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CHAPTER 9
Compassion in Psychotherapy

Christine Braehler and Christopher Germer

When I (Christine Braehler) first met Kate, she was in her late thirties and working 
as a pastor. She had attempted suicide during a major depressive episode and was 
admitted to a psychiatric hospital. When her depression began to subside, Kate  
was referred to a psychosomatic hospital for intensive inpatient psychotherapy 
where I worked. During our intake assessment, Kate reported that she was still 
struggling with low energy, lack of pleasure in ordinary activities, intense guilt and 
shame. She worried about failing at her job, judged herself harshly, ruminated,  
and felt generally hopeless. Kate was avoidant and did not like the idea of engaging 
in psychotherapy, clinging to a biological explanation of her suffering.

How could the resources of mindfulness and compassion inform Kate’s healing? 
And how might the skills of mindfulness and compassion help a clinician care for 
Kate? Thanks to the growing neuroscientific evidence supporting mindfulness  
training and practice (Hölzel et al., 2011), mindfulness is now being integrated, both 
theoretically and practically, into clinical practice (Germer et al., 2005). However, a 
key aspect of mindfulness that is often overlooked is the attitude of kindness and 
compassion. These heart qualities are especially necessary when a person is in the 
grip of shame or despair and needs acceptance—acceptance of one’s experience and 
one’s self, just as they are. Recently, a program of Mindful Self-Compassion (MSC) 
has been developed to train the skill of self-compassion in non-clinical groups (Neff 
& Germer, 2013) and compassion has been integrated into a cognitive behavior 
therapy called compassion-focused therapy (CFT) (Gilbert, 2009). At the same time, 
we are witnessing the emergence of a new field of research—the science of com- 
passion (Singer & Bolz, 2013). This chapter explores how compassion and self- 
compassion are integral to the psychotherapeutic journey for both therapists and 
clients, and how ancient Buddhist teachings and contemporary scientific findings 
are lending support to the anecdotal evidence of clinical experience.

Compassionate Commitment: The Essence of Therapeutic 
Intention

How did you react when you read Kate’s story? Some readers may have felt Kate’s 
despair with a sense of hopelessness and defeat. Others may have felt warm wishes 
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132 Christine Braehler and Christopher Germer

arising for Kate. Still others may have tried to understand the origin of Kate’s 
suffering by linking her past experiences to present events. All these responses are 
part of compassion: empathic resonance, goodwill, and perspective-taking. Taken 
together, this complex response would enable us to hold Kate and her suffer- 
ing long enough to understand what she is avoiding and, hopefully, to help her 
transform it. The following quote by a Theravada Buddhist teacher, Nyanaponika 
Thera, poetically illustrates these three components of compassion:

The compassion of the wise man does not render him a victim of suffering. 
His thoughts, words and deeds are full of pity. But his heart does not waver; 
unchanged it remains, serene and calm. How else should he be able to help?

May such compassion arise in our hearts! Compassion that is sublime 
nobility of heart and intellect which knows, understands and is ready to  
help.

Compassion that is strength and gives strength: this is highest compassion.
(Thera, 1994)

Psychotherapists and other helping professionals are faced with others’ suffering 
on a daily basis, and have taken a professional vow to care for others and alleviate 
others’ suffering to the best of their abilities. It could be argued that helping 
professionals aspire to the “highest compassion” Thera describes. Professional 
codes of conduct typically contain an implicit ethos, often summarized as vowing 
not to harm. Knowing what to avoid is necessary, but not sufficient to know how  
to help. Following significant failures in both management and care leading to the 
loss of life, some healthcare systems, such as the UK’s National Health Service, 
have recently included “compassion” as an essential and necessary value to aspire 
to (Francis, 2013). In Buddhist psychology and medicine, practitioners take a  
vow to remind them to manifest compassion toward themselves and others to 
alleviate suffering: the Bodhisattva vow. “Bodhisattva” refers to a committed or 
enlightened altruist who works to embody universal compassion and act as a role 
model for all who wish to help. The seventh-century Nalanda philosopher-scholar 
Shantideva offered many poetic expressions of this altruistic spirit and resolve in 
his Guide to the Altruist’s Way of Life (Bodhicaryavatara), such as this one:

May I be a protector to those without protection,
A leader for those who journey,
And a boat, a bridge, a passage
For those desiring the further shore.
May the pain of every living creature
Be completely cleared away.
May I be the doctor and the medicine
And may I be the nurse
For all sick beings in the world
Until everyone is healed.

(Rinpoche, 2002, pp. 225–226)
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Compassion in Psychotherapy 133

Reminding ourselves of this motivation is meant to activate our natural capacity 
for open-heartedness and empathic insight, referred to as bodhicitta, the altruistic 
spirit of enlightenment. Even though we may be imperfect as human beings and 
professionals, limited in our capacity to alleviate suffering, we may benefit  
from reorienting our hearts again and again toward the qualities of wisdom and 
compassion we aspire to develop and manifest.

Compassionate Strength: The Antidote to Caregiver Fatigue

The daily reality of professional caregiving is often far removed from Bodhisattva 
qualities. It is very common for dedicated psychotherapists to suffer from burn- 
out or “compassion fatigue” (Figley, 1995), and to lose their capacity to be com- 
passionate. Symptoms of burnout—helplessness, feeling overwhelmed, physical 
exhaustion, restlessness, insomnia, nightmares, irritability, cynicism, withdrawal, 
anhedonia, numbing, and loss of empathy—appear to many as a result of being too 
compassionate. Advice commonly given to professional helpers includes seeing 
fewer patients, taking more time off, or developing a nurturing hobby. While 
tending to the needs of heart, mind, and body outside of work is vital, such self-
care strategies do not sufficiently protect the helper when exposed to clients’  
suffering. Other advice may include not getting too emotionally involved with 
clients, to become more detached. What makes implementing this advice difficult 
for psychotherapists is that they need to connect with, rather than disconnect 
from, their clients in order to build a working alliance and do therapeutic work.

Luckily, discoveries first made in 2009 have provided us with a new definition of 
compassion (Singer & Klimecki, 2014). Neuroscientific studies of empathy have 
discovered that opening to the pain of others triggers pain and distress in the 
observer, eventually leading to burnout and disengagement (Singer & Klimecki, 
2014). Studies with both meditation-naïve participants and experienced meditators 
have demonstrated that our default, reflex reaction to the suffering of others is 
sympathetic pain, which many identify as “empathy” (Singer & Klimecki, 2014). In 
some ways, this aversive state can be viewed as a universal side-effect of an open-
hearted person who wants to help, not as a sign of weakness. If we remain in this 
state, however, we run the risk of becoming “a victim of suffering,” to use Thera’s 
words. “Compassion fatigue” may be more appropriately referred to as “empathy 
fatigue” or better still “sympathy fatigue.” (Note: the use of “empathy” for mindless 
mirroring of others’ pain is not consistent with the classical definition of the  
term in poetics and phenomenology, from which it entered psychoanalysis and 
psychotherapy. In most psychotherapeutic discourse, “empathy” is understood as 
an accurate, reflective perception of another’s state of mind, not as a mindless 
reaction—“sympathy” is a more historically and linguistically accurate term for 
this subliminal reactivity and resulting “social contagion.”)

What would allow the therapist to connect emotionally with the patient and 
give compassion without the negative effects of the exposure to suffering? Recent 
studies have shown that compassion is primarily experienced as a positive 
energizing state, which protects us against burnout. On a neural level, compassion 
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134 Christine Braehler and Christopher Germer

meditation and the positive emotional states that correspond to it reflect activation 
of the ventral striatum—associated with positive affect—and of the prefrontal 
“theory of mind” network associated with cognitive perspective-taking (Singer  
& Klimecki, 2014). If we attempt to translate these neuroscientific findings  
into Buddhist concepts, we may parallel positive affect with loving kindness or 
goodwill (Pali: metta), and cognitive perspective-taking with a wise deep know- 
ing and understanding (Pali: sampajanna). The phrase by Theravada Buddhist 
Thera “The nobility of the heart and nobility of intellect, which knows, under- 
stands and is ready to help,” beautifully illustrates the emotional and cognitive 
manifestations of compassion (Thera, 1994). Compassion arises when good- 
will and insight meet suffering, and remain loving. Another inherent quality of 
compassion, which helps goodwill to stay loving, is equanimity (Pali: uppekha). 
Equanimity refers to unbiased impartiality and non-attachment. By not preferring 
one outcome or object of compassion over another, compassion becomes stable, 
relaxed, and universal, much as sunlight shines on everything and everyone 
without discriminating: “his heart does not waver; unchanged it remains, serene 
and calm” (Thera, 1994). Equanimity provides the spacious awareness in which 
goodwill and wise understanding can transform into compassion when they meet 
suffering.

The challenging task of the psychotherapist, then, is to turn toward the pain  
of the other instead of avoiding; to remain present with suffering instead of disso-
ciating or getting entangled; to take the perspective of the other instead of solely 
one’s own; to sensitively tune in to the needs of the other, instead of presuming 
what the other may need; to try to alleviate as much of the suffering as one can 
instead of imposing or withholding help. At times, psychotherapists may unwit-
tingly identify with the client’s suffering, which can lead to feeling overwhelmed,  
to trying to rescue or fix, or to becoming dismissive—even contemptuous—and  
disengaged. Similarly, psychotherapists may become attached to improving the  
client’s well-being, which may be tied to their own self-esteem as a therapist. 
Frustration and disengagement may occur when no improvement occurs.

Self-compassion exercises (Germer & Neff, 2016) adapted from the Tibetan  
art of giving-and-taking (Tib. tong-len) offer a remedy in those moments of feeling 
overwhelmed by a client’s suffering. They can help soothe our own sympathetic 
pain by breathing compassion in for ourselves, and reconnect with the patient by 
breathing compassion out for the other, creating a balanced flow of care between 
therapist and client. Research suggests that such meditations can help protect from 
burnout, even with a relatively brief period of practice. Practicing loving-kindness 
over a three-week period (average five total hours) significantly helps meditation-
naïve women switch from a habitual distressing response of sympathetic pain to 
the energizing and sustainable state of compassion when exposed to the distress 
calls of children (Klimecki et al., 2013).

When I first met Kate, I sensed her ambivalence—wanting help, yet showing 
strong resistance to it. Equanimity helped me make space for her resistance rather 
than trying to convince her that psychotherapy would help. Understanding the 
shame surrounding depression and treatment helped me to validate her resistance 
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Compassion in Psychotherapy 135

authentically. Goodwill for both of us helped me to stay with her and to inwardly 
commit to helping her in whatever way I and my team could.

Re-Parenting through Self-Compassion

An implicit goal of most psychotherapies, including mindfulness- and compassion-
based therapy, is self-acceptance. Self-compassion provides us with the tools we 
need to gradually embrace challenging emotions and parts of ourselves, helping  
us move toward greater self-acceptance. The term refers to a relatively new psy- 
chological construct derived from ancient Buddhist contemplative psychology, 
defined by Kristin Neff (Neff, 2003). Self-compassion has three main components:  
1) mindfulness, (2) common humanity, and (3) self-kindness. When applied to  
a moment of suffering such as the pain we feel when we have failed at something 
important to us, we can apply mindfulness by simply acknowledging the suffering 
of disappointment rather than avoiding or becoming fused with the emotion. 
Rather than isolating ourselves from others or from our own experience out of 
shame, we remind ourselves that every human being experiences suffering at some 
point in their lives, so that we feel connected in the midst of our pain. Rather than 
beating ourselves up when we feel down, we hold ourselves in a loving embrace 
until we recover our strength. In other words, self-compassion describes loving, 
connected presence in the midst of our own suffering.

Self-compassion appears to be a core mechanism of change in different forms of 
psychotherapy. One team discovered that therapy outcome was largely predicted 
by the increase in self-compassion in clients across two different types of therapy, 
neither of which explicitly trained clients in it (Schanche et al., 2011). Following 
short-term psychodynamic treatment, decreases in anxiety, shame, and guilt,  
and increases in the willingness to experience sadness, anger, and closeness were 
associated with higher self-compassion. In the same study, increases in self-
compassion predicted fewer psychiatric symptoms and interpersonal problems. 
How did clients develop self-compassion over the course of therapy?

We could hypothesize that the transmission and internalization of self-
compassion takes place to a significant degree within the therapeutic space. Firstly, 
how a therapist relates to herself affects the degree to which she can embody and 
model self-compassion authentically. One study found that self-critical therapists 
achieve worse outcomes compared with less self-critical colleagues, since they 
eventually treat clients in a less caring, more critical manner (Henry at al., 1990). 
Receiving compassion in an attuned way may serve as a corrective emotional 
experience that helps clients feel truly felt-for, accepted, and supported. To help 
transfer this corrective experience into daily life and beyond the therapy, 
interventions can be used to train the client in self-compassion, both within and 
between sessions. Explicit self-compassion interventions aim to activate the innate 
compassionate self within the client, which will guide and support her in the  
long term.

Modern psychology describes the process of internalizing representations of 
secure, caring, and reliable self and other as a limited re-parenting, which may 
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136 Christine Braehler and Christopher Germer

correct early attachment experiences and help clients move toward attachment 
security (Travis et al., 2001). Buddhist traditions promote models of lineage and 
transmission. Qualified teachers transmit their wisdom to their students from one 
generation to the next through embodiment, direct instructions, and ongoing 
guidance on the way, with the goal of the student manifesting qualities of wisdom 
and compassion within himself or herself.

In compassion-based psychotherapy we combine both models. The psycho- 
therapist acts as a supportive guide and companion to help uncover the client’s 
innate potential for compassion, also referred to as “Buddha-nature,” while navi-
gating the intricacies of his or her attachment system. The psychophysiological 
basis for compassion lies within our innate care-giving and care-receiving system, 
which calms, soothes, and regenerates the body when activated by threat or com-
petition, and also opens the mind outwards to include a broader and more inclu-
sive social perspective (Depue & Morrone-Strupinsky, 2005). The psychotherapist 
shares in the client’s common humanity, by inwardly offering her services humbly 
as a fellow human rather than a detached professional; and by acknowledging her 
own limits in an authentic way. Compassion-based psychotherapy aims to activate 
inner resources of mindfulness, love, joy, and self-compassion to alleviate the  
client’s suffering in a safe and individualized way.

Resisting Compassion: Overcoming Fears of Emotion and 
Connection

Tibetan Buddhism suggests we practice universal compassion by loving all beings 
as if they were our aging mother. Theravada Buddhist practices of loving-kindness 
begin by extending kind wishes toward ourselves before moving on to loved ones. 
Most clients are likely to encounter difficulties when trying to follow these 
instructions. Granting yourself the same attention, kindness, and understanding 
you would readily grant a loved one is a goal many clients would like to achieve 
through therapy. Such difficulties are often rooted in early experiences of care, and 
likewise may make it difficult to extend compassion even to one’s own mother.  
Our attachment system is shaped by our experience of how our caregivers 
responded to us when we were infants or children in distress. If in times of distress, 
we experienced neglect or some form of emotional or physical abuse, we likely will 
have formed ingrained emotional memories linking the experience of needing 
and/or receiving care with negative emotions of shame, anger, loneliness, fear,  
or vulnerability. Our ability to feel affiliative emotions such as love, joy, com- 
passion, longing, and grief toward our primary caregivers, and subsequently 
toward ourselves or significant others can be compromised. Christopher Germer 
summarizes these difficulties: “When we give ourselves unconditional love, we 
uncover the conditions under which we have not been loved.”

Receiving kindness from a therapist may be a first step in helping patients to 
desensitize to the kindness that most long for, but many find hard to feel. Yet many 
clients experience receiving compassion from another even in psychotherapy as 
aversive. Why would clients be rejecting the very quality they need to alleviate 
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their suffering? Paul Gilbert and his colleagues shed light on this by exposing 
common meta-cognitive beliefs in such cases: “I will become dependent on it,”  
“I do not deserve it,” “It will make me weak/lazy/selfish,” “I will be overwhelmed  
by distress,” “I will let myself off the hook” (Gilbert et al., 2011). Such resistances to 
receiving and to giving compassion have been associated with greater anxiety and 
depression in the general population and in clinical cohorts (Gilbert et al., 2012, 
2014c). In both depressed and non-depressed cohorts, fear of receiving compassion 
from others was strongly correlated with fear of receiving compassion from 
oneself. A combined fear of compassion factor predicted 53 percent of variance  
in depressive symptoms and correlated strongly with self-criticism, which is a 
known predictor of depression (Gilbert et al., 2014a). Fear of compassion has  
been associated with greater attachment insecurity in clinically depressed 
individuals (Gilbert et al., 2014c, 2014a). Higher fear of compassion and lower self-
compassion in eating disorder patients at the start of treatment was associated 
with greater pathology and worse treatment outcome after twelve weeks, suggest- 
ing that therapy must first address such resistances (Kelly et al., 2013). Although 
research refers to “fears of compassion,” it really taps into people’s fears about what 
reactions they have to compassion. More in-depth research shows that fear of 
sadness, in particular, is associated with depression, and that fear and avoidance  
of sadness and anger correlate with fears of happiness and compassion (Gilbert  
et al., 2014b). These findings suggest that the expression of difficult emotions 
appears threatening if we cannot build on representations of others lovingly 
validating and holding our emotions.

My client Kate exhibited such fears. Her mother left her family for “periods of 
respite” when Kate was a one-year-old. When Kate needed medical treatment at 
the age of four, she remembered feeling guilty for burdening her mother. As a 
child, she was afraid of her irritable and violent father, since he would regularly 
beat up her brothers. Since neither mother nor father offered a safe haven, she 
learned to suppress all emotions and to become “self-reliant.” Kate’s unmarried 
aunt and other female relatives had suffered from severe and debilitating 
depression. They were seen as useless and lazy, and as a burden and disgrace for the 
family, which highly valued hard work. As an adult, Kate was afraid that she would 
burden others and ruin their day if she were to share her distress, or in any way ask 
for help. Suffering from depression and needing a psychiatric admission was 
associated with intense shame, since she felt it threatened to render her “useless,” “a 
burden,” and “a disgrace.” She believed receiving compassion would make her 
weak, and that she would be overcome by an all-encompassing depression that 
would never lift.

Our first goal during therapy was to develop a joint understanding of the causes 
and conditions that had led Kate to these difficulties. I invited her to recognize  
that she had not chosen her genes or the circumstances of her birth, and that it  
was understandable that she had developed strategies like suppressing emotions, 
avoiding help, and working hard, as ways to stay safe and connected to the family 
on which her survival depended. She could gradually begin to see that even her 
depressive episodes were simply the unintended consequences of her conditioned 
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safety strategies and a possible genetic predisposition. The motto “It is not your 
fault but you can take responsibility,” introduced by Paul Gilbert, summarizes this 
de-shaming stance, which cuts through self-blame and opens clients to the 
possibility of change.

Rescuing the Observer: The Antidote to Shame and 
Self-Hatred

Typically viewed as strong and caring in her role as pastor, Kate understandably 
felt great shame about having depression and being admitted to a psychiatric 
hospital. She worried about losing her capacity to contribute to society if she lost 
her job and became a “useless depressive,” like some female relatives. In the years 
leading up to this episode, Kate and her husband had been trying to conceive. The 
shame of potentially not contributing either by motherhood or by professional 
service threatened her sense of self, so that suicide had seemed like a viable option. 
Now, she reacted with anger toward herself, the depression and the mental health 
system.

In compassion-based psychotherapy we ask the question: “What does the 
person really need in order to be with this difficult experience in the best way 
possible?” Since I could feel Kate’s helplessness, I sensed that she needed me  
to receive her concerns with genuine kindness, as well as to validate her fears. By 
describing treatment options and the typical course of recovery, I hoped to instill 
hope and trust. Most importantly, I hoped to reduce her sense of shame, which 
seemed most toxic to her at this point, as it led her to turn away from these 
seemingly unbearable and unresolvable difficulties.

When we feel shame, we experience ourselves as appearing unattractive in the 
minds of others (Gilbert & Andrews, 1998). Sometimes we have a clear sense of 
what others may reject us for, such as a physical or personality trait which is not 
socially desirable. Often, shame manifests cognitively as a negative core belief,  
such as “I am useless” or “I am selfish.” Its evolutionary function is to alert us to 
disapproval from others in the group so we can adjust our behavior to conform  
to the group’s desired norms. As humans, we depend on membership in a group 
for our physical survival. Our sense of self depends on knowing that we figure 
positively in the minds of others as lovable, to ensure our belonging and contri- 
bution to the survival of the group (Buss, 2000). Sometimes, we have no clear 
indication of what others object to but a vague sense that “Something is funda- 
mentally wrong with me.” Such core shame is intensely threatening, as we have 
little or no indication of what we can do to feel loved and appreciated again. Shame 
isolates and excludes us from any benevolent company, including our own.  
A meta-analysis showed a large effect size linking shame and depression (Kim  
et al., 2011).

When we feel shame, typically we become completely identified with our 
experience, so that we come to lose our mindful awareness. If we were shamed by 
caregivers in early life, shame in later life can be experienced as traumatic (Matos, 
Pinto-Gouveia, & Gilbert, 2013) and as central to our sense of self (Pinto-Gouveia 
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& Matos, 2011). Such attachment-based shame schemas have been linked to 
paranoid anxiety and to depression (Matos et al., 2013). Depending on how shame-
prone we are, we may need a kind person on the outside to rescue our inner 
observer, in order to become disidentified with our shame. One antidote to shame 
is to reconnect to our common humanity, to overcome our sense of separation and 
inferiority. How can we achieve that when we have internalized no benevolent 
observer who can remind us of this insight? Typical unhelpful questions around 
which our mind revolves are: “What is wrong with me?” “What do others think 
about me?” “How do they perceive what I have done?” “What can I do for others to 
like me more?” In the attempt to prevent social exclusion, our mind is preoccupied 
with inferring and anticipating the social evaluation of our self. Depending on the 
sense of self constructed by our default mode network—the autopilot in our brain 
that generates offline self-images and narratives—we may come up with more or  
less favorable answers. In fact, brain areas associated with the default mode are 
involved in error processing and behavioral inhibition, suggesting a negative bias 
toward thinking about what went wrong rather than what went well. Depression 
has been associated with getting stuck in default mode activity of negative self-
referential rumination. Whereas non-clinical populations can shift more easily out 
of default mode activity when asked to focus on a task, people with recurrent 
depression stay caught in depressogenic rumination even during a task (Marchetti 
et al., 2012). Default-mode self-referential processing in major depression has 
been shown to involve higher levels of maladaptive depressive rumination and 
lower levels of adaptive reflective rumination compared to healthy controls 
(Hamilton et al., 2011).

The Neurobiology of Self-Compassion

While mindfulness training helps people gain distance from such depressogenic 
default activity (Kuyken et al., 2008), self-compassion helps to rescue the observer 
more directly by instilling a sense of existing positively in the mind of another.  
It capitalizes on the social and relational nature of our brain. Default-mode activity 
is highly social and we are typically engaged in a self-to-self or self-to-imaginary 
other conversation. Rather than focusing on negative aspects of ourselves, we  
can develop a kind and encouraging inner dialogue, which acknowledges both 
negative and positive aspects of ourselves. Experimental studies have repeatedly 
shown that the induction of a self-compassionate inner dialogue versus self-critical 
inner dialogue was associated with increased motivation to work after failing an 
exam, increased positive affect and reduced depression, anxiety, and shame (Leary 
et al., 2007; Breines & Chen, 2012; Ehret et al., 2015). The only neurological study 
to date to test this paradigm found self-criticism correlated with increased  
activity in lateral prefrontal cortical regions and in the dorsal anterior cingulate, 
whereas self-reassurance correlated with left temporal and insula structures 
(Longe et al., 2010).
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140 Christine Braehler and Christopher Germer

Self-Compassion in Psychotherapy

The goal of compassion-based psychotherapy is to help the client find a safe access 
point to self-compassion. On a physiological level, we seek to activate our mamma-
lian care-giving/care-receiving system, which is thought to release oxytocin and 
endorphins via the part of the vagus nerve that facilitates flexible approach behav-
ior and social engagement as a way to soothe, comfort, and care (Porges, 2007). In 
mammals, the parasympathetic vagal system and its neuropeptides oxytocin and 
vasopressin have evolved to down-regulate the sympathetic threat system, which 
releases adrenalin and cortisol and is typically overactive during states of shame, 
self-hatred, and depression (Depue & Morrone-Strupinsky, 2005). On a basic phys-
iological level, the system can be activated through offering oneself physical 
warmth, soothing or supportive touch, a genuine smile, and soothing vocalizations 
(Porges, 2007). Therapists can explore with their clients which point of access 
(warmth, touch, smile, tone of voice/vocalizations), from which direction (self-to-
self, self-to-other, other-to-self), in which form (real, imagined memory, imagined 
fantasy), and with which degree of mindedness (inanimate object, nature, animal/
pet, human being or supernatural being) allows him or her to access the felt sense 
of care most easily and without activating the threat system. Once vagal activity  
has led our organism to feel safe to approach, the social engagement system is  
activated, allowing higher cortical processing to take place.

On this more existential level, therapists attempt to formulate a compassionate 
motivation the client can use to foster their recovery, which might be related to  
one of their core values. Therapists review significant relationships to look for un- 
complicated experiences of giving or receiving care and kindness in order to 
strengthen the felt sense of compassion. Clients are invited to overcome the sense 
of separation in everyday life by practicing deep reflections on common humanity, 
and by sharing struggles with others such as in group therapy.

Early in her hospital stay, Kate received a letter from a colleague and friend 
which was deeply compassionate and de-shaming, reminding her that her diffi- 
culties were not her fault. Over time, Kate was able to take in the meaning of  
the words and experienced great relief from the heavy burden of shame she had 
been carrying. When asked to view herself through the eyes of her friend, she was 
gradually able to internalize a more benevolent view of herself. For Kate, the  
wish to return to her pastoral work to help others was a great motivation. It also 
helped to access memories of caring for others, which she could use as a safe access 
point to feeling compassion for others.

As she felt safer within herself and with me and the group, Kate expressed more 
despair, shame, and fears of failure and rejection as well as anger toward the 
depression. I validated her experiences and gave her space to share without wanting 
her to change, trusting that she would be able to take the next step in due time. To 
counteract her typical pattern of hiding her emotions and vulnerabilities, she 
shared some of her difficulties in our group therapy as well, and was positively 
surprised that she received compassion and care without burdening anyone. The 
common humanity and care received from others helped Kate to turn toward her 
own emotions rather than away from them.
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However, she still felt vulnerable and in need of help. The resurfacing of painful 
emotions based on older relational wounds is a normal part of the healing process 
and referred to as “backdraft” by Christopher Germer (Germer, 2009). A reassuring 
metaphor that can be offered to help to tolerate the temporary arising of difficult 
and long-suppressed emotions is that of the pain we feel when we enter a warm 
room with ice-cold hands: since the warmth is just what we need, we can tolerate 
this pain as it is temporary and necessary to save our hands.

Resource-Building through the Four Heart Qualities

Mindful awareness remains open and spacious when it is suffused by the four 
heart qualities, also referred to as the four immeasurable contemplations (Pali: 
apamada, or brahmaviharas). These are the boundless social emotions of love 
(Pali: metta), compassion (Pali: karuna), joy (Pali: mudita), and equanimity (Pali: 
upekkha). Love, known to us as loving-kindness, refers to the goodwill we extend 
to all sentient beings as we recognize everyone’s inherent goodness and wish to be 
happy. Joy, commonly called sympathetic joy, arises when we extend this goodwill 
to what is beautiful in the world and in all beings, rejoicing together. When the 
goodwill of loving kindness meets suffering, compassion arises as the wish for all 
beings to be free from suffering, and a natural willingness to help. Equanimity is 
the quality of unbiased impartiality and non-attachment, which helps to balance 
love, joy and compassion. The resulting “even-mindedness” provides an unwavering 
stability of mind and heart.

Sympathetic joy, in particular, is needed to balance out the presence of suffering.
Just as we can fear our reactions to compassion, we can also be afraid of our 

emotional reactions to happiness and joy. Some depressed patients can experience 
pleasure as a taboo, and may worry that something bad will happen when they do 
feel happy. Such fears may have developed due to a lack of attuned mirroring of  
joy by caregivers, or by caregivers reacting to happiness and joy with envy or 
punishment. In fact, fear of happiness predicted increased depression, anxiety and 
stress in a sample of fifty-three moderately to severely depressed individuals 
(Gilbert et al., 2014c). Increased suppression of the outer signs of both positive and 
negative emotions and the active dampening of positive affect have also been 
linked to depressive symptoms (Beblo et al., 2012).

One goal of compassion-based therapy is to gradually desensitize the client to 
all of these positive affiliative emotions, which have become associated with threat 
states in earlier life and are therefore blocked. Psychoeducation and motivational 
work is key to helping engage clients in small first experiments testing whether 
their meta-cognitive beliefs about compassion and happiness hold true or  
not. Increased mindfulness of pleasant events and practice of loving-kindness 
meditation have been shown to lead to an increase in positive emotions and social 
connectedness; and to reduce the downward spiral of negative affect in depression, 
anxiety, and schizophrenia (Garland et al., 2010). The upward spiraling effect of 
experiencing positive emotions and improved social relationships is thought to be 
mediated by a change in vagal tone (Kok et al., 2013).
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Kate had learned to suppress any outer signs of emotion including joy, depriving 
her of the natural reinforcement of joy that comes of sharing it. As we began to 
explore the function of her anger and defiance, she discovered that it was driven by 
an unmet need to express the simple joy of being alive, which she associated with 
the image of a carefree, lively, and happy little girl sitting on a swing. Having 
learned that she no longer needed to suppress her joy in order to stay connected to 
her parents as an adult, she quickly embraced her innate capacity for enthusiasm, 
joy, and gratitude as a natural antidote to shame and the resulting depression. By 
purposefully paying increased attention to joyful and pleasant experiences in the 
present and reliving memories in the past, gradually she was able to broaden her 
awareness to include more joyful experiences and to strengthen her capacity to 
share joy and her natural sense of humor with others (Garland et al., 2010).

Re-Integrating All Parts with Compassion

In Tibetan Buddhism the peacock is considered to have the power to transform 
the venom of snakes into the cobalt blue color in its plumage, and into the wisdom 
eyes on its tail feathers. This myth symbolizes the transformational power of 
compassion, which can turn the mind poisons of anger, greed, and ignorance into 
nectar, and which ultimately creates something as beautiful as peacock feathers. In 
compassion-based psychotherapy, all aversive or shameful emotions and parts of 
us are considered to serve a function, such as to alert us to an unmet need, which, 
when met, can lead to a greater sense of wholeness and relieve us of the burden of 
resisting disliked parts of ourselves. When we bring these shadow feelings and 
parts of us into the light, and meet them with goodwill, anger can be transformed 
into clarity and assertiveness, sadness into grief, shame into the shared human 
vulnerability that connects us, and loneliness into longing for love.

The safety of the therapeutic relationship can help the client to develop greater 
trust and safety within her own resources. Safety and trust serve as a foundation 
for the development of compassion and wisdom. Kate felt supported by the 
therapeutic team and her group, such that she was able to practice imagery of 
being in a safe place on a regular basis outside of therapy. Rather than avoiding 
hopelessness, anger, and sadness by surrounding herself with others, she was able 
to actively comfort and soothe herself when painful emotions arose on her own. 
Over time, we expanded these imagery practices to invite an ideal compassionate 
other (Gilbert, 2010), who would manifest the qualities of deep understanding, 
strength, calm, joy, and unconditional love toward her. A wise old woman appeared 
in the exercise, which she gradually came to recognize as her older wiser self. She 
was able to receive comforting and supportive words and gestures from this wise 
and compassionate part of herself, which helped her to validate her anger and to 
hold the emerging grief in a tender way. The power of self-compassion through 
imagery helped her regain trust in life and confidence in her own abilities to 
master challenging moments. She had fully accepted even the most shamed and 
shunned part of herself, which were her angry, sad, and hopeless parts and which 
together made up her depression.
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A study by Tania Singer provides support for how compassion practices can 
help increase our resilience, by generating feelings of positive affect, reward, 
motivation, and affiliation in the face of acute distress (Engen & Singer, 2015). 
Compassion appears to up-regulate rather than down-regulate positive responses 
to distress. These findings explain how we can have the experience of simultaneously 
being the holder and the held, when we give ourselves the compassion we need, 
just like a parent.

Several months after being discharged from psychosomatic hospital and day 
hospital, Kate wrote to me to share her reflections on how her relationship to her 
experiences and to herself as the experiencer had changed:

Even if I still sometimes feel sad or down since the inpatient treatment, I do 
no longer feel as despairing and hopeless as I did on the worst days during my 
deepest and darkest depression. When I do, I try to allow my emotions simply 
to be there, without judging them or pushing them away. I try to meet the 
feelings of fear and defeat with feelings of hope and ease, without pushing 
away the difficult feelings. I try to meet myself with understanding and love 
and to hold myself in a supportive and comforting embrace by contacting the 
whole and wise parts of my soul. I remind myself that my life is held and 
supported by God . . . and I trust that God cradles my heart in his.1

The compassionate self-part can then be activated through ongoing tailored 
practices, in order to send compassion to the part of oneself which is in distress. 
Over time, as we listen to these distressed parts of ourselves, we develop a deep and 
refined understanding of what they need and how they are best able to receive it. 
Our compassionate self may reassure an anxious part of ourselves through words, 
gestures, or imagery. Over time, we may also be able to develop understanding of 
the historical context in which these parts emerged. We may be able to honor their 
good intentions to protect us, and to assure them that they are no longer needed to 
keep us safe or connected to caregivers and our group.

Preliminary Conclusions: Compassion in Psychotherapy

Research has increasingly focused on identifying trans-diagnostic mechanisms of 
change in psychotherapy. Experiential avoidance, rumination, and self-criticism 
have been shown to maintain a range of clinical disorders. Mindfulness offers an 
effective way of turning toward experience and disengaging from ruminative self-
critical thinking (van der Velden et al., 2015). The recent integration of mindful- 
ness into psychotherapy offers a significant conceptual breakthrough in cognitive 
behavior therapy (Hayes et al., 2011), and has shown considerable success in 
treating a wide variety of clinical conditions (Khoury et al., 2013). Acceptance is 
the emotional or attitudinal component of mindfulness (Bishop et al., 2004); and 
acceptance of oneself as a suffering individual is self-compassion (Germer, 2009). 
Self-compassion is increasingly understood as an underlying mechanism of action 
in mindfulness-based treatment, and in psychotherapy (Schanche et al., 2011).  
It is also a robust predictor of emotional well-being (Zessin et al., 2015).
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Both mindfulness and compassion trainings have been found to improve 
emotion regulation on a neural level (Desbordes et al., 2012). Compassion and 
loving-kindness, in particular, appear to improve affect regulation by increasing 
positive affect (Engen & Singer, 2015) and by improving understanding of others 
(Mascaro et al., 2012). Compassionate imagery has also been shown to lead to a 
reduction in cortisol and increase in heart rate variability, even in a group with 
secure attachment and low self-criticism (Rockliff et al., 2008), suggesting that 
compassion training improves self-regulation by strengthening the vagal tone  
that promotes our abilities to safely connect, care for, and connect with others.

Because self-compassion is predicated on connecting with difficult emotions 
without self-judgment, it appears to lead to healthier psychological functioning. 
Self-compassion has been linked to greater psychological well-being (Neff et al., 
2007), and to reduced anxiety, depression, and stress (MacBeth & Gumley, 2012). 
The affective and cognitive components of self-compassion (kindness, balanced 
awareness, common humanity) are critical capacities for regulating distress- 
ing emotions. Fostering the capacity for self-compassion in patients strengthens 
their emotional regulation, helping them respond in a wise and kind way to 
difficult emotions rather than trying to fix them or make them go away. It helps 
patients tolerate and accept the reality that periods of suffering are a part of life.

Recent research on clinical applications of self-compassion is supporting these 
clinical insights. Self-compassion is associated with reduced harsh self-criticism 
(Gilbert & Procter, 2006) and with reduced experiential avoidance and rumination 
in depression (Krieger et al., 2013). Self-compassion has been found to be a 
protective factor in major depression (Diedrich et al., 2014), in posttraumatic 
stress disorder (PTSD) (Dahm et al., 2015) in eating disorders and body image 
disturbances (Braun et al., 2016; Kelly & Tasca, 2016), and in psychological 
adjustment following chronic physical illness (Pinto-Gouveia et al., 2014) and 
divorce (Sbarra et al., 2012). Self-compassion has also been shown to enhance 
cognitive reappraisal as an emotional regulation strategy in major depression 
(Diedrich et al., 2016). Another study provided evidence that increasing attachment 
security led to an improvement in state self-compassion, pointing to the potential 
of compassion-based interventions to strengthen the attachment system (Pepping 
et al., 2015).

Several pilot studies of CFT in group-therapy settings support the effective- 
ness of applying compassion with patients suffering from eating disorders  
(Gale et al., 2014), PTSD (Beaumont et al., 2012), personality disorders (Lucre  
& Corten, 2013), psychosis (Laithwaite et al., 2009) and mixed chronic condi- 
tions (Gilbert & Procter, 2006). A first randomized controlled trial by Christine 
Braehler demonstrated the feasibility of conducting group-based CFT with  
clients with chronic psychotic disorders, showing increases in compassion asso- 
ciated with reduced shame, depression, and a greater sense of social inclusion 
(Braehler, Gumley, Harper, Wallace, Norrie, & Gilbert, 2013; Braehler, Harper, & 
Gilbert, 2013).

Compassion is at the heart of the psychotherapeutic process. Self-compassion 
offers an emotional resource for psychotherapists to care for ourselves, prevent 
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burnout, and become more resilient and effective. Compassion is a state of loving 
connected presence with suffering, which has been found to energize us so we can 
actively help. It also helps us to stay with the suffering of our clients as well as our 
own in an effortless way. Whereas mindfulness dismantles the separate self into 
moment-to-moment experience, self-compassion melds the separate self through 
love in the heat of suffering. Self-compassion is the loving hand our clients learn to 
extend to themselves when caught up in the midst of shame and despair.

Note
1 Kate (name changed) kindly agreed for her story and citation to be published in book 

chapters to help other professionals learn about what helped her. The original citation in 
German was translated into English by Christine Braehler.
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