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“Happiness can be found, even in the darkest of times, 

if one only remembers to turn on the light” 

 

A. D.   
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Abstract 

Previous studies have explored the relationship between shame and early 

experiences of shame with psychopathology, namely social anxiety and depression. Indeed, 

research has shown that shame experiences are linked to the emergence of shame, social 

anxiety and depression. Furthermore, research has linked social anxiety and depression, 

showing that the two conditions are frequently comorbid and that social anxiety disorder 

precedes the emergence of depression. Moreover, there is growing evidence that self-

compassion is negatively associated to social anxiety, depression and shame. Since there 

were no prior studies addressing all these variables together, this was the aim of the present 

study, particularly to explore the impact of shame experiences with parents on depression 

and if social anxiety, shame (both external and internal), and self-compassion would 

mediate this relationship. The cross-sectional study included a university students’ sample 

(Mage = 20.63; SD = 3.53). Partial correlations revealed positive, moderate and significant 

associations between all variables, with the exception of self-compassion that was 

significantly and negatively associated to all variables. Two mediation models were 

estimated revealing that shame experiences with parents were indirectly associated to 

depression, through social anxiety, internal shame and self-compassion. Other results are 

discussed, as well as contributions of the present study. Our study points to clinical 

implications related to the Compassion Focused Therapy, since it is an integrated and 

multimodal approach it may be more fitting to address individuals with social anxiety and 

comorbid depression, presenting high levels of shame.  

 

 

 

Key-Words: shame experiences; shame; self-compassion; social anxiety; depression 
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Resumo 

Estudos anteriores exploraram a relação entre vergonha e experiências precoces de 

vergonha com a psicopatologia, nomeadamente ansiedade social e depressão. De facto, a 

investigação mostrou que as experiências de vergonha estão ligadas ao desenvolvimento de 

vergonha, ansiedade social e depressão. Além disso, estudos associaram ansiedade social e 

depressão, mostrando que as duas condições são frequentemente comórbidas e que a 

perturbação de ansiedade social precede o desenvolvimento da depressão. Além disso, 

existem crescentes evidências de que a autocompaixão está negativamente associada à 

ansiedade social, depressão e vergonha. Uma vez que, não existiam estudos que 

relacionassem todas estas variáveis em conjunto, esse foi o objetivo do presente estudo, 

particularmente explorar o impacto das experiências de vergonha com os pais na depressão, 

e se a ansiedade social, a vergonha (externa e interna) e a autocompaixão mediariam esta 

relação. O estudo transversal incluiu uma amostra de estudantes universitários (Midade = 

20,63; DP = 3,53). As correlações parciais revelaram associações positivas, moderadas e 

significativas entre todas as variáveis, com exceção da autocompaixão que foi 

significativamente e negativamente associada a todas as variáveis. Dois modelos de 

mediação foram estimados, revelando que as experiências de vergonha com os pais foram 

indiretamente associadas à depressão, através de ansiedade social, vergonha interna e 

autocompaixão. Outros resultados são discutidos, bem como contribuições do presente 

estudo. O nosso estudo aponta para implicações clínicas relacionadas com a Terapia Focada 

na Compaixão, uma vez que, por ser uma abordagem integrativa e multimodal, pode ser 

mais adequada para abordar indivíduos com ansiedade social e depressão comórbida, e que 

apresentem altos níveis de vergonha.   

 

 

Palavras-Chave: experiências de vergonha; vergonha; autocompaixão; ansiedade social; 

depressão 
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Introduction 

Human relationships have evolved to provide a range of valued and necessary 

resources to individuals in form of protection, care, support, and opportunities for 

reproduction (Buss, 2003). Therefore, the need to affiliate with or belong to a social group is 

considered one of the central social motives of humans, with systems monitoring both 

inclusionary status (Baumeister & Leary, 1995) and social rank (Sapolsky, 2005). In the 

course of human evolution, people developed innate role-forming systems evolved for social 

relating, to avoid and prevent threats (Gilbert, 1989).  

 Additionally, researchers suggest that at least three types of emotion regulation 

systems can be distinguished in humans (Depue & Morrone-Strupinsky, 2005). The first 

system is the threat and protection one, whose function is to quickly detect threats and give 

rise to feelings of anxiety, anger or disgust that alert us to act against the threat, activating 

defensive responses such as escape, avoidance, inhibition, isolation, defence, persecution, 

aggression, submission, reconciliation, seeking security and affiliation with others (Gilbert, 

2005, 2009). The second, the drive system activates positive feelings, which guide, motivate 

and encourage us to seek the necessary resources for survival (Gilbert, 2009). When in 

balance with other systems, it guides and motivates us to achieve important life goals; 

however, when overstimulated, it impels us to always seek and want more, which can result 

in frustration and disappointment (Gilbert, 2009). Finally, the soothing, contentment and 

affiliation system is characterized as an acceptance of the moment. Contentment is not just 

the absence of threat or low activity in the threat and protection system; it is related to a 

feeling of security and calm, a sense of peacefulness and well-being, also including feelings 

of affection and kindness (Gilbert, 2009). 

 

Shame, shame experiences, social anxiety and depression 

Studies have shown that shame can act as an internal process that stimulates threat 

and defensive emotions and behaviours; it is this stimulation of the threat system, as well as 

an incapacity to self-reassure or be kind to the self, which leads to negative emotions that are 

difficult to regulate and can lead to psychopathology (Gilbert, 2005, 2007a, 2009). 

Shame seems to be a response to the social threat of being socially unattractive, i.e., 

a warning signal that one exists negatively in the mind of others, alerting individuals to do 
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adjustments within their social rank and social relationships, and activating defensive 

strategies to repair damage and consequent rejection, exclusion or harm (Gilbert, 1998, 

2007a). According to the biopsychosocial model of shame (Gilbert, 1998, 2007a) it is 

possible to distinguish two types of shame. External shame is related to the perception of 

existing in a negative way in the minds of others (e.g., inferior, inadequate). The social world 

is experienced as dangerous, in which others are seen as critical, and the individual adopts 

defensive strategies to try to positively influence one’s image in the minds of others. Internal 

shame results from the internalization of external shame as a defensive strategy and can result 

in the evaluation of the self in the same way that others do (as inferior and inadequate). Thus, 

it involves a self-critical attitude towards oneself and the implementation of submissive 

strategies associated with self-monitoring and self-blame in order to prevent or reduce 

possible damage (Gilbert, 1998, 2007a; Mikulincer, & Shaver, 2005). 

Research has linked early negative experiences and shame memories to the 

emergence of shame (Andrews, 2002; Gilbert et al., 2003). Shame experiences are typically 

associated with perceptions of being criticised and diminished by others for attributes or 

actions of the self that others consider undesirable or unattractive (Gilbert, 1998), and tend 

to occur very early in life in interactions with significant others (e.g., parents, peers), 

therefore presenting a threat to the social self (Gilbert, 1998, 2003) and to self-identity 

(Andrews, 2002; Andrews & Hunter, 1997). Also, early experiences of shame, neglect or 

abuse have been associated with increased vulnerabilities to mental health problems (e.g., 

Castilho et al., 2014; Gilbert et al., 2003; Matos & Pinto Gouveia, 2010). Moreover, early 

shame interactions with attachment figures seem to be crucial in the way shame memories 

are structured and impact upon mental well-being (Matos & Pinto-Gouveia, 2011; Matos, 

Pinto-Gouveia & Costa, 2011). Such experiences, characterized by shame, neglect, fear of 

withdrawal of love and support, may over stimulate several 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, 2011; Perry et al., 1995) and social 

anxiety (Calvete, 2014; Gilbert & Miles, 2000). In short, these negative early experiences 

may overstimulate the threat system (Eisenberger, 2011; Gilbert, 2005; Matos & Pinto-

Gouveia, 2014; Perry et al., 1995; Taylor et al., 2011), while, at the same time, contribute to 

the underdevelopment of the soothing system (Gilbert, 2005, 2010), blocking feelings of 
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safeness and soothing in following relationships (Gilbert, 2010, 2015; Kelly & Dupasquier, 

2016). 

 Feelings of shame are also positively associated with social anxiety (Gilbert, 2000; 

Gilbert & Miles, 2000; Matos et al., 2013; Weeks et al., 2011). Social anxiety can be defined 

as a fear of creating negative impressions in the minds of others and being negatively judged 

by them (APA, 2013; Gilbert & Trower, 2001). It is this focus on the self as unattractive, and 

diminished in the eyes of others, with fear of being negatively judged by them, that links 

social anxiety to shame (Clark & Wells, 1995; Gilbert, 2001; Gilbert & McGuire, 1998; 

Gilbert & Trower, 2001). Furthermore, studies have associated shame and depressive 

symptoms (Andrews et al., 2002; Cheung et al., 2004; Matos & Pinto-Gouveia, 2010; 

Tangney et al., 2007). In fact, shame and depression both relate to negative affective 

experiences involving self-relevant negative evaluations, such as direct attacks on a person’s 

self-esteem, events undermining a person’s sense of rank, social attractiveness and value 

(Gilbert 1997; Gilbert et al., 1995). 

 

Social Anxiety and Depression 

Social anxiety can be an adaptive response, since it may help people to pay attention 

to what is not socially acceptable and that could result in social damage (Gilbert, 1997, 2001; 

Gilbert & McGuire, 1998), i.e., to cope with social threats (Weeks et al. , 2008). According 

to Trower and Gilbert (1989), individuals with SAD tend to overuse the social rank system 

and to underuse the affiliation system, perceiving social cues and social relationships as a 

threat and dealing with social situations in a competitive way, instead of in an affiliative way 

(Gilbert, 2001; Gilbert & Trower, 2001; Weisman et al., 2011). Thus, these individuals seem 

to be entrapped in the interaction between drive and threat systems, associated with an under-

stimulation of the soothing system (Gilbert, 2001, 2005; Gilbert & Trower, 2001).  

In evolutionary terms, depression has been described as a defensive response to 

positions of low rank and powerlessness (Gilbert, 1992; Price et al., 1994). In this sense, 

depression is an involuntary defeat strategy that may arise from loss or reductions in one’s 

perceived ability to compete for social place, (e.g., being rejected by a lover or feeling inferior 

to others), i.e., perceptions of inferior social rank (Gilbert, 1992; Price et al., 1994; Seligman, 

1991; Sloman et al., 2003). Furthermore, depression is linked to innate protection strategies 
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that evolved for coping with loss of control over social resources, social disconnection and 

defeat, and can supress affect systems (Gilbert, 2007b). 

SAD has been considered the most common comorbid anxiety disorder in patients 

with MDD (Belzer & Schneier, 2004). Furthermore, SAD has been found to preced the 

emergence of MDD (Beesdo et al, 2007; Beidel et al., 1999; Chavira et al, 2004; Dalrymple 

& Zimmerman, 2011; De Graaf et al., 2003; Kessler et al, 1999; Stein et al, 2001) 

demonstrating that SAD can be an important predictor of consequent depression. Different 

mechanisms have been hypothesized to link social anxiety to depression, including the 

presence of common factor between the two conditions (e.g., low self-esteem; Beidel et al., 

2007) but research on such factors is still scarce. 

 

Compassion, psychopathology and well-being 

Compassion has been defined as a sensitivity to the suffering in the self and others, 

with a deep commitment to try to prevent and alleviate that same suffering (Gilbert, 2000, 

2014). Compassionate motivations can be guided and directed through three different flows: 

experiencing compassion for other people; receiving compassion from other people; and 

experiencing compassion for ourselves (self-compassion) (Gilbert, 2009, 2010). The innate 

motivate for compassion is related to experiences of care, closeness, investment and sharing 

of positive affection on the part of caregivers who stimulate feelings of connection, deserving 

of love, empathic understanding and acceptance of their own emotions, which activate the 

soothing system (Collins & Feeney, 2000; Gilbert, 2005, 2006; Kunce & Shaver, 1994). On 

the other hand, shame experiences seem to activate and strengthen the threat regulation 

system, creating a sense of a threatened social self, in which the self is perceived as 

vulnerable, defective, unlovable or weak, and others are seen as critical, hostile, emotionally 

unavailable or even dangerous, which reinforces shame and other negative emotions (e.g. 

anxiety, sadness). In addition, these shame experiences may also be related to the 

underdevelopment of the soothing affect regulation system, linked to the sense of one’s social 

security and the capacity to regulate negative threat emotions through affiliative affective 

and motivational states, such as (self)compassion (Gilbert, 2009; Liotti, 2004; Matos et al., 

2015). 
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Several studies have concluded that compassion is positively related with well-being 

indicators such as life satisfaction, happiness, social connectedness, optimism, and positive 

affect, and negatively associated to anxiety, stress, depression, self-criticism, shame and 

rumination (Barnard & Curry, 2011; Goetz et al., 2010; Neff, 2003; Neff et al., 2007). 

Furthermore, high levels of self-compassion and compassion for others have been associated 

with improved mental and physical health and wellbeing, and better interpersonal 

relationships (Kirby, 2017). On the contrary, low levels of compassion and self-compassion 

have been linked to high levels of self-criticism, guilt, worry and rumination (Gilbert et al., 

2011; Raes, 2010). 

Compassion-Focused Therapy (CFT) hypothesises that the soothing and contentment 

affect regulation system is poorly accessible in people with high shame and self-criticism, in 

whom the threat system dominates their orientation to both the internal and external worlds 

(Gilbert, 2009). Moreover, the CFT model hypothesises that early experiences of warmth and 

safeness promote the development of the affiliative soothing system, which is linked to one’s 

ability to access affiliative positive affective and motivational states, such as self-

compassion, to down-regulate the threat system and negative affective states, such as shame 

and depression (Gilbert, 2009). Additionally, research has shown that compassion training 

has important health benefits, revealing that the presence of self-compassionate attitudes in 

the face of difficulties can protect against the traumatic effects of shame memories and 

negative affect, and act in promoting feelings of safeness (e.g., Steindl et al., 2018). 

 

The present study 

Previous studies have explored the relationship between shame and early experiences 

of shame with psychopathology, namely social anxiety and depression. Indeed, research has 

shown that early negative experiences and shame memories are linked to the emergence of 

shame and social anxiety. Furthermore, early shame interactions with attachment figures 

seem to be crucial in the way shame memories are structured and impact upon mental well-

being, and can trigger negative affect and defensive strategies, such as depression. Likewise, 

studies have associated shame with social anxiety and with the development and maintenance 

of depression. Furthermore, research has linked social anxiety and depression, showing that 

the two conditions are frequently comorbid and that SAD precedes the emergence of 
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depression. Moreover, there is growing evidence that self-compassion has a powerful 

influence on physical and mental well-being, being positively associated with life 

satisfaction, happiness, social connectedness, optimism, and positive affect, and negatively 

associated to anxiety, stress, depression, self-criticism, shame and rumination. 

However, no study had previously explored the relationship between early shame 

experiences with parents, external and internal shame, self-compassion and social anxiety, 

and its impact on depression. In this sense, the first aim of this study was to understand the 

mediator role of social anxiety and shame (both external and internal) on the relationship 

between shame experiences with parents and depression. The second aim to the study was to 

explore if (the lack of) self-compassion could also be a mediator factor between shame 

experiences with parents and depression, along with social anxiety and shame. In line with 

this, we expected shame experiences with parents, social anxiety, external and internal shame 

and depression to be significantly and positively correlated with each other, and that all these 

variables would be negatively associated with self-compassion (H1). It was also expected 

that social anxiety, external shame and internal shame would mediate the relationship 

between shame experiences with parents and depression (H2). Furthermore, we expected that 

the effect of shame experiences with parents on depression through social anxiety would also 

be mediated by internal and external shame (H3; double mediation). Finally, we predicted 

that self-compassion would mediate the impact that shame experiences with parents would 

have on depression and the impact of these experiences through social anxiety and shame on 

depression (H4).  

 

Method 

Sample 

A cross-sectional correlational study with university students was conducted. 

Exclusion criteria were ages below 18 and over 65 years old or evidence of random answers 

in the questionnaires. 

The sample comprised 486 college students, 349 (71.8%) female and 137 (28.2%) 

male, with a mean age of 21 (M = 20.63; SD = 3.53). The average years of schooling was 13 

(M = 13.33; SD = 1.48). There were no statistically significant gender differences in age (F(1) 
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= 2.14, p = .144). There were statistically significant gender differences in terms of education 

years (F(1) = 10.487, p = .001); however, the effect size revealed to be small (η2p = .021). 

 

Measures 

A sociodemographic data questionnaire was administered in order to obtain 

information regarding gender, age, years of education successfully completed, course and 

year. In addition, the following self-reported instruments were administered. 

The Childhood Shame Experiences Scale (EEVI; Dinis et al., 2009) is a 15-item self-

report scale that seeks to assess the experiences of shame in childhood, i.e., the extent to 

which participant felt humiliated, criticized, degraded and shamed by their parents, and how 

frequently those shame experiences occurred. Participants respond to each item based on a 

5-point Likert scale ranging from 1 (“Never true”) to 5 (“Always true”), in which the higher 

the score of the items, the more frequent was the shame experience. In the original study, this 

scale presented an excellent internal consistency for both parents (“Father”, α = .93 and 

“Mother”, α = .92). In the present study, we used a total of the scale, adding together both 

parents, and this composite measure showed an excellent internal consistency value (α = .93). 

The External and Internal Shame Scale (EVEI; Ferreira et al., 2020) is an 8-item self-

report scale that measures the frequency of shame feelings, in which higher scores represent 

a higher frequency of external and internal shame. Each item is rated in a 5-point Likert scale 

(ranging from 0 = “Never” to 4 = “Always”). In the original study, this scale presented a 

good internal consistency, revealing a factorial structure comprised of external shame and 

internal shame, with a Cronbach’s alphas of .80 and .82, respectively, and a Cronbach’s alpha 

of .89 for the global score. In the present study, both subscales revealed a good internal 

consistency (α = .85 for external shame and α = .82 for internal shame). 

The Compassionate Engagement and Action Scales (CEAS; Gilbert et al., 2017) is a 

39-item self-report scale that assesses competencies that facilitate turning towards and 

engaging in suffering (compassion engagement) and competencies that facilitate actions to 

reduce and prevent suffering (compassionate actions) through three different orientations of 

compassion: compassion for others, from others and for self. Each scale consists of 8 items 

reflecting specific compassion engagement competencies and 5 items which reflect specific 

compassionate actions, with participants being asked to, on a 10-point Likert scale (1 = 
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“Never” to 10 =  “Always ”), record how they respond in the face of their own suffering, the 

suffering of others or when they experience compassion from others. Higher results 

correspond to greater compassionate skills. The original scale shows good internal 

consistency (ranging between .72 and .94) and good temporal stability, (ranging between .59 

and .75) in all samples. In the present study, only the scale of Self-Compassion was used, 

presenting a good internal consistency (α = .76).  

The Social Interaction Anxiety Scale (SIAS; Mattick & Clarke, 1998; Portuguese 

version by Pinto-Gouveia & Salvador, 2001) measures social anxiety felt in the interaction 

with others. It is a 19-items self-report scale, answered with a 5-point Likert scale ranging 

from 0 (“Not at all”) to 4 (“Extremely”), in which a higher overall score is associated to a 

higher level of anxiety in situations of social interaction. The original version presented an 

excellent internal consistency, with a Cronbach’s alpha of .94 for a community sample and 

.93 for a social phobic sample. The Portuguese version also displayed good psychometric 

characteristics, with a Cronbach’s alpha of .90 and a test-retest correlation coefficient of .77. 

In this study, the scale also revealed an excellent internal consistency, with a Cronbach’s 

alpha of .91. 

The Depression Anxiety and Stress Scale-21 (DASS-21; Lovibond & Lovibond, 

1995; Portuguese version by Pais-Ribeiro et al., 2004) is a 21-item self-report scale including 

three subscales, depression, anxiety and stress. It measures the extent to which a person has 

experienced each symptom over the past week and participants respond based on a 4-point 

Likert scale (ranging from 0 = “Did not apply to me at all” to 3 = “Applied to me most of the 

time”). Both the original study and the Portuguese version presented very good internal 

consistencies for each scale (ranging between .74 and .91) and acceptable convergent 

validity. In the present study, only the subscale of depression was used, presenting a very 

good internal consistency (α = .87). 

 

Procedure 

The present study was previously approved by the Ethics Committee of the Faculty 

of Psychology and Educational Sciences of the University of Coimbra. The sample was 

collected after proper consent was given by the faculties and respective teachers, in 17 

different courses of higher education in Coimbra. Prior to the application of the research 
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protocol, subjects were given a brief explanation of the research’s purposes, its 

confidentiality and their voluntary participation. Anonymity and data confidentiality were 

ensured, as well as the use of data only for the purposes of this study. Participants then 

provided their informed consent. Participants answered a sociodemographic data 

questionnaire and the set of self-report questionnaires in paper format. The research protocol 

had an average filling time of 40 minutes and two counterbalanced versions in order to 

prevent effects of fatigue and response contamination. 

 

Data Analysis 

The SPSS program (Statistical Package for the Social Sciences version 22; Armonk, 

NY: IBM Corp.) was used to perform the data analyses and path analyses were carried out 

using PROCESS computation tool for SPSS (version 3.5; Hayes, 2018). 

Gender differences for all the variables under study were explored using general 

linear model. The interpretation of the effect size parameter was based on Cohen’s criteria 

(1988), according to which partial eta squared values from .01 to .06 are considered small, 

from .07 to .13 medium and above .14 are considered high. The examination of skewness 

and kurtosis of each variable was assessed, to verify the adherence to normality, where 

skewness and kurtosis values between -2 and 2 were considered reasonably normally 

distributed (George & Mallery, 2010). Outlier’s analysis was performed by graphing the 

results (box diagrams). Descriptive statistics were performed to analyse demographic 

variables and variables under study. The internal consistency indices were calculated for each 

instrument, considering Cronbach's values in which less than .60 are considered inadmissible, 

between .60 and .69 are low, from .70 to .79 are interpreted as acceptable, between .80 to .89 

are high and excellent between .90 to 1 (Pestana & Gageiro, 2008). In order to explore the 

relationships between variables under study, Pearson correlation coefficients were 

conducted, identifying possible covariates and analysing the associations between variables, 

according to the proposed hypotheses. For the assessment of the magnitude of correlations 

we considered a correlation coefficient lower than .20 to reveal a very low association, 

between .21 and .29 a low association, between .30 and .69 moderate, between .70 and .89 

high and between .90 and 1 an excellent association (Pestana & Gageiro, 2014). We 

examined the variance inflation factor (VIF < 5) and the correlation matrix for all constructs 
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(Kline, 2005) to detect multicollinearity. Regarding the remaining assumptions needed for 

regression analysis, homoscedascity, normality of residuals and linearity were analyzed 

through the dispersion graphs of the residuals and autocorrelation of the residuals through 

the Durbin Watson’s test (where values around 2 indicate no autocorrelation). 

To examine whether the shame experiences with parents would be associated with 

depression through social anxiety, external shame and internal shame a mediation model was 

estimated with PROCESS (model 81 in Hayes, 2018; Fig. 1). The shame experiences with 

parents was used as an independent variable; social anxiety, external shame and internal 

shame were tested as mediators; and depression was entered as the dependent variable. The 

mediation effect was evaluated using a bootstrapping procedure with 10000 resamples which 

creates a 95% bias-corrected and enhanced confidence intervals of the indirect effects. These 

effects are considered significant (p < .05) if zero is not included within the lower and upper 

bounds of the confidence intervals. 

In addition, to examine the association between shame experiences with parents and 

depression through social anxiety, shame and self-compassion another mediation model was 

estimated with PROCESS (model 6 in Hayes, 2018; Fig. 2). The shame experiences with 

parents was used as an independent variable; social anxiety, shame and self-compassion were 

entered as mediators; and depression was the dependent variable. The indirect effect was 

assessed through the same procedure as the first mediation model, as mentioned above. 

 

 

Fig. 1. Conceptual diagram of the proposed mediation model. 
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Fig. 2. Conceptual diagram of the proposed mediation model. 

 

Results 

 Preliminary Data Analysis 

Missing values for the variables under study were managed by simple substitution of 

the mean factor or total of each subject. When gender differences for variables under study 

were investigated, some significant gender differences were found; however, since the effect 

size was small it was decided not to control gender in later regression analyzes. 

No severe violations to the normal distribution of the variables were found, with 

values of kurtosis and skewness within normal values. Although there were moderate outliers 

for some variables under study, after assessing that there were no significant differences in 

results with and without outliers, we opted to keep them and insure ecological validity. 

Correlations between study variables revealed significant and moderate to high 

associations. However, when we examined the variance inflation factor (VIF <5), there were 

no multicollinearity violations. Additionally, in order to examine the adequacy of the data 

for regression analysis, we explored the residual dispersion graphs. The graphs showed that 

the residues were normally distributed, displaying linearity and homoscedasticity. Along 

with the good outcomes in the Durbin-Watson test, these results suggest that the data is fit 

for regression analysis. 
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Correlations 

Table 1 presents descriptive statistics and Pearson correlations between variables 

under study. The correlation analysis revealed that all associations between study variables 

were positive, significant and moderate, with the exception of self-compassion that was 

significantly and negatively associated to all variables although the association with shame 

experiences with parents was very low, low with social anxiety, and moderate with shame 

(internal and external) and with depression. 

 

Table 1. Means, standard deviation and matrix of inter-correlations among study variables 

 

 

 

 

The Mediating Role of Social Anxiety, External and Internal Shame in the 

Relationship between Shame Experiences with Parents and Depression 

Process model 81 (Hayes, 2018) was estimated to explore if shame experiences with 

parents would predict depression through social anxiety and shame (whether external or 

internal). As presented in Fig. 3, shame experiences with parents was significantly associated 

with social anxiety (β = .31, p < .001), explaining 10 % of its variance. Consequently, shame 

experiences with parents (β = .26, p < .001) and social anxiety (β = .53, p < .001) were 

significantly associated with internal shame, explaining 44% of its variance. Moreover, 

Total Sample (N = 486) 

Variables 1 2 3 4 5 6 M (SD) 

1 EEVI-Total -      52.42 (18.12) 

2 SIAS .311** -     34.38 (14.24) 

3 ES .436** .598** -    5.51 (3.39) 

4 IS .427** .619** .783** -   4.74 (3.44) 

5 SC -.171** -.286** -.311** -.438** -  58.93 (11.9) 

6 DPR .305** .474** .493** .626** -.371** - 4.19 (4.08) 

Note. EEVI-Total = Childhood Shame Experiences Scale for both parents; SIAS = Social Interaction Anxiety Scale; ES = External 

Shame subscale of the External and Internal Shame Scale; IS = Internal Shame subscale of the External and Internal Shame Scale; SC 

= Self-compassion subscale of the Compassionate Engagement and Action Scales; Depression subscale of the Depression Anxiety and 

Stress Scale-21; M = Mean; SD = standard deviation; **p < .01. 
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shame experiences with parents (β = .28, p <.001) and social anxiety (β = .52, p < .001) were 

significantly associated with external shame, explaining 43 % of its variance. Furthermore, 

social anxiety (β = .14, p = .003) and internal shame (β = .56, p < .001) were significantly 

associated with depression, unlike external shame (β = -.05, p = .37). Additionally, shame 

experiences with parents (β = .04, p = .27) was not directly significantly associated with 

depression. All these variables explained 41 % of depression variance.  

Moreover, three significant indirect effects were found in the association between 

shame experiences with parents and depression. Shame experiences with parents was 

indirectly associated with depression through social anxiety (point estimate = .04, 95 % CI = 

.01/.08) and internal shame (point estimate = .15, 95% CI = .01/.2), but not through external 

shame (point estimate = -.01, 95% CI = -.05/.02). Consequently, shame experiences with 

parents was indirectly associated with depression through both social anxiety and internal 

shame (point estimate = .09, 95% CI = .06/.13), but not through both social anxiety and 

external shame (point estimate = -.009, 95% CI = -.03/.01). Thus, considering that the 

association between shame experiences with parents and depression is only explained 

through our mediating variables, this presents a total mediation. Finally, the total effect of 

shame experiences with parents on depression was significant (β = .31, p < .001). Direct, 

indirect and total effects are presented in table 2.  

 
Fig. 3. Mediation model diagram (Model 81). 

Note. Path values represent standardized regression coefficients. Values inside parenthesis represent the total 

effect of X on Y. ** p < .01; *** p < .001. 
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Table 2. Summary of the direct, indirect and total effects. 

Note. β = standardized regression coefficient; SE = standard error; p = statistical significance; CI = confidence interval 

 

Direct Effects β SE t p 95% CI 

Shame Experiences with Parents 

Social Anxiety 
.31 .03 7.1 < .001 .18/.31 

Shame Experiences with Parents 

External Shame 

.28 .007 7.5 < .001 .04/.07 

Shame Experiences with Parents 

Internal Shame 

.26 .007 7.2 < .001 .04/.06 

Shame Experiences with Parents 
Depression 

.04 .009 1.1 .27 -.008/.03 

Social Anxiety         External Shame .52 .009 14.06 < .001 .1/.14 

Social Anxiety         Internal Shame .53 .009 14.7 < .001 .1/.15 

Social Anxiety         Depression .14 .01 2.1 .003 .01/.07 

External Shame         Depression -.05 .07 -.89 .37 -.21/.08 

Internal Shame         Depression .56 .07 9.3 < .001 .53/.81 

Indirect Effects β SE t p 95% CI 

Shame Experiences with Parents 

Social Anxiety        Depression 
.04 .02 - - .01/.08 

Shame Experiences with Parents 

External Shame        Depression 
-.01 .02 - - -.05/.02 

Shame Experiences with Parents 

Internal Shame        Depression 
.15 .03 - - .01/.2 

Shame Experiences with Parents 

Social Anxiety         External Shame 

       Depression 

-.009 .01 - - -.03/.01 

Shame Experiences with Parents 

Social Anxiety         Internal Shame 

       Depression 

.09 .02 - - .06/.13 

Total Effect β SE t p 95% CI 

Shame Experiences with Parents 

Depression 
.31 .01 6.95 < .001 .05/0.9 
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The Mediating Role of Social Anxiety, Internal Shame and Self-compassion in the 

Relationship between Shame Experiences with Parents and Depression 

Once established that social anxiety and internal but nor external shame were 

significant mediators, we proceed to estimate another mediation model (Model 6, Hayes, 

2018) to explore the possible mediating role of self-compassion in the relationship between 

shame experiences with parents and depression. As presented in Fig. 4, shame experiences 

with parents was significantly associated with social anxiety (β = .31, p < .001), explaining 

10 % of its variance. Consequently, shame experiences with parents (β = .26, p < .001) and 

social anxiety (β = .53, p < .001) were significantly associated with internal shame, 

explaining 44% of its variance. Moreover, internal shame (β = -.45, p < .001) was negatively 

and significantly associated with self-compassion, unlike shame experiences with parents (β 

= .02, p = .62) and social anxiety (β = -.01, p = .81), all explaining 20% of self-compassion 

variance. Furthermore, social anxiety (β = .13, p = .005) and internal shame (β = .48, p < 

.001) were positively and significantly associated with depression, and self-compassion (β = 

-.11, p = .004) was negatively and significantly associated with depression. Additionally, 

shame experiences with parents (β = .04, p = .30) was not directly significantly associated 

with depression. All these variables explained 41 % of depression variance.  

Moreover, five significant indirect effects were found in the association between 

shame experiences with parents and depression. Shame experiences with parents was 

indirectly associated with depression through social anxiety (point estimate = .04, 95 % CI = 

.01/.07) and internal shame (point estimate = .12, 95% CI = .08/.2), but not through self-

compassion (point estimate = -.003, 95% CI = -.01/.009). Consequently, shame experiences 

with parents was indirectly associated with depression both through social anxiety and 

internal shame (point estimate = .08, 95% CI = .05/.11), and both through internal shame and 

self-compassion (point estimate = .01, 95% CI = .004/.02), but not through both social 

anxiety and self-compassion (point estimate = .0004, 95% CI = -.004/.005). Additionally, 

shame experiences with parents was indirectly associated with depression through social 

anxiety, internal shame and self-compassion (point estimate = .008, 95% CI = .002/.02). 

Thus, considering that the association between shame experiences with parents and 

depression is only explained through our mediating variables, this presents a total mediation. 
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Finally, the total effect of shame experiences with parents on depression was significant (β = 

.30, p < .001). Direct, indirect and total effects are presented in table 3. 

 

 

Fig. 4. Mediation model diagram (Model 6). 

Note. Path values represent standardized regression coefficients. Values inside parenthesis represent the total 

effect of X on Y. ** p < .01; *** p < .001. 

 

 

Table 3. Summary of the direct, indirect and total effects. 

Direct Effects β SE t p 95% CI 

Shame Experiences with Parents 
Social Anxiety 

.31 .03 7.03 < .001 .17/.31 

Shame Experiences with Parents 

Internal Shame 
.26 .007 7.14 < .001 .04/.06 

Shame Experiences with Parents 

Self-compassion 

.02 .03 .50 .62 -.04/.07 

Shame Experiences with Parents 
Depression 

.04 .009 1.03 .30 -.008/.03 

Social Anxiety         Internal Shame .53 .009 14.63 < .001 .11/.15 

Social Anxiety        Self-compassion -.01 .04 -.23 .81 -.1/.08 

Social Anxiety        Depression .13 .01 2.9 .005 .01/.06 
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Note. β = standardized regression coefficient; SE = standard error; p = statistical significance; CI = confidence 

interval 

 

 

Discussion 

Previous research has explored the relation between shame and early experiences of 

shame with psychopathology, such as social anxiety (Gilbert & Miles, 2000) and depression 

(Matos & Pinto-Gouveia, 2011). Moreover, investigation has related social anxiety and 

depression, showing that the two conditions are frequently comorbid (Beidel et al., 2007). 

Internal Shame         Self-compassion -.45 .19 -8.05 < .001 -1.9/-1.2 

Internal Shame         Depression .48 .06 9.5 < .001 .45/.69 

Self-compassion         Depression -.11 .01 -2.9 .004 -.07/-.01 

Indirect Effects β SE t p 95% CI 

Shame Experiences with Parents 

Social Anxiety        Depression 

.04 .02 - - .01/.07 

Shame Experiences with Parents 

Internal Shame        Depression 

.12 .02 - - .08/.17 

Shame Experiences with Parents 

Self-compassion         Depression 

-.003 .006 - - -.01/.009 

Shame Experiences with Parents 

Social Anxiety         Internal Shame 

       Depression 

.08 .02 - - .05/.11 

Shame Experiences with Parents 

Social Anxiety         Self-compassion 

       Depression 

.0004 .002 - - -.004/.005 

Shame Experiences with Parents 

Internal Shame         Self-compassion 

       Depression 

.01 .005 - - .004/.02 

Shame Experiences with Parents 

Social Anxiety        Internal Shame 

Self-compassion         Depression 

.008 .004 - - .002/.02 

Total Effect β SE t p 95% CI 

Shame Experiences with Parents 

Depression 

.30 .01 6.9 < .001 .05/.09 
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Furthermore, there is increasing evidence that self-compassion has a strong influence on 

physical and mental well-being, being positively associated with life satisfaction, happiness, 

social connectedness, optimism, and positive affect (Goetz et al., 2010; Neff, 2003), and 

negatively associated to anxiety, stress, depression, self-criticism, shame and rumination 

(Gilbert et al., 2011; Raes, 2010). Nevertheless, no study has explored the relationship 

between early shame experiences with parents, external and internal shame, social anxiety 

and self-compassion, and its impact on depression. Hence, this study’s general aim was to 

understand the role of shame (both external and internal), self-compassion and social anxiety 

in the relationship between shame experiences with parents and depression.  

Regarding our study aims, and as hypothesized (H1), shame experiences with parents, 

social anxiety, external and internal shame and depression were positively and significantly 

associated with each other; self-compassion was negatively associated with all variables, 

although presenting a very low association with shame experiences with parents. These 

results are in line with previous studies namely: the relation between shame experiences with 

parents and shame (Andrews, 2002; Gilbert et al., 2003); the relation between shame 

experiences with parents and social anxiety (Calvete, 2014; Gilbert & Miles, 2000); the 

relation between shame experiences with parents and depression (Matos & Pinto- Gouveia, 

2011); as well as the relation between shame experiences with parents and self-compassion 

(Steindl et al., 2018). Similarly, associations between social anxiety and external and internal 

shame are also in accordance with previous research (Clark & Wells, 1995; Gilbert, 2000; 

Matos et al., 2013). Regarding the association between social anxiety and self-compassion, 

and in line with our results, Werner and col., (2012) have found that individuals with SAD 

had significantly lower levels of self-compassion compared to healthy controls. Likewise, 

investigation has shown that social anxiety is positively associated with depressive symptoms 

(Salvador et al., 2015; Stein et al., 2001; Wittchen et al., 2003), also in accordance with our 

results. The high correlations between external and internal shame are in line with the 

extensive literature on the topic and the biopsychosocial model of shame (e.g. Gilbert, 1998, 

2007a). Furthermore, both external and internal shame were negatively associated with self-

compassion, also in accordance with previous research. (Neff, 2003; Goetz et al., 2010). 

Moreover, associations between external and internal shame, and depression are in line with 

previous investigation (Matos & Pinto-Gouveia, 2010; Tangney et al., 2007). Finally, the 
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association between self-compassion and depression is also according to previous research. 

(Neff, 2003; Raes, 2010; Steindl et al., 2018). 

Furthermore, and to the best of our knowledge, no study had investigated the 

mediating role of social anxiety and shame (both external and internal), in the relation 

between shame experiences with parents and depression (H2). Results revealed that social 

anxiety and internal shame (but not external shame) mediated the relationship between shame 

experiences with parents and depression, partially confirming our hypothesis. 

 The association of shame experiences with parents and social anxiety has been 

previously demonstrated. Research links early negative experiences and shame memories to 

the emergence of social anxiety (Calvete, 2014; Gilbert & Miles, 2000). Furthermore, early 

experiences with caregivers, such as childhood maltreatment (eg. Bandelow et al., 2004; 

Bruce et al., 2012; Knappe et al., 2012; Kuo et al., 2011; Simon et al., 2009), adverse 

experiences of subordination and threat (Cunha et al., 2015), emotional abuse (Simon et al., 

2009), emotional neglect (Shahar et al., 2014), not feeling valued and relaxed in early 

interactions with parents (Cunha et al., 2015), and criticism and shame from parents 

(Arrindell et al., 1983; Bögels & Perotti, 2010; Roças, 2014) have been shown to predict SA. 

Nonetheless, early experiences with peers, namely, being rejected, teased, ridiculed, 

neglected or harmed by them, seem to be more associated with SA and can also predict it 

(eg. Blote et al., 2015; Kingery et al., 2010; La Greca & Harrison, 2005; Siegel et al., 2009). 

The fact that shame experiences with parents and not shame experiences with peers was used 

may explain the small effect of shame experiences with parents on SA. 

In fact, shame experiences are typically associated with perceptions of being 

criticised and diminished by others for attributes or actions of the self that others consider 

undesirable or unattractive (Gilbert, 1998), and tend to occur very early in life in interactions 

with significant others, therefore presenting a threat to the social self (Gilbert, 1998, 2003) 

and self-identity (Andrews, 2002; Andrews & Hunter, 1997). Thus, experiencing shame 

events may cause one to feel inferior, defective and unattractive, and to see others as critical, 

rejecting or abusive, hence influencing the development of negative self-other schemas 

(Matos & Pinto Gouveia, 2014; Matos et al., 2013). This, sequentially, could lead to a sense 

of constant threat to one’s social self which triggers the threat system (Gilbert, 2010; Matos 

et al., 2013; Matos et al., 2015). In line with this, Gilbert and Irons (2004) suggested that 
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when children are subjected to early negative experiences, they become more vulnerable to 

threats and more focused on issues of social power.  

Likewise, depression has been described as a defensive response to positions of low 

rank and powerlessness (Gilbert, 1992; Price & Sloman, 1987; Price et al., 1994). In this 

sense, depression is an involuntary defeat strategy that may arise from loss or reductions in 

one’s perceived ability to compete for social place, (e.g., being rejected by a lover or feeling 

inferior to others), i.e., perceptions of inferior social rank. Moreover, depression is linked to 

one’s failure on achieving important biosocial goals (e.g., be chosen as a friend, lover, team 

member). In this sense, we can describe depression as a toning up of threat sensitivities and 

a toning down of the positive ones, i.e., depression is focused on threat processing and the 

activation of protection strategies (Gilbert, 2007b). Thus, one can hypothesize that when 

socially anxious individuals perceive social rank changes and being in a lower social position 

as a loss or a failure to compete for biosocial resources, they can adopt defensive strategies 

in order to cope with this loss of control over social resources. They can feel helpless, 

powerless, and entrapped, and, in turn, develop depressive symptoms. 

Other data may help to understand the impact on social anxiety on depressive 

symptoms. Indeed, socially anxious individuals have a tendency to make negative 

assumptions about the meaning of unpleasant social events for their future and their self-

worth (Stopa & Clark, 2000), which could function as a vulnerability to develop major 

depressive disorder (Abramson et al., 1989). In this sense, SAD might contribute to the 

development of comorbid MDD via demoralization, or stress of inadequate social 

performance (Belzer & Schneier, 2004). Moreover, social isolation, typical of SAD, may 

lead to peer rejection, less friends, feelings of loneliness, sadness, and low self-esteem 

(Beidel et al., 1999; Beidel et al., 2007; Gazelle & Ladd, 2003), also features present in 

depression. In addition, the lack of social support may contribute to greater severity of MDD 

symptoms (Belzer & Schneier, 2004). On its turn, depressive symptoms such as fatigue and 

anhedonia may further increase social avoidance, leading to a vicious cycle of increasing 

fear, avoidance, and depression (Belzer & Schneier, 2004).  

According to previous research (Matos & Pinto-Gouveia, 2014) experiences of 

criticism, hostility, abuse or neglect from parents may lead to affect-based memories of others 

as threatening and of the self as unattractive, undesirable or unlovable. In fact, shame 
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memories involving attachment figures seem to be more strongly associated with internalized 

shame, where one starts to see the self the same way others have, as flawed, worthless and 

rejectable (Matos & Pinto-Gouveia, 2014). This fits with the biopsychosocial model of shame 

(Gilbert, 1998, 2007a) and attachment literature (Baldwin & Dandenau, 2005; Bowlby, 1969, 

1973; Mikulincer & Shaver, 2005), i.e., an individual who has experienced the self as 

undesirable, flawed and worthless, through early shaming experiences with attachment 

figures, may internalize these experiences, that become key to the development of negative 

self-relevant beliefs and to self-identity (Matos & Pinto-Gouveia, 2014). Furthermore, 

literature has reported that early experiences with parents, particularly of lack of warmth and 

safeness, are essential for the child’s development of representations about themselves and 

others (eg. Bowlby, 1969). Moreover, children tend to evaluate life events in a self-referential 

way, interpreting them as the result of something wrong with the self. This can also occur 

because, for a child, particularly in the relationship with parents, blaming powerful others 

may be too dangerous, being safer to blame themselves for this lack of affection (Gilbert & 

Irons, 2005). Therefore, the absence of early experiences of warmth and safeness may lead 

to feelings that one is not cared for others because he/she is seen as defective in some way 

(external shame) (Caiado, 2017). Nevertheless, our results showed that only internal shame 

mediated the relationship between shame experiences with parents and depression, unlike 

external shame (H2). In this sense, one can hypothesize that when an individual internalizes 

these early experiences, he/she begins to see the self in the same way that others do (as 

inferior, defective and inadequate), adopting a self-critical attitude towards oneself and 

submissive strategies associated with self-monitoring and self-blame, which could function 

as a vulnerability to develop subsequent depression. 

Furthermore, according to the biopsychosocial model of shame (Gilbert, 1998, 

2007a) external shame is related to the perception of existing in a negative way in the minds 

of others (e.g., inferior, inadequate), whereas internal shame results from the internalization 

of external shame as a defensive strategy and can result in the evaluation of the self in the 

same way that others do. Therefore, internal shame involves a self-critical attitude towards 

oneself and the implementation of submissive strategies associated with self-monitoring and 

self-blame in order to prevent or reduce possible damage (Gilbert, 1998, 2007a; Mikulincer 

& Shaver, 2005). Additionally, people with depression tend to have a negative view of 
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themselves, seeing the self as defective, inadequate or inferior (Gilbert, 1992, 2007b). In this 

sense, one can hypothesize that this negative view of the self may result from the 

internalization of early experiences of shame.  

Likewise, the results of the present study partially corroborate our third hypothesis, 

where the effect of shame experiences with parents upon depression through social anxiety 

was only mediated by internal shame and not external shame (H3). Investigation has pointed 

to a strong association between social anxiety and external shame (e.g., Fergus et al., 2010; 

Gilbert, 2000), demonstrating an overlap in some characteristics of both concepts, namely 

the perception of existing in a negative way in the minds of others. However, studies have 

shown that the association between social anxiety and shame seems to be most pronounced 

when the emotion is evoked by an internal focus (i.e., shame experienced when one think's 

of their own mistakes and self-deficits) rather than by an external focus (i.e., shame 

experienced when one believes he/she is being judged by others; Matos et al., 2013; Hedman 

et al., 2013). In fact, social anxiety seems to be more closely linked to a sense of an 

undesirable and inadequate self, incapable to compete in a positive way for friends, lovers 

and status, with a greater focus on the sense of self and internal shame (Clark & Wells, 1995; 

Gilbert, 2001; Gilbert & McGuire, 1998; Gilbert & Trower, 1990, 2001; Keltner & Harker, 

1998). Moreover, socially anxious individuals tend to blame themselves for criticism and 

rejections, particularly if they view such aversive social outcomes as due to their own 

inadequacy or inferiority (Clark & Wells, 1995). Furthermore, these individuals often adopt 

submissive strategies in order to avoid possible conflicts or rejection (Gilbert, 2000, 2001; 

Gilbert & Trower, 2001; Schlenker & Leary, 1982; Weisman et al., 2011), also a 

characteristic of internal shame (Gilbert, 1998, 2007a; Mikulincer, & Shaver, 2005). 

Moreover, according to the cognitive model of Clark and Wells (1995), one of the 

processes that functions as a maintenance factor for social phobia is the post-event 

processing. This process consists in a detailed analysis of the situation after it has occurred, 

dominated by the person’s negative self-perception, since it was thus encoded in memory 

during the situation, influenced by self-focused attention. In this analysis, social interaction 

is viewed more negatively than it actually was (Clark & Wells, 1995). This might explain the 

feeling of shame that persists after the anxiety has vanished (Clark, 2001), since in the  “post-

mortem” of the situation, previous situations of failure are recovered (Rachman et al., 2000), 
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which contributes and reinforces the person’s belief of the self as socially inadequate (Clark, 

2001). Indeed, post-event processing has been associated with shame (Cândea & 

Szentágotai-Tătar, 2017; Zoccola et al., 2012) and, particularly with internal shame 

(Figueiredo, 2016). Thus, it seems that in the post-event processing there is an internalization 

of the shame experienced by the individual at the time of the social situation (external shame), 

translated in negative self-perception and rumination, strengthening a sense of social 

inadequacy. 

As mentioned above, depression involves a critical attitude towards oneself, where 

one sees the self as defective, inadequate or inferior (Gilbert, 1992, 2007b). Moreover, 

depression has also been associated with social rank and negative social comparison (Allan 

& Gilbert, 1997; Gilbert, 1992, 2000; Trower & Gilbert, 1989), where one sees him/herself 

as inferior to others, being in a low rank position (Allan & Gilbert, 1995; Leary & Jongman-

Sereno, 2014; Leary & Kowalski, 1995). Consequently, people with depression often tend to 

adopt submissive strategies in order to avoid possible conflict or rejection and the 

consequential loss of resources (Allan & Gilbert, 1997; Forrest & Hokanson, 1975; Gilbert, 

2001). Thus, depression also seems to be linked to internal shame, since it involves a self-

critical attitude towards oneself and the implementation of submissive strategies associated 

with self-monitoring and self-blame in order to prevent or reduce possible damage (Gilbert, 

1998, 2007a; Mikulincer & Shaver, 2005). In this sense, our results seem to be in accordance 

with previous studies, since they showed that internal shame was the best predictor of 

depression. Moreover, these findings extend previous work on the association between social 

anxiety and depression, suggesting that the emergence of depression when one has previously 

developed social anxiety, may occur through internal shame. Therefore, the link between 

these conditions seems to be focused on a negative self-image, where one sees the self as 

inadequate, inferior and undesirable, criticizing the self for his/her defects and flaws. 

Finally, we predicted that self-compassion would mediate the impact that shame 

experiences with parents would have on depression and the impact of these 

experiences through social anxiety and shame upon depression (H4). This hypothesis was 

partially confirmed, with self-compassion only acting as a significant mediator in the 

relationship between shame experiences with parents and depression, through both social 
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anxiety and internal shame or only through internal shame. This complex relationship may 

be accounted for considering previous research.  

On one hand, studies have shown that shame experiences are linked to an 

overstimulation of the threat system leading to defensive strategies such as shame, social 

anxiety and depression (Gilbert, 2005, 2009; Matos & Pinto-Gouveia, 2014; Matos et al., 

2015), and to the underdevelopment of the soothing system, blocking feelings of safeness 

and soothing, such as self-compassion (Gilbert, 2010, 2015). Hence, this overstimulation of 

the threat system, associated to self-criticism, and the underdevelopment of the soothing 

system, associated with a lack of self-compassion, may function as a vulnerability to the 

development of depression. In line with this,  and since self-compassion and self-criticism 

are both mechanism of affect regulation (Gilbert, 2005, 2009), people with social anxiety and 

depression tend to utilize maladaptive strategies of affect regulation to deal with negative 

affect (e.g., shame), adopting a critical attitude towards the self and perceiving themselves as 

inferior and inadequate. On the contrary, self-compassion is a more adaptative strategy, 

related to the ability to be sensitive and kind with personal suffering, understanding and 

nonjudging unpleasant emotions (Gilbert, 2005, 2009, 2010), and is linked to feelings of 

kindness and warmth (Fehr et al., 2009). Indeed, social anxiety has been strongly associated 

with self-criticism (Shahar & Gilboa-Shechtman, 2007; Shahar et al., 2014) and individuals 

with SAD present lower levels of self-compassion when compared to healthy controls 

(Werner et al., 2012). Likewise, individuals with depression tend to have high levels of self-

blame and self-criticism and low levels of self-acceptance and self-soothing, with self-

compassion being negatively related to depressive symptomatology (Neff, 2003; Raes, 2010; 

Steindl et al., 2018). Furthermore, self-criticism is highly correlated with internal shame 

(Castilho et al., 2010; Gilbert, 1998) and it is considered to be an internal shaming process 

that reinforces the feeling of inferiority, stimulating the threat system and blocking the 

soothing system (Gilbert et al., 2008; Longe et al., 2010). Also, the soothing and contentment 

affect regulation system is poorly accessible in people with high shame and self-criticism, in 

whom the threat system dominates their orientation to both the internal and external worlds 

(Gilbert, 2009). So, the lack of self-compassion, associated with maladaptive strategies of 

affect regulation, may lead to a vicious cycle where one constantly criticises the self, feeling 
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more inferior, undesirable and inadequate, which, in turn, could function as vulnerability to 

the consequent development of depression. 

 

Clinical Implications 

Although the use of a non-clinical sample weakens the generalization of the findings 

to clinical populations, shame memories, shame, social anxiety and depression are transversal 

processes and mechanisms that operate at a clinical or nonclinical level, therefore allowing 

us to infer some clinical implications of this study. 

Firstly, social anxiety was found to be a predictive factor of depression, so it would 

be important for preventive intervention of depression to focus on prevent or intervene in 

social anxiety symptoms. This may require to assess individuals with depressive symptoms 

for social anxiety symptoms and either redirect them for a specific program or to include a 

specific component to address such symptoms in programs primarily aimed at preventing or 

treating depression (Salvador et al., 2015). 

Moreover, the important role that internal shame played on the effect of shame 

experiences and social anxiety on depression suggests the importance of including a 

component to focus on this concept in prevention and intervention programs either assessing 

depressive symptoms or addressing social anxiety. In general, these interventions should seek 

to reduce the use of maladaptive regulation strategies, preventing them from becoming 

patterns of dealing with negative emotions, and to develop and improve the use of more 

adaptive strategies.  

In this sense, our study points to clinical implications related to the application of 

Compassion Focused Therapy (CFT; Gilbert, 2010) with patients presenting shame 

experiences, high levels of shame, social anxiety and depression. Furthermore, CTF is an 

integrated and multimodal approach (Gilbert, 2009), so it may be more fitting to address 

individuals with social anxiety and comorbid depression. Therapy interventions should be 

designed 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 allows the 

individual to tone down distress and negative affect via self-soothing. These are all key goals 

and focuses of CFT (Gilbert, 2005, 2009, 2010). Thus, building up and experiencing these 

compassionate feelings, both from the self and from others (e.g., within a supportive 
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therapeutic relationship), and helping patients to recognize the evolved defensive function of 

their symptoms, may be fundamental when dealing with early experiences of shame and 

shame feelings. A compassionate acceptance of personal flaws or shortcomings may 

counteract the deleterious effect of internal shame and, in turn, of social anxiety and 

depression, where one sees him/herself as inadequate, inferior and undesirable, criticizing 

the self for his/her defects and flaws. However, clinicians should be aware that, as discussed 

elsewhere (e.g., Gilbert, 2010; Matos & Pinto Gouveia, 2014), some patients, especially 

those with high levels of shame, might feel scared and uncomfortable when experiencing 

self-compassion and receiving compassion from others. Therefore, dealing with these 

patients’ early shame experiences and shame feelings, and developing their self-warmth and 

soothing abilities should be a key target in therapy. 

 

Limitations, contributions and future studies 

 The present study holds some limitations. One possible limitation of the present study 

is its transversal design, hence causal relations between variables cannot be established, only 

interpretations based on theoretical literature. In this sense, longitudinal studies could be 

conducted in the future to enhance the understanding on the causal relations between the 

variables. At the same time, the fact that it was not a longitudinal study evaluating the same 

subjects, does not allow us to guarantee that the course of the study variables happens in the 

same subjects. Given these limitations, it would be important to replicate the present study 

in a longitudinal design. Another important limitation refers to the fact that this study 

involves a sample of the general population, specifically university students, being relevant 

that, in the future, the study should be replicated in broader samples of the community, 

representative of the Portuguese population, in order to allow generalization of results. 

Additionally, the findings from this study conducted in a community sample may not be 

generalized to clinical populations. Nevertheless, when dealing with shame and shame 

memories, the same processes and mechanisms may apply at a clinical or non-clinical level. 

To further sustain our conclusions, future studies could replicate these findings using clinical 

samples, such as socially anxious and depressed patients. Moreover, the majority of our 

sample was female, so it would be beneficial, in the future, to try to collect a more 

homogeneous sample. The exclusive use of self-report questionnaires is also a limitation of 
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this study; structured interviews should be included in future studies. Furthermore, we 

believe that due to the nature of some of the questions in our measures, responses might have 

been biased by conformity to social desirability. Further studies might add measures that 

allow researchers to control the effect of social desirability in responses, such as EDS-20 

(Escala de Desejabilidade Social de 20 itens; Almiro et al., 2017). Likewise, the strong 

correlations between external shame, internal shame and social anxiety could be due to the 

fact that these processes are somewhat dependent and the measures that access them seem to 

comprise a few items that might be related to the other concepts. Future studies could use 

other measures of shame, such as the Other as Shamer (Allan et al., 1994; Goss et al., 1994; 

Portuguese version by Matos et al., 2011a), the Internalized Shame Scale (Cook, 1996) and 

the Experience of Shame Scale (Andrews et al., 2002; Portuguese version by Matos et al., 

2011b). Regardless of the acceptability of the tested models, there could be other concurrent 

illustrative models for these relations considering other types or directions of association or 

using other variables. These concurrent models could be tested in future studies, for example, 

the differential effect of shame experiences with peers on the development of social anxiety 

and subsequent depressive symptoms. 

Moreover, since feeling safe, connected and supported in attachment and social 

relationships is associated to affiliative positive affects and well-being, and promotes 

resilience against adverse life events (Cacciopo et al., 2000), future studies could explore the 

protective effects of recalls and current experiences of feeling soothed, safe and connected 

with others on the relations between our study variables. Furthermore, research has shown 

that the presence of self-compassionate attitudes in the face of difficulties can protect against 

the traumatic effects of memories of shame and negative affect, and to act in promoting 

feelings of security (Steindl et al., 2018). In this sense, it could also be interesting to 

investigate the protective effect of self-compassion on the associations between our study 

variables. 

 

Conclusion 

The findings of our study point out important relationships between shame 

experiences with parents, social anxiety and depressive symptoms. This is the first study to 

explore the role of shame and self-compassion in the relationship between social anxiety and 
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depression, showing that internal shame may be an important predictor to the emergence of 

depression when one has previously developed social anxiety. Furthermore, the lack of self-

compassion, associated with maladaptive strategies of affect regulation, may contribute to a 

sense of inadequate and undesirable self, reinforcing a critical attitude towards the self, and, 

in turn, lead to the development of depression. 

 

  



36 
 

References 

Abramson, L. Y., Metalsky, G. I., & Alloy, L. B. (1989). Hopelessness depression: A theory-

based subtype of depression. Psychological Review, 96, 358–372. 

Allan, S., Gilbert, P., & Goss, K. (1994). An exploration of shame measures—II: 

Psychopathology. Personality and Individual differences, 17(5), 719-722. 

Almiro, P. A., Almeida, D., Ferraz, A. M., Ferreira, R., Silvestre, M. J., Perdiz, C., Dias, I. 

T., Gonçalves, S., Sousa, L. B., & Simões, M. R. (2017). Escala de Desejabilidade 

Social de 20 itens (EDS-20). In M. R. Simões, L. S. Almeida, & M. M. Gonçalves 

(Eds.), Psicologia forense: Instrumentos de avaliação (pp.335-352). Pactor. ISBN: 

978-989-693-076-9 

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental 

disorders (DSM-V). American Psychiatric Pub. 

Andrews, B. (2002). Body shame and abuse in childhood. In P. Gilbert, & J. Miles (Eds), 

Body shame: Conceptualisation, research and treatment (256–266). Brunner.  

Andrews, B., & Hunter, E. (1997). Shame, early abuse, and course of depression in a clinical 

sample: A preliminary study. Cognition and Emotion, 11, 373–381. 

Andrews, B., Qian, M., & Valentine, J. D. (2002). Predicting depressive symptoms with a 

new measure of shame: The Experience of Shame Scale. British Journal of Clinical 

Psychology, 41(1), 29-42. 

Arrindell, W. A., Emmelkamp, P. M., Monsma, A., & Brilman, E. (1983). The role of 

perceived parental rearing practices in the aetiology of phobic disorders: A controlled 

study. The British Journal of Psychiatry, 143, 183–187. doi:10.1192/ bjp.143.2.183 

Baldwin, M.W., & Dandeneau, S.D. (2005). Understanding and modifying the relational 

schemas underlying insecurity. In MW Baldwin (Ed), Interpersonal cognition (pp. 33-

61). Guilford Press. 

Bandelow, B., Torrente, A. C., Wedekind, D., Broocks, A., Hajak, G., & Rüther, E. (2004). 

Early traumatic life events, parental rearing styles, family history of mental disorders, 



37 
 

and birth risk factors in patients with social anxiety disorder. European Archives of 

Psychiatry and Clinical Neuroscience, 254(6), 397–405. doi:10.1007/s00406-004-

0521-2 

Baumeister, RF and Leary, MR (1995). The Need to Belong - Desire for Interpersonal 

Attachments as a Fundamental Human-Motivation. Psychological Bulletin 117 (3) 

497-529. doi:10.1037/0033-2909.117.3.497 

Beesdo, K., Bittner, A., Pine, D. S., Stein, M. B., Höfler, M., Lieb, R., & Wittchen, H. U. 

(2007). Incidence of social anxiety disorder and the consistent risk for secondary 

depression in the first three decades of life. Archives of general psychiatry, 64(8), 903-

912. doi: 10.1001/archpsyc.64.8.903 

Beidel, D. C., Turner, S. M., & Morris, T. L. (1999). Psychopathology of childhood social 

phobia. Journal of the American Academy of Child and Adolescent Psychiatry, 38, 643-

650. doi: 10.1097/00004583-199906000-00010 

Beidel, D. C., Turner, S. M., Young, B. J., Ammerman, R. T., Sallee, F. R., & Crosby, L. 

(2007). Psychopathology of adolescent social phobia. Journal of Psychopathology and 

Behavioral Assessment, 29, 47-54. doi: 10.1007/s10862-006-9021-1 

Belzer, K. & Schneier, F. R. (2004). Comorbidity of anxiety and depressive disorders: issues 

in conceptualization, assessment, and treatment. Journal of Psychiatric Practice 10, 

296–306. [PubMed: 15361744] 

Blöte, A. W., Miers, A. C., Heyne, D. A., & Westenberg, P. M. (2015). Social anxiety and 

the school environment of adolescents. In K. Ranta, A. M. La Greca, L.-J. Garcia-

Lopez, & M. Marttunen (Eds.), Social anxiety and phobia in adolescents: 

Development, manifestation and intervention strategies (p. 151–181). Springer 

International Publishing. 

Bögels, S. M., & Perotti, E. C. (2010). Does Father Know Best? A Formal Model of the 

Paternal Influence on Childhood Social Anxiety. Journal of Child and Family Studies, 

20(2), 171-181. doi:10.1007/s10826-010-9441-0 

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



38 
 

Bowlby, J. (1973). Attachment and loss: Volume II: Separation, anxiety and anger. 

In Attachment and Loss: Volume II: Separation, Anxiety and Anger (pp. 1-429). The 

Hogarth press and the institute of psycho-analysis. 

Bruce, L. C., Heimberg, R. G., Blanco, C., Schneier, F. R., & Liebowitz, M. R. (2012). 

Childhood maltreatment and social anxiety disorder: Implications for symptom 

severity and response to pharmacotherapy. Depression and Anxiety, 29(2), 131-138. 

doi:10.1002/da.20909 

Buss, D. M. (2003). Evolutionary psychology: The new science of mind (2nd ed.). Pearson.  

Cacioppo, J. T., Berntson, G. G., Sheridan, J. F., & McClintock, M. K. (2000). Multilevel 

integrative analyses of human behavior: Social neuroscience and the complementing 

nature of social and biological approaches. Psychological Bulletin, 126(6), 829-843. 

doi:10.1037//0033-2909.126.6.829 

Caiado, B. (2017). Feeling (un)safe with self and others: Early memories of warmth and 

safeness, external shame, self-criticism, fears of compassion and social anxiety. 

Dissertação de Mestrado não publicada. Faculdade de Psicologia e Ciências da 

Educação, Coimbra. 

Calvete, E. (2014). Emotional abuse as a predictor of early maladaptive schemas in 

adolescents: Contributions to the development of depressive and social anxiety 

symptoms. Child Abuse & Neglect, 38(4), 735-746. doi:10.1016/j.chiabu.2013.10.014 

Cândea, D. M., & Szentágotai-Tătar, A. (2017). Shame as a predictor of post-event 

rumination in social anxiety. Cognition and Emotion, 31(8), 1684-1691. 

Castilho, P., Pinto-Gouveia, J., & Bento, E. (2010). Auto-criticismo, vergonha interna e 

dissociação: A sua contribuição para a patoplastia do auto-dano em adolescentes. 

Psychologica, 52(2), 331-360. 

Castilho, P., Pinto-Gouveia, J., Amaral, V., & Duarte, J. (2014). Recall of Threat and 

Submissiveness in Childhood and Psychopathology: The Mediator Effect of Self-

Criticism. Clin. Psychol. Psychother. 21, 73–81. 



39 
 

Chavira, D. A., Stein, M. B., Bailey, K., & Stein, M. T. (2004). Comorbidity of generalized 

social anxiety disorder and depression in a pediatric primary care sample. Journal of 

Affective Disorders, 80, 163–171. doi:10.1016/S0165-0327(03) 00103-4 

Clark, D.M. (2001). A Cognitive Perspective on Social Phobia. In Crozier, W. R. & Alden, 

L. E., International Handbook of Social Anxiety: Concepts, Research and Interventions 

Relating to the Self and Shyness (405-430). John Wiley & Sons Ltd. 

Clark, D.M., & Wells, A. (1995). A cognitive model of social phobia. In R.G. Heimberg, M. 

Liebowitz, D. Hope, & F. Scheier (Eds), Social phobia: Diagnosis, assessment, and 

treatment (pp. 69–93). Guilford. 

Cohen, J. (1988). Statistical power analysis for the behavioral sciences (2nd ed.). Hillsdale, 

NJ: Lawrence Earlbaum Associates. 

Collins, N.L. & Feeney, B.C. (2000). A safe haven: An attachment theory perspective on 

support seeking and caregiving in intimate relationships. Journal of Personality and 

Social Psychology, 78, 1053–1073. 

Cook, D. R. (1996). Empirical studies of shame and guilt: The Internalized Shame Scale. In 

D. L. Nathanson (Ed.), Knowing feeling: Affect, script, and psychotherapy (p. 132–

165). W. W. Norton & Company. 

Cox, B. J., Fleet, C., & Stein, M. B. (2004). Self-criticism and social phobia in the US national 

comorbidity survey. Journal of Affective Disorders, 82(2), 227-234. 

doi:10.1016/j.jad.2003.12.012 

Crawley, S. A., Beidas, R. S., Benjamin, C. L., Martin, E., & Kendall, P. C. (2008). Treating 

socially phobic youth with CBT: Differential outcomes and treatment considerations. 

Behavioural and Cognitive Psychotherapy, 36, 379 389. 

doi:10.1017/S1352465808004542. 

Cunha, M., Pereira, C., Galhardo, A., Couto, M., & Massano-Cardoso, I. (2015). Social 

Anxiety in Adolescents: the Role of Early Negative Memories and Fear of Compassion. 

European Psychiatry, 30, 428. doi:10.1016/s0924-9338(15)30336-9 



40 
 

Dalrymple, K.L. & Zimmerman, M. (2011). Age of onset of social anxiety disorder in 

depressed outpatients. Journal of Anxiety Disorders, 25, 131–137. 

doi:10.1016/j.janxdis.2010.08.012.  

De Graaf, R., Bijl, R. V., Spijker, J., Beekman, A. T., & Vollebergh, W. A. (2003). Temporal 

sequencing of lifetime mood disorders in relation to comorbid anxiety and substance 

use disorders: findings from the Netherlands Mental Health Survey and Incidence 

Study. Social Psychiatry and Psychiatric Epidemiology, 38, 1-11. 10.1007/s00127-

003-0597-4 

Depue, R. A., & Morrone-Strupinsky, J. V. (2005). A neurobehavioral model of affiliative 

bonding. Behavioral and Brain Sciences, 28, 313-395. 

Dinis, A., Matos, M., & Pinto-Gouveia, J., (2009). Escala de Experiências de Vergonha na 

Infância (EEVI). Unpublished manuscript. 

Eisenberger, N. I. (2011). Why rejection hurts: What social neuroscience has revealed about 

the brain’s response to social rejection. In J. Decety & J. Cacioppo (Eds.). The 

Handbook of Social Neuroscience (pp. 586-598). Oxford University Press. 

Fehr, B., Sprecher, S., & Underwood, L. G. (Eds.). (2009). The science of compassionate 

love: Theory, research, and applications. John Wiley & Sons. 

Fergus, T. A., Valentiner, D. P., McGrath, P. B., & Jencious, S. (2010). Shame and guilt 

proneness: Relationships with anxiety disorder symptoms in a clinical sample. Journal 

of Anxiety Disorders, 24(8), 811-815. doi: 10.1016/j.jandis.2010.06.002. 

Ferreira, C., Moura-Ramos, M., Matos, M., Galhardo, A. (2020). "A new measure to assess 

external and internal shame: Development, factor structure and psychometric 

properties of the External and Internal Shame Scale". Current 

Psychology. https://doi.org/10.1007/s12144-020-00709-0. 

Figueiredo, A. (2016). Ansiedade Social em Adolescentes: O papel da vergonha, do 

autocriticismo e da autocompaixão no processamento pós-situacional. Dissertação de 

Mestrado não publicada. Faculdade de Psicologia e Ciências da Educação, Coimbra. 



41 
 

Forrest, M. S., & Hokanson, J. E. (1975). Depression and autonomic arousal reduction 

accompanying self-punitive behavior. Journal of Abnormal Psychology, 84(4), 346. 

Gazelle, H. & Ladd, G. W. (2003). Anxious solitude and peer exclusion: A diathesis-stress 

model of internalizing trajectories in childhood. Child Development, 74, 257–278. doi: 

10.1111/1467-8624.00534 

George, D., & Mallery, M. (2010). SPSS for Windows Step by Step: A Simple Guide and 

Reference, 17.0 update (10th ed.) Pearson. 

Gilbert, P. (1989). Human nature and suffering. Lawrence Erlbaum Associates. 

Gilbert, P. (1992). Depression: The evolution of powerlessness. Lawrence Erlbaum 

Associates. 

Gilbert, P. (1997). The evolution of social attractiveness and its role in shame, humiliation, 

guilt and therapy. British Journal of Medical Psychology, 70, 113–147. 

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). Oxford University Press.  

Gilbert, P. (2000). The relationship of shame, social anxiety and depression: the role of the 

evaluation of social rank. Clinical Psychology & Psychotherapy, 7(3), 174–189. 

doi:10.1002/1099- 0879(200007)7:3<174::AID-CPP236>3.0.CO;2-U.  

Gilbert, P. (2001). Evolution and social anxiety. The role of attraction, social competition, 

and social hierarchies. Psychiatric Clinics of North America, 24, 723–751.  

Gilbert, P. (2005). Compassion: Conceptualisations, research and use in psychotherapy. 

Brunner-Routledge.  

Gilbert, P. (2006). Compassionate mind training for people with high shame and self‐

criticism: overview and pilot study of a group therapy approach. Clinical Psychology 

and Psychotherapy, 13 (6), 353–379. doi: 10.1002/cpp.507  



42 
 

Gilbert, P. (2007a). The evolution of shame as a marker for relationship security. In JL Tracy, 

RW Robins, & JP Tangney (Eds.), The Self-Conscious Emotions: Theory and Research 

(pp. 283-309). Guilford.  

Gilbert, P. (2007b). Psychotherapy and Counselling for Depression, 3rd Edition. Sage. 

Gilbert, P. (2009). The compassionate mind: Coping with the challenges of living. Constable 

Robinson.  

Gilbert, P. (2010). Compassion focused therapy: Distinctive features. Routledge.  

Gilbert, P. (2014). The Origins and nature of compassion focused therapy. British Journal of 

Clinical Psychology, 53, 6–41 

Gilbert, P. (2015). The Evolution and Social Dynamics of Compassion. Social and 

Personality Psychology Compass 9/6 doi:239–254, 10.1111/spc3.12176 

Gilbert, P., & Allan, S. (1996). Overconfidence and personal evaluations of social rank. 

British Journal of Medical Psychology, 69, 59–68. doi:10.1111/j.2044-

8341.1996.tb01850.x. 

Gilbert, P., Allan, S., & Price, J. (1997). Social comparison, social attractiveness and 

evolution: How might they be related? New Ideas in Psychology, 13, 149–165. 

doi:org/10.1016/0732-118X(95)00002-X  

Gilbert, P., Catarino, F. & Duarte, C. & Matos, M. & Kolts, R.l & Stubbs, J. & Ceresatto, L. 

& Duarte, J. & Pinto-Gouveia, J. & Basran, J. (2017). The development of 

compassionate engagement and action scales for self and others. Journal of 

Compassionate Health Care. 4. 10.1186/s40639-017-0033-3. 

Gilbert, P., Cheung, M. S. P., Grandfield, T., Campey, F., & Irons, C. (2003). Recall of threat 

and submissiveness in childhood: Development of a new scale and its relationship with 

depression, social comparison and shame. Clinical Psychology & Psychotherapy: An 

International Journal of Theory & Practice, 10(2), 108-115. 

Gilbert, P., & Irons, C. (2004). A pilot exploration of the use of compassionate images in a 

group of self-critical people. Memory, 12, 507–516. doi: 10.1080/09658210444000115 



43 
 

Gilbert, P., & Irons, C. (2005). Focused therapies and compassionate mind training for shame 

and self-attacking. In P. Gilbert (Ed.), Compassion: Conceptualisations, research and 

use in psychotherapy (pp. 263–325). Routledge. 

Gilbert, P., McEwan, K., Matos, M., & Rivis, A. (2011). Fears of compassion: Development 

of three self-report measures. Psychology and Psychotherapy: Theory, Research and 

Practice, 84(3), 239-255. doi:10.1348/147608310x526511 

Gilbert, P., McEwan, K., Mitra, R., Franks, L., Richter, A., & Rockliff, H. (2008). Feeling 

safe and content: A specific affect regulation system? Relationship to depression, 

anxiety, stress, and self-criticism. The Journal of Positive Psychology, 3(3), 182-191. 

doi:10.1080/17439760801999461 

Gilbert, P., & McGuire, M. (1998). Shame, social roles and status: The psychobiological 

continuum from monkey to human. In P. Gilbert, & B. Andrews (Eds), Shame: 

Interpersonal behaviour, psychopathology and culture (99–125). Oxford University 

Press.  

Gilbert, P., & Miles, J. N. V. (2000). Sensitivity to Social Put-Down: it’s relationship to 

perceptions of social rank, shame, social anxiety, depression, anger and self-other 

blame. Personality and Individual Differences, 29(4), 757–774. 

doi:http://dx.doi.org/10.1016/S0191-8869 (99)00230-5. 

Gilbert, P., Price, J., & Allan, S. (1995). Social Comparison, Social Attractiveness and 

Evolution: How might they be related? New Ideas in PsychoL Vol. 13, No. 2, 149-165. 

Gilbert, P., & Trower, P. (1990). The evolution and manifestation of social anxiety. In W. R. 

Crozier (Ed.), Shyness and embarrassment: Perspectives from social psychology (p. 

144–177). Cambridge University Press. 

Gilbert, P., & Trower, P. (2001). Evolutionary psychology and social anxiety. In Crozier 

W.R., & Alden L.E. (Eds), The self, shyness and social anxiety: A handbook of 

concepts, research and interventions. John Wiley & Sons. 

Goetz, J. L., Keltner, D., & Simon-Thomas, E. (2010). Compassion: An evolutionary analysis 

and empirical review. Psychological Bulletin, 136, 351–374. doi:10.1037/a0018807 



44 
 

Goss, K., Gilbert, P., & Allan, S. (1994). An exploration of shame measures—I: The other 

as Shamer scale. Personality and Individual differences, 17(5), 713-717. 

Hackmann, A., Surawy, C., & Clark, D. M. (1998). Seeing yourself through others eyes: A 

study of spontaneously occurring images in social phobia. Behavioural and Cognitive 

Psychotherapy, 26, 3-12. 

Hayes, A. F. (2018). Introduction to mediation, moderation, and conditional process 

analysis: A regression-based approach (2nd ed.). Guilford Publications. 

Hedman, E., Ström, P., Stünkel, A., & Mörtberg, E. (2013). Shame and guilt in social anxiety 

disorder: Effects of cognitive behavior therapy and association with social anxiety and 

depressive symptoms. PloS one, 8(4), e61713. 

Johnson, S. L., & Carver, C. S. (2012). The dominance behavioral system and manic 

temperament: motivation for dominance, self-perceptions of power, and socially 

dominant behaviors. Journal of Affective Disorders, 142(1–3), 275–282. 

doi:10.1016/j.jad.2012.05.015. 

Joormann, J., & Gotlib, I. H. (2006). Is this happiness I see? Biases in the identification of 

emotional facial expressions in depression and social phobia. Journal of Abnormal 

Psychology, 115(4), 705–714. 

Kelly, A. C., & Dupasquier, J. (2016). Social safeness mediates the relationship between 

recalled parental warmth and the capacity for self-compassion and receiving 

compassion. Personality and Individual Differences, 89, 157-161. 

Keltner, D., & Harker, L. (1998). The forms and functions of the nonverbal signal of shame. 

In P. Gilbert & B. Andrews (Eds.), Series in affective science. Shame: Interpersonal 

behavior, psychopathology, and culture (78–98). Oxford University Press. 

Kessler, R. C., Chiu, W. T., Demler, O., Merikangas, K. R., & Walters, E. E. (2005). 

Prevalence, severity, and comorbidity of 12-month DSM-IV disorders in the National 

Comorbidity Survey Replication. Archives of General Psychiatry, 62, 617-627. doi: 

10.1001/archpsyc.62.6.617 



45 
 

Kessler, R. C., Stang, P., Wittchen, H.-U., Stein, M., & Walters, E. E. (1999). Lifetime co-

morbidities between social phobia and mood disorders in the US National Comorbidity 

Survey. Psychological Medicine, 29, 555–567. doi:10.1017/S0033291799008375. 

Kingery, J. N., Erdley, C. A., Marshall, K. C., Whitaker, K. G., & Reuter, T. R. (2010). Peer 

experiences of anxious and socially withdrawn youth: An integrative review of the 

developmental and clinical literature. Clinical Child and Family Psychology 

Review, 13(1), 91-128. 

Kirby, J. N. (2017). Compassion interventions: The programmes, the evidence, and 

implications for research and practice. Psychology and Psychotherapy: Theory, 

Research and Practice, 90, 432–455. https://doi.org/10.1111/papt.12104. 

Kirby, J. N., & Gilbert, P. (2017). The emergence of compassion focused therapies. In P. 

Gilbert (Ed.), Compassion: Concepts, research and applications (pp. 258–285). 

Routledge. 

Kline, R. B. (2005). Principles and Practice of Structural Equation Modeling (2nd Edition 

ed.). The Guilford Press. 

Knappe, S., Beesdo-Baum, K., Fehm, L., Lieb, R., & Wittchen, H. (2012). Characterizing 

the association between parenting and adolescent social phobia. Journal of Anxiety 

Disorders, 26(5), 608-616. doi:10.1016/j.janxdis.2012.02.014 

Kunce, L.J. & Shaver, P.R. (1994). An attachment-theoretical approach to caregiving in 

romantic relationships. In K. Bartholomew & D. Perlman (eds), Advances in Personal 

Relationships, 5, 205–237. Jessica Kingsley. 

Kuo, J. R., Goldin, P. R., Werner, K., Heimberg, R. G., & Gross, J. J. (2011). Childhood 

trauma and current psychological functioning in adults with social anxiety disorder. 

Journal of Anxiety Disorders, 25(4), 467-473. doi:10.1016/j. janxdis.2010.11.011 

La Greca, A. M., & Harrison, H. M. (2005). Adolescent peer relations, friendships, and 

romantic relationships: Do they predict social anxiety and depression?. Journal of 

clinical child and adolescent psychology, 34(1), 49-61. 



46 
 

Leary, M. R., & Jongman-Sereno, K. P. (2014). Social Anxiety as an Early Warning System: 

A Refinement and Extension of the Self-Presentation Theory of Social Anxiety. Social 

Anxiety, 579-597. doi:10.1016/b978-0-12-394427-6.00020-0 

Leary, M. R., & Kowalski, R. M. (1995). The self-presentation model of social phobia. Social 

phobia: Diagnosis, assessment, and treatment, 94–112. 

Liotti, G. (2004). Trauma, dissociation, and disorganized attachment: Three strands of a 

single braid. Psychotherapy: Theory, Research, Practice, Training, 41(4), 472–

486. https://doi.org/10.1037/0033-3204.41.4.472 

Longe, O., Maratos, F. A., Gilbert, P., Evans, G., Volker, F., Rockliff, H., & Rippon, G. 

(2010). Having a word with yourself: Neural correlates of self-criticism and self-

reassurance. NeuroImage, 49(2), 1849-1856. doi:10.1016/j.neuroimage.2009.09.019 

Lovibond, S. H., & Lovibond, P. F. (1995). Manual for the depression anxiety stress scales. 

Psychology Foundation of Australia. 

Mattick, R.P. Clarke, J.C. (1998). Development and validation of measures of social phobia 

scrutiny fear and social interaction anxiety. Behaviour Research and Therapy, 36, 455-

470. 

Matos, M., & Pinto-Gouveia, J. (2010). Shame as a traumatic memory. Clinical Psychology 

& Psychotherapy, 17, 299–312. doi: 10.1002/cpp.659 

Matos, M., & Pinto-Gouveia, J. (2011). Centrality of shame memory as a moderator on the 

relationship between shame and depression. Manuscript submitted for publication. 

Matos, M., & Pinto-Gouveia, J. (2014). Shamed by a parent or by others: The role of 

attachment in shame memories relation to depression. International Journal of 

Psychology and Psychological Therapy, 14(2), 217–244. 

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 & Psychotherapy. doi: 10.1002/cpp.786 



47 
 

Matos, M., Pinto-Gouveia, J., & Duarte, C. (2011a). Other As Shamer: Portuguese version 

and psychometric properties of an external shame measure. Manuscript submitted for 

publication. 

Matos, M., Pinto-Gouveia, J., & Duarte, C. (2011b). Study of the psychometric properties of 

the Portuguese version of the Experience of Shame Scale. Manuscript in preparation.  

Matos, M., Pinto-Gouveia, J., & Duarte, C. (2013). Internalizing Early Memories of Shame 

and Lack of Safeness and Warmth: The Mediating Role of Shame on Depression. 

Behavioural and Cognitive Psychotherapy, 41(4), 479-493. 

doi:10.1017/s1352465812001099  

Matos, M., Pinto-Gouveia, J., & Duarte, C. (2015). Constructing a self protected against 

shame: The importance of warmth and safeness memories and feelings on the 

association between shame memories and depression. International Journal of 

Psychology and Psychological Therapy, 15(3), 317–335. 

Matos, M., Pinto-Gouveia, J., & Gilbert, P. (2013). The effect of shame and shame memories 

on paranoid ideation and social anxiety. Clinical Psychology and Psychotherapy, 20, 

334–349. 

Mikulincer, M., & Shaver, P. (2005). Mental representations of attachment security: 

theoretical foundations for a positive social psychology. In MW Baldwin (Ed), 

Interpersonal cognition ( 233-266). Guilford. 

Neff, K. (2003). Self-compassion: An alternative conceptualization of a healthy attitude 

toward oneself. Self and identity, 2(2), 85-101. 

Neff, K. D., & Germer, C. K. (2013). A pilot study and randomized controlled trial of the 

mindful self-compassion program. Journal of Clinical Psychology, 69, 28–44. 

http://dx.doi.org/10.1002/jclp.21923 

Neff, K. D., Kirkpatrick, K. L., & Rude, S. S. (2007). Self-compassion and adaptive 

psychological functioning. Journal of Personality, 41, 139-154. 

doi:10.1016/j.jrp.2006.03.004. 



48 
 

Pace, T. W., Negi, L. T., Adame, D. D., Cole, S. P., Sivilli, T. I., Brown, T. D., Raison, C. L. 

(2009). Effect of compassion meditation on neuroendocrine, innate immune and 

behavioral responses to psychosocial stress. Psychoneuroendocrinology, 34, 87–98. 

http://dx.doi.org/10.1016/j.psyneuen.2008.08.011 

Pais-Ribeiro, J. L., Honrado, A., & Leal, I. (2004). Contribuição para o estudo da adaptação 

portuguesa das escalas de ansiedade, depressão e stress (EADS) de 21 itens de 

Lovibond e Lovibond. Psicologia, saúde & doenças, 5(2), 229-239. 

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. 

Pestana, M. H., & Gageiro, J. N. (2008). Análise de dados para Ciências Sociais: A 

complementaridade do SPSS. (5ª ed.). Edições Sílabo. 

Pestana, M. H., & JN, G. (2014). Análise de dados para ciências sociais: a 

complementaridade do SPSS. Edições Silabo. 

Pinto-Gouveia, J. & Salvador, M. C. (2001). The social interaction anxiety scale and the 

social fobia scale in the Portuguese population. Manuscript submitted to publication. 

Price, J., Sloman, L., Gardner, R., Gilbert, P., & Rohde, P. (1994). The social competition 

hypothesis of depression. British Journal of Psychiatry, 164, 309–315. doi:10.1192/ 

bjp.164.3.309 

Rachman, S., Grüter-Andrew, J., & Shafran, R. (2000). Post-event processing in social 

anxiety. Behaviour Research and Therapy, 38(6), 611-617. 

Raes, F. (2010). Rumination and worry as mediators of the relationship between 

selfcompassion and depression and anxiety. Personality and Individual Differences, 

48, 757–761. https://doi.org/10.1016/j.paid.2010.01.023. 

Ranta, K., Kaltiala-Heino, R., Rantanen, P., & Marttunen, M. (2009). Social phobia in 

Finnish general adolescent population: Prevalence, comorbidity, individual and family 

correlates, and service use. Depression and Anxiety, 26, 528–536. 

doi:10.1002/da.20422 



49 
 

Roças, J. (2014). Experiências precoces e ansiedade social em adolescentes: o efeito 

mediador da vergonha e do coping com a vergonha. Unpublished manuscript. Faculty 

of psychology and educational sciences of the University of Coimbra, Coimbra. 

Salvador, M. C., Oliveira, S. A., Matos, A. P., & Arnarson, E. (2015). A Silent Pathway to 

Depression: Social Anxiety and Emotion Regulation as Predictors of Depressive 

Symptoms. In GAI International Academic Conferences (328). 

Sapolsky, R. M. (2005). The influence of social hierarchy on primate health. Science, 

308(5722), 648-52. doi:10.1126/science.1106477. 

Schlenker, B. R., & Leary, M. R. (1982). Social anxiety and self-presentation: A 

conceptualization model. Psychological bulletin, 92(3), 641. 

Seligman, M. E. P. (1991). Helplessness: On depression, development, and death (2nd ed). 

W. H. Freeman. 

Shahar, B., Doron, G., & Szepsenwol, O., (2014). Childhood Maltreatment, Shame-

Proneness and Self- Criticism in Social Anxiety Disorder: A Sequential Mediational 

Model. Clin. Psychol. Psychother, 22, 570–579. 

Shahar, B., & Gilboa-Shechtman, E. (2007). Depressive Personality Styles and Social 

Anxiety in Young Adults. Journal of Cognitive Psychotherapy, 21(4), 275-284. 

doi:10.1891/088983907782638734 

Siegel, R. S., La Greca, A. M., & Harrison, H. M. (2009). Peer victimization and social 

anxiety in adolescents: Prospective and reciprocal relationships. Journal of Youth and 

Adolescence, 38(8), 1096-1109. 

Simon, N. M., Herlands, N. N., Marks, E. H., Mancini, C., Letamendi, A., Li, Z., Stein, M. 

B. (2009). Childhood maltreatment linked to greater severity and poorer quality of life 

and function in social anxiety disorder. Depression and Anxiety, 26(11), 1027–1032. 

doi:10.1002/da.20604 

Sloman, L., Gilbert, P., & Hasey, G. (2003). Evolved mechanisms in depression: The role 

and interaction of attachment and social rank in depression. Journal of Affective 

Disorders, 74, 107–121. doi:10.1016/S0165-0327(02)00116-7 



50 
 

Stein, M. B., Fuetsch, M., Muller, N., Hofler, M., Lieb, R., & Wittchen, H. U. (2001). Social 

anxiety disorder and the risk of depression: A prospective community study of 

adolescents and young adults. Archives of General Psychiatry, 58, 251-256. 

doi:10.1001/archpsyc.58.3.251. 

Steindl, S.R., Matos, M., Credd, A.K. (2018). Early shame and safeness memories, and later 

depressive symptoms and safe affect: The mediating role of self-compassion. Current 

Psychology. https://doi.org/10.1007/s12144-018-9990-8. 

Stopa, L. & Clark, D. M. (2000). Social phobia and interpretation of social events. Behavior 

Research and Therapy. 38:273–283. doi:10.1016/S0005-7967(99)00043-1 

Tangney, J. P. and Dearing, R. L. (2002). Shame and Guilt. Guilford Press. 

Tangney, J., Stuewig, J. andMashek, D. (2007). Moral emotions and moral behaviour. 

Annual Review of Psychology, 58, 345–372. 

Taylor, S. E., Karlamangla A. S., Friedman E. M., & Seeman T. E. (2011). Early environment 

affects neuroendocrine regulation in adulthood. Social Cognitive and Affective 

Neuroscience, 6, 244-251. doi: 10.1093/scan/nsq037 

Trower, P., & Gilbert, P. (1989). New theoretical conceptions of social anxiety and social 

phobia. Clinical Psychology Review, 9(1), 19–35. doi:10.1016/0272-7358(89)90044-

5.  

Viana, A. G., Rabian, B., & Beidel, D. C. (2008). Self-report measures in the study of 

comorbidity in children and adolescents with social phobia: Research and clinical 

utility. Journal of Anxiety Disorders, 22, 781–792. doi:10.1016/j.janxdis.2007.08.005 

Weeks, J. W., Heimberg, R. G., & Heuer, R. (2011). Exploring the role of behavioral 

submissiveness in social anxiety. Social and Clinical Psychology, 30(3), 217–249. 

doi:10.1521/ jscp.2011.30.3.217.  

Weeks, J. W., Rodebaugh, T. L., Heimberg, R. G., Norton, P. J., & Jakatdar, T. A. (2008). 

“To Avoid Evaluation, Withdraw”: Fears of Evaluation and Depressive Cognitions 

Lead to Social Anxiety and Submissive Withdrawal. Cognitive Therapy and Research, 

33(4), 375-389. doi:10.1007/s10608-008-9203-0 



51 
 

Weisman, O., Aderka, I. M., Marom, S., Hermesh, H., & Gilboa-Schechtman, E. (2011). 

Social rank and affiliation in social anxiety disorder. Behaviour Research and Therapy, 

49(6–7), 399–405. doi:10.1016/j.brat.2011.03.010. 

Werner, K., Jazaieri, H., Goldin, P., Ziv, M., Heimberg, R., & Gross, J. J. (2012). Self-

compassion and social anxiety disorder. Anxiety, Stress & Coping: An International 

Journal, 25(5), 543–558. doi:10.1080/10615806.2011.608842 

Wittchen, H. U., Beesdo, K., Bittner, A., & Goodwin, R. D. (2003). Depressive episodes–

evidence for a causal role of primary anxiety disorders?. European Psychiatry, 18(8), 

384-393. 

Zoccola, P. M., Dickerson, S. S., & Lam, S. (2012). Eliciting and maintaining ruminative 

thought: The role of social-evaluative threat. Emotion, 12(4), 673. 

 


