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Abstract

Objectives: Recovery from sexual trauma can be complex
and multi-faceted. Most current psychological treatment
protocols for trauma use a cognitive model of post-traumatic
stress disorder (PTSD). However, sexual trauma may in-
clude specific complexities beyond that of a cognitive model
of PTSD, such as relational factors. The distress experi-
enced after sexual abuse may involve variables not exclusive
to a PTSD model. Compassion focused therapy (CFT) is
an approach that incorporates evolutionary, relational and
social perspectives. This study explored the relationships
between variables associated with CFT, PTSD and distress
in survivors of sexual abuse to determine the role of CFT-
related variables.

Methods: 155 adults who had experienced sexual abuse or
any unwanted sexual experience at any point in their lives
completed online questionnaires pertaining to various CE'T
variables (self-compassion, receiving compassion from oth-
ers, having a fear of compassion from others, having a fear
of compassion from the self, shame and self-criticism) and
questionnaires measuring global distress as the outcome of
sexual abuse and PTSD symptoms.

Results: An exploratory model involving CEFT-related vari-
ables explained significantly more of the variance (4.4%)
in global distress than PTSD symptomology alone. Self-
criticism was found to be the variable with significant
contribution.

Conclusions: That CFT treatments, targeting self-criticism,
should be developed alongside the standard cognitive model
of PTSD based treatments for survivors of sexual abuse was
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supported. Future research may explore experimental de-
signs utilizing CFT in this population, as well as further
investigations on the roles of these specific CET variables.
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Practitioner points

* Recovery from sexual trauma may be distinct from that of other types of traumas and may
not be fully understood through the PTSD model.

e The compassion focused therapy (CFT) model provides a potential theoretical model for
treating trauma after sexual abuse.

* Ananalysis of CEFT-related variables showed self-criticism to play a significant role in distress
after sexual abuse.

* The results from this study highlight specific aspects of the CF'T model which clinicians may
wish to consider in work with sexual abuse survivors.

INTRODUCTION

Trauma is conventionally understood in terms of post-traumatic stress disorder (PTSD), which
lends itself to being treated with cognitive and behavioural therapies which can directly target PTSD
symptomatology. Standard PTSD protocols are based on cognitive processes (Brewin et al., 1996)
and focus on managing fear responses and memory processing (Zayfert & Becker, 2007). Treatment
recommendations are, therefore, in line with cognitive and behavioural models (National Institute for
Health and Care Excellence (NICE), 2018). Whilst the use of existing PTSD protocols has been found
to be effective for some populations diagnosed with PTSD after sexual violence (Smallwood, 2020), a
substantial number of individuals treated for PTSD drop out of, or do not respond to PTSD treatment
(Taylor et al., 2012), 64% of whom have some experience of childhood physical or sexual abuse (Zayfert
et al., 2005). Furthermore, Rothbaum et al. (1992) found that 47% of sexual abuse survivors continued
to experience PTSD symptomatology after treatment, and for some, symptoms may even worsen over
time (Lambert, 2010). Saraiya and Lopez-Castro (2016) suggest that, despite progress in the treatment
of PTSD, many individuals remain symptomatic following therapies. They also argue that it is important
to examine affective disturbances that involve emotions beyond that of fear or threat, as encapsulated in
the diagnosis of Complex Trauma or Complex-PTSD which considers relational, affect and self-concept
based aspects (World Health Organization (WHO), 2019). Such emerging diagnostic conceptualizations
provide a rationale for developing additional models for trauma outside the PTSD symptomatology
frameworks. Although PTSD has been found to be common and severe in survivors of sexual abuse
(Dworkin et al.,, 2023), the impact of sexual trauma appears to include complexities beyond the those
captured through diagnostic models (Chivers-Wilson, 2006; Domino et al., 2020).

Sexual trauma may be experienced differently to other life-threatening events as it involves an in-
trusion on the body and often impacts individuals both in terms of fear and their interpersonal and
intimate relationships (Herman, 1997). Related problems include difficulties in social functioning and
in the availability of social support after abuse (Frank, Turner & Stewart, 1980; Calhoun, Atkeson &
Ellis, 1981; Baker, Skolnik, Davis & Brickman, 1991, cited in: Petrak, 2002), as well as ‘negative internal
representations about safety, power, trust, esteem and intimacy’ (McCann, Sakheim & Abrahamson,
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1988, cited in: Petrak, 2002, p. 34). Sexual trauma involves heightened levels of despair, hopelessness
and shame (Petrak, 2002). If sexual trauma has occurred in a context where it could have been pre-
vented by others (such as caregivers or organizational systems), survivors may develop distrust of others
(Herman, 1997). Difficulties with trust can have an additional and nuanced impact on therapy as the
inherent power imbalance within a therapeutic relationship can be re-triggering (Scott & Stubley, 2022).
It is, therefore, vital that survivors of sexual trauma are offered treatment that considers such specific
repercussions. As a result, the cognitive models of PTSD alone may not sufficiently explain the psycho-
logical and relational impact of sexual traumas.

There is a theoretical argument for the use of compassion focused therapy (CFT) in sexual trauma
work, as the CF'T model was developed to treat high levels of shame and self-criticism and support
the regulation of the threat-based system following trauma (McLean et al., 2017). CFT is a meta-
theoretical model that encompasses evolutionary, attachment, interpersonal, self-concept and social-
concept perspectives as well as the cognitive and behavioural theory (Gilbert, 1998, 2010, 2017). This
meta-theoretical approach provides a potential framework for the interpersonal and shame-based dif-
ficulties exhibited in survivors of sexual trauma (McLean et al., 2017). Furthermore, compassion based
intervention has qualitatively been found to be helpful in alleviating emotional distress in those with
Complex Trauma (Willis et al., 2023). Lee et al. (2001) argue the need to address emotional responses
in PTSD other than fear, with a particular emphasis on shame and guilt which can be particularly dis-
abling as they affect ‘the experience of the self and social behaviour’, as well as help-seecking behaviour
(Andrews, 1995, 1998; Gilbert, 1997, cited in: Lee et al., 2001, p. 451) and may, therefore, contribute to
later psychopathology. There is an emerging understanding of trauma as linked to shame, self-criticism,
self-compassion and fear of compassion which is explored in this current study.

Saraiya and Lopez-Castro (2016) scoping review of 47 studies investigating PTSD showed an asso-
ciation between shame and PTSD and also provided evidence to support the utility of shame reduction
as a treatment target. There is an argument for examining shame in relation to trauma, in combination
with fear-based responses as it often has ‘equally debilitating effects, including being related to inad-
equacy, self-criticism and secondary emotions, such as anger’ (Irons & Lad, 2017, p. 1). Shame and
self-criticism are also found to be interpersonally reinforced difficulties (Gilbert, 2010), with shame
being comprised of ‘a range of feelings like anger, anxiety, humiliation, embarrassment and disgust’
(Lee, 2012, p. 68). Furthermore, Adshead describes persistent shame, as well as fear reactions, as key
to understanding PTSD, but that these different types of reactions may require different treatments
(Adshead, 2000). Shame and guilt are also associated with PTSD symptom severity and treatment out-
comes, as well as increased suicide risk among individuals with PTSD (Cunningham, 2020). Bhuptani
and Messman-Moore (2019) suggest that shame and self-blame are common following sexual assault,
and Au et al. (2017) found that CFT intervention effectively reduced shame and self-blame and in-
creased compassion in adults with PTSD.

In clinical settings, self-criticism is a construct that is often co-occurring with shame (Gilbert, 2009a;
Lee, 2012). It has been found to mediate the relationship between experiences of sexual violence and
mental health outcomes in women (McAllister, 2019) and mediate the relationship between sexual abuse
and non-suicidal self-injury (Glassman et al., 2007). Self-compassion has also been found to be nega-
tively associated with trauma-related stress and PTSD (McLean et al., 2018), as well as negatively asso-
ciated with memories interpreted as being shameful in children with experiences of trauma (Minimol &
Lucila, 2019). Mindful self-compassion appears to be helpful for those who have experienced intimate
partner abuse (including sexual abuse; Tesh et al., 2015), and self-compassion has been found to increase
well-being after an imagined sexual assault in women (Allen et al., 2020). Differences in the experience
of self-compassion were also found to exist across individuals depending on whether abuse was suffered
in childhood or adulthood (Kjose, 2019). These distinctions are, therefore, important to consider in
therapeutic work. There is also a positive association between the fear of self-compassion and PTSD in
those who have experienced childhood sexual abuse (Miron et al., 2016). Fear of compassion has also
been found to mediate the relationship between childhood maltreatment and PTSD in female survivors
of childhood abuse (Boykin et al., 2018).
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These studies suggest that the CF'T model could be useful in understanding distress experienced
by survivors of sexual abuse. However, no research has explicitly investigated the role of these CF'T-
related variables in distress experienced for this group. Psychological treatment for sexual trauma often
requires idiographic and integrative approaches tailored to the individual based on clinical judgement
(Petrak & Hedge, 2002). Therefore, understanding the role of various CFT mechanisms that might be
involved with sexual trauma would help determine how to develop and tailor treatment more effectively.
It would, therefore, be helpful to explore how these CFT processes link to distress experienced after
sexual abuse.

Aims and hypotheses

This study examined whether the CFT model was a useful adjunct to the cognitive model of PTSD for
survivors of sexual trauma in those who self-reported experiences of sexual abuse across childhood
and/or adulthood. CFT-related variables included in this study wete self-compassion, compassion from
others, fear of compassion from others, fear of compassion from the self, shame and self-criticism.
Global distress was used as a mental health outcome, as this is frequently used within service settings
for victims of sexual trauma [such as community mental health teams (Leach et al., 2005) and specialist
trauma services (Tavistock & Portman NHS Foundation Trust, 2021)]. As the diagnostic criteria for
PTSD and global distress are highly related concepts, the authors planned to examine each CF'T-related
variable to understand CFT's unique role for global distress.

I Primary hypothesis: The CFT variables would explain a small but significant increment in distress beyond PTSD
symptomatology alone.

II Secondary hypothesis: The CET variables would be related to global distress irrespective of PTSD.

III Exploratory hypothesis: 1o explore the relative contributions of each CF'1-related variable and PTSD subscale
to global distress.

METHOD
Participants

Participants were recruited online via an advert disseminated through appropriate charities and
social media accounts on various popular platforms. Participants were offered to opt into a £100
voucher prize draw on completing the study. A free CFT and sexual trauma resource, co-developed
with a leading author in the field of CFT and checked by two Experts by Experience (EbE), was
offered to anyone who visited the survey website, irrespective of their decision to take part. A power
analysis calculation gave a recommendation of N=103 [G*Power (Faul et al., 2009): Effect size
=15, a=.05, power =.80].

Participants were 155 adults who had experienced sexual trauma at any point in their life. The
participants reported a variety of gender and/or sexual identities and/otr practices. Even though
the study was advertised as taking place in the United Kingdom, participants were from all over the
world. The sample was predominantly aged 18-50 (83.2%), lived in the UK (62.6%) and of white
ethnicities (86.1%) (Table 1). 49.7% of the sample identified as heterosexual and 80.9% as female
(Table 2). 95.5% of the sample had received mental health support and 84.5% had received some
form of psychological therapy (Table 3). Therapies received by participants included were counsel-
ling (17.9%), CBT (13.5%), mindfulness (7.6%) and EMDR (7.3%). 3.6% had received CFT. 23.2% of
participants had received four or more years of psychological therapy, and 17.4% received 1-2years
of therapy. The main diagnoses received wete depression (24.1%), PTSD/C-PTSD (20.9%) and anx-
iety (17.1%) (Table 4).
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TABLE 1 Participant characteristics for age, country and ethnicity.

Age Country Ethnicities
N=155 Frequency Percent N=155 Frequency Percent N=155 Responses  Percent
18-29 48 31 UK-unspecified 36 23.2 English/Welsh/ 105 58.70
Scottish/Northern
Irish/British
30-39 49 31.6 England 51 329 Irish 1 6.10
40-49 32 20.6 Wales 2 1.3 Traveller 1 .60
50-59 19 12.3 Scotland 6 39 Any other White 37 20.70
background
60-69 6 3.9 Northern 2 1.3 White and Black 2 1.10
Ireland Caribbean
No answer 1 .6 Ireland 2 1.3 White and Asian 2 1.10
Switzerland 2 1.3 Any other/mixed 6 3.40
Nigeria 1 .6 Indian 2 1.10
Arabia 1 .6 Chinese 3 1.70
USA 34 21.9 Any other Asian 3 1.70
background
Canada 13 8.4 African 2 1.10
Uruguay 1 .6 Arab 1 .60
Singapore 1 .0 Any other ethnic 3 1.70
group
Australia 1 .6 Prefer not to say 1 .60
New Zealand 1 .6 Total 179 100.00
No answer 1 .6
TABLE 2 Participant characteristics for gender identity, sexual orientation and relationship status.
Gender identity Sexual orientation Relationship status
N=155 Responses Percent N=155 Responses Percent N=155 Responses  Percent
Female/woman 127 80.90  Straight/ 80 49.70  Single 59 37.60
heterosexual
Male/man 10 6.40 Lesbian 13 8.10  Relationship/ 32 20.40
cohabiting
Nonbinary 9 570  Gay 1 .60 Engaged/matried/ 53 33.80
civil par.
Trans male 2 1.30  Bisexual 33 20.50  Open rel/ 3 1.90
Polyamorous
Agender 2 130 Queer 8 5.00  Divorced/ 7 4.50
separated
Gender fluid 4 2.50  Asexual 7 4.30  Complicated 2 1.30
Gender queer 1 .60 Pansexual 10 6.20  No answer 1 .60
Female questioning 1 .60 Demisexual 2 1.20  Total 157 100.00
Male questioning 0 .00 Graysexual 1 .60
Female w/male 1 .60  No sexual 1 .60
alters orientation
Male w/female 0 .00 Questioning 3 1.90
alters
No answer 0 .00 No answer 2 1.20
Total 157 100.00  Total 161 100.00
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TABLE 3 Frequencies for mental health support received.

Whether participants had received Whether previous mental health Whether participants had received/
previous mental health support treatment was medical or psychological were receiving psychological therapy
N=155  Frequency Percent N=155 Frequency Percent N=155 Frequency Percent
Yes 148 95.5 Medication 8 5.2 Yes 131 84.5
No 5 3.2 Psychological 34 21.9 No 21 13.5
Unsure 2 1.3 Both (Med & 1 .0 Unsure 3 1.9
Psych)

Total 155 100 Prefer not to say 109 70.3 Total 155 100

No answer 3 1.9

Total 155 100

TABLE 4 Frequencies for therapy received and known diagnoses.

Total duration of previous/current

therapy Type of therapy received Known historic or current diagnoses
N=115 Frequency Percent N=155 Responses  Percent N=155 Responses  Percent
<6weeks 12 7.7 Medication 87 16.60 Depression/ 76 24.10
MDD
6weeks—3months 16 10.3 Counselling 94 1790  Anxiety/GAD 54 17.10
3—6months 10 6.5 CBT 71 13.50  Panic 6 1.90
6months—1 year 18 11.6 CFT 19 3.60  Social Anx. 8 2.50
1-2years 27 17.4 ACT 1 210  OCD 7 2.20
2-3years 15 9.7 DBT 16 310  PTSD/C-PTSD 66 20.90
3—4years 10 6.5 Mindfulness 40 7.60  Dissociative 5 1.60
Dis.
24 years 36 23.2 CAT 9 170  DPDR 1 .30
Prefer not to say 2 1.3 TF-CBT 15 290 DID 9 2.80
N/A No therapy 8 5.2 EMDR 38 7.30 Adjustment Dis. 2 .60
No answer 1 .0 Schema 7 1.30  SAD 1 .30
Total 155 100 MBT 3 .60 Bipolar 6 1.90
ISTDP 1 .20 Borderline PD 10 3.20
Integrative 21 4.00 EUPD 5 1.60
Psychodynamic 31 590  Paranoid PD 1 .30
Systemic Family 14 2.70  Eating Dis. 9 2.80
Other 23 4.40  Psychosis 1 .30
Unsure 13 2.50  FNP 1 .30
Prefer not to say 1 .20 ADHD 6 1.90
N/A No therapy 9 1.70 ASD 3 .90
No answer 1 .20 Learning Dis. 1 .30
Total 524 100.00  No diagnosis 15 4.70
Prefer not to say 4 1.30
N/A Unsure 5 1.60
No answer 14 4.40
Total 316 100.00
Design

The study used a cross sectional design. Questionnaires related to CF'T, PTSD and global distress were
administered online via Qualtrics XM between the dates 15 November 2021 and 14 February 2022.
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Procedure

Participants were asked to download a participant information sheet and electronically sign an in-
formed consent form. The survey generated a unique participant ID. Screening questions were used
for language and age eligibility. Where eligibility was not met, participants were directed to a page
exiting the survey and signposting risk information relevant to their age. They were also offered the
CFT resource. Eligible participants were directed to a single question defining sexual trauma and ask-
ing if their sexual trauma had occurred in childhood, adulthood or both. No further details about their
trauma experiences were required. Participants were then directed to take part in the survey which took
approximately 20-30 min to complete. Participants were then asked to provide optional information
relating to demographics and mental health to check for heterogeneity of the sample. They were then
offered the opportunity to relay any feedback on the survey and opt into the prize draw. Participants
were then directed to a page thanking them for their time, providing further information on CFT, a
link to the free CFT resource and information related to risk and sexual trauma services. They could
download a de-brief sheet re-iterating this information.

Measures
Compassion

The Compassionate Engagement and Action Scales (Gilbert et al., 2017) is a measure of compassion
competencies across three ‘flows’—to others, from others and to self. Scales focusing on self-compassion
and compassion experienced from others, respectively, were used, totalling 26 items. Self-compassion
showed good internal consistency (Cronbach's a =.80), whilst compassion from others showed excellent
internal consistency (Cronbach's & =.90). Both scales showed good validity (Gilbert et al., 2017). Within
this study, self-compassion showed acceptable internal reliability (Cronbach's @ =.73), and compassion
from others showed good internal reliability (Cronbach's o =.83).

Fear of compassion

The Fears of Compassion Scale (Gilbert et al., 2011) measures how fearful people are of compassion
across three ‘flows’—to other, from others and to self. Scales focusing on fear of compassion from
others and from the self, respectively, were used, totalling 28 items. Both scales showed good internal
consistency (Cronbach's a=.87 and a=.85, respectively). Within this study, both scales showed excel-
lent internal reliability (Cronbach's @ =.93 and a =.95, respectively).

Self-criticism

The Forms of Self-Criticizing/Self-Attacking Scale (FSCRS) (Baido et al., 2015) is a 22 item scale
that measures self-criticism and self-reassurance with three subscales for reassured-self, inadequate-
self and hated-self. This scale showed good internal consistency for all subscales (Cronbach's a =.85,
a=.90 and a = .85, respectively). The scales showed good discriminant validity across all three fac-
tors [squared correlations between: reassured-self and inadequate-self (= .36), inadequate-self and
hated-self (r2 =.00) and reassured-self and hated-self (rz =.40)]. Within this study, this scale showed
questionable internal reliability (Cronbach's a@ =.62).
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Shame

The External and Internal Shame Scale (EISS)—short form (Ferreira et al., 2020) is an eight-item scale
that measures shame across two subscales for external and internal shame. This scale showed good in-
ternal consistency on both subscales (Cronbach's a=.80 and a=.82, respectively). It also showed good
internal consistency on the total scale (Cronbach's @ =.89). This scale showed good discriminant validity
and strong validity (Ferreira et al., 2020). Within this study the scale showed good internal reliability
(Cronbach's a =.88).

Post-traumatic stress

The Post-traumatic Stress Disorder Checklist (PTSD) Checklist for DSM-5 (PCL-5) (Blevins etal., 2015)
is a DSM-5 corresponding measure of PTSD symptoms, containing 20 items. This scale shows excel-
lent internal consistency (Cronbach's a=.94), good test—retest reliability (»=.82) and good convergent
(rs=.74 to .85) and discriminant (rs=.31 to .60) validity. Within this study the scale showed excellent
internal reliability (Cronbach's a=.95).

Global distress

The Clinical Outcomes in Routine Evaluation-Outcome Measure (CORE-OM; Evans et al., 2002) is a
measure of global distress created to assess efficacy and effectiveness across multiple disciplines offering
psychological therapies. It has four domains trelating to subjective well-being, problems/symptoms, life
functioning and risk/harm, containing 34 items. The scale showed acceptable to good internal consistency
for all the domains (Cronbach's a=.77, =.90, a = .86 and a=.79, respectively). It also showed excellent
internal consistency for the total scale (Cronbach's a=.94). Convergent validity was reported as good
(Evans et al., 2002). Within this study the scale showed good internal reliability (Cronbach's a=.806).

Analysis

Statistical analysis was conducted using IBM SPSS Statistics (version 25) and interpreted using .05
significance levels. There was no missing data due to the online requirement in completing question-
naires. As a result, the total score of the CORE-OM was used in analysis rather than the calculated
CORE-OM score. The means for the study sample were compared against the original scale studies
samples (taken from the papers introducing each scale), to check for generalizability of the sample.
Tests of normality and goodness of fit were conducted. Pearson's correlations between all variables
were assessed to check the strength of the relationships between variables. Hierarchical multiple re-
gressions were conducted exploring the relative contributions of two models on global distress: the
first examining PTSD on global distress and the second exploratory model examining PTSD with
CFT on global distress. Further hierarchical multiple regression analyses were conducted to ascer-
tain the relative contribution of each CFT-related variable and each PTSD subscale. The differences
for global distress across therapy experience, and age at which abuse occurred, were also examined.

Ethical considerations
Considerations were taken with regards to the sensitivity of the topic and online recruitment. Information

pertaining to risk and signposting further support was provided at the end of the study and after the
CORE-OM due to the nature of the questions. EbE feedback was sought on all participant facing
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documentation and the survey, including language, and terms, such as ‘sexual trauma’, ‘sexual abuse’
and ‘unwanted sexual experiences’. These three terms were used interchangeably based on the advice
that participants may relate to different terms. Participants were made aware that they could with-
draw data up to a week after completing the study and/or opt out at any point during the study. They
were made aware that incomplete data would be saved but could be withdrawn, if preferred. Collection
of sensitive demographic data was informed through consultation with EbE's and TransPlus (2022).
Ethical approval was granted from the Royal Holloway, University of London ethics department on 11
November 2021. For accessibility, e-reader friendly versions of all documentation and graphics descrip-
tions were made available on Qualtrics XM and e-reader text was added to all social media posts.

RESULTS

Participant characteristics are shown in Tables 1 and 2. Nearly half of the sample (49%) had expe-
rienced sexual abuse both in childhood and adulthood, whereas 22.6% had experienced abuse in
childhood and 28.4% had experienced abuse in adulthood. Descriptive statistics for the CFT-related
variables, PTSD and global distress were compared against the original scales samples (Table 5).
As anticipated, the study sample scored lower in compassion for the self, and compassion from
others, and higher in fear of compassion from others, fear of compassion from the self, shame,
self-criticism, PTSD and global distress than the original scales samples. Normality, skewness and
kurtosis were also examined for the outcome of global distress. The sample data was found to
be normally distributed (Kolmogorov—Smirnov=.006, df=155, p=.20), with no skewness (skew-
ness =.17, & =.20) and slightly mesokurtic (kurtosis = —.85, SE =.39). Parametric assumptions for
the inferential statistical tests were met. A normal distribution was indicated on a histogram, normal
probability—probability plot and scatter plot. The Cooks distance (M =.007) indicated an absence of
outliers, which was confirmed by a boxplot.

Cotrelations

Pearson's correlations are shown in Table 6. PTSD and self-criticism were significantly correlated with
global distress (#=.80, p<.01 and r=.61, p<.01, respectively). Fear of compassion from the self and

TABLE 5 Means and standard deviations for all variables in current study sample and in the original scales samples.

Current study Original scale studies®

Variable M SD M SD

Comp-self 36.44 7.37 60.46 14.50
Comp-others 34.21 8.60 57.35 16.67
FoC-others 40.12 12.46 12.30 7.61
FoC-self 41.01 15.82 12.14 8.45
Shame 2711 6.47 9.28 5.20
Self-crit 69.50 9.24 13.85 5.94
PTSD 58.96 19.59 15.42 14.72
GDistress 96.63 17.66 18.30 7.10

Note: Variable abbreviations: Compassion for the self (Comp-self), compassion from others (Comp-others), fear of compassion from others
(FoC-others), fear of compassion from the self (FoC-self), shame (Shame), self-criticism (Self-crit), PTSD (PTSD) and global distress
(GDistress).

"Original scale studies samples are taken from the original papers introducing each scale (Baido et al., 2015; Blevins et al., 2015; Evans

et al., 2002; Ferreira et al., 2020; Gilbert et al., 2011, 2017).
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shame showed a significant moderate positive correlation with global distress (»=.56, p<.01 and r=.53,
p<.01, respectively). Compassion for the self also showed a significant small negative correlation with
global distress (r=—.25, p<.01). PTSD and global distress were found to be significantly highly posi-
tively correlated (r=.80, p<.01).

Regression of global distress on PTSD and CFT

Prior to the hierarchical multiple regression of global distress on PTSD and CFT-related variables, no
transformation of the data was required. Multicollinearity was checked due to the high correlations
among the CFT-related variables and PTSD. The collinearity statistics showed that the tolerance was
greater than .10 on all the independent variables, and the variance inflation factor was less than 10 for all
independent variables, suggesting that multicollinearity was not a concern. Both regression models were
shown to be statistically significant (Table 7): Model 1 (global distress on PTSD) showed that PTSD
had a significant effect on global distress (R2 =.64, adjusted R*=.64, F(1,153) =273.16, p<.001). Model
2 (global distress on PTSD and CFT-related variables) showed that the exploratory model contrib-
uted to 67% (adjusted RZ) of the variance in global distress (R2 =.09, adjusted R*=.67, F(6,147)=3.43,
p<.01). CFT-related variables, therefore, contributed an additional 4.4% to the total variance (model
2, R> A=.044), supporting the hypothesis that CFT-related variables may play a role in addition to
PTSD in predicting distress after sexual trauma. The partial regression coefficients showed that only

TABLE 6 Correlations for all variables.

1 2 3 4 5 6 7
1. Comp-self
2. Comp-others A446%*
3. FoC-others —.392%* —.392%*
4. FoC-self — 417 = 20009 .689%¢
5. Shame —.501%* —.407** L6600+ 664x*
6. Self-crit = 2D —.138 850115 .605%* .607**
7.PTSD —.397*%* —.204%* .580%* L6127 64T* STk
8. GDistress =25 —.158* A94x* .560%* S L611%* .801H*

Note: Correlation is significant at corresponding level: *¥#p <.001, ¥*» <.01, *»<.05.

TABLE 7 Results from hierarchical regression analysis.

SE
Step  Predictors M SD B B BetaPp p AF Adjusted B* AR
1 5896 19.59 <001 27316 .639%%* 641
PTSD 5896 19.59 722 044 801 <.001
2 4391 11.37 <.01 343 .670%* 044
PTSD 5896 19.59 635 060 704 <.001
Comp-self 36.44 737 107 139 044 443
Comp-others  34.21 8.6 105 115 051 359
FoC-others 4012 125 007 102 005 943
FoC-self 4101 15.82 062 .084 055 466
Shame 2711 647  —049 212 —.055 484
Self-crit 69.5 9.24 426 124 223 <.01

Note: Regression is significant at corresponding level: ¥*¥p<.001, **p < .01, *» <.05.
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PTSD and self-criticism had a significant unique positive relationship to global distress (PTSD: B=.64,
B=.70, #(147)=10.58, p<.001 and Self-Crit B=.43, p=.22, #(147)=3.44, p<.01). The difference in
the means of model 1 and 2 are also statistically significant (ANOVA: F(1,153) =273.16, p<.001 and
F(6,147)=45.67, p<.001, respectively), suggesting that including CFT-related variables makes an impor-
tant contribution to the overall model.

Relative contributions of P'TSD subscales and CFT-related variables

Subscales of the PCL-5 included re-experiencing (items 1-5), avoidance (items 6 and 7), negative al-
terations in cognitions and mood (items 8—14), and hyperarousal (items 15-20). Pearsons correlations
for each subscale with global distress were r=.715, r=.614, r=.725 and r=.75 (p=<.01), respectively
(Blevins et al., 2015). The scales were entered stepwise into a hierarchical regression in order of their
magnitude of correlation with global distress. As such, hyperarousal was entered first and alterations
in cognition and mood was entered next and evaluated in terms of increment in variance explained.
Subscales contributing a significant increment were retained in the model. All PCL-5 subscales ex-
cept avoidance were, therefore, included, with final model having an R2:.65, adjusted R2:.64, R?
A=.02, F(1,151) =92.3, p<.01. The partial regression coefficients showed that these three subscales had
a unique positive relationship to global distress; hyperarousal: B=1.06, p=.36, #(151) =4.44, p<.001,
negative alterations in cognitions and mood: B=.65, $=.28, #(151) =3.51, p<.01 and re-experiencing:
B=.76,p=.25, #151)=3.17, p< 0L

Each of the CF'T-related variables were tested one by one in the same manner alongside the signifi-
cant PTSD subscales, to determine their relative contribution of variance in global distress. Hierarchical
multiple regressions were conducted where global distress was regressed onto the significant PTSD
subscales (model 1), followed by the significant PTSD subscales plus each CFT-related variable in de-
scending order of their correlations with global distress (model 2). Only self-criticism was found to
significantly contribute to the increment in variance in global distress: R*= .69, adjusted R*= .68, R?
A=.04, F(1,150)=82.38, p<.001, B= .48, 3=.25, #(150) = 4.38, p<.001.

A further analysis was run to determine whether self-criticism and each of the significant PTSD sub-
scales (hyperarousal, negative alterations in cognition and mood and re-experiencing) predicted global
distress. All subscales, were found to significantly contribute to the variance in global distress: R*=.69,
adjusted R*=.68, R* A=.03, F(1,150) =82.38, p<.001.

Therapy experience and age of abuse

The differences for global distress across therapy experience and age at which abuse occurred were
found to be statistically non-significant (ANOVA: F(1,153) =.03, p=.858 and F(1,153)=2.05, p=.155,
respectively).

DISCUSSION

This study examined the role of a variety of CFT-related variables in self-reported sexual trauma-
associated distress. When controlling for the effect of other variables, the CF'T-related measures contrib-
uted a small but significant amount of the variance in distress. However, when examining the individual
roles of each CFT-related variable, self-criticism was the only variable to have a significant contribution,
alongside the relevant PTSD subscales, to the variance in global distress. We may, therefore, deduce that
self-criticism provides a significant role in predicting global distress. Whilst the remaining CFT-related
variables were not found to predict global distress, it is important to note that the measurement for
self-criticism used in this study is rooted in the CFT theory (Baido et al., 2015). However, it is difficult
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to extrapolate self-criticism explored here as exclusive to the CFT model. It is also important to note,
the FSCRS showed questionable internal consistency which highlights the difficulty in isolating self-
criticism as a construct. Furthermore, developments in the CFT theory suggest there may be multiple
subtypes of self-criticism such as the fear of ‘fakery’ or being an ‘imposter’, tying into evolutionary
motivations for deception (Gilbert, 2009b, p. 316), reflecting the wider challenges of operationalizing
self-criticism in this study.

When PTSD was compartmentalized into its subscales; hyperarousal, negative alterations in cogni-
tion and mood, re-experiencing and avoidance, all but avoidance played a significant role in predicting
distress for this client population. This may make clinical sense as avoidant coping, although unhelpful,
can develop after trauma (Zayfert & Becker, 2007).

Examination of the roles of each of the variables may provide insights into which aspects of the
CFT model are important in a therapeutic context. Self-criticism, fear of compassion (from others
and from the self), and shame showed the strongest relationships to distress. This supports previous
findings that showed that self-criticism and fear of compassion played important roles as mediators
between sexual abuse and various mental health outcomes (Boykin et al., 2018; Glassman et al., 2007;
McAllister, 2019), as well as evidence for the positive association between fear of compassion and PTSD
(Miron et al., 2016). Whilst shame showed a strong relationship with global distress, it did not predict
it. However, these results should be viewed in the context of the measures used; the eight-item EISS-
short form was used with the aim to minimize participant distress as the study was completed without
clinician support; short-form scales have been found to be associated with reduced levels of internal
consistency (Romero et al.,, 2012, cited in; Russell & Daniels, 2018). Compassion (from the self and
from others) had small significant inverse relationships with global distress in this study, which reflects
evidence for the scale as highly correlated with other aspects of compassion, but not with variables
related to psychopathology (Gilbert et al., 2017). Contradictory to this, previous findings from other
studies highlighted the significant negative associations between self-compassion and psychopathology
(McLean et al., 2018; Minimol & Lucila, 2019). Therefore, self-compassion may be quite distinct from
receiving compassion from others. It is important to consider the latter construct as this study captures
people's petceptions of responding to compassion from others. However, a review by Mascaro et al.
describes the distinctions between observational and self-report measures in measuring compassionate
acts from others as providing ‘insight into the subjective perception’ versus ‘intersubjective evidence of
compassion itself” (Mascaro et al., 2020, p. 8) Actual compassion from others may, therefore, be better
recorded through naturalistic observations.

It is important to consider challenges with construct validity, as various aspects of CFT may be
difficult to operationalize and measure unlike the cognitive processes outlined in other evidence-based
theories (Strauss et al., 20106), such as the cognitive model of PTSD. CFT is not a specific theory, but
rather a therapeutic approach. The CFT model as defined by Gilbert (2010) is underpinned by evolu-
tionary, motivational and affective processes that may be harder to objectively define and measure and
thus determine their impact through research.

Many of the participants had experienced sexual abuse both in childhood and adulthood, high-
lighting that sexual abuse prevalence is difficult to characterize by age groups. The results showed
no significant differences in distress across groups categorized by age of abuse occurrence, which
contrasts with previous findings that point to differences in self-compassion across age groups
(Kjose, 2019). This phenomenon, however, would require further specific research, as our results
may be skewed by the high proportion of the sample having experienced abuse in both childhood
and adulthood (49%). It was also noted that many participants had experienced some form of psy-
chological support for up to 4years or more and it is possible that this may have impacted the re-
sults. For example, prior experience in therapy may foster the capacity to accept compassion from
others or alleviate the fear of compassion due to exposure to compassion from a therapist. This
is highlighted by Willis et al. where compassion intervention for complex trauma-alleviated fears,
blocks and resistances to compassion (Willis et al., 2023). Therefore, with samples who had not ex-
perienced therapy, we may expect the fear of compassion to be highly correlated with global distress.
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Previous experiences of therapy may also promote self-compassion, as has been shown by Minimol
and Lucila (2019) and Tesh et al. (2015), which may have played a role in the small correlations in
compassion (from others and from self). It may also be the case that shame and self-criticism require
more long-standing treatment than other CFT-related variables, as more entrenched and interper-
sonally reinforced difficulties (Gilbert, 2010); individuals high in shame and self-criticism have been
found to do less well in standard treatments (Black et al., 2013; Rector et al., 2000). This may provide
some explanation for the higher correlations found in shame and self-criticism with global distress
in this sample.

It was also noted that the majority of the sample had been given one or more psychiatric diag-
noses with the majority of these being depressive, post-traumatic stress and anxiety-based disorders.
This was to be expected given the high risk for psychiatric disorders associated with sexual assault
(Dworkin, 2020). However, an important consideration lies in whether people had received treatment
corresponding to these diagnoses. The main therapies reported were counselling and CBT, which may
be indicative of the sample mainly accessing UK services. However, it may also indicate that for a large
proportion of this sample, cognitive and behavioural models had been used to specifically target depres-
sion, anxiety and PTSD. Targeted prior treatment for these diagnoses, therefore, may have impacted
these results.

Conceptual limitations regarding operationalizing and measuring compassion have been discussed,
and future research may wish to continue in its consideration of these challenges when devising scales.
There is also another consideration regarding the assumption that measuring compassion related vari-
ables will accurately translate to the CFT model. Therefore, future experimental research into this
therapy and its underlying constructs is important. Sample factors highlight important limitations of
this study with regards to heterogeneity in the demographic representation of the sample. The sample
was predominantly white, female, UK-based and heterosexual, suggesting that the results may not re-
flect the established diversity of patient populations. Future research may want to consider alternative
purposive or quota-based sampling methods, as well as barriers to sexual trauma research engagement.
Recruitment through social media presents an additional potential confounder as it assumes that partic-
ipants feel able to approach a study advertisement acknowledging sexual trauma, which may not be the
case for everyone. It is also important to consider that generalizability may be difficult to determine, as
the parameters of what constitutes this population are difficult to define; the study examined those with
self-reported experiences of sexual trauma, rather than those who met criteria for PTSD or Complex-
PTSD. This decision was made in light of the challenges of capturing a full picture of the impact of
sexual trauma through diagnostic means (Chivers-Wilson, 2006; Domino et al., 2020) and is in part why
research examining models outside of the PTSD diagnostic paradigm is critical and timely.

CONCLUSIONS

The results from this study highlight the role of CFT targeting self-criticism as a useful adjunct to the
PTSD cognitive model of therapy for those who are recovering from sexual abuse. Whilst the cognitive
model of PTSD alone may be sufficient in the treatment for sexual trauma, the CF'T model may support
aspects of recovery that are based in affect and internalized processes such as shame and self-criticism,
which may be harder to access through cognitive conceptualizations of trauma. Whilst self-criticism ap-
peared to play a critical role in distress, it is not exclusive to CFT, and clinicians may wish to consider in-
corporating this aspect into their work more broadly, irrespective of the modality used. Future research
investigations may wish to examine experimental designs utilizing CFT for survivors of sexual trauma
and in-depth qualitative explorations of self-criticism as part of the CF'T model, for this population.
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