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Major depression is one of the most common mental health problems worldwide. More than one-third of patients suffer from treatment-resistant depression (TRD). In this study, we explored the feasibility of group compassion-focused therapy (CFT) for TRD using a randomized controlled trial with two parallel groups. Eighteen participants were randomly allocated to the intervention group (CFT and usual care) and control group (usual care alone) and a participant in each group withdrew. Participants in the intervention group received a 1.5-h session every week for 12 weeks. The effects of the intervention on the participants’ scores were calculated using a linear mixed model. There was a larger reduction in their depressive symptoms and fears of compassion for self and a greater increase in their compassion for self compared to the control group participants. The reliable clinical indices showed that in the CFT (intervention) group, three of nine participants recovered (33%), two improved (22%), two recovered but non-reliably (22%), and the condition of two remained unchanged (22%). These findings indicate adequate feasibility of group CFT for TRD in Japanese clinical settings.

Clinical trial registration: [https://clinicaltrials.gov/], identifier [UMIN 000028698].
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Introduction

Major depression is a common mental health problem worldwide. James et al. (2018) reported that more than 264 million people suffered from depressive disorders. The situation is similar in Japan, where the lifetime prevalence of mood disorders is 4.12% in men and 9.80% in women, and the 12-month prevalence is 1.29% in men and 3.70% in women (Nishi et al., 2019).

Various guidelines recommend cognitive behavioral therapy (CBT) as a psychological treatment for major depression (National Institute for Health and Care Excellence, 2009; American Psychological Association, 2019). However, despite treatment, some patients struggle with chronic symptoms and experience treatment-resistant depression (TRD; EMEA, 2009). Although the definition of TRD is not universal, it is most commonly defined as “an inadequate response after at least 2 antidepressant trials of adequate dose, duration, and treatment adherence” (Thase, 2011). Rush et al. (2006) found that over 50% of patients diagnosed with depression do not remit after first-line antidepressant medication, and approximately 30% may not remit after multiple treatments. Thomas et al. (2013) reported that 55% of patients with major depressive disorder were eligible for a diagnosis of TRD. These findings highlight the importance of treating chronic depression. However, patients with TRD present complex clinical problems related to multiple risk factors and may need novel psychotherapies (Al-Harbi, 2012).

For treating chronic depression or TRD with psychological intervention, the National Collaborating Centre for Mental Health (2011) guidelines recommend Dialectical behavior therapy (DBT), CBT, Interpersonal Psychotherapy (IPT), and short-term dynamic psychotherapy. A systematic review assessing the effectiveness of psychological interventions reported that although these psychotherapies delivered to patients were reliable, further evidence is needed on the effectiveness of the different types of psychotherapy (Ijaz et al., 2018).

Relatedly, psychological interventions focused on compassion have been garnering attention in recent years. This trend is evidenced by the emergence of various concepts related to compassion. The most popular one is self-compassion, defined as “being open to and moved by one’s own suffering, experiencing feelings of caring and kindness toward oneself, taking an understanding, non-judgmental attitude toward one’s inadequacies and failures, and recognizing that one’s own experience is part of the common human experience” (Neff, 2003). Meta-analyses of cross-sectional data have revealed that self-compassion is negatively correlated with psychopathology (MacBeth and Gumley, 2012) and psychological distress (Marsh et al., 2018) and positively correlated with well-being (Zessin et al., 2015), physical health and health behavior (Liao et al., 2021; Phillips and Hine, 2021), physical activity (Wong et al., 2021), and sleep quality (Brown et al., 2021). These findings indicate that enhancing or developing self-compassion can promote mental and physical health. However, this concept and measure of self-compassion can be difficult to interpret because it combines positive factors such as kindness with “negative” factors of self-criticism which have long known been linked to depression and for which there many different therapies (Ferrari et al., 2022; Muris and Otgaar, 2022). In addition MSC was not (originally) developed as a psychotherapy but for self-help (Neff, 2003).

Meta-analyses of different types of compassion-based interventions (CBIs) with clinical applications have also been conducted. Wilson et al. (2019) showed that self-compassion-related therapies (compassion focused therapy, mindfulness-based cognitive therapy, and acceptance and commitment therapy) improved anxiety and depression, based on the data from 22 randomized controlled trials (RCTs). Kirby et al. (2017) also revealed that CBIs significantly improved scores related to mental health or well-being. Craig et al. (2020) systematic review with meta-analysis found that compassion focused therapy (CFT) reduced depression and anxiety and could be an alternative treatment for severe and complex mental health problems.

Indeed, two studies specifically investigated CBIs for chronic depression or TRD. Graser et al. (2016) pilot study with a single-group design examined the effectiveness of a 12-week mixed-group program on mindfulness, CFT, and loving kindness meditation. The results showed that the symptoms of patients with chronic depression decreased after participating in the program; this progress was also observed in the three-month follow-up. Moreover, in Asano and Shimizu (2018) case study, a patient with recurrent depression responded to individual CFT. These reports suggest the potential effectiveness of CBIs for TRD, which is also supported by evidence that CBIs reduce self-criticism and shame. Self-criticism has long been shown to be associated with depressive symptoms and is a factor that influences recovery or chronicity (Marshall et al., 2008; Zeeck et al., 2020). Additionally, shame is related to depressive symptoms (Orth et al., 2006; Guimón et al., 2007; Kim et al., 2011), and a recent meta-analysis shows that shame-related schemas are highly correlated with depression (Bishop et al., 2022). This evidence suggests that interventions focused on self-criticism and shame can be particularly effective for TRD.

Especially among CBIs, CFT is more expected to be effective because it was special developed with and for people with chronic mental problems (Gilbert and Procter, 2006; Gilbert and Simos, 2022). Compassion is viewed as a basic motive with processes for engaging with the causes and nature of a depression (e.g. develop emotion tolerance and empathy) and then develop the person’s courage and wisdom for a range helpful personable practices and actions (Gilbert, 2010). One central focus is self-criticism and shame (Gilbert, 2010; Gilbert and Simos, 2022). CFT hypothesizes that self-criticism and shame are influenced by a cold tone of self-talk toward the self and aims to transform it into a warm tone by developing compassion. To achieve this goal, some forms of psychoeducation are used in CFT to alleviate self-criticism and shame. Typical examples include the detailed psycho-eduction on the evolution-built nature of the motives and emotion process of the brain that can be very difficult to manage hence called the “tricky brain” which conveys a clear message that many of our difficult mental states like depression are linked to the activation of unwanted brain systems and states which is “not your fault” (Gilbert and Simos, 2022). In addition, patients are encouraged to practice a breathing technique—soothing breathing rhythm breathing—which helps bring them to a physiological state of grounding and slowing and enables a compassion focus for attention and reasoning. Accompanying these practices, patients work on techniques to directly develop compassionate images of themselves and others and practice acts of compassion (Gilbert and Simos, 2022). While addressing these processes, the therapist also fosters warmth and compassion in their relationship with the client. As an early report of CFT was for patient with chronic and severe mental health problems (Gilbert and Procter, 2006), CFT is a psychotherapy developed to help patients with chronic and severe problems like TRD.

As patients with TRD present severe and complex problems, exploring the feasibility of CFT for TRD can increase the number of available treatment options. Hence, this study evaluated the feasibility of group CFT for TRD in the Japanese population using an RCT design.



Materials and methods


Study design

This study was conducted as a prospective randomized controlled unmasked endpoint trial with two parallel groups and simple randomization at the individual level. Participants were randomly allocated to either a 12-week group CFT combined with usual care (UC; CFT group) or UC alone (UC group). Ethical approval was obtained from the Ethical Committee of the Safety and Health Organization, Chiba University (29-05), and the trial was registered at University hospital Medical Information Network (UMIN) (UMIN000028698).



Participants and procedures

The CONSORT diagram for the study is shown in Figure 1. Participants were recruited between July 2017 and September 2018 through posters and leaflets distributed at medical institutions in Chiba and Tokyo prefectures. Participants were asked to provide a referral letter from their psychiatrist with their application. After being fully apprised of the research, written informed consent was obtained from all the participants. They were then assessed based on the eligibility and exclusion criteria.
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FIGURE 1
CONSORT diagram in this study.


The inclusion criteria included: (a) primary diagnosis of major depressive disorder or dysthymia; (b) refractory to two Selective Serotonin Reuptake Inhibitor (SSRI) treatments; (c) while remaining at least moderately ill (Beck Depression Inventory-II (BDI-II) score ≧ 20; Kojima et al., 2002); (d) aged 18–60 years. We applied the criterion (a) above based on Diagnostic and Statistical Manual (DSM)-IV (American Psychiatric Association, 2000) because of the deficits of the structured interview tool based on DSM-5 in Japanese; we included major depressive disorder and dysthymia as diagnoses characterizing a depressive episode. We also applied criteria (b) and (c), based on the identification of TRD by Rush et al. (2006). Criterion (d) was adopted to avoid the need for parental consent. The exclusion criteria included: (1) psychosis; (2) active suicidality; (3) organic brain disorder; (4) substance abuse or dependence; (5) antisocial personality disorder; and/or (6) other severe mental/physical conditions. All exclusion criteria were set to ensure the protection and safety of the participants.

Participants were assessed using the Japanese version of the Mini-international Neuropsychiatric Interview (M.I.N.I.; Otsubo et al., 2005) to check their primary diagnosis (major depressive disorder or dysthymia) and comorbidity. BDI-II was then used to evaluate the participants’ symptoms and verify the inclusion criteria; whether patients were refractory to SSRI treatments was confirmed using the referral letters from their psychiatrists. Suicidal risk was evaluated based on the M.I.N.I. Even though an old version of the M.I.N.I. based on DSM-IV was used in this study, it was the latest available tool translated into Japanese.

After checking the eligibility and exclusion criteria, pre-intervention primary and secondary outcomes were measured. Post-intervention measurement was conducted after completing 12 weeks of sessions. The CFT group received a 12-week group CFT program in addition to UC. The CFT sessions were provided once a week, each session lasting 90 min. The UC group received care as usual during the 12 weeks. The number of participants ranged from four to six per group. A therapist and a co-therapist conducted the sessions. The therapist was a clinical psychologist with a Ph.D. in psychology who had trained at a three-day CFT workshop (KA). The co-therapist was an industrial counselor (YO). Both the therapist and co-therapist had completed a CBT training course at Chiba University (Kobori et al., 2014). Peer supervisions were conducted once a week by the therapist and co-therapist for quality control, and the fidelity checklist was confirmed. In addition, the therapist received supervision via a video meeting system from the other CFT therapists (PG or CI) once a month.


A 12-week group compassion-focused therapy program

The contents of the CFT program are shown in Table 1. The program materials were adapted from Judge et al. (2012) and translated into Japanese with adjustments based on Japanese culture. We also added psychoeducation about depressive symptoms to increase the participants’ understanding of their mental health problems.


TABLE 1    Contents of the group compassion-focused therapy program.
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In session 1, participants received psychoeducation about depression in terms of the tricky brain phenomenon, which is a popular and fundamental concept from the evolutionary psychology perspective (Gilbert and Simos, 2022). Mindfulness for sound exercise was also introduced and assigned to participants as homework. In session 2, participants were educated about the three-circle model, and the mechanisms of emotion and motivation were explained from a neuroscience perspective. Soothing rhythm breathing was introduced as homework. In session 3, participants learned about the functions of emotion and were assigned compassionate color and place image exercises as homework. Session 4 consisted of psychoeducation regarding compassion and the compassionate self for an understanding and developing a compassionate mind. Compassionate memory image exercises were introduced as homework. In sessions 5 and 6, participants were guided using image exercises pertaining to the compassionate self and others and asked to try the exercises at home.

In sessions 7 and 8, participants were taught to use compassionate images for switching from unhelpful thoughts to compassionate thinking using columns. Session 9 comprised a CFT case formulation to develop participant-specific formulations that reflected their vicious cycles. In session 10, participants were encouraged to replace their safety behaviors by following a case formulation to transform their cycles. Session 11 consisted of a compassionate letter writing exercise, wherein the participants were encouraged to write a letter addressed to themselves. Finally, in session 12, we summarized the program and devised plans to continue the participants’ efforts.




Measures


Primary outcome

We used the BDI-II, which is the most popular self-reported questionnaire in clinical trials or meta-analyses, as the primary outcome (Beck et al., 1996; Kojima et al., 2002; Cuijpers et al., 2013). The BDI-II consists of 21 items, rated on a 4-point Likert scale ranging from 0 to 3. The score on the Japanese version of the BDI-II is classified as follows: 0–13, 14–19, 20–28, and 29–63, described as minimal, mild, moderate, and severe depression, respectively. The Japanese version of the BDI-II has been standardized and has demonstrated excellent reliability and validity. Cronbach’s α at pre-intervention was.73. Additionally, the BDI-II score was used as an inclusion criteria (participants who scored higher than 20 were included).



Secondary outcomes

We used the GRID-Hamilton Depression Rating Scale (GRID-HAMD), which has high reliability and validity, as the secondary outcome measure for depressive symptoms (Tabuse et al., 2007; Williams et al., 2008). The GRID-HAMD is a revised version of the Hamilton Depression Rating Scale, which is a widely-used structured interview that was developed by Hamilton (1960). The GRID-HAMD evaluates depressive symptoms on both intensity and frequency. The scale has two versions with 17 and 21 items, respectively. In this study, we used the 17-item version with scores ranging from 0 to 52 points. Cronbach’s α at pre-intervention was 0.58.

To assess the change in compassion, we used the Compassionate Engagement and Action Scales (CEAS). The CEAS was developed by Gilbert et al. (2017) and translated into Japanese (Asano et al., 2020); it includes three subscales of compassion (for others, from others, for self). The Japanese version has shown good reliability and validity. Each of the 3 subscales consists of 10 items rated on a Likert scale of 1 (never) to 10 (always). Cronbach’s α at pre-intervention were.94 (for others), 92 (from others),0.68 (for self).

To assess the resistance to developing compassion, we used the Fears of Compassion Scale (FCS; Gilbert et al., 2011). This reflects individuals’ problems in developing compassion, such as fear, resistance, or blocks that can be barriers to recovery. Kirby et al.’s (2019) meta-analysis showed that the fears of compassion are correlated with mental health difficulties. A cross-sectional study by Merritt and Purdon (2021) demonstrated that fears of compassion relate to ambivalence and the expectations regarding treatment. The FCS has been translated into Japanese and has demonstrated sufficient reliability and validity (Asano et al., 2017). It includes three subscales— fear of compassion for others, fear of compassion from others, and fear of compassion for self. The fear of compassion for others subscale consists of one factor with seven items. The fear of compassion from others contains two factors, namely, concern about compassion from others with four items, and avoidance of compassion from others with four items. The fear of compassion for self subscale comprises two factors: miserable with self-compassion, with five items, and demerit of self-compassion, with eight items. All the subscales are rated on a Likert scale of 0 (do not agree at all) to 4 (completely agree). Cronbach’s α at pre-intervention were 0.85 (for others), 69 (concern about compassion), 74 (avoidance of compassion from others), 80 (miserable with self-compassion), 65 (demerit of self-compassion).

To assess self-compassion (Neff, 2003), the Self-compassion Scale–Short Form (SCS–SF) was used. The SCS–SF is the short version of the Self-compassion Scale (SCS), and both SCS and SCS–SF have been translated into Japanese with high reliability and validity (Arimitsu, 2014; Arimitsu et al., 2016). SCS–SF and SCS include six factors. However, as most studies use the total score as a measure of self-compassion (MacBeth and Gumley, 2012; Zessin et al., 2015; Marsh et al., 2018; Liao et al., 2021), we also used the total score as the outcome measure. The SCS–SF consists of 12 items rated on a Likert scale of 1 (almost never) to 5 (almost always). Cronbach’s α at pre-intervention was 0.69.

We used a dropout rate and the Client Satisfaction Questionnaire (CSQ; Hisateru Tachimori, 1999) as indicators of the feasibility of the program. The CSQ consists of eight items rated on a Likert scale of 1 (poor) to 4 (excellent).



Evaluation of feasibility

Bowen et al. (2009) proposed eight areas of focus to discuss the feasibility of research on public health, four of which we examined in this study: acceptability, implementation, and limited efficacy testing. To evaluate acceptability, we used participants’ session attendance rates, dropout rates, and satisfaction levels as measured by CSQ. Implementation was evaluated according to the number of canceled, truncated, or postponed sessions. Therapist adherence was evaluated using a session checklist (part of the implementation of each session). Limited efficacy testing was evaluated based on differences in primary outcomes.




Data analysis

All analyses were performed using R Statistical Software (v4.1.0; (R Core Team, 2021) and R Studio (v.2021.09.1 + 372 (Rstudio Team, 2021). To evaluate the change in outcomes, intent-to-treat linear mixed models were employed for all outcomes, assuming that the missing values occurred randomly, using lme4 package (v.1.1-27.1; (Bates et al., 2015)). The models included time, group, and time*group as the fixed effects and participant as a random effect. Standardized effect sizes for the difference from the baseline between conditions in linear mixed models were calculated using lme.dscore() function in EMAtools package (v.0.1.4 (Kleiman, 2021)).

We also performed Jacobson and Truax analysis to explore the clinically reliable indices (CRI) in the BDI-II score post intervention (Jacobson and Truax, 1991) using the R package JTRCI (Kruijt, 2021). The reliabilities were based on a previous BDI-II report confirming validity for a Japanese general sample (Kojima et al., 2002), and the mean score of 8.9 ± 6.5 was used as a norm (Kojima et al., 2002). The calculated cutoff point for recovery of c was 9.22; we therefore determined the cutoff point of recovery as less than 10 points on BDI-II.




Results


Participants’ characteristics

Twenty-four individuals consented to participate in the study. However, three of them did not meet the inclusion criteria, and two met the exclusion criteria. As a result, 18 participants were randomized, with 10 participants allocated to the CFT group and 8 to the UC group. A participant in the CFT group withdrew because of relocation. A participant in the UC group withdrew to participate while waiting and requested to have their data removed. Finally, the study comprised 17 participants, whose demographic and clinical characteristics are shown in Table 2.


TABLE 2    Participants’ characteristics.
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Based on the M.I.N.I. assessment, 14 participants were primarily diagnosed with major depressive disorder and the remaining 3 with dysthymia. Comorbidities were present as follows: six participants with social anxiety disorder, three with generalized anxiety disorder, two with panic disorder, two with obsessive-compulsive disorder, 1 with post-traumatic stress disorder, and one with bulimia nervosa. The TRD scores (Fekadu et al., 2009) were in the moderate range of 7 to 10 points, and the duration of the episode was over 4 years for all participants. Several other participants’ characteristics may have contributed to bias. For example, more participants in the CFT group were married than in the UC group (70% and 29%, respectively). Additionally, the duration of the current episode was longer among the UC group participants (UC = 12.63 years; CFT = 4.57).



Changes in the primary outcome

The pre- and post-treatment assessments for both groups including interaction effects and between-group effects are presented in Table 3. The pre–post change for the BDI-II as the primary outcome was larger in the treatment group than in the control group post treatment, with a large between-group effect size of d = 2.30. The statistical results are provided in Table 3.


TABLE 3    Changes in outcomes.
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The CRI indicated that three of nine participants recovered (33%), two improved (22%), two recovered but non-reliably (22%), and the condition of two remained unchanged (22%) in the CFT group. Only one patient non-reliably recovered and the other six patients’ conditions remained unchanged (17%) in the UC group.



Changes in secondary outcomes

Similar to BDI-II, the pre–post change for the GRID-HAMD was larger in the CFT group than in the UC group post treatment, with a large between-group effect size of d = 1.03.

Regarding the CEAS scores, the post-treatment change on the compassion for self subscale was larger in the CFT group than in the UC group, with a large effect size of d = −1.08. There was a medium effect size of d = −0.61 on the compassion for others subscale.

With respect to the FCS, the post-treatment changes in the subscales “miserable with compassion for self” and “demerit of self-compassion” were larger in the CFT group than in the UC group, with large effect sizes of d = 1.04 and 1.42, respectively. Conversely, the post-treatment change on the avoidance of compassion from others subscale was larger in the UC group than in the CFT group, with a large effect size of d = −1.06. On the fears of compassion for others and concern about compassion from others subscales, there were medium effect sizes of d = −0.34 and −0.38.

The post-treatment change on SCS–SF (Neff, 2003) was larger in the CFT group than in the UC group, with a large effect size of d = −0.91.



Evaluation of feasibility

On acceptability, attendance rates were from 75 to 100%, 2 participants were absent once and 1 participant was absent twice and 1 participant was absent three times. The remaining 4 participants attended all sessions. The rate of intervention completion was 90% (dropout rate was 10%). The mean Client Satisfaction Questionnaire score was 28.17 (SD = 2.29), and all responses were higher than 3 (good). On implementation, all sessions were conducted as planned even if some of the participants were absent, so no sessions were canceled, truncated, or postponed sessions. All components of session check list were conducted as planned. Limited efficacy testing was as described in 3.2 section.




Discussion

In this study, we verified the feasibility of group CFT for TRD using an RCT design. Building on the scarce literature on the effectiveness of CBIs for chronic depression or TRD (Graser et al., 2016), our results illustrate the possibility of using CFT to treat patients with TRD. Furthermore, as studies investigating the effectiveness of CBIs for the Japanese population are very limited (Arimitsu, 2016; Asano and Shimizu, 2018; Asano, 2019), our study also demonstrates the possibility of using CFT or CBIs in the Japanese context. A cross-cultural study indicated that the Japanese population has the highest self-criticism among 13 countries (Halamová et al., 2018); hence, it is beneficial to verify the feasibility of CFT, which focuses on self-criticism (Gilbert, 2010), for Japan.


Participants’ characteristics in this study

In terms of the participants’ demographic data, the percentage of men and the mean duration of major depression were low compared to those found by a previous study (Jaffe et al., 2019); however, the education level was higher, whereas age and marital status were almost equivalent on average. The low proportion of men participants may have been because of the available time frame for participation, subject to gender roles in Japanese society, and the differences in resistance to the group format across genders. The reason for the high percentage of college graduates is unknown but may be related to the program being provided at a university campus.

Duration of the current episode was considerably greater for UC group. Although episode length relates to severity and comorbidity (Melartin et al., 2004), measured severity and comorbidity in this study were not seemed to be differed between groups. It is not easy to identify which factor affected to biased duration of the current episode, there is a possibility that a few people with longer duration were assigned to the UC group. In any case, the result of this study should be carefully interpreted with considering for this bias.

Approximately 60% of the participants had psychiatric comorbidities. This was in line with the findings of previous studies, which showed that more than half of the TRD patients presented anxiety disorders or other psychiatric problems (Casher et al., 2012; Kubitz et al., 2013; Huang et al., 2020; Fabbri et al., 2021).



Changes in the primary outcome

A recent meta-analytic review by Cuijpers et al. (2020) showed that the effect size g of CBT ranged from 0.50 to 0.69 compared to the care-as-usual group; for problem-solving therapy, which showed the largest effect size, g ranged from 0.42 to 2.05. Regarding group CBT, an old meta-analysis by McDermut et al. (2001) reported the effect size d as 1.03 (range: −0.07 to 2.30, 48.2%). Based on studies of CBIs, Kirby et al. (2017) revealed that the effect size d of CBI ranged from 0.45 to 0.82. Wilson et al. (2019) estimated that the effect size g of self-compassion-related interventions ranged from 0.23 to 0.57. Considering these reports, the effect size on BDI-II in this study using a therapy developed for and with patients was large (d = 2.30), suggesting that this program can be a new treatment choice for patients with TRD. However, unchanged symptoms in the UC group should be considered. A recent review reported that 12.5% of patients with depression remit within 12 weeks even when untreated (Mekonen et al., 2022). In a similar study among the Japanese population, the score for depressive symptoms reduced in the treatment as usual group (Nakagawa et al., 2017). In contrast, the BDI-II score in the UC group in this study remained at the same level during the research period. This may be related to the inclusion criteria we used, such as patients with TRD being at least moderately ill prior to the study.

The CRI results showed that five of nine (56%) participants with TRD responded (recovered or improved) in the CFT group, whereas only one of seven (14%) responded in the UC group. Cuijpers et al. (2021) have pointed out that 41% of patients with psychiatric diagnosis respond to psychotherapy. Another CBT trial by Wiles et al. (2013) for TRD reported that 46% of patients recovered. A meta-analysis of group CBT by McDermut et al. (2001) indicated that 48.2% of patients showed improvement. Although differences in calculation exist, the CRI of this program can be deemed sufficient.



Changes in secondary outcomes

With regard to GRID-HAMD scores, the effect size was large and showed sufficient reduction in depressive symptoms. The difference in effect sizes between GRID-HAMD and BDI-II may have been caused by discrepancies in the two measurements. The BDI-II is associated with the psychological symptoms of depression and is more sensitive when patients are older (over 50 years old), with higher neuroticism or atypical depression, compared to GRID-HAMD (Enns et al., 2000). Therefore, CFT can be expected to be more effective in addressing psychological symptoms of depression and atypical depression that may lead to chronic depression.



Compassion-related outcomes

First, we found that in the CFT group, compassion for self increased; two factors of fears of compassion for self (demerits of self-compassion and miserable with self-compassion) decreased greatly. Cuppage et al. (2018) showed that decreased fears of compassion for self are correlated with changes in psychopathology. Hence, we may assume that depressive symptoms reduced via increasing compassion for self and decreasing fears of compassion for self.

Second, compassion for others increased more in the CFT group than in the UC group. Increased compassion for others may be associated with the intervention delivered in the CFT program. Guided imagery, in which one directed compassion toward others, along with other skills included in the CFT program may have stimulated participants’ compassionate attitudes toward others. We also found that fears of compassion for others decreased in both groups, but the decrease was higher in the UC group. Therefore, it cannot be concluded that fears of compassion for others decreased because of the intervention.

Third, no great difference was observed between the groups in terms of the change in compassion from others, but fears of compassion from others showed a greater reduction in the UC group. These results were also unexpected. However, compassion from others may be more affected by interpersonal relationships beyond therapy.

Finally, SCS–SF scores showed a greater increase in the CFT group, which can be considered as an indicator of participants’ recovery. Previous research has shown that increased self-compassion predicts improved symptoms (Galili-Weinstock et al., 2018). Therefore, our program is likely to have resulted in improving depressive symptoms via self-compassion.



Evaluation of feasibility

CFT is designed to reduce patients’ shame and prevent dropouts (Lucre and Corten, 2013). However, there is not enough evidence to conclude that the dropout rate is low for this therapy. The program in this study had a low dropout rate (10%), a high attendance rate (from 75% to 100%), and high CSQ scores. Although further RCTs with larger sample sizes are needed to verify the CFT dropout rate, our program showed sufficient acceptability. Moreover, as all sessions were conducted as planned, the implementation was also acceptable.



Limitations and future directions

This study is subject to some limitations. First, the sample size was small, most of the participants were women, and bias may have affected the between-group “duration of the current episode” and “comorbidity.” Hence, larger and balanced samples are needed to verify the program’s effectiveness. Second, sampling biases should also be considered: our study was primarily conducted in Japan’s metropolitan areas of Chiba and Tokyo, and the range of application was limited to patients with TRD who remained at least moderately ill. Thus, program feasibility should be examined with participants from other regions and cultural areas and with various depressive episode histories. Third, the results of this study cannot determine the mechanism of CFT. Variables that affect treatment should be measured during the treatment period using larger samples, particularly because reduction in fears of compassion for others and from others were observed in both CFT and UC groups. Steps should be taken to examine the role of relevant variables to further refine treatment, especially using longitudinal surveys. Fourth, there were no indicators to evaluate group dynamics, which is considered to be an important factor in group psychotherapy. Qualitative data from observation and objective measurements are also needed to optimize the effectiveness of the intervention.

Notwithstanding these limitations, the group CFT program showed adequate feasibility, and preliminary efficacy for TRD. Psychological treatments for TRD are limited; hence, CFT can be a new treatment option. The program follows a group format, which is more cost effective and resolves the shortage of therapists. Further research is warranted to improve the robustness of these findings.
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Demographic variables All(n=17) CFT (n=10) UC(n=7)

Gender Women, # (%) 15 (88) 8(80) 6(85)
Age (years) Mean (SD) 39.88 (10.96) 39.8 (11.22) 40.0 (11.46)
Median 42 425 38
Range 28-56 24-56 26-55
Marital status, n (%) Single 8 (47) 3(30) 5(71)
Married 9 (53) 7 (70) 2(29)
Educational background, N (%) High school 6(35) 4 (40) 2(29)
2 years vocational school 3(18) 2 (20) 4(57)
2 3 years of college/university 7 (41) 3(30) 1(14)
Graduate school 1(6) 1(10) 0(0)
Duration of the current episode, years Mean (SD) 7.89 (7.83) 4.57 (3.24) 12.63 (10.15)
Median 5.67 3.08 991
Range 1.33 — 28.58 1.33 — 10.0 2.0 — 28.58
Severity of treatment resistance (TRD score) Mean (SD) 9.63 (1.02) 9.44 (1.13) 9.86 (0.90)
Range 7-10 7-10 8-10
Primary diagnosis Major depressive disorder 14 (82) 8 (80) 6(86)
Dysthymia 3(18) 2 (20) 1(14)
Comorbidity Any psychiatric disorder 10 (59) 5 (50) 5(71)
Social anxiety disorder 6 (35) 4 (40) 4(57)
Generalized anxiety disorder 3(18) 3(30) 0(0)
Panic disorder 2 (12) 0(0) 2(29)
Obsessive-compulsive disorder 2(12) 1(10) 2(29)
Post-Traumatic Stress Disorder 1(6) 1(10) 0(0)

Bulimia Nervosa 1(6) 1(10) 0(0)
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