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Abstract

Background: Growing evidence supports the association between early memories of shame and lack
of safeness and current shame and depression. Nevertheless, it is unclear whether shame serves as a
mediator between such early memories and depressive symptoms.

Aims: This study aimed at testing whether the impact of shame traumatic memory, centrality of
shame memory, early memories of warmth and safeness (predictors), on depressive symptoms
(outcome) would be mediated by current external and internal shame.

Method: Student participants (N = 178) recalled an early shame experience and completed self-report
instruments measuring centrality and traumatic characteristics of the shame memory, early memories
of warmth and safeness, external and internal shame and depressive symptoms.

Results: Path analyses’ results revealed that internal shame fully mediated the relationship between
shame traumatic memory, centrality of shame memory, and early memories of warmth and safeness
and depression. However, current feelings of external shame, highly linked to internal shame, did not
significantly predict depression.

Conclusion: These findings shed light on the role of internalizing early shame and lack of safeness
memories into a sense of self as globally self-condemning in the vulnerability to experience

depressive symptoms.
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Internalizing early memories of shame and lack of safeness and warmth:

The mediating role of shame on depression

Introduction

Human beings evolved sharing something unique to their species. Only humans, in the realm of
social dynamics, can feel shame and shame others. One approach that offers important insights into
the evolutionary nature of shame is the biopsychosocial approach (Gilbert, 1992, 1998, 2002, 2007).
This perspective is based on the notion that evolution plays a powerful role on human’s proneness to
be highly regulated within social relationships. Throughout life, social relationships are vital
physiological and psychological regulators (Cacciopo, Berston, Sheridan, & McClintock, 2000;
Carter, 1998; Cozolino, 2006; Gerhardt, 2004; Siegel, 2001). Thus, for humans, growing up with a
sense of being loved, accepted, valued and chosen by others (e.g., caregivers, friends, allies, peers,
lovers, superiors) for important social roles (e.g., friend, lover, team member), makes one’s world
safer and promotes affect regulation (Cacciopo et al., 2000; Gilbert, 2005, 2009a; Masten, 2001).

Ultimately, humans’ innate motives to form attachment to carers (Bowlby, 1969; Cassidy &
Shaver, 1999), group belonging (Baumeister & Leary, 1995), and compete for an advantageous
social rank position (Gilbert, 1992, 2000), guaranteed survival, prospering and welfare along the
course of human evolution. So, for both purposes of making the social world safe and engaging
others to choose in one’s favour to form advantageous social roles, it is crucial to social success and
survival to stimulate positive affects and beliefs about the self in the mind of others, to be seen as an
attractive social agent. Failure or rejections in these vital human needs make the world a dangerous
place and may compromise several reproductive strategies (e.g., attracting sexual partners, allies and
kin support; Gilbert, 1992, 1997, 2003; Gilbert & McGuire, 1998).

Shame occurs in the context of such competition for social attractiveness and emerges from

evolved cognitive abilities for processing social information and for self-conscious awareness



(Byrne, 1995; Liotti & Gilbert, 2011; Lewis, 2003; Tracy & Robins, 2004; Gilbert, 1998, 2003,
2007). Hence, shame acts as a warning signal that we exist negatively in the mind of others, as
someone with negative qualities (e.g., inferior, defective, inadequate), or lack of positive ones, and
thus standing at risk of being rejected, excluded, passed by or even harmed or persecuted. Besides,
shame has been conceptualized as one’s experience of feeling inferior, worthless, inadequate,
unlovable or powerless in some way, as having flaws, inadequacies exposed — as being an
unattractive and undesirable self (Gilbert, 1998, 2007; Lewis, 1992; Lindsay-Hartz, de Rivera &
Mascolo, 1995; Tangney & Dearing, 2002). Therefore, shame is a self-conscious but socially shaped
emotion that is linked to threats to (social) self-identity, and plays a fundamental role in the
formation of one’s sense of self and self-identity as a social agent (Dearing & Tangney, 2011;
Gilbert, 1998, 2007; Tracy, Robins, & Tangney, 2007). In addition, this emotion evolved as a
strategy to keep the self safe, by evoking defensive submissive responses along with self-monitoring
and self-blaming, in an attempt to de-escalate possible attacks from the shamer and restore one’s
image in his/her eyes (Gilbert, 1997, 1998).

In this sense, and according to Gilbert (1992, 1998), shame begins in the social arena and is
intimately linked to how others think about and judge the self. This specific evaluation of how the
self exists in the mind of the others (e.g., as unattractive, defective, inferior, inadequate) has been
defined as external shame. In external shame one’s attention is focused externally and one’s
behaviour might be orientated towards trying to positively influence how others see the self (e.g., by
appeasing, submitting or displaying desirable qualities; Gilbert, 1992, 1998, 2002).

In turn, shame can be internalized in that one may start shaming oneself, by perceiving and
evaluating the self in the same way others have, as being worthless, inadequate, inferior, defective,
rejectable and globally self-condemning — internal shame (Gilbert, 1998, 2002; Mikulincer &
Shaver, 2005). In this case, one’s attention, cognitive and emotional processing are directed inwardly

and accompanied by self-devaluations and negative feelings (Gilbert, 1998, 2002, 2003).



The internalized shame response may be seen as one of the major defensive strategies to
(external) shame in that it involves a harsh self-blaming and self-persecutory attitude towards the self
and the adoption of subordinate submissive strategies (Gilbert, 1998, 2002). There is, therefore, an
intimate link between external and internal shame, since they both are important for social
functioning and shame experiences typically involve their interaction, fueling one another.

In this sense, there is a growing body of research showing a strong association between external
and internal shame, and between shame and the development and maintenance of psychopathology,
such as depressive symptoms (Alexander, Brewin, Vearnals, Wolff, & Leff, 1999; Andrews, Qian, &
Valentine, 2002; Ashby, Rice, & Martin, 2006; Cheung, Gilbert & Irons, 2004; Matos & Pinto-
Gouveia, 2010; Tangney & Dearing, 2002; Tangney, Stuewig, & Mashek, 2007; Thompson &
Berenbaum, 2006; for a review see Kim, Thibodeau, & Jorgensen, 2011).

As a socially shaped and threatening experience, shame can occur early in life. In fact, a
shame episode may be recorded as a conditioned emotional memory, which may operate as a threat
activating memory and reveal traumatic memory characteristics, involving intrusion, hyperarousal
and avoidance symptoms (Matos & Pinto-Gouveia, 2010, 2011a). These early shame experiences
can shape the entire sense of self and become central to one’s identity and life story (Pinto-Gouveia,
& Matos, 2011). Recently, these traumatic and central shame memories were found to be associated
with shame in adulthood and to increased vulnerability to psychopathological symptoms, such as
depression, anxiety, stress or paranoia (Matos & Pinto-Gouveia, 2010, 2011a, 2011b; Matos, Pinto-
Gouveia, & Gilbert, 2011; Pinto-Gouveia, & Matos, 2011). Hence, traumatic self-defining shame
memories can influence the formation of negative internal working models of self (e.g., as defective
and inferior) and others (e.g., as agents of a threatening and hostile world, who may reject, criticize
or harm the self) and structure autobiographical knowledge, guiding emotional, attentional and
cognitive processing and social behaviour (Berntsen & Rubin, 2007; Conway, 2005; Matos, Pinto-

Gouveia, & Costa, 2011; Matos, Pinto-Gouveia, & Gilbert, 2011).



Moreover, early shame interactions with attachment figures were found to be key in the way
shame memories are structured and impact mental well-being (Matos & Pinto-Gouveia, 2011a;
Matos, Pinto-Gouveia, & Costa, 2011). So, rearing interactions characterized by shame, neglect, fear
of withdrawal of love and support, may over stimulate numerous brain pathways that mediate the
threat system leading to more easily triggered and intense negative affect and defensive strategies,
such as depression (Matos & Pinto-Gouveia, 2011a; Perry, Pollard, Blakley, Baker, & Vigilante,
1995). Simultaneously, one’s ability to feel safe, warm, connected to others, and tone down distress
via self-soothing may be undermined in individuals growing up in such adverse environments
(Gilbert, 2009a, 2009b; Gilbert, Baldwin, Irons, Baccus, & Palmer, 2006).

In contrast, early positive affiliative interactions, especially those unfolding within the family,
where a child experiences a sense of being loved, accepted, valued and cared for, foster feelings of
safeness, stimulate adaptive physiological and emotional regulation, and offer important coping
resources to deal with adversity (Cacciopo et al., 2000; Gilbert, 2005, 2010; Masten, 2001; Porges,
2003; Schore, 1994). Increasing evidence converge on the notion that memories of experiencing
safeness, warmth and nurture during childhood are associated with well-being and health (Martin,
2006), heightened self-accepting and nurturing abilities, and ultimately that they protect against
psychopathology, such as depression (Cacioppo et al., 2000; Cheng & Furnham, 2004; DeHart,
Pelham, & Tennen, 2006; Gilbert et al., 2006; Mikulincer & Shaver, 2004; Schore, 1994; Richter,
Gilbert, & McEwan, 2009).

According to the abovementioned theoretical and empirical evidence supporting the link
between early memories of shame and lack of safeness and warmth, and current feelings of shame
and depressive symptoms, it is possible that such early memories may indirectly impact upon
depression through their effect on shame. Thus, the present study aims to develop a more complex
conceptual model in which the mediator effect of current external and internal shame on the

relationship between early shame and affiliative memories and depression is tested. It is expected



that shame traumatic memory and centrality of shame memory will be associated with increased
levels of internal and external shame and depressive symptoms. In contrast, we expect that early
memories of warmth and safeness predict lower levels of external and internal shame and depressive
symptoms. Furthermore, we hypothesize that early shame and affiliative memories will impact on
depressive symptoms partially through their effect on current feelings of external and internal shame

(see Figure 1).

(Figure 1 about here)

Method
Participants and procedure

One hundred and seventy eight undergraduate and graduate students (26 men and 152
women) from the University of Coimbra participated in the current study. Participants age ranged
from 18 to 60, with a mean of 23.42 (SD = 6.49). Ninety three per cent of the subjects were not
married (n = 165). The participants years of education mean was 14.67 (SD = 1.65). These
participants were recruited as part of a more comprehensive research investigating the relationship
between affiliative and shame memories and psychopathology.

A series of self-report questionnaires was completed by all participants. The instruments were
administered at the end of a lecture after the consent of the educational institution board. In line with
ethical requirements, before filling the measures it was emphasized that their co-operation was

voluntary and their answers were confidential and only used for the purpose of the study.

Measures

Priming for the shame memory



Before completing the shame memory’ measures, participants were given a brief introduction
on the concept of shame and were asked to recall a significant and stressful shame experience from
their childhood or adolescence. Afterwards they were asked to briefly describe the shame event,
identify who was the shamer or who was present in the situation and the age they were at that time.
Then, they were instructed to answer the two shame memory related questionnaires based on that
experience. This adjustment in the instructions has been made in other studies (Matos & Pinto-
Gouveia, 2010; Pinto-Gouveia & Matos, 2011) and it does not seem to affect the validity of this
measure, since the items’ content is well suited for both instructions.

Impact of Event Scale — Revised (IES-R; Weiss & Marmar,1997; Portuguese version by Matos,
Pinto-Gouveia, & Martins, 2010). The IES-R is a self-report instrument designed to measure current
subjective distress for any specific life event, and specifically in this study in relation to the shame
memory described by the participants. This scale has 22 items rated on a 5-point Likert scale (0—4).
The IES-R is composed by three subscales that measure the three main characteristics of traumatic
memories: avoidance (e.g., “I stayed away from reminders of it’), intrusion (e.g., “Any reminder
brought back feelings about it”) and hyperarousal (e.g., “I was jumpy and easily startled’) that
parallel the DSM-IV criteria for PTSD. In the original study, Cronbach alphas of the subscales
ranged from .87 to .92 for intrusion, .84 to .86 for avoidance and .79 to .90 for hyperarousal (Weiss
& Marmar, 1997). Cronbach’ alpha for this measure in this study is shown in Table 1.

Centrality of Event Scale (CES; Berntsen & Rubin, 2006; Portuguese version by Matos, Pinto-
Gouveia, & Gomes, 2010) assesses the extent to which a memory for a stressful event (in this case a
shame experience reported by each participant) forms a reference point for personal identity and to
attribution of meaning to other experiences in a person’s life. This self-report questionnaire consists
of 20 items, rated on 5-point Likert scale (1-5), that measure three interdependent characteristics of a
highly negative emotional event that load on to a single underlying factor: the extent to which the

event is a central component of one’s personal identity (e.g.“] feel that this event has become part of



my identity.”), is viewed as a landmark in one’s life story (e.g. “I feel that this event has become a
central part of my life story.”) and acts as a reference point for inferences and attributions in
everyday life (e.g.“This event has coloured the way I think and feel about other experiences.”). In its
original study, CES showed sound psychometric properties with a high internal consistency

(Cronbach a = .94). Cronbach’ alpha for this measure in the current study is given in Table 1.

Early memories of warmth and safeness scale (EMWSS, Richter, Gilbert, & McEwan, 2009;
Portuguese version by Matos, Pinto-Gouveia & Duarte, 2011a) was designed to measure personal
emotional memories, specifically recall of feeling warm, safe, accepted and cared for in childhood. It
comprises 21 items (e.g. ‘I felt cared about’, ‘I felt appreciated the way I was’ and ‘I felt part of
those around me’) rated on a Likert scale assessing how frequently each statement applied to the
participants childhood (0 = No to 4 = Yes, most of the time). In its original study the EMWSS
presented an excellent internal consistency, with a Cronbach’s alpha of .97. Cronbach’ alpha for the

current study is reported in Table 1.

Other As Shamer (OAS; Allan, Gilbert, & Goss, 1994 and Goss, Gilbert, & Allan, 1994;
Portuguese version by Matos, Pinto-Gouveia, & Duarte, 2011b). This 18 item scale measures
external shame (global judgements of how people think others view them). Respondents rate on a 5-
point Likert scale (0—4) the frequency of their feelings and experiences, for example, ‘I feel other
people see me as not quite good enough’’ and ‘I think that other people look down on me’’. Scores
can range from 0 to 72 with higher scores on this scale indicative of higher external shame. A
Cronbach alpha of .92 was reported in the original study of this scale Goss et al. (1994). The

Cronbach alpha for this study is given in Table 1.



Internalized Shame Scale (ISS; Cook, 1994, 2001; Portuguese version by Matos, Pinto-
Gouveia, & Duarte, 2011c) comprises a 24-item measure of internal shame, consisting of negatively
worded items (e.g., "compared with other people, I feel like [ somehow never measure up") assessing
the frequency in which people experience feelings of shame and a 6-item scale consisting of
positively worded items (e.g., "all in all, I am inclined to feel that I am a success") assessing self-
esteem. All of the items are rated on a scale of "0," meaning "never," to "4," meaning "almost
always." The shame subscale items were based on phenomenological descriptions of shame feelings.
In this study, only the shame subscale was used as a measure of internal shame. Previous studies
(Cook, 1996) have reported test—retest correlations of .84 and .69, respectively, and have reported

good convergent and divergent validity. The Cronbach alpha for this study is reported in Table 1.

Depression, Anxiety and Stress Scale (DASS-42; Lovibond & Lovibond, 1995; Portuguese
version by Pais-Ribeiro, Honrado & Leal, 2004) is a self-report measure composed of 42 items and
designed to assess three dimensions of psychopathological symptoms: depression, anxiety and stress.
The items indicate negative emotional symptoms and are rated on a 4-point Likert scale (0-3). On the
original version, Lovibond and Lovibond (1995) found the subscales to have high internal
consistency (Depression subscale Cronbach’s a=.91; Anxiety subscale Cronbach’s 0=.84; Stress
subscale Cronbach’s 0=.90). In the present study, only the Depression subscale will be considered.

Cronbach alpha for this subscale in this study is shown in Table 1.

Results
Statistical analysis
Data analyses were conducted using PASW (version 18 SPSS, Chicago Inc.) and AMOS

(version 18, SPSS Inc, Chicago, IL) was used to estimate path analyses.
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Pearson correlation coefficients were performed to explore the correlations between the
study variables (Cohen, Cohen, West & Aiken, 2003).

A mediational study was then conducted, in which we tested whether external shame (OAS)
and internal shame (ISS; mediator variables) mediated the relationship between centrality of shame
memory (CES) shame traumatic memory (IES-R), early memories of warmth and safeness
(EMWSS; independent, exogenous variables) and depression (DASS-42 Depression subscale;
dependent, endogenous variables).

A path analysis was carried out to test for the mediator effects described above. This
technique is a special case of structural equation modeling (SEM) and considers hypothetic causal
relations between variables that have already been defined. A Maximum Likehood method was used
to evaluate the regression coefficients significance. SEM procedure estimates the optimal effect of
one set of variables on another set of variables in the same equation, controlling for error (Byrne,
2010; Kline, 2005). Multivariate outliers were screened using Mahalanobis squared distance (D%
method and uni and multivariate normality was assessed by skewness and kurtosis coefficients.
There was no severe violation of normal distribution (|Sk|<3 and |Ku|<8-10; Kline, 2005), with
skewness values ranging from -.37 (Disinhibition) to 1.19 (DASS-21 depression), and with kurtosis
values ranging from -.95 (Susceptibility to hunger) to .83 (DASS-21 depression). The significance of
direct, indirect and total effects was assessed using »° tests. Bootstrapping resampling method was
further used to test the significance of the meditational paths, using 1000 bootstrap samples and 95%
confidence intervals (CIs; Kline, 2005).

Effects with p <.050 were considered statistically significant.

Descriptives

The means, standard deviations and Cronbach’ alphas of the variables studied are presented

in Table 1. All scales showed high internal consistency. The means and standard deviations for these

1"



variables are similar to those obtained in previous studies (Cook, 1996; Goss et al., 1994; Matos &
Pinto-Gouveia, 2010; Matos, Pinto-Gouveia & Duarte, 2011a, 2011b, 2011c; Pinto-Gouveia &

Matos, 2011; Richter, et al., 2009). There were no significant gender differences.

(Table 1 about here)

Correlations

Pearson product-moment correlations for all variables are presented in Table 1. Shame
traumatic memory and centrality of shame memory were significantly and positively correlated with
each other and negatively associated with early memories of warmth and safeness. Both shame
memory variables revealed positive moderate correlations with external and internal shame and were
also positively and significantly correlated with depressive symptoms. In turn, early memories of
warmth and safeness were negatively and moderately related to external and internal shame and also
presented a negative significant association with depression. External shame showed a positive and
moderate relation to depression whereas internal shame presented a high positive correlation with

depressive symptoms. External and internal shame were highly correlated with each other.

Path analysis

Taking together these findings and our hypotheses, we aimed at testing whether external and
internal shame mediated the effect of centrality of shame memory, shame traumatic memory and
early memories of warmth and safeness on depressive symptoms.

The hypothesized model (Figure 1) was tested through a fully saturated model (i.e., zero
degrees of freedom), consisting of 30 parameters. Given that fully saturated models always produce a
perfect fit to the data, model fit indices were neither examined nor reported. The model explained

45% of depression variance. In this model the following paths were not statistically significant: the
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direct effect of shame traumatic memory on depression (bigsr = .103; SE, = .241; Z = 1.427; p =
.670; bigsr = .029), the direct effect of centrality of shame memory on depression (bcgs = -.002; SE},
=.034; Z=-.072; p = .942; bcgs = -.005), the direct effect of early memories of warmth and safeness
on depression (bpmwss = .024; SE»= .036; Z=.672; p = .502; bpmwss = .042), and the direct effect of
external shame on depression (boas = -.095; SE,=.080; Z=-1.813; p =.237; boas=-.121).

For this reason, these non significant paths were removed and the model recalculated (Figure
2). In the evaluation of the adjusted model, a very good model fit with a non significant chi-square
test [’ = 2.126; p = .713) was found. Well-known and recommended goodness of fit indices were
selected to assess the model fit (Kline, 2005). The analysis of these indices indicated an excellent
model fit (CMIN/DF = .531; CFI = 1.000; TLI = 1.016; NFI = .995; RMSEA = .000).

All the paths were statistically significant and the model accounted for 44% of depressive
symptoms variance. The model also accounted for 33% of external shame and 32% of internal shame
variances. Regarding depression, only internal shame presented a significant direct effect on
depression of .67 (biss=.317; SE»=.027; Z=11.894; p <.001).

Indirect meditational test results suggest that shame traumatic memory (IES-R) predicted
greater depression fully through elevated feelings of internal shame (ISS) (bigsr = .110, 95% CI =
.000 to .230). Centrality of shame memory (CES) also indirectly predicted increased depressive
symptoms again through increased internal shame (ISS) (bcgs = .153, 95% CI = .034 to .252). On the
contrary, higher levels of memories of warmth and safeness in childhood (EMWSS) predicted lesser
levels of depression fully through diminished feelings of internal shame (ISS) (bemwss = -.234; 95%
CI=-.319 to -.316). Figure 2 presents the mediation model with regression coefficients standardized
estimates and R” for depression, external and internal shame.

In conclusion, these findings reveal that internal shame fully mediated the effects of shame

traumatic memory, centrality of shame memory and early memories of warmth on depression.
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Contrary to our prediction, external shame neither accounted significantly for depression variance

nor mediated the aforementioned associations.

(Figure 2 about here)

Discussion

Shame has been pointed out as one of the major sources of human suffering and vulnerability
factor for a range of psychopathological symptoms, such as depressive ones (see Kim et al., 2011 for
a review). Increasing evidence suggests that early shame experiences that become central to personal
identity and that operate as traumatic memories are associated with increased shame feelings in
adulthood and elevated vulnerability to depression (Matos & Pinto-Gouveia, 2010, 2011a, 2011b;
Pinto-Gouveia & Matos, 2011). Contrastingly, there is good empirical support for the importance of
feeling safe and supported in attachment and social relationships to well-being and resilience against
difficult life events (Cacciopo et al., 2000; Masten, 2001; Richter et al., 2009). Yet the question
remained as to the role shame plays on the link between early shame and affiliative memories and
depression. Therefore, based upon these existing evidence and theory, the present study sought out to
test a mediator model, through path analyses, in which it was predicted that external and internal
shame would mediate the association between shame traumatic memory, centrality of shame
memory, early memories of warmth and safeness and depressive symptoms.

Consistent with prior findings (Matos & Pinto-Gouveia, 2010, 2011a, 2011b; Pinto-Gouveia
& Matos, 2011; Richter et al., 2009) and our predictions, results showed that shame traumatic
memories and centrality of shame memory were associated with increased levels of external shame
and internal shame. Also, as expected, early memories of warmth and safeness predicted lower levels
of current external and internal shame. These findings give further support to the assumption that

emotional memories of shame and of lack of safeness and warmth may influence the emergence of

14



shame feelings in adulthood. So, individuals whose shame memories reveal traumatic memory
features and function as central components of their identity and life story, tend to believe they exist
negatively in the mind of the others and to see and judge themselves negatively as inferior or
undesirable. On the contrary, individuals who recall feeling safe, nurtured and cared for as a child,
are less prone to experience a sense of self as existing negatively for others and as globally self-
condemning. Therefore, these data are in line with evidence from attachment and neuroscience
research (Bowlby, 1969, 1971, 1980; Cacciopo et al., 2000; Gilbert, 2007; Mikulincer & Shaver,
2005; Siegel, 2001; Taylor et al., 2006) suggesting that the quality of early interactions with
significant others drastically impacts on the formation on internal working models of self and others,
which, in turn, guide emotional and thought processing, and influence one’s social behaviour.

In addition, the key finding in the present study is that internal shame fully mediated the
relationships between shame traumatic memory, centrality of shame memory and early memories of
warmth and safeness, and depression. Surprisingly, and contrary to our expectation, current feelings
of external shame were not a significant predictor of depression nor mediated the above stated
relationships. Nevertheless, the high correlation between internal and external shame found in this
study, which corroborates prior research (Goss, Gilbert, & Allan, 1994; Kim et al., 2011; Matos &
Pinto-Gouveia, 2010; Matos, Pinto-Gouveia, & Duarte, 2011b, 2011c), may account for this finding.
That is, our results support the idea that the pain that derives from recognizing that one’s social
attractiveness has declined is likely to encompass harsh self-devaluation and self-blame. At the same
time, it is unlikely that the hurting affect of private depreciation arises in the absence of an awareness
that others share the same negative view of the self (Gilbert, 2003, 2007; Kim et al., 2011).

Thus, our results partially confirmed our prior hypotheses but extended them by suggesting
that shame memories, which operate as traumatic ones and that become central to personal identity
and life narrative, impact on depressive symptoms fully through their influence on generating current

feelings of the self as flawed, undesirable, inadequate or unlovable in its own eyes (and in the eyes of
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others, as the high association between internal and external shame suggests). Simultaneously, our
findings suggest that recalls of feeling safe and cared for as a child within the family protect against
depression by their influence on lessening a sense of the self as inferior, inadequate, defective or
globally bad.

These results extend previous research (Matos & Pinto-Gouveia, 2010, 2011a, 2011b; Matos,
Pinto-Gouveia, & Duarte, 2011b, 2011c; Richter et al., 2009) and can be understood in light of the
biopsychosocial approach of shame (Gilbert, 1998, 2002, 2007) and evolutionary perspectives on
depression (Gilbert, 1992; Price et al., 1994; Sloman & Gilbert, 2003). In fact, early attachment or
social interactions, characterized either by shame and threat or by the absence of safeness and
affiliation, seem to be the source of shame feelings in adulthood, translating into beliefs one exists
negatively in the mind of the others and into negative self-evaluations and feelings. Our data further
implies that the internalization of these early shame experiences, that become structured as traumatic
and central memories to one’s identity and life narrative, along with the dearth of recalls of feeling
safe and cared for in childhood, may lead one to see and evaluate the self the same way others have
(e.g., as worthless, unlovable, unattractive, inferior) and thus compromise one’s ability to articulate
positive self and others schema, undermining one’s emotional regulation abilities (e.g., one’s ability
to self-soothe when facing distress). In addition, this internalized shame response, involving feelings
of being unattractive and unable to compete in the social arenas, is usually accompanied by self-
blaming, self-monitoring and negative affects directed at oneself (e.g. contempt, anger, disgust).
These self-devaluation and self-persecutory attitude, although aiming at defend the self against the
negative evaluations and possible rejection from others, may render one more prone to enter defeat
states and activate involuntary defeat strategies when facing aversive life events, and thus elevating
vulnerability to experience depressive symptoms. Of note is also the buffering effect of early
memories of safeness and nurturance against the emergence of a negative sense of self and the

proneness to enter depressive states.
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The present study provides some suggestions for clinicians intervening with patients with
high levels of shame and suffering from depressive symptoms. First, our results imply the relevance
of using specific strategies to evaluate these memories (e.g., through structured clinical interviews
such as the Shame Experiences Interview, Matos & Pinto-Gouveia, 2006) and that working with
these individuals’ shame memories may help decrease current levels of shame feelings, thus
lessening current depressive symptoms. Furthermore, clinicians must keep in mind the importance of
addressing and intervening in shame, especially when shame memories become the foundations for
experiencing and understanding the self and translate on emotional difficulties. In these cases,
treatment interventions should be tailored to help patients develop compassionate attributes and
skills, i.e. promoting a self-to-self relationship based on feelings of compassion, warmth and
kindness, which enable the individual to tone down distress and negative affect via self-soothing,
facilitating effective emotional regulation. These are all key points addressed in Compassion
Focused Therapy (Gilbert, 2005, 2009a, 2009b, 2009c¢, 2010), that aims to help the patient build up
and experience compassionate feelings, both from the self and from others (e.g., within a supportive
therapeutic relationship), and help them recognize the evolved defensive function of their symptoms.

Even though these results may significantly contribute to the conceptualization of shame and
its relation to early interactions with significant others and to current emotional difficulties, this
study does suffer some limitations. First of all, our results reflect the responses of a college-aged and
predominantly female sample. Replication of the present study with more heterogeneous and
representative samples from the general community population is necessary before the findings can
be generalized. Although the processes involved in shame and shame experiences may apply at a
clinical or nonclinical level, the replication of the present study in clinical samples would add
additional robustness to our findings. We should also note that, albeit we used path analyses, a
powerful statistical technique based on structural equation modeling, these were based on

correlational data, impairing the establishment of strong causal relations. To overcome this
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limitation, researchers might continue this line of research by conducting prospective studies using
younger samples (e.g., adolescents). Finally, we assessed the type of shame experiences and
confidentiality was guaranteed, but our study is mostly limited to self-report measures to evaluate
early memories. Despite this may raise some concerns regarding the influence of current emotional
states on these recollections, retrospective recall data were found to be generally reliable, accurate,
stable over time (Brewin, Andrews, & Gotlib, 1993; Matos, & Pinto-Gouveia, 2010, 2011a; Matos,
Pinto-Gouveia & Costa, 2011).

Nevertheless, we hope that the findings presented here offer insight towards the development
of a more complex conceptual model on the links between early shame and safeness memories,
current shame and depressive symptoms, which can be incorporated into already existing approaches

(Gilbert, 1992, 1998, 2007; Sloman & Gilbert, 2003).

References

Alexander, B., Brewin, C. Vearnals, S., Wolff, G., & Leff, J. (1999). An investigation of shame and
guilt in a depressed sample. British Journal of Medical Psychology, 72, 323-339.

Allan, S., Gilbert, P., & Goss, K. (1994). An exploration of shame measures: II. Psychopathology.
Personality and Individual Differences, 17, 719-722.

Andrews, B., Qian, M., & Valentine, J. (2002). Predicting depressive symptoms with a new measure
of shame: The experience of shame scale. The British Journal of Clinical Psychology, 41, 29-33.

Ashby, J., Rice, K., & Martin, J. (2006). Perfectionism, shame and depressive symptoms. Journal of
Counselling and Development, 84, 148-157.

Baldwin, M.W. (1992). Relational schemas and the processing of social information. Psychological

Bulletin, 112,461 — 484.

18



Baldwin, M. W. (1997). Relational schemas as a source of if-then self-inference procedures. Review
of General Psychology, 1,326-335.

Baldwin, M.W. (Ed.) (2005). Interpersonal Cognition. New Y ork: Guilford.

Baumeister, R.F. & Leary, M.R. (1995). The need to belong: Desire for interpersonal attachments as
a fundamental human motivation. Psychological Bulletin, 117, 497-529.

Berntsen, D., & Rubin, D. C. (2006). Centrality of event scale: A measure of integrating a trauma
into one’s identity and its relation to post-traumatic stress disorder symptoms. Behaviour
Research and Therapy, 44,219-231. doi:10.1016/j.brat.2005.01.009

Berntsen, D., & Rubin, D. C. (2007). When a trauma becomes a key to identity: Enhanced
integration of trauma memories predicts posttraumatic stress disorder symptoms. Applied
Cognitive Psychology, 21, 417-431. do0i:10.1002/acp.1290.

Bowlby, J. (1969). Attachment: Attachment and Loss, Vol. 1. London: Hogarth Press.

Bowlby, J. (1973). Separation, Anxiety and Anger: Attachment and Loss, vol. 2. London: Hogarth
Press.

Bowlby, J. (1980). Loss: Sadness and Depression. Attachment and Loss, Vol. 3. London: Hogarth
Press.

Brewin, C., Andrews, B., & Gotlib, I. (1993). Psychopathology and early experience: a reappraisal of
retrospective reports. Psychological Bulletin, 113, 82-98.

Buss D.M. (2003). Evolutionary Psychology: The New Science of Mind. Second edition. Boston:
Allyn and Bacon.

Byrne, B. M. (2010). Structural Equation Modelling with AMOS: Basic Concepts, Applications, and
Programming. (2nd ed.) New York: Routledge Academic.

Byrne, R. W. (1995). The thinking ape. Oxford: Oxford University Press.

19



Cacioppo, J.T., Berston, G.G., Sheridan, J.F., & McClintock, M.K. (2000). Multilevel integrative
analysis of human behavior: Social neuroscience and the complementing nature of social and
biological approaches. Psychological Bulletin, 126, 829-843.

Carter, C.S. (1998). Neuroendocrine perspectives on social attachment and love.
Psychoneuroendorinlogy, 23, 779-818.

Caspi, A. & Moffitt, T.E. (2006): Gene- environment interactions in psychiatry. Joining forces with
neuroscience. Nature Reviews Neuroscience, 7, 583-593.

Cassidy, J & Shaver, P.R (Eds.) (1999). Handbook of Attachment: Theory, Research and Clinical
Applications (pp. 115-140). New York: Guilford Press.

Cheng, H., & Furnham, A. (2004). Perceived parental rearing style, self-esteem and self-criticism as
predictors of happiness. Journal of Happiness Studies, 5, 1-21.

Cheung, M., Gilbert, P., & Irons, C. (2004). An exploration of shame, social rank and rumination in
relation to depression. Personality and Individual Differences, 36, 1143-1153.

Cohen, J., Cohen, P. West, S. & Aiken, L. (2003). Applied multiple resgression/correlation analysis
for the behavioural sciences (3™ ed.). New Jersey: Lawrence Erlbaum Associates.

Conway, M. A. (2005). Memory and the self. Journal of Memory and Language, 53, 594-628.

Cook, D. R. (1994, 2001). Internalized shame scale: Technical manual. North Tonawanda, NY:
Multi-Health Systems, Inc.

Cook, D. (1996). Empirical studies of shame and guilt: The Internalized Shame Scale. In D. L.
Nathanson (Ed.), Knowing feeling. Affect, script and psychotherapy (pp. 132-165). New York:
W. W. Norton & Company.

Cozolino, L. (2006). The Neuroscience of Human Relationships: Attachment and the Developing
Brain. New York: Norton.

Dearing, R. L., & Tangney, J. P. (Eds.) (2011). Shame in the Therapy Hour. Washington DC:

APA Books.

20



DeHart, T., Pelham, B. W., & Tennen, H. (2006). What lies beneath: Parenting style and implicit
self-esteem. Journal of Experimental Social Psychology, 4, 1-17.

Gerhardt, S. (2004). Why Love Matters. How Affection Shapes a Baby’s Brain. London: Bruner-
Routledge.

Gilbert, P. (1989). Human Nature and Suffering. Hove: Lawrence Erlbaum Associates.

Gilbert, P. (1992). Depression: The Evolution of Powerlessness. Hove: Lawrence Erlbaum and New
York: Guilford Press.

Gilbert, P. (1997). Overcoming Depression: A Self-Guide Using Cognitive Behavioural Techniques.
London: Robinsons.

Gilbert, P. (1998). What Is Shame? Some Core Issues and Controversies. In P. Gilbert & B. Andrews
(Eds.), Shame: Interpersonal Behaviour, Psychopathology and Culture (pp. 3-36). New York:
Oxford University Press.

Gilbert, P. (2000). The relationship of shame, social anxiety and depression: The role of the
evaluation of social rank. Clinical Psychology and Psychotherapy, 7, 174-1809.

Gilbert, P. (2002). Body Shame: A Biopsychosocial Conceptualisation and Overview, with
Treatment Implications. In P. Gilbert & J. Miles (Eds.), Body Shame: Conceptualisation,
Research and Treatment (pp. 3-54). London: Brunner.

Gilbert, P. (2003). Evolution, Social Roles and the Differences in Shame and Guilt. Social Research,
70, 1205-1230.

Gilbert, P. (Ed.) (2005). Compassion: Conceptualisations, Research and Use in Psychotherapy.
London: Routledge.

Gilbert, P. (2007). The evolution of shame as a marker for relationship security. In J.L. Tracy,
R.W. Robins & J.P. Tangney, (Eds.). The Self-Conscious Emotions: Theory and Research. (p.

283-309). New York: Guilford.

21



Gilbert. P. (2009a). The Compassionate Mind: A New Approach to Life’s Challenges. London:
Constable-Robinson. Oaklands CA.: New Harbinger.

Gilbert, P. (2009b). Evolved minds and compassion focused imagery in depression. In L. Stropa
(Eds.), Imagery and the Threatened Self: Perspectives on Mental Imagery in Cognitive Therapy.
(pp. 206-231). London: Routledge.

Gilbert, P. (2009¢). Introducing compassion-focused therapy. Advances in psychiatric treatment, 15,
199-208.

Gilbert, P. (2010). Compassion Focused Therapy: Distinctive Features. London: Routledge.

Gilbert, P., Baldwin, M. W., Irons, C., Baccus, J. R., & Palmer, M. (2006). Self-criticism and self-
warmth: An imagery study exploring their relation to depression. Journal of Cognitive
Psychotherapy: An International Quarterly, 20, 183-201.

Gilbert, P. & McGuire, M. (1998). Shame, social roles and status: The psycho-biological continuum
from monkey to human. In P. Gilbert & B. Andrews (Eds.), Shame: Interpersonal Behavior,
Psychopathology and Culture, (pp. 99-125). New York: Oxford University Press.

Gilbert, P. & Miles, J.N.V., (2000). Evolution, genes, development and psychopathology. Clinical
Psychology and Psychotherapy, 7, 246-255.

Goss, K., Gilbert, P., & Allan, S. (1994). An exploration of shame measures 1. The “Other as Shamer
Scale”. Personality and Individual Differences, 17, 713-717.

Kim, S., Thibodeau, R., & Jorgensen, R. (2011). Shame, guilt, and depressive symptoms: A meta-
analytic review. Psychological Bulletin, 137(1), 68-96.

Kline, R. (2005). Principles and practice of structural equation modelling (2th ed.). New York : The
Guilford Press.

Lewis, M. (1992). Shame: The Exposed Self. New York: The Free Press.

Lewis, M. (2003). The role of the self in shame. Social Research, An International Quarterly of the

Social Sciences, 70, 1181-1204.

22



Lindsay-Hartz, J., de Rivera, J. & Mascolo, M.F. (1995). Differentiating guilt and shame and their
effects on motivations. In, J.P. Tangney, & K.W. Fischer, (Eds.), Self-Conscious Emotions. The
Psychology of Shame, Guilt, Embarrassment and Pride (pp 274-300). New York: Guilford.

Liotti, G. & Gilbert, P. (2011). Mentalizing, motivation, and social mentalities: Theoretical
considerations and implications for psychotherapy. Psychology and Psychotherapy: Theory,
Research and Practice, 84, 9-25.

Lovibond, P. & Lovibond, H. (1995). The structure of negative emotional states: Comparison of the
depression anxiety stress scales (DASS) with beck depressive and anxiety inventories.
Behaviour Research and Therapy, 3, 335-343.

Martin, P. (2006). Making happy people: The nature of happiness and its origins in childhood.
London: Fourth Estate.

Masten, A.S. (2001). Ordinary Magic: Resilience processes in development. American Psychologist,
56, 227-238.

Matos, M., & Pinto-Gouveia, J. (2006). The Shame Experiences Interview. Unpublished manuscript.

Matos, M., & Pinto-Gouveia, J. (2010). Shame as a Traumatic Memory. Clinical Psychology and
Psychotherapy, 17,299-312. doi: 10.1002/cpp.659

Matos, M., & Pinto-Gouveia, J. (2011a). Shamed by a parent or by others: The role of attachment in
shame memories relation to depression. Manuscript submitted for publication.

Matos, M., & Pinto-Gouveia, J. (2011b). Centrality of shame memory as a moderator on the
relationship between shame and depression. Manuscript submitted for publication.

Matos, M., Pinto-Gouveia, J., & Costa, V. (2011). Understanding the importance of attachment in
shame traumatic memory relation to depression: The impact of emotion regulation processes.
Clinical Psychology and Psychotherapy. doi: 10.1002/cpp.786

Matos, M., Pinto-Gouveia, J., & Duarte, C. (2011a). The Portuguese version of the early memories of

warmth and safeness scale. Manuscript in preparation.

23



Matos, M., Pinto-Gouveia, J., & Duarte, C. (2011b). Other as Shamer: Versdo portuguesa e
propriedades psicométricas de uma medida de vergonha externa. Manuscript submitted for
publication.

Matos, M., Pinto-Gouveia, J. & Duarte, C. (2011c). When I don’t like myself: Study of the
psychometric properties of the Portuguese version of the Internalized Shame Scale. The Spanish
Journal of Psychology. In press.

Matos, M., Pinto-Gouveia, J., & Gilbert, P. (2011). The effect of shame and shame memories on
paranoid ideation and social anxiety in a general community sample. Manuscript submitted for
publication.

Matos, M., Pinto-Gouveia, J., & Gomes, P. (2010). A Centralidade das Experiéncias de Vergonha:
Estudo das propriedades psicométricas da versdo portuguesa da Escala da Centralidade do
Acontecimento. Psicologia, XXIV, 73-95.

Matos, M., Pinto-Gouveia, J., & Martins, S. (2010). Propriedades psicométricas da versdo
portuguesa da Escala do Impacto do Acontecimento-Revista (IES-R). Psychologica (In press)

Mikulincer, M., & Shaver, P. R. (2004). Security-based self-representations in adulthood: Contents
and processes. In W. S. Rholes & J. A. Simpson (Eds.), Adult attachment: Theory, research, and
clinical implications (pp. 159-195). New York: Guilford Press.

Mikulincer, M., & Shaver, P. (2005). Mental representations of attachment security: theoretical
foundations for a positive social psychology. In M. W. Baldwin (Ed.), Interpersonal cognition
(pp. 233-266). New York: Guilford.

Mikulincer, M. & Shaver, P.R. (2007). Attachment in Adulthood: Structure, Dynamics, and Change.
New York: Guilford.

Pais-Ribeiro, J., Honrado, A., & Leal, I. (2004). Contribui¢do para o estudo da adaptagdo portuguesa
das Escalas de Ansiedade Depressdo e Stress de Lovibond e Lovibond. Psychologica, 36, 235—

246.

24



Perry, B., Pollard, R., Blakley, T., Baker W., & Vigilante, D. (1995). Childhood trauma, the
neurobiology of adaptation, and “use dependent” development of the brain: How states become
traits. Journal of Infant Mental Health, 16, 271-291.

Pinto-Gouveia, J. & Matos, M. (2011). Can shame memories become a key to identity? The
centrality of shame memories predicts psychopathology. Applied Cognitive Psychology, 25, 281-
290. doi: 10.1002/acp1689.

Price, J., Sloman, L., Gardner, R., Gilbert, P., & Rohde, P. (1994). The social competition hypothesis
of depression. British Journal of Psychiatry, 164,309-315.

Porges, S. (2003). The Polyvagal theory: Phylogenetic contributions to social behaviour. Physiology
& Behavior. 79, 503-513.

Richter, A., Gilbert, P., & McEwan, K. (2009). Development of an early memories of warmth and
safeness scale and its relationship to psychopathology. Psychology and Psychotherapy Theory,
Research and Practice, 82, 171-184.

Schore, A. N. (1994). Affect regulation and the origin of the self: The neurobiology of emotional
development. Hillsdale, NJ: Erlbaum.

Siegel, D. J. (2001). The Developing Mind: How relationships and the brain interact to shape who
we are. New York, London: The Guildford Press.

Sloman, L. & Gilbert. P. (2000). Subordination and Defeat: An Evolutionary Approach to Mood
Disorders and Their Therapy. Mahwah: Lawrence Erlbaum Associates.

Sloman, L., Gilbert, P. and Hasey, G. (2003). Evolved mechanisms in depression: The role and
interaction of attachment and social rank. Journal of Affective Disorders, 74, 107-121.

Tangney, J. P., & Dearing, R. L. (2002). Shame and Guilt. New Y ork: Guilford Press.

Tangney, J., Stuewig, J., & Mashek, D. (2007). Moral emotions and moral behaviour. Annual Review

of Psychology, 58, 345-372.

25



Taylor, S. E., Way, B. M., Welch,W. T., Hilmert, C. J., Lehman, B. J., & Eisenberger, N. L. (2006).
Early family environment, current adversity, the serotonin transporter polymorphism, and
depressive symptomatology. Biological Psychiatry, 60, 671-676.

Thompson, R. & Berenbaum, H. (2006). Shame reactions to everyday dilemmas are associated with
depressive disorder. Cognitive Therapy and Research, 30, 415-425.

Tracy, J.L., & Robins, R.-W (2004). Putting the self into self-conscious emotions: A theoretical
model. Psychological Inquiry, 15, 103-125.

Tracy, J. L. Robins, R. W. & Tangney J. P. (Eds.) (2007). The self-conscious emotions: Theory and
research. New York, NY: Guilford.

Weiss, D. S., & Marmar, C. R. (1997). The Impact of Event Scale — Revised. In J. P. Wilson, & T.
M. Keane (Eds.), Assessing Psychological trauma and PTSD (pp. 399-411). New York:

Guilford Press.

26



Table 1: Means, Standard Deviations, Cronbach’ alphas (o) and Intercorrelation scores on self-report measures (N = 178)

Measure M SD o CES IES-R EMWSS OAS ISS
CES 41.47 17.07 .96 -

IES-R 3.59 2.34 .94 52 -

EMWSS 65.80 14.81 .97 -27 -.26 -

OAS 21.49 10.79 .93 46 40 -43 -

ISS 33.28 17.7 .95 41 38 -46 .83 -
Depression 7.04 8.41 .95 .26 .26 =27 Sl .67

Note. All coefficients are significant at p < .001. CES = Centrality of shame memories; IES-R =
Shame traumatic memory; EMWSS = Early memories of warmth and safeness; OAS = External

shame; ISS = Internal shame; Depression = DASS-42 depression subscale.
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Figure 1. The theoretical model.

and safeness; OAS = External shame; ISS = Internal shame; Depression = DASS-42 depression subscale.
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Figure 2. Results of mediation path analysis showing the relationships among shame traumatic memory (IES-R),

centrality of shame memory (CES), early memories of warmth and safeness (EMWSS), external shame (OAS) and

depression, having internal shame (ISS) as a mediator, with standardised estimates and square multiple correlations (N =

178)
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