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Abstract
Background: Negative beliefs about the self, including low self-compassion, have been identified as a
putative causal factor in the occurrence of paranoia. Therefore, improving self-compassion may be one
route to reduce paranoia.
Aims: To assess the feasibility, acceptability, and potential clinical effects of a brief compassionate imagery
intervention for patients with persecutory delusions.
Method: Twelve patients with persecutory delusions received an individual four-session compassionate
imagery intervention. Assessments of self-concept and paranoia were completed before treatment,
immediately after treatment, and at 1-month follow-up. A qualitative study exploring participants’
experiences of the treatment was also completed.
Results: Twelve out of 14 eligible patients referred to the study agreed to take part. All participants completed all
therapy sessions and assessments. Post-treatment, there were improvements in self-compassion (change score –
0.64, 95% CI –1.04, –0.24, d = –1.78), negative beliefs about the self (change score 2.42, 95% CI –0.37, 5.20,
d = 0.51), and paranoia (change score 10.08, 95% CI 3.47, 16.69, d = 0.61). There were no serious adverse
events. Three themes emerged from the qualitative analysis: ‘effortful learning’, ‘seeing change’ and ‘taking it
forward’. Participants described a process of active and effortful engagement in therapy which was rewarded
with positive changes, including feeling calmer, gaining clarity, and developing acceptance.
Conclusion: This uncontrolled feasibility study indicates that a brief compassionate imagery intervention
for patients with persecutory delusions is feasible, acceptable, and may lead to clinical benefits.
Keywords: delusions; intervention; psychosis; schizophrenia; self-esteem; therapy

Introduction
Persecutory delusions are unfounded beliefs that others intend harm to the person. In our
cognitive understanding of paranoia, these are threat beliefs that build upon a sense of
vulnerability partly arising from negative beliefs about the self as different, inferior and apart
(Freeman, 2016). An extensive literature reports that paranoia is associated with negative
cognitions about the self (e.g. Kesting and Lincoln, 2013; Tiernan et al., 2014). Consistent
with a causal role, experimental studies have found that altering negative beliefs about the self
alters levels of paranoia (e.g. Freeman et al., 2014; Atherton et al., 2016). Negative self-beliefs
are pervasive in patients with paranoia (Collett et al., 2016; Freeman, 2007; Garety and Freeman,
1999). For example, a recent survey of 1800 patients with non-affective psychosis in NHS mental
health services showed that a third held strongly negative views of the self (Freeman et al., 2019).
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Importantly, this study highlighted that patients want treatment to increase their confidence.
In patients with persecutory delusions, negative self-beliefs and low levels of self-compassion
are highly associated (Collett et al., 2016). Hence one potential treatment method through
which negative self-beliefs could be improved is by increasing self-compassion.
Self-compassion is defined as kindness towards oneself, which incorporates an awareness
of our own suffering, understanding our experience of suffering as part of our common
humanity (Neff, 2003a,b), and a motivation to alleviate suffering (Gilbert, 2010a,b).
In compassion focused therapy (CFT; Gilbert, 2009; Gilbert, 2010a,b), imagery techniques are
used to enhance levels of compassion and regulate feelings of threat. The effects of compassionate
imagery techniques on paranoia have been tested in experimental manipulation studies.
In students with unselected levels of paranoia, compassionate imagery techniques led to
improvements in self-compassion, self-esteem and paranoia (Lincoln et al., 2013). In people
from the general population reporting high levels of paranoia, compassionate imagery led to
large effect size improvements in self-compassion and paranoia (Brown et al., 2020).
A mediation analysis indicated that change in self-compassion explained 57% of the change in
paranoia. Yet in one study it was found that a single session of compassionate imagery did
not result in improvements in paranoia in patients with a history of persecutory delusions
(Ascone et al., 2017). This was presumably a consequence of the brief intervention of Ascone
et al. (2017) not increasing levels of the hypothesised mediator, self-compassion. As selfcompassion did not increase with this intervention, a reduction in paranoia would not be
expected. Moreover, given the severity, and often chronicity, of persecutory delusions it is
likely that a longer intervention is required. Research on the use of imagery in psychological
interventions has shown that imagery is a powerful tool in changing people’s emotional states
but that rehearsal is important for effectiveness (Hackmann et al., 2011).
The current study investigates a four-session compassionate imagery intervention for patients
with persecutory delusions. The primary aim of the study was to assess the acceptability and
feasibility of the intervention. The secondary aim was to provide an initial indication of
potential clinical benefits. Feasibility and acceptability were assessed by recruitment rate, data
completion, uptake of the intervention, monitoring of adverse events or adverse reactions,
as well as quantitative and qualitative feedback from participants. We sought an initial signal
of clinical efficacy by measuring change in self-compassion, negative self-beliefs, and paranoia,
immediately post-treatment and at 1-month follow-up.

Method
Design

This was an uncontrolled feasibility study. Assessments were conducted at baseline (0 weeks),
post-treatment (2 weeks), and at 1-month follow-up (6 weeks). Qualitative interviews were
conducted by an independent researcher (P.B.) at the 1-month follow-up appointment.
To increase methodological quality and reporting of the qualitative interviews, the 32-item
consolidated criteria for reporting qualitative research (COREQ; Tong et al., 2007) were
followed. All other assessments were conducted by the study therapist (A.F.). The study received
approval from an NHS research ethics committee (reference: 18/LO/1555).

Service user involvement

The design and name of the study, and all patient-facing documents including therapy
materials, were created in collaboration with people with lived experience of psychosis
through the Oxford Cognitive Approaches to Psychosis Patient Advisory Group facilitated by
the McPin Foundation.
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Participants

Twelve participants were recruited from secondary mental health services in the Oxford
Health NHS Foundation Trust and Berkshire Healthcare NHS Foundation Trust. Written
informed consent was obtained prior to participation. The inclusion criteria were: patients
aged 18–65 years; with a persistent persecutory delusion (duration at least 3 months); a clinical
diagnosis of non-affective psychosis; a minimum score of 29 on the Green et al. Paranoid
Thoughts Scales (GPTS) Part B persecutory ideation sub-scale (Green et al., 2008) at
screening, consistent with the cut-off for a randomised controlled trial for persecutory
delusions (Garety et al., 2017); and stable psychiatric medication for at least 1 month. The
exclusion criteria were: current receipt of individual psychological therapy for psychosis;
insufficient comprehension of English to complete the therapy and assessments; a primary
diagnosis of alcohol or drug addiction, organic syndrome or personality disorder; or a
moderate-to-severe learning disability.
Markers of acceptability and feasibility

Feasibility and acceptability were assessed by recruitment rate (percentage uptake by suitable
participants), data completion, uptake of the intervention (attendance and completion),
treatment adherence, monitoring of adverse events, as well as quantitative and qualitative
feedback from participants.
Participant feedback

At the post-treatment assessment, participants were given a therapy feedback questionnaire. This
questionnaire was designed specifically for this study. It was informed by the Patient Experience
Questionnaire used in local NHS services and was adapted in consultation with people with lived
experience of psychosis. At the 1-month follow-up, participants were invited to take part in a
semi-structured interview (see Supplementary material: Measure 1) to gather qualitative data
about their experiences of participating in the study.
Adverse events

Serious adverse events were defined prior to the study as: medical occurrences resulting in death,
life-threatening illness, leading to or prolonging hospitalisation or resulting in significant
disability. In addition to patient report, medical records were screened to identify any adverse
events.
Measures of clinical outcomes

To provide an initial assessment of potential clinical benefits, participants were given the same
core battery of assessments at all three time points. Demographic information was collected at
the baseline assessment.
Green et al. Paranoid Thoughts Scales (GPTS; Green et al., 2008)

This self-report questionnaire is a 16-item measure of ideas of reference and persecution.
The GPTS Part A assesses ideas of social reference, such as ‘I often hear people referring to
me’, while the GPTS Part B assesses persecutory ideation, such as ‘people have intended me
harm’. Each item is scored on a Likert scale of 1 (not at all) to 5 (totally). The total scores on
each sub-scale range from 16 to 80. The higher the score, the higher the level of paranoia.
For the GPTS Part B, suggested score categories include: 16–23 (average), 24–34 (elevated),
35–44 (moderately severe), 45–59 (severe), 60 (very severe), with a cut-off for persecutory
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delusions of 45 (Freeman et al., 2019). The GPTS has high internal consistency (α = .90 for both
sub-scales) and good levels of internal reliability (r = .88 for GPTS Part A and r = .81 for GPTS
Part B; Green et al., 2008). The questionnaire uses a time frame of 2 weeks, which was used at
baseline, so that the cut-off for inclusion in this study is comparable to the inclusion criteria for
other studies in this clinical population. Due to the short time frame of the intervention, the time
frame was adapted to 1 week at post-treatment and follow-up in order to be sensitive to change.
Self-Compassion Scale (Neff, 2003b)

The Self-Compassion Scale is a 26-item self-report measure and the most widely used measure of
self-compassion. Participants rate each statement (e.g. ‘I’m tolerant of my own flaws and
inadequacies’) on a Likert scale of 1 (almost never) to 5 (almost always), some of which are
reverse scored. Higher total scores indicate greater self-compassion when distressed. Internal
consistency has been found to be high (α = .92), as has the test–re-test reliability (r = .93;
Neff, 2003b). A 1-week time frame was used.
Brief Core Schema Scale (BCSS; Fowler et al., 2006)

This 24-item self-report measure assesses both positive and negative beliefs about the self and
others over the last week on a scale of 0 (do not believe it) to 4 (believe it totally). Scores are
summed for four sub-scales: negative self, positive self, negative others and positive others.
The higher the score on the positive sub-scales, the more positive the view about the self or
others. In contrast, the higher the score on the negative sub-scales, the more negative the view
about the self or others. The BCSS has been found to have good internal consistency (ranging
from α = .78 to α = .88 across sub-scales in both clinical and non-clinical samples), good
test–re-test reliability (ranging from r = .70 to r = .84) and good construct validity (Fowler
et al., 2006). A 1-week time frame was used.
Social Comparison Scale (Allan and Gilbert, 1995; adapted by Freeman et al., 2014)

An adapted version of this self-report scale was used, which was developed specifically for this
patient group (Freeman et al., 2014). It consists of 19 bipolar visual analogue scales, such as
incompetent–competent, unlikeable–likeable, powerless–powerful, odd–normal, failure–success.
Each item is scored on a scale of 0–100. For example, participants rate ‘in relation to others
I have felt’: ‘inferior’ (scored as 0), ‘neither’ (scored as 50) or ‘superior’ (scored as 100).
Total scores range from 0 to 1900. The adapted scale has good internal consistency (α = .93,
.94 and .97 across three time points; Freeman et al., 2014). It uses a time frame of 1 week.
Rosenberg Self-Esteem Scale (Rosenberg, 1965)

This 10-item self-report questionnaire measures global self-esteem. Participants rate their level of
agreement with each statement (e.g. ‘I feel that I am a person of worth, at least on an equal plane
with others’) on a Likert scale of 1 (strongly agree) to 4 (strongly disagree). The higher the overall
score, the lower the self-esteem. The Rosenberg Self-Esteem Scale has been shown to have good
internal consistency for people with severe mental health problems (α = .88; Corrigan et al., 2011),
and has been argued to have good construct validity (Rosenberg, 1965). It does not usually specify
a time frame, but in this study a 1-week period was used.
Intervention

The four-session compassionate imagery intervention was developed in collaboration with people
with lived experience of psychosis (Oxford Cognitive Approaches to Psychosis Patient Advisory
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Group facilitated by the McPin Foundation). This included the focus of treatment, the exercises
used, the materials, and the time frame of treatment delivery. The intervention was delivered 1:1
by a clinical psychologist in training (A.F.) under the supervision of a clinical psychologist (F.W.).
It was delivered twice a week for 2 weeks, with each session typically lasting an hour.
The intervention used a series of adapted self-compassion imagery exercises (Gilbert, 2005;
Gilbert, 2010a,b; Kolts, 2012; Lee and James, 2012; Neff, 2011; Welford, 2012). The adaptions
included an emphasis on explaining the link between the threat system and persecutory
beliefs, focusing on compassionate qualities that enabled participants to feel safer, and
imagining their ‘compassionate coach’ providing support in social situations in which they
would usually feel persecuted. The key approaches were:
•
•
•
•
•
•

Psycho-education about anxiety, threat anticipation and responses;
An introduction to mental imagery including a colour breathing exercise;
Developing an image of the ‘compassionate coach’ (or ‘perfect nurturer’);
Imagery exercises of the ‘compassionate coach’ in an anxiety-provoking social situation;
Using the ‘compassionate coach’ in an everyday anxiety-provoking social situation;
Creating a therapy blueprint.

The therapy manuals, used collaboratively in-session and given to participants as handouts,
were developed as patient-facing documents. Participants received one handout per session,
including a summary of the key techniques, space to take notes of in-session reflections, and
reminders of between-session practice. In-session imagery exercises relating to the ‘compassionate
coach’ became increasingly detailed and individualised. For example, in one session, an
individualised list of anxiety-provoking social situations was developed, then a detailed plan
on how to use the ‘compassionate coach’ in those situations was generated collaboratively.
This formed the basis for the between-session practice to enter these situations with confidence.
Audio recordings of the imagery scripts were provided on an mp3 player or CD to use between
sessions. In sessions, the scripts were adapted to incorporate more detailed descriptions of each
participant’s individual ‘compassionate coach’. At the end of therapy, participants were sent a
summary letter and personalised recording of the imagery scripts. Participants were sent text
message reminders of all appointments. Further detail on the content of each session is
provided in the Supplementary material (Supplementary document 1).

Treatment adherence and competence

To assess fidelity, the content of each session was monitored using an adherence scale detailing the
key techniques to be covered in each session. Sessions were audio recorded when permission was
provided. To assess treatment quality, recordings of therapy sessions were rated on the Cognitive
Therapy Scale-Revised (CTS-R; Blackburn et al., 2001) by F.W.

Analysis

The primary focus of this study was the feasibility and acceptability of the intervention,
as measured by descriptive statistics for recruitment rate, treatment uptake, and data
completion, quantitative information from the feedback questionnaire and qualitative
interviews. To provide a preliminary estimate of clinical efficacy, repeated measures ANOVAs
were conducted on the clinical outcomes to analyse changes over time, with planned comparisons
between the baseline and post-treatment assessment to analyse any treatment effects, and between
the baseline and follow-up assessment to determine whether any effects remained at follow-up.
Following recommendations that pilot studies should focus on confidence interval estimation
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(Lancaster et al., 2004), p-values are not reported. All statistical analyses were conducted using
SPSS for Windows, version 24.0 (IBM Corporation, 2016).
Thematic analysis

Thematic analysis (Braun and Clarke, 2006) was used for organising, encoding and analysing
patterns in the qualitative data. Initial codes and candidate themes were derived from the data
by P.B.; F.W., who was independent of the therapy delivery and interviews, reviewed the
analysis, performed credibility checks on the coding, and contributed to the identification of
the final themes and thematic map. An example of an early codebook is provided in the
Supplementary materials (Table S1 and supplementary document 2). Bracketing interviews
and a reflexive log (see Supplementary material: supplementary document 3) were completed
by P.B. and A.F.

Results
Basic demographic and clinical information

Five participants were female and seven were male, with a mean age of 42.0 years (SD = 13.1).
Eleven participants identified as White British and one as Lebanese. Most participants were
single (n = 9), with others married (n = 1), divorced (n = 1) or widowed (n = 1). Seven
participants were living alone, one participant lived with a spouse and children, and
four participants lived with their parents. Most participants were unemployed (n = 7), with
one participant employed full-time, one participant employed part-time, one participant
self-employed, one participant was a student, and one participant was a housewife/husband.
Eleven participants were taking anti-psychotic medication. The participants’ primary diagnoses
were schizophrenia (n = 9), first episode psychosis (n = 1), and psychosis not otherwise
specified (n = 2). At baseline, the mean score on the GPTS Part B met the cut-off for
persecutory delusions (mean = 41.57, SD = 16.41).
Acceptability and feasibility
Recruitment rate

Seventeen people were referred to the study. Two people declined to meet for an eligibility
screening and one person could not be contacted. Of the 14 patients who were screened,
12 agreed to participate (an 86% uptake rate).
Completion rate

The completion rate of all assessments and in-session measures was 100%. There were only six
questions across three measures that were left blank by one participant, for which mean
imputations were used.
Uptake of the intervention

There were no non-attendances or cancellations, yielding a 100% attendance rate. All participants
completed all the planned content outlined in the therapy manuals, including all four imagery
exercises. Participants were provided with a handout at the end of each session summarising
the key content (for example, the imagery exercise covered in-session and a detailed plan on
how to use this in daily life). Each of the four booklets provided space for participants to note
their own reflections and learning. There was some flexibility in the order in which imagery
exercises were used. The exercises in the final session were led by patient preference and
included at least one of the imagery exercises covered in the previous sessions. Audio
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recordings of the sessions were rated as providing at least satisfactory cognitive therapy on the
CTS-R (Blackburn et al., 2001) and adherent to the treatment techniques outlined in the
therapy booklets.
Feedback on the intervention

At the post-treatment assessment, participants completed a feedback questionnaire rating their
experience of therapy on a scale of 1 to 7, with 7 being the most positive rating. Feedback was
positive, for example the mean rating was 6.58 (SD = 0.67) for both the overall treatment
and likelihood of recommending the intervention to others (see Supplementary material:
Table S2). Participants indicated that on average they practised the imagery exercises two to
three times per week. There were high ratings for intervention understandability
(mean = 6.58, SD = 0.67) and helpfulness (mean = 6.00, SD = 0.95).
Thematic analysis of qualitative interviews

All 12 participants agreed to take part in the qualitative interview. The semi-structured interviews
lasted up to 40 min (mean duration = 18 min, SD = 10 min). Interviews took place either at the
participant’s home or at their local clinic, with only the interviewer and participant present in each
instance. The interviewer took field notes during and after each interview, and interviews were
audio-recorded and transcribed verbatim. Three overall themes, each with sub-themes, were
developed (see Supplementary material: Fig. S1). Examples of participant quotes supporting
each theme and sub-theme can be seen in Table 1. A list of codes identified for each
participant is provided in the Supplementary material (Table S1 and supplementary document 2).
Theme 1: Effortful learning

The first theme reflected the process of engaging in and learning the therapeutic techniques.
Participants described the difficulty of using the techniques, while also expressing a
willingness to learn and to practise regularly: ‘I’ve thrown myself in to it’ (participant 9). For a
number of participants, the main difficulty concerned visualisation [‘I had trouble visualising
him [compassionate coach]’ (participant 3)] and one participant described finding it hard to
focus during the longest exercise: ‘the longer one; I feel like my concentration wasn’t as good,
I wasn’t able to engage with it for the full length of time’ (participant 5). For others, difficulty
stemmed from their persecutory fears: ‘When I was playing the CD, the neighbours, the nasty
ones didn’t like it one bit : : : they were quite opposed to my playing the CD tape’ (participant 3).
Interestingly there was little comment on the pace or brevity of the intervention.
Theme 2: Seeing change

The second theme highlighted the changes that participants identified post-treatment. The first
sub-theme ‘feeling calm’ was experienced by nearly all participants. Similarly, most participants
described some sort of cognitive shift, for example gaining clarity [‘I’m able to rationalise now’
(participant 9)] or new perspectives [‘It makes me feel : : : quite realistic : : : even your worst
fears aren’t that bad’ (participant 11)], or developing better coping mechanisms [‘I’m better
able to cope with things when they happen’ (participant 3)].
Experiencing acceptance was the second sub-theme; this included acceptance of the self and
acceptance of others. Self-acceptance was reported by many participants, depicted by increased
self-compassion, confidence, and ease with self: ‘[the therapy] helped me be more at ease with
myself’ (participant 2). Changes in confidence were attributed to the therapy work: ‘Since I’ve
started doing [the therapy] I’ve felt quite confident : : : the confidence has stayed with me’
(participant 3). Importantly, changes in confidence also led to more engagement in everyday
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Table 1. Illustrative participant quotes for each theme and sub-theme
Theme 1: Effortful learning
Willingness to try
‘I’ve thrown myself into it’ (participant 9)
‘I tried to build upon that diagram’ (participant 5)
Regular practice
‘I did do it regularly’ (participant 10)
‘I have been using the techniques’ (participant 4)
It can be difficult
‘I found it difficult to believe in my compassionate coach : : : I had trouble visualising him’ (participant 5)
‘If things are happening quickly, it’s a bit difficult’ (participant 3)
Fears disrupting engagement
‘When I was playing the CD, the neighbours, the nasty ones didn’t like it one bit : : : they were quite opposed to
my playing the CD tape’ (participant 3)
‘I try and be careful not to play it too loud or whatever, because people will know what you’re doing and
what’s going on’ (participant 4)
Theme 2: Seeing change
Feeling calm
‘I’ve definitely felt that I can make myself feel more relaxed’ (participant 1)
‘I see the coach as more of a humorous background that sort of deflects any anxiety I might be feeling’
(participant 10)
Gaining clarity
‘I’ve become more objective : : : I’m seeing things more rationally’ (participant 3)
‘I’ve been : : : more eloquent, speaking clearer’ (participant 4)
‘I’ve got control over my own brain’ (participant 6)
New perspectives
‘[I’m] looking at things different and not getting so wound up’ (participant 9)
‘It makes me feel sort of almost quite realistic : : : even your worst fears aren’t that bad’ (participant 11)
Ability to cope
‘I’m definitely learning different ways to manage better : : : I feel like I can manage [my voices]’ (participant 9)
‘I’m better able to cope with things when they happen’ (participant 3)
‘I felt stronger and more able to tackle problems’ (participant 11)
Experiencing acceptance
- Accepting others
‘The compassion made me kinder towards people’ (participant 3)
‘[It’s] helped me engage more with people’ (participant 2)
‘It’s really nice : : : to accept someone being nice to you’ (participant 9)
‘I don’t feel quite so threatened as I did. I feel a little bit safer, I would say; maybe a little less vulnerable’
(participant 8)
‘I don’t need to worry about anybody else and what they’re thinking : : : I’m not as paranoid’ (participant 9)
‘It doesn’t change, really, what I think other people think of me’ (participant 1)
‘I still : : : fear someone’s going to shoot me’ (participant 12)
- Accepting self
‘It just brings a lot of love to myself and actually to believe that has been really nice’ (participant 9)
‘Spending time alone isn’t really that much of a big deal : : : [it] helped me be more at ease with myself : : :
I felt better in my skin when I was doing the [therapy] : : : I’ve been having more positive self-talk with myself’
(participant 2)
‘I feel like I can take part in life and things now, which I couldn’t really do before’ (participant 8)
‘Since I’ve started doing it [the study] I’ve felt quite confident : : : the confidence has stayed with me’
(participant 3)
Theme 3: Taking it forward
Becoming ingrained
‘I felt like it was strong and wise, I wasn’t just thinking, oh it’s a strong and wise globe, I actually felt that way’
(participant 11)
‘I don’t think, oh, I need to do that if that’s going to make me feel better, it’s just automatic’ (participant 9)
Requires perseverance
‘Definitely something I’m going to persevere with : : : the whole time I did appreciate it’s worth persevering
with : : : you’ve got to persevere with it, definitely. I find that persevering has been worthwhile’ (participant 5)
‘I should try and use it more when I’m in difficult situations, I think, and I will’ (participant 4)
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activities: ‘I feel like I can take part in life and things now, which I couldn’t really do before’
(participant 8), which was partially accounted for by a greater sense of safety: ‘I don’t feel
quite so threatened as I did. I feel a little bit safer, I would say, maybe a little less vulnerable’
(participant 8). However, there were clear differences between participants in their experience
of change in acceptance of others. For example, one participant reported: ‘I don’t need to
worry about anybody else and what they’re thinking : : : I’m not as paranoid’ (participant 9),
whereas another participant said: ‘It doesn’t change, really, what I think other people think of
me’ (participant 1). Those who did report increased acceptance of others were more likely to
have also described increased self-acceptance; whereas those who felt their worries about
others were unchanged did not.
Theme 3: Taking it forward

The third theme focused on continuing to develop and use the key learning from therapy. Within
this theme there were sub-themes on the techniques becoming ingrained and automatic [‘I wasn’t
just thinking, oh it’s a strong and wise globe, I actually felt that way’ (participant 11); ‘I don’t think
Oh I need to do that if that’s going to make me feel better, it’s just automatic’ (participant 9)], and
another of the need, but also desire, to persevere with the strategies: ‘Definitely something I’m going
to persevere with : : : the whole time I did appreciate it’s worth persevering with : : : you’ve got to
persevere with it, definitely. I find that persevering has been worthwhile’ (participant 5).
Adverse events

There were no adverse events.
Preliminary clinical outcomes
Changes in self-compassion, negative self, and paranoia. Table 2 displays the means, standard

deviations, change scores, confidence intervals for the change scores, and effect sizes for the
clinical outcome measures at baseline (0 weeks), post-treatment (2 weeks) and follow-up
(6 weeks). Post-treatment, there were large effect size improvements in self-compassion
(change score –0.64, 95% CI –1.04, –0.24, d = –1.78), and medium effect size improvements
in negative beliefs about the self (change score 2.42, 95% CI –0.37, 5.20, d = 0.51) and
paranoia (change score 10.08, 95% CI 3.47, 16.69, d = 0.61). Improvements were maintained
at follow-up.
Changes in social comparison, self-esteem, positive self, and beliefs about others. Post-treatment,
there were large effect size improvements in social comparison (change score –324.92, 95% CI
–528.65, –121.19, d = –1.06) and self-esteem (change score 3.58, 95% CI 1.51, 5.65, d = 0.80).
There were medium effect size improvements in positive beliefs about the self (change score
–3.25, 95% CI –5.37, –1.13, d = –0.73) and others (change score –1.58, 95% CI –4.23, 1.06,
d = –0.51). There were large effect size improvements in negative beliefs about others (change
score 3.92, 95% CI 1.56, 6.27, d = 1.11). Gains were maintained at follow-up.

Discussion
Paranoia builds upon the sense of vulnerability brought about by negative beliefs about the self.
Hence improving views of the self is likely to reduce paranoia, as evidence from experimental
studies and clinical intervention is beginning to demonstrate (Atherton et al., 2016; Freeman
et al., 2014). To our knowledge, this was the first investigation of a repeated compassionate
imagery intervention for patients with current persecutory delusions. The four-session
compassionate imagery intervention was both feasible and acceptable. Patients described
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Table 2. Means, standard deviations (SD), change scores, 95% confidence intervals (CI) for the change scores and estimated effect sizes (d) for pairwise comparisons on clinical outcome
measures
Baseline vs post-treatment
Measure

n

Mean (SD)
at baseline

Self-Compassion
Scale
BCSS negative-self
GPTS Part B
(paranoia)
GPTS Total
Social Comparison
Scale
Rosenberg SelfEsteem Scale
BCSS positive-self
BCSS positive-others
BCSS negative-others

12

2.51 (0.36)

12
12

10.67 (4.77)
45.17 (16.41)

12 88.50 (25.51)
12 527.17 (307.56)

Mean (SD) at end
of treatment

Change
score

Baseline vs follow-up
95% CI

d

n

Mean (SD)
at baseline

Mean (SD)
at follow-up

2.51 (0.36)

2.91 (0.62)

10.67 (4.77)
45.17 (16.41)

8.58 (5.32)
38.33 (19.48)

−3.15 (0.77)

−0.64

−1.04, –0.24

−1.78 12

8.25 (5.10)
35.08 (15.67)

2.42
10.08

−0.37, 5.20
3.47, 16.69

0.51 12
0.61 12

67.75 (26.72)
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therapy as effortful yet rewarding, fuelling a commitment to continue implementing the
techniques learned. The preliminary clinical effects were promising; there were medium to
large effect size improvements on all clinical outcome measures: self-compassion improved,
negative self-beliefs reduced, and paranoia came down. The effects were maintained at followup. Based on these preliminary findings the brief compassionate imagery intervention could
be clinically beneficial and merits further testing.
The recruitment rate, the treatment uptake, and the rate of data completion were all very high,
and participants gave positive feedback both in the questionnaire and the qualitative interview.
This suggests that patients might be interested in receiving this treatment if it was offered in a
larger trial. This is in line with recent survey data in which patients expressed the desire to
address low self-confidence in therapy (Freeman et al., 2019). In terms of feasibility, future
studies may need to establish clinicians’ willingness to refer and patients’ willingness to be
randomised if the treatment was evaluated in a clinical trial.
In contrast to previous research (e.g. Martins et al., 2017; Martins et al., 2018), patients in this
study did not report fear of compassion. Instead, the qualitative accounts highlight improvements
in self-compassion and self-acceptance, which for many also extended to increased compassion
for others. Within the preliminary clinical outcomes, there were medium to large effect sizes on all
measures at end of treatment, showing an improvement in beliefs about the self and others,
including improved self-compassion and self-esteem, and a reduction in paranoia. Consistent
with our cognitive understanding of persecutory delusions (Freeman, 2016), the findings
indicate that targeting the putative causal mechanism of negative self-beliefs leads to a
reduction in paranoia.
This intervention focused on a single therapeutic technique: self-compassionate imagery. Yet
CFT includes a range of techniques (see Gilbert, 2005; Gilbert, 2010) that may be effective in
increasing a felt sense of safety and reducing threat beliefs. For example, in a robust nonclinical experimental test, loving kindness meditation, a compassionate imagery technique
targeting compassion for others, increased compassion and reduced paranoia (Brown et al.,
2020). Evaluations of CFT interventions using multiple techniques with patients with
psychosis are currently underway (e.g. Heriot-Maitland et al., 2019). Other imagery techniques
are also being adapted for people with first episode psychosis (Taylor et al., 2020).
The advantages of the brevity and intensity of this compassionate imagery intervention are the
clarity in the treatment focus, and the opportunity for frequent practice within a short time frame
to optimise learning, in line with studies which show that frequent rehearsal is important for the
effectiveness of imagery exercises (Hackmann et al., 2011). As shown by the promising results on
the clinical outcome measures, this leads to change in a short time frame for patients who have
been struggling for a long time, thus potentially instilling hope.
There are clear limitations to this study. This was an uncontrolled feasibility study with a small
sample size, a single therapist, and unblinded assessments. Therefore, the improvements made
post-therapy cannot be attributed to the intervention with any certainty and all clinical
outcomes need to be interpreted tentatively. A future study would need to be conducted with
greater rigour, randomising patients to the intervention or a control arm, ensuring that
assessors are blind to the treatment allocation, as well as being sufficiently powered.
Mediation analyses would enable researchers to check that, as hypothesised, decreases in
paranoia are explained by improvements in negative self-beliefs (Dunn et al., 2015).
The importance of the self-concept in the occurrence of paranoia has been demonstrated
repeatedly; a clear direction for future clinical research is establishing evidence-based
techniques to improve views of the self. Compassionate imagery may provide one avenue to
achieve this. Robust clinical tests are now required.
Supplementary material. To view supplementary material for this article, please visit: https://doi.org/10.1017/
S1352465821000229
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