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Does shame-proneness originate in insecure childhood attachment? Does this have implications for how we treat it in therapy?
Introduction

In the last fifty years, shame has increasingly taken a more prominent place in research and theory, however until recently it had remained relatively under-acknowledged in therapeutic work. Attachment theory, however, has long been a mainstay in many therapists’ understanding of distress and psychopathology. The purpose of this review is to determine to what degree these two phenomena are related, and what the answer to this question implies for humanistic therapists working with clients and their shame. The searching strategy was to begin by casting a wide net, searching simply for articles published in the past 5 years with ‘shame’ in the title in google scholar and the university database, to get a broad feel of the current landscape. This led to snowballing – identifying oft-cited seminal papers and summarising the current state of the literature in the first section, ‘Shame and Shame-proneness’. A funnelling approach was then used, combining the search terms ‘Shame’/‘shame-proneness’ AND ‘insecure attachment’/’negative attachment’/‘childhood abuse’, for the section ‘Shame-Proneness and Insecure Attachment’. This was further refined by adding AND ‘humanistic therapy’/‘therapeutic relationship’/‘core conditions’/‘attunement’, leading to the section ‘Shame in Therapy’, with subheadings of ‘Presentation and Identification’, ‘The Search for Shame’, ‘Core Conditions in Shame Therapy’ and ‘Building on the Core Conditions’. The resulting review helps to shed light on what best practice may look like for working with shame.

Shame and Shame-Proneness

Shame is an intensely unpleasant, self-conscious emotion, that occurs in response to a perceived failure in living up to the standards of oneself or another (Lewis, 1971, Tangney, 2002). One way of defining shame is in contradistinction to guilt, in that guilt feels like “I did wrong”, whereas shame feels like “I am wrong” (Lewis, 1971, Brown, Hernandez and Villarreal, 2011). This can be in an acute form, triggered by a particular event, or a more pervasive, chronic sense of a worthless, defective self, sometimes termed ‘shame-proneness’ (Tangney, 2002, Sinha, 2017).
                In recent decades, there has been increasing focus on shame-proneness and its role in a diverse array of negative outcomes (Blythin et al., 2020, Tangney and Dearing, 2003, Muris and Meesters, 2014). The effects of shame are visible early in life: studies in children aged 7-13 years found shame-proneness predicted higher levels of anxiety symptoms (Muris et al., 2015), teenage depressive symptoms in boys, and social anxiety in girls (Mills et al., 2015). Shame-proneness in teenagers was found to predict suicidal behaviours years later (Tangney and Dearing, 2003). Shame also is thought to have an important role in trauma. It is perhaps the catalyst for post-traumatic stress disorder (PTSD) following a traumatic incident (Sinha, 2017), and can itself produce intrusive thoughts and memories, characteristic of PTSD (Robinaugh, and McNally, 2010). Indeed, Herman (2011) found most clients at a trauma clinic sought help not for their PTSD but for subsequent relational problems involving shame, leading her to dub PTSD a “shame disorder”. Perhaps, then, shame-proneness is indeed “the single, most important explanation for multiple psychopathology” (Sinha, 2017).
Although much of the focus is on the damaging effects of shame, many agree shame can be useful (Scheel, Eisenbarth and Rentzsch, 2020). Healthy shame can alert us when we are not well-attuned to the social group, allowing us to self-correct (Muris, 2014, Resnick, 1997). Researchers point out that when our response to shame is maladaptive, such as by withdrawing, attacking oneself, and attacking others, we are more likely to suffer negative consequences, as the prosocial effects of healthy shame are occluded (Asgarizadeh, Sharp, and Ghanbari, 2023, Nathanson, 1992). However, even ‘maladaptive’ shame may have its uses: for example, demeaning a shaming other could potentially reduce the loss of social status for oneself - if the person shaming me is not respected, I may experience less shame. One’s response to shame, then, determines its impact on the self.
Some theorists have resisted what they see as an over-emphasis on shame. Nearly 30 years ago, Resnick (1997) was already sensing an imbalance, arguing that to frame shame as a global cause for psychological distress is constraining: “The lens you use limits and determines the kind of data you will find” (p. 262). He asks us to imagine a similar framing that instead places ‘fear’ or ‘lack of love’ as the key ingredients. Certainly, we could find many examples and a compelling theory – which would “inform us of very little other than the projections/biases of the theorist or therapist” (p. 262). Supporting Resnick’s scepticism are criticisms of the shame literature. For example, In Blythin et al.’s (2020) systematic review of research linking shame-proneness with eating disorders they note “severe” methodological problems with many of the studies, including the paucity of longitudinal studies and the limited insights that can be drawn from correlational data due to the potential for confounding variables: for example, if sexual trauma causes both shame-proneness and eating disorders, then these outcomes will correlate highly but are not causally related. We should not jump to conclusions and hold the associations lightly, then. Overall though, the literature points to shame playing a major role in psychological distress.

 Shame-proneness and Insecure Attachment

When a child, through neglect, abuse, or misattunement, does not experience a secure attachment with a caregiver, a diverse and extensive array of negative outcomes are more likely (Ainsworth, 1981, Cassidy, Jones and Shaver, 2013). Attachment problems are also associated with higher shame-proneness and lower self-esteem in later life (Veneziani et al., 2024, Muris and Meesters, 2014). In one example, children who were known to Child Protection Services for neglect were found to have higher levels of shame-proneness and depressive symptoms (Bennett, Sullivan, and Lewis, 2010). Another study found that anxious and disorganised attachments were associated with shame-proneness - although avoidant attachments were not (Park and Shields, 2024). The authors propose that this may be due to avoidantly attachment people’s tendency to underreport distress, speculating “anxiety may lend itself toward an intensification of shame, while avoidance may lend itself toward a suppression of shame” (p. 1099). So-called “bypassed shame” may increase risk of psychopathology, reducing chances for social support (Blum, 2008), or come out in other ways, such as the “attack other” response (DeYoung, 2015, Nathanson, 1992). Anxious types fear rejection and are thus highly sensitised to experiences of shame (Asgarizadeh, Sharp, and Ghanbari, 2023). Disorganised attachment may lead to a dependency on the other’s evaluation of self for a sense of wellbeing, so a negative appraisal brings about devastating shame (DeYoung, 2015, Chefetz, 2020). While the theory is appealing, correlational data provides no evidence for causal relations. Even if insecure attachment does cause shame, how that then interacts with negative outcomes is complicated: maybe insecure attachment causes shame and negative outcomes independently, or maybe it causes shame-proneness, which subsequently causes negative outcomes. We would do well to interpret the results cautiously.
Some authors take the view that it is not so much that insecure attachment produces shame-proneness, but rather that the relational ruptures that characterise attachment problems are in themselves shaming. Chefetz (2020) argues that if a child’s attachment style is avoidant they have been shamed for their own needs and preferences in relation to others, if anxious they have been shamed by their parent’s self-preoccupation, and if disorganised they have been shamed by failing to “correctly ascertain whether the frightened or frightening version of the parent will show up… The child always is at risk of getting it wrong”, concluding that “Only secure infants escape a baseline of being shamed by their parent.” (p. 28). Frediani and Migerode (2024) agree, arguing that interactions with caregivers help us determine whether “the self is worthy of love” (p. 3). Conversely, one study found that although insecure attachment was associated with higher shame-proneness, secure attachment did not appear to ‘protect’ against shame, in that secure attachment and shame were not negatively correlated (Park and Shields, 2024). Perhaps, then, a negative attachment is inherently shaming, but shame-proneness can still occur when attachment is secure.
Neurobiological approaches support the view that insecure attachment is rooted in shame. These approaches emphasise ‘right brain communication’: the non-verbal, implicit sense of connection with another. This is transmitted by the caregiver’s own mental state and levels of attunement, and ideally allows for a sense of safety and acceptance (Schore, 2019, Siegal, 2010). This framing of shame proposes that it is the failure to provide this right-brain emotional attunement, that leads to feelings of shame in the infant (Hoffer, 2018, DeYoung, 2015): “right brain development and empathic failures [are] the dynamic ground zero of shame formation” (Cohen, 2019, p. 37). The infant’s implicit awareness of a caregiver’s mental state and level of attunement means the caregiver must be able to tolerate their own shame in order to help the child out of theirs (Hoffer, 2018), having implications for therapy, as we shall see later.
Some criticise the emphasis placed on attachment in shame-proneness. Cornell (2018) strongly disagrees that all shame is rooted in childhood experiences and points to wider cultural factors such as racism, homophobia, war, and poverty as instrumental in the formation of shame. This echoes the above finding that shame is not negatively correlated with secure attachment (Park and Shields, 2024). Blythin et al. (2020), reviewing the literature, similarly note the lack of control for confounding variables – perhaps shame could be better explained by its association with teenage stigma, for example, that goes uninvestigated in most studies. In their study showing insecure attachment is associated with shame-proneness, Park and Shields (2024) did consider some confounding variables in their experimental design, controlling for demographic factors such as age, race, ethnicity, and education level. However, they considered only a limited number of variables, and in a simplistic binary fashion, for example recording race as “white” or “other”, limiting insight. It is also difficult to investigate these variables in a nuanced way: controlling for ‘sexuality’ is much easier and thus more commonly done than ‘experiences of sexual stigma’, which again limits the relevance and meaning of data gathered. Park (2016) discusses potential sources of shame beyond childhood, particularly expanding the topic of religious shame, noting that the feeling of an ever-present Observer may be shaming. However, in general Park presents these sources of shame as building on a foundation of shame-proneness that stems from childhood experience. Teenagers exploring their sexuality may experience stigma, and whether this leads to momentary shame in some and chronic shame-proneness in others may rest on their attachment style. Overall, then, perhaps childhood attachment issues can cause a predisposing vulnerability, making it more likely Cornell’s stressors cause pervasive and crippling shame-proneness (Greenberg and Iwakabe, 2011, DeYoung, 2015), but this can still occur through other means (Cornell, 2018, Park and Shields, 2024).
The literature points to attachment playing a strong role in the formation of shame-proneness and the vulnerability to it later in life. In one literature review (Muris and Meesters, 2014), the authors concluded that negative parenting behaviours are indeed associated with higher shame-proneness. The problems with correlational data have been discussed above – however, the authors note the use of retrospective, prospective and cross-sectional studies, and this variety of research methods helps to point towards causal links. They finish by recommending that the TOSCA (Tangney, Wagner and Gramzow, 1989), a well-regarded scale for measuring shame-proneness, be included in psychiatric evaluation, thereby placing shame more centrally into the therapeutic frame.

Shame in Therapy

Presentation & Identification
Various humanistic approaches to therapy see the self as comprising multiple facets or parts, for example in Internal Family Systems (Shwartz and Sweezy, 2019, Sweezy, 2011). From this view, shame is an entity within the self and could be playing a ‘protector’ role. For example, as an infant, the experience of shame may protect again a worse fate: the complete annihilation of self (DeYoung, 2015). Here, shame can be a “force field”, protecting against the “self-disintegration provoked by a dysregulating other” (Cohen, 2019, p. 37). Dorahy (2017) agrees with its potential for protection, arguing that in cases of childhood abuse by a caregiver, the abuse triggers humiliation and rage, but these would be unacceptable towards someone relied upon for survival. To keep the image of the abusing other intact, the blame is turned inwards in the form of shame. In less extreme cases, primary emotions like anger or sadness may feel unacceptable due to cultural or familial expectations, and so their arising may lead to ‘secondary’ shame (Greenberg, 2024). Sweezy (2011) describes a case study where chronic shame was obscuring guilt for her role in her brother’s rape. In befriending and working with the shame, it was possible for the client to then access the more adaptive guilt beneath and make amends symbolically. In all these cases, the shame is covering for underlying emotions, and so one of the tasks of therapy will be to work through the shame to access the more primary emotions underneath (Greenberg, 2024, Greenberg and Paivio, 1997). The Emotions-Focussed Therapy language of ‘bypassing’ the obscuring secondary emotion has an oppositional quality, and DeYoung (2015) even goes so far as to characterise shame as ‘the enemy’. These framings have a different flavour to IFS, where respect for all parts of the system is paramount, and so accessing deeper emotions would be achieved through the lens of negotiation (Shwartz, 2020). Whichever attitude towards protective shame one takes, the goal is to access, feel, and care for emotions underneath with a view to greater integration and wholeness.
Others point out that, as well as hiding other emotions, shame can itself be hidden: an ‘exile’ (Shwartz and Sweezy, 2019). If the shame is too painful to bear (especially likely if experienced when young, in relationship with a caregiver, and without the ability to regulate emotions) it is kept out of conscious awareness and therefore can be hard to ‘find’ in the therapy room (Blum, 2008, DeYoung, 2015). The exiling of shame leads to a split in the personality, the system working hard to keep hidden the deep sense of inadequacy and worthlessness. This split further isolates the person: they may be able to perform the role of ‘friend’ but will hide parts of themselves such that they lack full connection with another (Parker and Thomas, 2009, DeYoung, 2015), leading to deep loneliness. Other consequences can include imposter syndrome, perfectionism, and people pleasing (DeYoung, 2015), or an inflation of the ‘performing’ self, elevated to distance oneself from the shameful self, which will hopefully go undetected by others (Lewis, 1971, Park, 2016). In spiritual contexts, ‘religious addiction’ may develop to the feelings of righteousness and superiority that are employed - avoiding one’s own shame “by becoming one who shames” (Park, 2016, p. 365). The split can also cause an externalising of the shame known as ‘projective identification’ (Asgarizadeh, Sharp, and Ghanbari, 2023). This ‘moral hypocrisy’ occurs when the client attacks in others the very thing that they feel shame for (Park, 2016) – or “the bigger the front, the bigger the back” (Grosz, 2013, p. 69). Thus, shame may be hidden in the insecurely attached, and particularly for avoidant types, but the effects of doing so may be observed in the therapy room.

The Search for Shame
For some, this ‘hidden shame’ should be looked for, possibly by noticing the presentations mentioned above. Clients may also use related words or body language that point towards an experience of deep shame, known as “paralinguistic cues” (Herman, 2011). DeYoung (2015) argues that counter-transferential clues such as feeling dysregulated, ineffective, or shut out of the client’s experience all may indicate shame is occurring for client. If the therapist sense shame, they should then refocus on it, attempting to gently draw it out into the open (Greenberg and Iwakabe, 2011). Therapists can unknowingly trigger past shame, for example, in a particular gesture or look that echoes shaming in infancy (Joyce and Sills, 2018), providing useful signposts for therapeutic direction. However, the shame of others may trigger our own shame (Frediani and Migerode, 2024), meaning it is vital the therapist is comfortable enough with their own shame to hold the space and allow shame to emerge from its hiding place (DeYoung, 2015, Hoffer, 2018).
Others, however, caution against seeing shame in every shadow, arguing that it can conjure the expert who knows better than the client (Resnick, 1997). Taking a diagnostic stance towards what a client brings risks forcing our own agenda, worldview, or psychological theory on to the client, which is at odds with the humanistic ideal of client-as-expert. This concern is supported by a study which used a ‘story completion’ technique, where therapists were asked to complete a therapeutic scenario (Drini, Kent, and Frith, 2023). Participants often used an expert stance in their scenarios: diagnosing hidden shame, isolating it as ‘the problem’ and then ‘treating’ it, using interventions like psychoeducation or regulation skills. The authors argue this undermined client agency. The researchers noted, however, that it was therapists who were trained in more directive modalities, such as CBT, who were likely to take this approach, and humanistic therapists noticed their own feelings more, ascribed more agency to the client, and encouraged an ‘exploration’ of shame. This reflects an understanding that shame is a co-created, relational phenomenon, rather than one that occurs in isolation, and therefore is best explored relationally (Joyce and Sills, 2018). This framing fits better with Resnick’s (1997) Gestalt standpoint, arguing that we should be working with the client’s direct experience, in all its nuance and complexity, rather than our idea of which label, prediction, or theory it might fit into.

Core Conditions in Therapy
Most agree that relational problems need relational treatment (Park, 2016), and therefore shame needs to be handled in the context of a supportive therapeutic relationship (Joyce and Sills, 2018, Herman, 2011). This relationship can model the warm, non-shaming acceptance that may have been lacking in childhood (Clarkson, 2003), possibly allowing for a transitory secure attachment that can be healing (Park and Shields, 2024, Skourteli and Lennie, 2010). The “secure-base” of the therapy room can allow clients to explore their worlds, safe in the knowledge that they will not be shamed for their discoveries or disclosures, and can return to the containment of the relationship if in distress (Mikulincer, Shaver, and Berant, 2013). Neurobiological approaches agree, arguing right-brain communication and attunement is the meat of therapeutic work, making up for the empathetic failures of the past that contributed to shame-proneness (Schore, 2019, Park and Shields, 2024, Siegel, 2010). It is crucial, then, that the therapist can tolerate and regulate their own feelings of shame (Hoffer, 2018, DeYoung, 2015), just as a caregiver needs to do to help an infant out of their shame (Hill, 2015). Being able to directly talk about one’s own shame can be instrumental in modelling this openly and congruently for the client (Joyce and Sills, 2018, Hoffer, 2018). This is particularly significant during periods of rupture or impasse, as in childhood it is the reunion between caregiver and infant after rupture that is the crucial stage, otherwise the child doesn’t feel seen and can internalise shame (Schore, 1991). Thus, the therapist must be able to own and share their own feelings of shame and how these may have contributed to the situation (Frediani and Migerode, 2024, DeYoung, 2015). In doing so, not only can the therapist avoid repeating prior trauma and restore the relationship, but also provide a new model for healing after conflict (Park and Shields, 2024). Schore (2019) goes further, proposing that in deep therapy, therapists should allow themselves to be pulled from more grounded ‘left-brain’ processing into the client’s transferential ‘right-brain’ process. This allows for ‘mutual regression enactments’, where traumatic childhood patterns are reenacted in the therapy room. He cites a case study of an exasperated therapist who eventually ‘loses’ his left-brain temporarily and explodes at a stuck client. In the subsequent repair, with the therapist owning their shame, the client is finally able to access the repressed intolerable shame from childhood. Schore argues that mutual dissociation was keeping the shame away, as the therapist could not tolerate his own feelings of hatred and helpless rage, and ‘using’ (or perhaps ‘being used by’) the countertransference creatively helped work through the block. Thus, the core conditions of empathy, unconditional positive regard, and congruence are the foundation for working with shame, and can lead to healing at a deep level.
Some caution that shame-proneness can lead to a fear of intimacy (Lutwak, Panish and Ferrari, 2003), and even if the other has positive intent, the shame-prone person may withdraw or feel overwhelmed, fearing the intimacy to reveal the defective self (Frediani and Migerode, 2024). They may also feel unworthy of the contact with another or scared of gaining and then losing something that is so desired (Greenberg and Iwakabe, 2011). This can lead to ‘shame loops’ where a proximity-seeking behaviour is met with a shamed withdrawal, triggering the seeker’s own shame, leading to impasse (Frediani and Migerode, 2024). With shame-prone clients, then, a supportive therapeutic relationship at times may feel too intense to be helpful and must be navigated carefully. It may require a slower approach, gradually building trust so that the client does not fear rejection or shaming so intensely. Again, therapist competence with their own shame is crucial to avoid such shame loops.
 
Building on the Core Conditions
Although the core conditions are foundational, some argue we need to go further by exploring the ‘fixed gestalt’ of shame, otherwise triggering situations in the future will initiate the same shame ‘software’, regardless of how much attuned presence they experience in the therapy room (Resnick, 1997, Joyce and Sills, 2018). This will likely involve identifying the ‘superego demands’ (Blum, 2008) or introjected values that form the shaming experience (Rogers, 2009, Greenberg and Iwakabe, 2011) because if “the system of introjected values… remains intact and undissolved, shame can and will be repeated” (Resnick, 1997, p. 269). Such introjects and conflict splits can be illuminated using techniques such as two-chair work, having the introjected value and shamed part converse, leading to more understanding and wholeness (Greenberg and Iwakabe, 2011, Joyce and Sills, 2018).
Others argue simply embodying the core conditions may not unearth ‘bypassed’ shame, meaning clients may need guidance (DeYoung, 2015, Blum, 2008), perhaps towards the phenomenological experience of self as defective (Parker and Thomas, 2009, Sweezy, 2011). Parker and Thomas (2009) argue that focussing on the shame experience allows the client to move out of the self-preoccupation of shame and into a more adaptive guilt, which is supported by Sweezy (2011), although this supposes there has been wrongdoing which may not be the case. Others point to the importance of cultivating the opposing emotions to shame, such as self-compassion (Gilbert, 2011, Greenberg and Iwakabe, 2011), reminiscent of DeYoung’s (2015) characterisation of shame as an ‘enemy’ to be rallied against. Others agree that developing empathy towards self and others is key, as shame and empathy cannot co-exist (Asgarizadeh, Sharp, and Ghanbari, 2023, Parker and Thomas, 2009). On the face of it, trying to ‘push out’ the experience of shame by developing opposing aspects of the self-experience appears to be at odds with an IFS approach that seeks to honour, validate, and fully feel all parts, including shame (Schwartz and Sweezy, 2019). However, taking a welcoming, accepting stance towards our shame in turn develops self-compassion and empathy, meaning both stances foster the sense of loving care that was missing in the attachment relationship, though taking different routes. However one gets there, fostering kindness towards self will be crucial.  
There are some that argue that the therapeutic relationship is not an ideal, or even necessary, context for tackling shame-proneness. In Brene Brown’s ‘Connections’ 12-week group program, participants are educated about shame, encouraged to reflect on their own shame process, and taught emotional-regulation and self-compassion skills (Brown, 2009). Brown argues that it is easier and more effective to develop ‘shame resilience’ in this way than it is to attempt to weave it into traditional psychotherapy, particularly when the “vast majority of clinicians have not studied shame” (Brown, Hernandez and Villarreal, 2011, p. 355). However, the field has changed a lot in the past decade, partly thanks to Brown’s significant contributions, and so shame is increasingly part of therapist training curricula and a focus for therapy. For example, Compassion-Focused Therapy has become a popular modality, in which shame is a primary focus (Gilbert, 2011). An Emotions-Focussed Therapy approach agrees that psychoeducation and regulation skills have a place in the beginning stages of therapy if a client is destabilised, but argues that once stabilisation has been achieved, the real work of therapy is building the implicit acceptance felt by the client, the ‘right-brain’ knowing that they are worth something, loveable (Greenberg and Iwakabe, 2011, Greenberg 2024.) As the field advances and training courses are updated, then, perhaps we do not need to solely rely on psychoeducational approaches, fearing that a therapist will not be up to the job of working with shame more intimately.

Conclusion

As we have seen, the literature points to chronic shame-proneness as a crippling experience which is implicated in many forms of distress. There is good reason to believe that such a vulnerability to shame originates in childhood experiences and insecure attachment, although we should not overlook later periods and events which can contribute. While more, good quality, longitudinal studies are needed to have a clearer idea about the causal relationship between shame, insecure attachment, and negative outcomes, we can be confident that clients will likely have shame as part of their experience, and we need to be comfortable and competent in identifying and working with it. This requires adequate training, supervision, own therapy, and self-reflection, to ensure our own shame as therapists does not inhibit or exacerbate that of our clients. Although we should be alert to the possibility of shame being present, especially when there are indicators of insecure attachment, and direct focus there if appropriate, we should be wary of taking an expert stance and diagnosing the client to have repressed shame that we must excavate. While tools such as parts work, cultivation of positive qualities, and psychoeducation may be helpful, providing the core conditions will be the heart of therapy, with right-brain attunement allowing for “the communication and regulation of not just conscious but unconscious affects” (Schore, 2019, p. 48). As always in humanistic therapy, the client is the expert, and although we can nudge and challenge, we are fellow explorers of their experience. We may have some sense of the terrain, but it is ultimately the client’s path.
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