistic identity. The intervention is illustrated through the presentation of some key therapeutic practices below. Based on the key adaptations suggested by Keenan et al.’s (60) first-hand account of DBT, the main adaptations of CFT for this specific person consisted of connecting the therapeutic tasks to his specific interests, that is, the arts (literature, classical music, and visual arts). Hence, the key practices outlined below were developed based on Julian’s interests. Also, we provided Julian with a therapy booklet containing visual summaries of key psychoeducational contents and worksheets to guide him with his home practices.


2.4.2.3.1 First session: getting acquainted with compassion

2.4.2.3.1 First session: getting acquainted with compassion. Julian initially associated the words “altruism, non-judgment, openness, empathy” with compassion. After validating this intuitive wisdom, we explored the meaning of compassion through the recall of a memory where he felt willing to help someone. We specified the two psychologies of compassion, i.e., (i) sensitivity to suffering in self and others and (ii) engagement to alleviate and prevent suffering (16). Julian then provided a recent example where he acknowledged that he could understand the person’s difficulties from a cognitive standpoint, which he called “external knowledge,” but he explained how difficult it was to have “internal knowledge,” that is, feel compassion. A metaphor to explain the difference between knowing and feeling was then used based on Julian’s practice of music: “I am a pianist, I could play cello or doublebass, I know how music works, but I am not a cello or doublebass player, I cannot feel the music on cello like I feel it when I play piano.” This highlighted that one can practice feeling compassion just like one can learn to play a new instrument. At first, it might be difficult and require a deliberate effort but, with training, compassionate feelings may emerge. This first session helped to reinforce Julian’s engagement in the therapy and his willingness to cultivate compassion.



2.4.2.3.2 Cultivating the compassionate self

2.4.2.3.2 Cultivating the compassionate self. Compassionate mind training is an essential component of CFT (67). To cultivate the evolved social mentality for caring and compassion, different practices with breathing, body posture, voice tone, and imagery were used. The objective was to build and train a compassionate self, able to give compassion to one’s own suffering.

The first CFT technique used was Soothing Rhythm Breathing (SRB). SRB allows to experiment the connection between bodily sensations, emotions, and mental processes; this in turn helps to regulate arousal (see (68) for more details about SRB). SRB is a breathing method that permits to decrease respiration frequency and increase heart rate variability (HRV) (69). To do so, it was important that SRB was experienced as a technique that goes beyond mere relaxation; instead, it is aims to function as a cue to activate the soothing system while simultaneously regulating the threat system (70). Indeed, greater HRV is linked with reduced negativity bias and an enhanced willingness to embrace novelty (71). In Julian’s case, a cognitive shift through SBR was reported after his second independent practice with this breathing method “in a time of stress when many thoughts were present,” “through breathing, the thoughts left, slowing down, as if we were stopping time.” After the first introduction of SRB, each session started with a SRB practice, which was progressively complemented with new learnings such as a soft internal voice tone or a friendly facial expression. Indeed, SRB constitutes the initial phase of most therapeutic tasks in CFT (68, 72). We used posture and breathing exercises to establish physiological safeness, fostering a compassionate mind. In session 3, Julian reported that he had turned to SRB spontaneously during a difficult situation where he felt tense and angry while he was driving home. Instead of stopping on the side of the road and taking a nap to calm down, he “…used the vibrations on the steering wheel as an anchor that helped me to calm down.” He highlighted that this was very effective and soothing: “this strategy of calm through breathing, while driving, is less risky than stopping on the side of the road to sleep.” Thus, there was generalization of new learning and SRB became a helpful strategy to regulate intense emotions. Based on the intuitive wisdom Julian showed in this situation, the therapist suggested that he could use the same strategy during other difficult situations. For instance, in the city, if intense tension arises, Julian usually sits down and plugs his ears. He dislikes this behavior and chose to practice SRB instead while holding a small object of his choosing (i.e., a specific rock), to feel “anchored’ akin to the feeling he reported while touching the steering wheel. As the weeks went by and Julian continued to regularly practice SRB, he shared in week 21 (10th session of active CFT) “I know it’s there, I can activate it when I need” and “there is a part of me in this rock, the part that is wise and compassionate.”

Another fundamental technique in CFT consists of training the caring system through compassion focused imagery (e.g., compassionate memories, visualizing caring individuals, creating a safe place, imagining a compassionate color and a compassionate ideal person). These practices were first conducted in session and debriefed with the therapist who targeted the sensations and feelings during the practices. Julian was able to experiment further at home through audio recordings of the sessions or with videos made by the therapist (73). These practices increased his familiarity with the feelings and sensations associated with compassion. To facilitate the implementation of these practices, we relied on Julian’s love for the arts. For example, Julian chose specific music pieces to accompany certain compassionate practices. His safe place was first chosen to be his grandmother’s house, which was associated with warmth and feeling of safeness but also a sense of loss, grief, and deep sadness. After different explorations of potential safe places, Julian thought of an arts foundation he used to visit with his grandmother; this safe place helped him feel warmth, a sense of safeness and openness and he felt welcomed there exactly for the person he is. Julian discovered that looking at a picture of the arts foundation helped him to feel peaceful. Between-sessions practices consisted of SRB and compassionate imagery. Examples of his personal notes regarding these between-session practices are presented in Table 3.



TABLE 3 Compassionate object interview.
[image: Table3]

In CFT, training of the compassionate mind can include role plays, chair work and embodiment practices. These were particularly difficult for Julian at first as they tapped on one of his fundamental fears, i.e., “others will make fun of me.” To facilitate these practices, the therapist first asked Julian to choose an object that had special meaning for him and to bring it to the next therapy session. The therapist then interviewed Julian as he embodied the compassionate object (75). This allowed him to experiment embodiment practices in a safe and playful way as he embodied a toy from his childhood. This therapeutic task was also a way to experiment giving himself compassion through a third person perspective.



2.4.2.3.3 The multiple selves

2.4.2.3.3 The multiple selves. Since the beginning of the intervention, Julian was introduced to the concept of having multiple selves, where each emotion was treated as a separate entity. For instance, when he expressed feeling sadness, the therapist acknowledged this as the expression of his “sad self.” This approach aimed to foster a more relational perspective towards emotions, allowing the client to engage with them as distinct entities rather than becoming overwhelmed by them. Throughout sessions, the therapist guided Julian to identify, label and picture his different parts. The different selves were explored by the therapist with an attitude of curiosity. Here again, Julian was able to fully embody his different parts, e.g., “sad self,” “angry self,” and the therapist asked questions like “Angry self, what would you like to say?” “how does the anger manifests in your body?” “What would you do if you could take control over Julian?” This allowed Julian to become aware of different emotional parts within himself and to better understand the underlying motives and needs of each part. For example, we explored the “blaming self” that emerged during a difficult situation (i.e., Julian was not invited for the birthday of his friend) (cf. Table 4).



TABLE 4 Example of the blaming self.
[image: Table4]

In CFT, a relational approach is used to explore the different parts of the self, akin to defusion described in mindfulness-based approaches (e.g., Acceptance and Commitment Therapy; (76)). In addition to defusion, in CFT, the therapist explores how the client would like to respond to the parts within himself to foster understanding and compassion. This allowed Julian to identify certain qualities (“kindness, generosity, altruism, gentleness, understanding, tolerance and strength”), which were then useful to guide him in constructing his compassionate self. This ideal compassionate self was further reinforced through imagery practices, role-playing and embodiment exercises, allowing him to immerse in the role and experience the compassionate attributes firsthand. Painful emotions were explored through the lens of the multiple selves and then integrated trough the compassionate self that validated the needs of each part.



2.4.2.3.4 Bringing compassion into daily life

2.4.2.3.4 Bringing compassion into daily life. As Julian’s compassionate identity became more clear, other therapeutic tasks were included to embody his compassionate self in his daily life. This started at home while doing activities such as listening to music, playing the piano, or doing house chores. Julian deliberately changed his body postures and internal voice tone, mindfully observing his sensations, and looking at the world through the eyes of his compassionate self. After practicing at home, Julian was encouraged to practice outside. This was a stressful situation for Julian as he felt inadequate and feared the mockery and rejection of others. To embody his compassionate self, Julian shifted from the ashamed self to the compassionate self when going to the bakery and talking to the salesperson. He did so via the practice of SRB, intentionally changing his body posture and voice tone, he observed “when I change my posture, others change too.” He also noticed that he felt more comfortable and talked more during the conversation. He still felt anxious but instead of having the “blaming self / the spear” run the show and make him feel inferior, the compassionate self encouraged him. Julian acknowledged that “Compassion is part of me now,” highlighting how his compassionate self had been incorporated in his sense of identity.



2.4.2.3.5 Compassion for the stigmatized self

2.4.2.3.5 Compassion for the stigmatized self. Julian’s interest in writing was an important asset when the compassionate self was to give compassion to the stigmatized self. Indeed, one of the main practices of CFT is the compassionate letter writing (68). To do so, one writes a letter to oneself (i.e., the part who is suffering) through the lens of the part of the self who is wise, caring, and strong, i.e., the compassionate self. Before writing the letter, Julian first practiced SRB and immersed himself in a compassionate self-imagery. Then he identified the part of the self who was suffering, i.e., the stigmatized self, validated its suffering, shared his compassionate wisdom about humankind’s tricky brains (i.e., “even though it is not my fault, it is my responsibility”), and showed support and willingness to change. This practice cued an important fear of compassion, which led Julian to postpone its writing. Some time was taken during sessions to identify key fears and resistances and to compassionately respond to them. Motivational interviewing techniques were used to help him activate his compassionate self and start writing (77). During this process, Julian noted “Even if I do not act, I can see and identify how I can make progress and I stop bullying myself.” With the compassionate self, Julian wrote himself a letter that progressively became the novel he wanted to write for a long time (i.e., one of the therapy’s goal). In week 25, he felt that “The therapy allowed me to move forward and feel safe. My writing project takes up more and more space.” This highlights the importance in CFT of creating safeness and of cultivating the courage, through compassion, to achieve the goals of one’s life worth living.







3 Results


3.1 Acceptability

The participant did not drop out of therapy, nor did he miss any session. Julian completed an online journal shared with the therapist where he took note of his practices of soothing rhythm and compassion focused imagery. In total, during the compassionate mind training phase and follow-up, he wrote 125 entries about soothing rhythm practices and several compassionate imagery practices such as the “safe place” and “compassionate color.” In the journal entries, Julian wrote how he felt before, during and after the practices as well as any practice-related discoveries or comments. Example of journal entries of practices are presented in Table 5.



TABLE 5 Examples of Julian’s journal entries of compassion practices at home.
[image: Table5]



3.2 Self-compassion, self-stigma and shame

Figures 2–4 graphically display the participant’s weekly measures of self-stigma and self-compassion and daily reports of shame.

[image: Figure 2]

FIGURE 2
 Weekly self-compassion scores across phases.


[image: Figure 3]

FIGURE 3
 Weekly self-stigma scores across phases.


[image: Figure 4]

FIGURE 4
 Daily reports of shame across phases: “How often I have felt ashamed today?”.



3.2.1 Visual inspection

Visually, self-compassion increased while shame decreased across the pure baseline (A) and the conceptualization phase (A’). Regarding self-compassion during the active treatment period (B), there was some variability around scores of 1.5 to 1.8 until week 21 followed by a consistent increase of scores for 5 weeks up to 3 which then decreased slightly to reach a score of 2.2 at the end of the active treatment phase. Self-compassion increased again during the follow-up period and ranged between 2.5 and 2.8 during the 5-week follow-up period suggesting that the amelioration of self-compassion during the intervention was maintained post-therapy.

Regarding self-stigma scores, the trend is less straightforward than for self-compassion. Indeed, there is a large variability of self-stigma scores during the pure baseline period (A) making the changes in self-stigma across the subsequent phases difficult to interpret. In the conceptualization phase (A’), self-stigma progressively decreased but the variability of scores persisted, suggesting that the conceptualization phase had a small effect on self-stigma. During the active therapeutic phase (B) and the follow-up period, self-stigma scores continued to show great variations.

Daily reports of shame during the pure baseline period (A) indicate that Julian frequently felt ashamed. At the beginning of the conceptualization (A’), Julian reported a high level of shame which showed a sudden subsequent decrease. During the start of the active treatment phase (B), shame was reported to be more present than for the rest of this phase suggesting a decrease of shame during the CFT phase as compared to the baseline. This reduction of shame was maintained during the follow-up period.



3.2.2 Statistical analyses

Tau-U was calculated to investigate changes across the different phases. Results are given in Table 6 and interpreted according to Vannest and Ninci (78): A 0.20 improvement can be considered a small change, 0.20 to 0.60 a moderate change, 0.60 to 0.80 a large change, and above 0.80 a large to very large change. Statistical analysis indicates a large increase in self-compassion between the baseline (including the conceptualization phase) and the active treatment phase (Tau-U = 0.74). If the baseline phase is considered without the conceptualization phase, the change is very large (Tau-U = 0.99). These results suggest that self-compassion increases during the conceptualization phase even though there is no active compassionate mind training during the conceptualization sessions. There is no difference between the intervention phase and the follow-up (Tau-U = 0.00) suggesting that the amelioration of self-compassion is maintained after the intervention. Regarding self-stigma, there is a moderate decrease of self-stigma between the baseline (including the conceptualization phase) and the active treatment phase (Tau-U = 0.32). In contrast, when we compare the baseline without the conceptualization phase with the intervention phase (which includes the conceptualization), there is no change in self-stigma (Tau-U = −0.09). There is no change in self-stigma between the intervention and follow-up (Tau-U = −0.19). Regarding daily shame, there is moderate decrease in shame between the baseline including the conceptualization phase and the active treatment phase (Tau-U = 0.31) and a moderate decrease between the baseline (without the conceptualization phase) and the intervention phase including the conceptualization (Tau-U = 0.51).



TABLE 6 Tau calculations for the weekly measures of self-compassion and self-stigma.
[image: Table6]

The percentages of goals obtained were calculated for both self-compassion and shame (Table 7). Between baseline (including the conceptualization phase) and the active intervention phase, 64.91% of goal in self-compassion was obtained. When we include the conceptualization phase as part of the intervention, the percentage of goal is almost the same (62.49%). Across the intervention phase and the follow-up phase the percentage of goal obtained is very high: 143.10%. Considering that the goal was set as the benchmark between low self-compassion to moderate self-compassion, this result suggests that during the follow-up, self-compassion was consistently higher that the “moderate” cut-off. Regarding daily shame reports, the percentage of goal obtained is also very similar whether we include the conceptualization in the baseline or the intervention phase, respectively 90.21 and 92.51%. In the follow-up, the percentage of goal remained high suggesting that the effects of the intervention on daily shame reports remained stable during the follow-up.



TABLE 7 Percentage of goal obtained for weekly self-compassion and daily shame.
[image: Table7]





4 Discussion

In this study, as recommended by recent literature referring to healthcare and rehabilitation, we used a single case pre-experimental design to evaluate the feasibility and efficacy of CFT for reducing self-stigma in an autistic adult (47). To do so, we investigated whether and how scores of self-compassion, self-stigma and shame measures evolved through a baseline period, a conceptualization phase, CFT and a follow-up period.

First of all, we found that CFT was highly acceptable and feasible with this autistic client. Indeed, Julian was very diligent with session attendance and in-between sessions practices, with more than a hundred entries in his log of home practices across the intervention and follow-up phases. This result is important given that barriers to accessing care are numerous in this population, including clinician attitudes about autism and the importance of flexibility for the individualization of treatment (79). In addition, the individual format of the intervention allowed the therapist to adapt the sessions to better fit the needs of the participant. For example, the client’s interests and passions were used in the therapeutic tasks, which may have contributed to increase the acceptability of CFT (60).

In terms of the efficacy measures, self-compassion increased throughout the conceptualization, CFT and follow-up phases. More specifically, self-compassion increased while shame decreased across the baseline and the conceptualization phase. This is consistent with the de-shaming function of case conceptualization in CFT (80). Indeed, the collaborative creation of a common understanding of the client’s difficulties through a compassionate lens may have been effective in reducing shame (i.e., “we did not choose to have a brain that functions this way and can create difficult emotions and ruminations, nor did we choose the context in which we grew up”). In other words, the idea that “it is not my fault” brought about in the conceptualization phase might explain the reduction of shame found during this phase as opposed to the pure baseline phase.

In contrast to self-compassion, the self-stigma measure showed high variability during the baseline, making subsequent results and changes difficult to interpret. A moderate decrease in self-stigma was nevertheless found between the baseline and the intervention phase, which was maintained at follow-up. Similar results were found on the daily reports of shame, consistent with the idea that shame is strongly associated with self-stigma in autistic and non-autistic people) (27, 81). The moderate changes in self-stigma might be explained by different factors. First, internalized stigma is the result of frequent and repeated exposure to stigmatizing attitudes and experiences of discrimination. Thus, although self-compassion significantly increased during treatment and this change was maintained at follow up, self-stigma may take more time to change, especially because public stigma remains prevalent. Relatedly, it is worth noting that, as the therapy advanced and self-compassion increased, the participant progressively exposed himself to social situations that he avoided before, momentarily increasing his anxiety, and feelings of inadequacy. Indeed, increased social exposure to a non-autistic world comes with a high risk to face negative attitudes from others (64), and this might explain the results found in our study. Another explanation is related to the scale that was used to assess self-stigma, i.e., the ISMI (54). Indeed, the ISMI was validated for measuring self-stigma related to psychiatric disorders, thus it is possible that the ISMI did not fully capture autism-related self-stigma.

Overall, our results suggest that self-compassion increased following CFT, but self-stigma decreased only moderately. We speculate that this is due to the persistence of autism-related stigma in our society. Hence, in addition to tackling self-stigma, it is crucial to address and fight autism-related public stigma within our societies. To achieve this, it is pivotal to implement anti-stigma programs targeting the general public, families of autistic individuals, teachers, and health practitioners. However, existing programs are scare, have shown limited effectiveness so far (82), and changing public attitudes takes effort and time. Some studies focusing on anti-stigma programs for autism have shown promising results but have been constrained by methodological limitations, such as short-term effects and lack of behavioral measures (83–86). Considering these challenges, in addition to working on reducing public stigma, this study demonstrates how CFT may decrease autism-related self-stigma and thus addresses one of the facets of the stigmatization process. By doing so, CFT could contribute to reduce the negative health consequences associated with stigma in autistic individuals.

From a qualitative standpoint, Julian reported that the therapy helped him become less self-critical and self-stigmatizing, suggesting that, from a subjective perspective, self-stigma decreased. Indeed, during the last sessions of the therapy, Julian shared that writing his novel meant that he was embracing who he was, i.e., “I accept who I am.” He shared that his novel was now part of his life and contributed to “his acceptance of his difference,” that is, he accepted and embraced his autistic identity instead of camouflaging it in most occasions or avoiding social situations. Consistently, he mentioned “I show myself as I am, I have no more desire to be a chameleon because I know it’s destructive, I have no more need to hide” “I’m naked, camouflage falls off, I am now more sensitive to my environment, I have not fallen back into the idea of being perfect, I have my flaws, they make up my personality.” He also noticed that he was more aware of his emotions “My awareness and acuity when it’s happening improved, there is now a real synchronization when it’s happening, so I can see what I can use right away to be helpful.” Furthermore, Julian reported “I can notice I’ve been hurt by someone and I’m able to ask for an apology, compassion goes in both directions,” suggesting that his self-compassion, but also compassion for others increased following CFT. Hence, the self-reported decrease in self-stigma through self-compassion seems to have allowed him to hide and avoid less while decreasing his use of camouflaging behaviors. In addition, he acknowledged that CFT also helped him become more aware of his emotions, a finding in line with previous studies using CFT (87). Both results are clinically important given that camouflaging, social isolation, and emotion dysregulation have been found to be involved in the high rates depression, anxiety and suicidality in autistic adults (7, 65, 88, 89).

As a pilot clinical study, this research presents with limitations. Firstly, the shift between the baseline and the intervention phase is not clear-cut, given that the conceptualization phase can be either seen as part of the baseline or the intervention. This is particularly the case in an A-B single case design such as ours. Further research should aim at replicating our results and explore changes across the conceptualization and active treatment phases possibly with a larger sample of autistic individuals. Moreover, to decrease the load on the participant, only selected measures of self-stigma, self-compassion and shame were used. However, given the link between self-stigma and mental-health, future studies should consider using measures of psychopathology (e.g., depression and anxiety scales) and quality of life to explore the effects of the intervention more broadly. Furthermore, because autism can take many shapes, further research should include larger scale studies involving a wide variety of autistic clients (e.g., multiple baseline SCED design and randomized controlled studies). Finally, research should investigate the types of adaptations of CFT required for autistic clients more broadly.

In conclusion, the present study adds to the CFT literature by demonstrating its acceptability and preliminary efficacy in reducing self-stigma in autistic adults. Given that self-stigma seems to be involved in the diminished social functioning of autistic adults as well as in the maintenance of co-occurring disorders, our results are particularly promising and point to the need to conduct more large-scale studies on CFT in autistic adults.
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