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Why?	CFT:	“motivated	&	embodied	Human”	
paradigm

•CFT	is	NOT	JUST	
ANOTHER	
PSYCHOTHERAPY	
•A	paradigm	shift	
•An	evolved	“tricky”	brain	
•A	relational	and	intentional	
brain	! motivation-
focused	therapy	
•Not	only	attachment	
•Not	just	a	set	of	techniques



Previous	meta-analyses





7	controlled	
studies	
7	observational	
studies



What	was	the	next	step?
•A	synthesis	of:	
•Only	CFT	(or	CMT),	
which	is	a	component	of	
CFT	

•Only	randomized-
control	trial	
•Both	on	positive	
(flourishing)	and	
negative	(symptoms)	
outcome



Several	moderators	–	and:	how	can	our	studies	improve?	-1

•Compensation	 	
•Study	registered	
•Mean	age	 	
•%	females	 	
•Country		
•Participants	(main	diagnosis	or	
condition)	 	
• Inpatient	vs	outpatient	 	
•Ongoing	psychotherapy	 	
•Medication	
•Psychiatric	comorbidities	



Several	moderators	-	2
•Participants’	prior	meditation	
experience	(yes	vs	no)	
•Format	of	intervention	(Group	vs	
individual	
•Self	Help	vs	Other	administered	 	

•Only	CFT	or	Compassion	Focused	
intervention	(for	example,	CF-CBT)	
•Homework	(yes	vs	not)	 	

•Length	of	intervention	(number	of	
sessions)	
•Duration	of	a	single	session	(min)	



Several	moderators-	3
•Number	of	facilitators	 	

• Level	of	training	in	CFT	of	the	facilitator	(1.	self	taught	vs	2.	
basic	CFT	course	vs	3.	advanced	course	vs	4.	trainer	level)	 	

• Trainer	experience	in	meditation	practice	
•Modified	Jadad	scale	SCORE	(0-8)	 	

•Content	origin	(1.	personal	connection	to	authors	vs	2.	
based	on	published	papers/books	vs	3.	ex	Novo	4.	vs	mixed)	 	

• Setting	(online	vs	face	to	face	vs	mixed)	
•Developer	involvement	(yes	vs.	not)	 	

• Therapists	supervised			 	

•Protocol	adherence	(by	the	therapist)	data	
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Hedges’	g	effect	size

•For	each	study	(or	subsample	of	a	study),	
we	calculated	a	Hedges’	g	effect	size.		

•Based	on	conventional	standards,	effect	
sizes	of	g	equal	to	.20,	.50,	and	.80	were	
considered	small,	medium,	and	large,	
respectively	(Cohen,	1988).		

	



NEGATIVE	OUTCOMES
CFT was 
superior to 
control 
conditions, with a 
large effect size (k 
= 30, 1777 
subjects,  
g = 0.80, 95% CI 
= 0.56–1.05, p < 
.000) 
Heterogeneity 
across studies 
was high,  



Heterogeneity
•Compassion	
•Compassion	

•SUD	

•distress	tolerance	

•Emotion	Control		

•Depression	
•Depression	
•Depression	
•Depression	
•Depression	
•Depression	

•Overall	HD	symptom	severity	

•painkiller	use		
•painkiller	use		

•social	anxiety	

•test	anxiety	

•Stress	
•DASS	total	
•Anxiety	
•Anxiety	
•Perceived	stress	

•eating	disorder	
•eating	disorder	

• psychological	wellbeing	

• psychological	wellbeing		

		

• mood	disturbance	

• self-criticism	

• self-compassion	
• self-compassion	

• safe	positive	affect	

• external	shame	
• external	shame		
• external	shame		

		

binge	eating		
binge	eating		 Suicidal	Ideation	

Global	Severity	Index	(GSI)		



Exclusion	of	extreme	outliers
•Afshar-Zanjani et al., 2021; Deneshvar 
et al., 2020; Kelman et al., 2018) 
significantly reduced the effect size (k = 
27, 1621 subjects, g = 0.52)

Some	comparisons:	
ACT:	from g = 0.18 – to g = 0. 52	
CBT: (g = 0.53) - ES of higher-quality studies was 
significantly lower (g = 0.53) than for lower-quality studies 
(g = 0.90).  
Mindfulness	groups	showed	reduced	depression	compared	
to	control	groups	(g=.14,	95%CI[.01-.28],	p<.042).



Moderator	outcomes	

•Higher	effect	size	for	studies	conducted	in	
Iran	(g	=	1.78)	compared	with	Europe	(g	=	
.42)or	US/Australia/Canada	(g	=	.44)	
•Medication:	taking	medications	-	larger	
effect	size	(g	=	.64)	not	medicated	(g	=	.31)	
•No	other	significant	moderators	emerged:	
type	of	sample	and	control	group,	developer	
involvement,	format	of	intervention,	main	
outcome,	origin	of	content,	delivery	format,	
and	setting.	Age,	%	of	females,	number	and	
duration	of	sessions,	quality	of	studies,	and	
retention	rate



PUBLICATION	BIAS	–	NEGATIVE	OUTCOMES



POSITIVE	OUTCOMES
CFT was superior 
to control 
conditions, and 
the effect size was 
large (k = 22, 
1476 subjects, 
 g = 0.83) 

Heterogeneity 
across studies was 
high  



•Exclusion of two extreme outliers (Araghian 
et al., 2020; Barchakh et al., 2021) 
significantly reduced the effect size (k = 20, 
1416 subjects, g = 0.67, 95% CI = 0.44–0.90, 
p < .0001)

Exclusion	of	extreme	outliers



Moderator	outcomes
•studies	conducted	in	Iran	showing	a	larger	
effect	size	(g	=	2.19)	compared	with	studies	
conducted	in	the	United	States/Canada/
Australia	(g	=	.44)	or	in	Europe	(g	=	.48)		
•studies	administered	by	others	being	
characterized	by	larger	effects	(g	=	1.09,	k	=	
13,	n	=	614)	compared	to	self-help	or	mixed	
studies	(g	=	.55,	k	=	9,	n	=	862).		
•publication	bias	was	confirmed	but	was	no	
longer	significant	after	the	exclusion	of	
extreme	outliers.



RETENTION	RATE	-	POSITIVE	OUTCOMES



QUALITY	OF	STUDIES	AND	EFFECTS-	POSITIVE	
OUTCOMES



Compassion	(for	self	and	others)

CFT	was	superior	
to	control	
conditions,	and	
the	effect	size	was	
large	(g	=	0.65)	
Effect	size	

remained	large	
after	exclusion	of	
three	outliers	(g	=	
0.51)	



Significant	Moderators

• CFT	with	medicated	individuals	! larger	effects	
(g	=	.93,	versus	g	=	.45)	

• Studies	of	higher	quality		and	higher	retention	
show	larger	effects		

• After	outlier	removal,	studies	with	other-
administered	CFT	(g	=	.63)	compared	with	self-
help	and	mixed	studies	(g	=	.38).		

• studies	in	which	CFT	was	administered	online	(g	=	
.38)	being	less	effective	than	those	in	which	it	was	
administered	in	person	(g	=	.64).	



Non	significant	moderators
•Age 
•CFT only vs CFT & 
TAU/CBT,  
•control group (active or 
passive),  
•country,  
•developer involvement,  
•pathological vs healthy 
participants 
•duration of single 
session, 

•number of facilitators,  
• format of intervention 
(group vs individual), 
•psychiatric medication 
intake, 
•number of sessions, 
•ongoing psychotherapy,  
•origin of content,  
• sex  
• training level of the 
therapist (all > 2)



CFT	effects	on	depressive	
symptoms	

•CFT	was	superior	to	
control	conditions	
with	a	large	effect	
size	(g	=	0.82,	p	<	
.0001).		
•Exclusion	of	extreme	
outliers	significantly	
reduced	the	effect	
size	which	remained	
high	(g	=	0.49,	p	<	
.0001)



Moderator	analysis
•Higher	effect	size	for	studies	conducted	in	
Iran	(g	=	1.76)	compared	with	studies	
conducted	in	Europe	(g	=	.41)	or	US/
Australia/Canada	(g	=	.61).		

•Heterogeneity,	remained	significant	only	for	
studies	conducted	in	Iran		
•No	other	significant	moderators	emerged.	
•After	outliers’	exclusion,	higher	effect	size	
for	studies	conducted	on	pathological	(g	=	
.67)	versus	non-pathological	samples	(g	=	
.39).	



Self-criticism
CFT	was	
superior	to	
control	
conditions,	
and	the	effect	
size	was	large	
(k	=	18,	g	=	
0.40).	
Exclusion	of	
one	extreme	
outlier	(Kelly	
et	al.,	2017)	did	
not	change	the	
effect	size	(k	=	
17,	n	=	1654,	g	
=	0.40)



Moderator	outcomes
•Diagnosis:		studies	conducted	on	
psychopathological	samples	characterized	
by	larger	effect	sizes	(g	=	.65)	compared	to	
studies	conducted	on	healthy	samples	(g	=	
.28).	
•Origin	of	content:	a	larger	effect	size	for	
publication-based	protocols	(g	=	.56)	and	
mixed	protocols	(g	=	.54)	compared	to	
those	based	on	personal	connection	(g	=	
.24).			
•Publication	bias	was	no	longer	significant	
after	exclusion	of	the	extreme	outlier.	



Compassionate	Recommendations	
for	future	research!	

•57%	of	studies	did	not	report	if	
they	were	compensated	or	not	
•60	%	of	studies	did	not	report	
if	they	were	registered	or	not	
•90%	outpatient	
•27%	of	studies	conducted	in	
IRAN



Compassionate	Recommendations	
fur	future	research!	

•66%	of	studies	in	group	
•18	%	CFT	+	something	else	
•19	studies	–	waiting	list	control	group	
•Origin	of	content:	mixed	
•Protocol	adherence	(reported	only	in	
half	of	the	studies)	
•Only	in	20	studies	were	therapists	
supervised
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