
Self-compassion as a mediator of the relationship between childhood sexual abuse and 

psychotic symptoms in clinical and non-clinical groups. 

Abstract 

Background: Previous research has shown a link between childhood sexual abuse (CSA) and 

more severe symptoms of psychosis. There is also evidence that self-compassion is a key 

mechanism linking adverse childhood experiences and mental health problems such as post-

traumatic stress disorder and depression, but no research has examined these links in psychosis. 

Methods: We analysed existing cross-sectional data, including 55 individuals with psychosis 

and 166 individuals from the general population. Participants completed standardised measures 

of CSA, self-compassion, paranoia, positive psychotic symptoms, and distress linked to 

psychosis. 

Results: The clinical group had higher scores on CSA and all psychosis measures, but we found 

no differences in self-compassion between groups. Higher levels of CSA correlated with lower 

self-compassion and higher paranoia and positive symptoms in both groups. CSA also 

correlated with distress linked to psychosis in the non-clinical group. Lower self-compassion 

mediated the association between higher levels of CSA and more severe paranoia in both 

groups. In the non-clinical group, lower self-compassion also mediated the association between 

greater CSA and more positive psychotic symptoms and more severe distress. 

Conclusions: This is the first study to show that self-compassion mediates the link between 

CSA and both paranoia and psychotic symptoms in adulthood. Self-compassion may therefore 

be an important transdiagnostic candidate target in therapy to mitigate the impact of early 

adversity on paranoia in both clinical and non-clinical groups. Limitations include the small 

clinical sample and inclusion of a cannabis-using non-clinical sample, though recent cannabis 

use did not impact self-compassion levels. 
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Practitioner Points 

• Childhood sexual abuse (CSA) is linked to more severe psychotic symptoms. 

• Low self-compassion is also linked to more severe psychotic symptoms, and this 

appears to partially explain the relationship between CSA and more severe psychotic 

symptoms. 

• Psychological therapies may help beneficial to reduce psychotic symptoms in those 

with histories of CSA. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Self-compassion as a mediator of the relationship between childhood sexual abuse and 

psychotic symptoms in clinical and non-clinical groups. 

Introduction 

The last two decades have seen a growing body of research examining the links between 

childhood trauma and psychosis. A meta-analysis found that people with psychosis were 2.38 

times more likely to have experienced childhood sexual abuse (CSA) than controls (Varese et 

al., 2012), and longitudinal cohort studies show that those who have experienced CSA are at 

greater risk of developing psychosis as adults (Bell, Foulds, Horwood, Mulder, & Boden, 

2019). In their meta-analytic review, (Bailey et al., 2018) showed that CSA was linked to more 

severe hallucinations, delusions and other positive symptoms of psychosis, though not negative 

symptoms. Recent research with those with psychosis has showed that self-compassion 

moderates cognitive fusion as a mediator between mindfulness  and negative symptom severity 

but not total symptom severity (Böge et al., 2022). CSA in psychosis is also linked to poor 

functioning (Aas et al., 2016), depression, suicidal thoughts and anxiety (Turner et al., 2020). 

Risk of psychosis appears to increase with more severe abuse including multiple abusers or 

penetrative sex (Cutajar et al., 2010).  

A systematic review and meta-analysis by Bloomfield et al. (2021) found that the 

relationship between developmental trauma and hallucinations was mediated by psychological 

variables including dissociation, emotional dysregulation and post‐traumatic stress disorder 

(PTSD) symptoms (avoidance, numbing and hyperarousal). Negative schemata (beliefs about 

self and others) mediated the relationship between greater developmental trauma and more 

severe delusions and paranoia, and insecure attachment mediated the relationship between 

greater trauma and more severe paranoia (Bloomfield et al., 2021). Hardy (2017) presents a 

model of trauma-based psychosis that integrates these mechanisms, and identifies emotion 

regulation, memory processes, appraisals, and ways of coping as key treatment targets. 



Self-compassion is defined as the ability to relate to distressing feelings with self-

kindness, common humanity, and mindful awareness (Germer & Neff, 2013). Gilbert (2020) 

suggests that self-compassion contributes to the activation of the “soothing system”, a neural 

network regulating emotions linked to threat. High self-compassion may also be viewed as a 

resilience factor, acting as a buffer against poor mental health (Trompetter, De Kleine, & 

Bohlmeijer, 2017). Low self-compassion links adverse childhood experiences with a range of 

later difficulties including emotional dysregulation (Vettese, Dyer, Li, & Wekerle, 2011), 

problematic alcohol use (Miron, Orcutt, Hannan, & Thompson, 2014), depression (Wu, Chi, 

Lin, & Du, 2018) and PTSD (Barlow, Turow, & Gerhart, 2017). Strikingly, the meta-analysis 

by Bloomfield et al. (2021) found no studies examining self-compassion as a potential mediator 

between developmental trauma and psychotic symptoms. 

In psychosis, a recent meta-analysis found that self-compassion is related to positive 

and negative symptoms, emotional distress and cognitive disorganization (Mavituna et al., 

2022). People with persecutory delusions also score significantly lower on self-compassion 

than non-clinical controls (Collett, Pugh, Waite, & Freeman, 2016), and self-compassion 

predicts distress related to delusional beliefs in the non-clinical population (Scheunemann, 

Schlier, Ascone, & Lincoln, 2019).  

Despite research showing that self-compassion mediates the association between 

childhood adversity and various mental health conditions, to our knowledge, no studies have 

examined these links in psychosis. The current study aimed to examine whether self-

compassion mediates the association between CSA and paranoia, positive psychotic symptoms, 

and distress linked to psychotic symptoms, in both clinical and non-clinical populations.  

 

Methods 

Design 



We used a cross-sectional mediation design. 

 

Participants 

We analysed secondary data from an existing study (Newman-Taylor et al., 2020) 

which examined psychological links between cannabis use and psychotic symptoms in clinical 

and non-clinical groups. A total of 221 participants were recruited. The non-clinical sample 

was recruited through the University of Southampton research credits scheme for 

undergraduate psychology students as well as several open-access participant recruiting 

websites. The clinical sample was recruited from a community mental health team for adults 

in the south of England, participants were identified and invited to take part in the study by 

their mental health practitioner. 

The clinical group (n=55) comprised individuals with a diagnosis of a psychotic illness 

under a UK National Health Service (NHS) Early Intervention in Psychosis service; 36.3% 

(n=38) had used cannabis at some point in their lives and 6.7% (n=4) had used cannabis in the 

past 3 months. The non-clinical group (n=166) was general population sample recruited online, 

all of whom had used cannabis in the past 12 months, and 78.5% (n=135) in the past 3 months. 

This was due to this data being part of a study on psychological mechanisms linking cannabis 

use and psychosis. The self-compassion measure was only used for a sub-sample of non-clinial 

group who had used cannabis in the past 12 months (Newman-Taylor et al., 2020) . Table 1 

displays the demographic variables of both samples. 

 

*** Insert Table 1 here*** 

 

Ethics 



University ethics approval was obtained for the original research secondary analysis. 

NHS approval was also obtained for collection of clinical data. 

 

Measures 

Childhood Sexual Trauma Questionnaire (J. Houston, Murphy, Shevlin, & Adamson, 

2011): A 3-item measure of history of childhood sexual abuse via questions such as: “Before 

the age of 16, did anyone touch you, or get you to touch them, in a sexual way without your 

consent?” Higher scores represent more severe experiences of childhood sexual abuse (0-

3). Chronbach’s alpha was .64 in the non-clinical sample and .83 in the clinical sample. This 

is just below acceptable for the non-clinical group, however a low alpha can result from a small 

number of items (Tavakol & Dennick, 2011), and the inter-item mean correlation for this group 

was .24 which is acceptable (Clark & Watson, 2016). 

Brief Self-Compassion Scale (Raes, Pommier, Neff, & Van Gucht, 2011): A 12-item 

measure of self-compassion with questions such as “I’m disapproving and judgmental about 

my own flaws and inadequacies”. Higher scores represent higher levels of self-compassion. 

Cronbach’s alpha was .83 in the non-clinical sample and .86 in the clinical sample. 

Prodromal Questionnaire-Brief version (Loewy, Pearson, Vinogradov, Bearden, & 

Cannon, 2011): A 21-item measure of psychotic symptoms such as “Do you sometimes get 

strange feelings on or just beneath your skin, like bugs crawling?” We used two subscales – 

total positive symptoms (α=.80 non-clinical, α=.79 clinical) and distress (α=.81 non-clinical, 

α=.85 clinical). 

Paranoia Scale (Fenigstein & Vanable, 1992): A 20-item measure of paranoid thinking 

patterns such as “I have often felt that strangers were looking at me critically” (α=.92 non-

clinical, α=.77 clinical). 

 



Data 

 For both the clinical and non-clinical groups, kurtosis and skewness were in the normal 

range (-2 to +2) for all measures, suggesting normal distribution.   

We used Pearson’s one-tailed correlations to examine relationships between measures, 

and a MANOVA to compare differences on these measures between clinical and non-clinical 

groups. Given differences in cannabis use between groups (6.7% used in past 3 months in 

clinical group, 78.5% in non-clinical group), and this being measured categorically, we ran an 

independent samples t-tests to determine if cannabis use was linked to self-compassion. 

Mediation was conducted using PROCESS (v.4.0) for SPSS (Hayes, 2018) with 5000 bootstrap 

samples and a 95% CI; when this CI does not straddle zero, mediation is inferred. Kline (2015) 

estimates that 10-20 participants per parameter are required for path models, so n=55 for the 

clinical group was sufficient to test simple mediation with three paths. 

 

Results 

Participant characteristics 

The age range for the clinical group was 17-47 years (M=40.2) and 18-47 years 

(M=21.0) for the non-clinical group. Most participants identified as White (87.3%, n=48 

clinical group; 79.5%, n=132 non-clinical group). 

 

Between-Group Differences  

We used a MANOVA to compare clinical and non-clinical groups on all measures. 

Compared to the non-clinical group, total scores were higher for the clinical group for CSA 

(F=4.47, p<.05), positive symptoms (F=54.3, p<.001), distress (F=66.82, p<.001) and paranoia 

(F=60.05, p<.001). There was no between-group difference in self-compassion (F=0.58, 

p<.05). 



In both groups combined, self-compassion did not differ between those who had used 

cannabis in the past 3 months and those who had not (t=-1.76, df=219, p>.05, two-tailed). 

 

Correlations  

Table 1 presents Pearson’s one-tailed correlations between variables. Greater CSA was 

positively associated with lower self-compassion, higher paranoia, and more positive 

symptoms. Greater CSA was positively associated with distress in the non-clinical group 

(though not in the clinical group). 

 

*** Insert table 1 here*** 

 

Mediations 

 In both groups, we found indirect effects of greater CSA on more severe paranoia via 

lower self-compassion (non-clinical: ab=1.06, SE=.43, 95% CI=[0.26, 1.96]; clinical: ab=2.06, 

SE=1.32, 95% CI=[0.01, 5.13]).  

In the non-clinical group, we found an indirect effect of greater CSA on more severe 

positive symptoms via lower self-compassion (ab=0.22, SE=0.11, 95% CI=[0.04, 0.45]). While 

this indirect effect was not found in the clinical group (ab=0.48, SE=0.35, 95% CI=[-0.01, 

1.32]), lower levels of self-compassion did predict more positive symptoms (b=-0.24, p=.006). 

In the non-clinical group, there was also an indirect effect of greater CSA on more 

severe distress via lower self-compassion (ab=0.86, SE=0.40, 95% CI=[0.18, 1.75]). In the 

clinical group, lower self-compassion did not mediate a link between greater CSA and more 

severe distress (ab=0.00, SE=0.00, 95% CI=[-0.00, 0.10]). 

 

Discussion 



We sought to examine whether self-compassion mediates the association between CSA 

and symptoms of psychosis in a clinical and non-clinical sample. In both groups, greater CSA 

was linked to more severe paranoia and positive psychosis symptoms. The correlation with 

distress was only significant in the non-clinical group, though as effect sizes were similar for 

the two groups, this non-significant result may be due to the smaller sample size of the clinical 

group. We found higher rates of CSA and more severe psychotic symptoms (on all measures) 

in the clinical group, in line with meta-analyses showing that people with psychosis are at 

greater risk of CSA with a likely dose-response effect (Varese et al., 2012), though noting that 

another, which focused on schizophrenia specifically, found no differences in prevalence of 

CSA (Matheson, Shepherd, Pinchbeck, Laurens, & Carr, 2013). 

Lower-self compassion was linked to more severe paranoia, positive symptoms of 

psychosis, and distress linked to psychotic symptoms in both groups. This aligns with previous 

research showing that self-compassion is associated with positive and negative symptoms of 

psychosis (Collett et al., 2016; Mavituna et al., 2022; Scheunemann et al., 2019). However, 

self-compassion did not differ between clinical and non-clinical groups, which is at odds with  

Collett et al. (2016) who found lower levels of self-compassion in people with persecutory 

delusions compared to a healthy control group which was matched by age and gender. It may 

also be the non-matched demographic groups in our sample and different inclusion criteria 

(broadly psychosis rather than persecutory delusions specifically) may explain the differences 

with the Collett et al. (2016) paper. 

 In both groups, lower self-compassion mediated the link between more severe CSA and 

more severe paranoia. The mediating role of self-compassion in the links between CSA and 

both more severe positive symptoms and distress was only significant for the non-clinical 

group. Again, this may be due to our small clinical sample.  



Previous research has shown that self-compassion mediates the association between 

adverse childhood experiences and mental health problems including PTSD (Barlow et al., 

2017) and depression (Wu et al., 2018). To our knowledge, this is the first study to demonstrate 

the mediating role of self-compassion in the relationship between CSA and psychotic 

experiences, and evidences this across the clinical-non-clinical spectrum. This also extends the 

literature on psychological mechanisms linking childhood trauma and psychotic symptoms 

(Bloomfield et al., 2021). 

 The study is limited by a small clinical sample, the difference between groups in 

cannabis use and demographics, and cross-sectional design. Due to the recruitment methods 

the opt-in rate of participants is not known. However, analyses were conducted separately for 

each group, so the differences do not impact the results, and recent cannabis use did not affect 

self-compassion levels. Regarding the non-clinical sample, who had all used cannabis in the 

past year, it is of note that CSA is a risk factor for cannabis use (Hayatbakhsh, Najman, Bor, 

O'Callaghan, & Williams, 2009), so the prevalence of CSA in our sample might be higher than 

in the general population. It is also important to note that both CSA and cannabis are risk factors 

for psychosis (Harley et al., 2010; J. Houston et al., 2011; J. E. Houston, Murphy, Adamson, 

Stringer, & Shevlin, 2008; Sideli et al., 2018). Replication with a larger clinical sample and 

non-cannabis using control group is needed. Experimental studies are required to examine 

causality, and longitudinal research would determine if CSA impacts changes in psychosis 

symptomatology via self-compassion over time. 

 The current study suggests that targeting self-compassion (Gilbert, 2010) might 

mitigate the impact of CSA on paranoia, positive psychotic symptoms and distress, both for 

people with a psychosis diagnosis and non-clinical groups. A recent systematic review 

highlighted the evidence for compassion-focused therapy in a range of clinical populations 

including people with psychosis and PTSD, with small to large effect sizes for increasing self-



compassion (Millard, Wan, Smith, & Wittkowski, 2023). Interventions targeting self-

compassion in the context of CSA (McLean, Steindl, & Bambling, 2018) may be particularly 

beneficial to people with clinical levels of paranoia with sexual abuse histories.  
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Table 1 

Demographic characteristics of the clinical and non-clinical sample 

Demographic 

Variable Clinical group Non-Clinical group 

Age 17-69, M=40.22, SD=13.06 

18-47, M=21.0, 

SD=4.79 

Nationality 

100% (n=55) British residents 

(nationality unknown) 66.3% (n=110) British 

  21.7% (n=36) USA 

  

6.6% (n=11) European 

countries 

  

5.4% (n=9) outside 

Europe 

Gender 63.3% (n=38) male  27.1% (n=45) male 

 36.7% (n=22) female 72.3% (n=120) female 

  0.6% (n=1) non-binary 

Ethnicity 87.3% (n=48) White 79.5% (n=132) white 

 5.5% (n=3) Black or Black British 

2.4% (n=4) Black or 

Black British 

 1.8% (n=1) Asian or Asian British 

7.2% (n=12) Asian or 

Asian British 

 3.6% (n=2) mixed ethnicity 

6.6% (n=11) mixed 

ethnicity 

  1.8% (n=1) other ethnic groups 

4.2% (n=7) other 

ethnic groups 

 

 

 

 

 

 

 

 

 

 

 

 



 

Table 2: Correlations  

 

Childhood 

Sexual Abuse  

Self-

compassion 

PQB positive 

symptoms 

PQB 

distress 

Childhood Sexual Abuse -    

Clinical group (n=55) 

Self-compassion -.23* -   

PQB positive symptoms .30* -41*** -  

PQB distress 

 

 

 
 

.19 -.38** .83*** - 

Paranoia Scale .30* -.48*** .67*** .67*** 

Non-Clinical group (n=166) 

Self-compassion -.21** -   

PQB positive symptoms .21** -.28*** -  

PQB distress .24** -.33*** .92*** - 

Paranoia Scale 29.*** -.40*** .56*** .54*** 

 

*=p<.05 

**=p<.01 

***=p<.001 

 

 

 

 


