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Assignment 3 – Semester 1 
“Critically explore how Emotion Focused Therapy can be applied to ONE of the following presenting issues:
 Trauma 
 Sex
 Shame 
Your work must include reference to current research.”



THE EFFICACY OF EMOTION FOCUSED THERAPY WORKING WITH SHAME IN ADULT SURVIVORS OF CHILDHOOD SEXUAL ABUSE. 

The purpose of this essay is to question the efficacy of emotion focused therapy (EFT) working with shame in adult survivors of childhood sexual abuse. This paper will look into the many different interpretations for the term shame, from the moral philosophers, Jung and the shadow self, to Brene Brown’s work into the antidote for shame. The essay will demonstrate how shame can affect people, especially survivors of CSA. It will also examine how shame can be rooted in early childhood experiences. 

Shame has played such a pivotal role in many mental health disorders and this will be explored throughout this paper, along with causes of shame. The paper will look at how shame is related to narcissism and explore research behind shame that stems from CSA. The following will be discussed; how shame affects thinking; the relationship shame can have with the body; emotion regulation and much more. 

The efficacy of both emotion focused therapy (EFT) and emotion-focused therapy for trauma (EFTT) will be explored and the role empathy plays in recovery from CSA and shame. The essay will look into the way EFT tasks work with shame and CSA, including empathy exploration, empty chair and two-chair work, and much more. There will be an exploration of how maladaptive emotions can be transformed into more healthy emotions and what should a therapist do when working with shame; how should a therapist approach shame and CSA? This essay will answer questions about the risks of working with shame and CSA and ways to avoid pitfalls. 

In many interpretations, shame is an emotion that includes the self in its entirety claims Zahavi (2014). Additionally, Zahavi says there is a debate around shame; whether it is failed presence of our own concept of self, or something that is partly socially constructed. Is it possible that shame predominantly can be categorised as a self-conscious emotion or a distinctive social emotion? Zahavi (2014) adds that shame can be self-alienation, based on self-reflection and a lessening in one’s self-esteem. Shame is believed to be one of human’s most primitive emotion claims Brown (2018), and is something that has a lot of stigma attached to it.

Thomason (2018) claims that moral philosophers have been arguing for many years that shame can be a morally beneficial emotion that can help someone realise when they are failing at becoming the kind of person they have aimed to be. Additionally, Thomason (2018, p. 1) says shame is when a person experiences tension between two facets of themselves, as in their identity and self-conception. Thomason adds that it is likened to the emotion and different faces shown by Jekyll and Hyde, and even though shame has a dark side, it is something that humans would not be better off without. 

According to Jung, we all have aspects of ourselves that we disown and reject; maybe parts we are ashamed of. Jung called this our ‘shadow’ self and added that if this side of us is not integrated, we will go through life never feeling whole claims Forrester (2020, loc 64). In addition, because shame does not fit in with the ego ideal, it lives in the shadow self ( Forrester, 2020, loc 98). Shame in adults is rooted in early childhood experiences and Retzinger (2016) claims that shame is a master emotion and not just connected to painful inherent feelings. “Emotions are difficult to understand because they are deeply embedded in the momentary context in which they occur.” (Retzinger, 2016 abstract).

Many studies have shown the pivotal role shame has played in many mental health disorders and societal issues claim Westerman, McCann, and Sparkes (2020). These issues include depression, suicide, rape and sexual assault, violence, bullying, eating disorders, addiction and issues around self-concept and self-esteem according to Brown (2018). Brown adds that shame can also appear differently in women depending on culture, experiences and relationships. In Brown’s (2018, p. 46) ‘shame resilience theory’ study, she claims that shame shows up in women when it comes to how they appear and their body-image, sexuality, trauma, ageing, religion, being a parent and many more. Shame can show up in people in many ways according to Forrester (2020, loc 230), it can manifest as blushing, avoiding eye contact, lowering the face and looking away. Shame can give someone an overwhelming sense of worthlessness and a feeling that something about them is wrong, dirty or somehow flawed. 

There are many causes of shame claims Forrester (2020, loc 65) and the etiology of shame is widespread in the human experience. In psychodynamic theory, if a child does not have their emotional needs met from their primary caregiver known as object, this can cause the child to feel insecure and the child can develop an unhealthy internal object and representation of the self. Another cautious stance that shields the person from experiencing shame is narcissism claims Forrester (2020, loc 122). When the desire to feel unique and special is met in childhood, a person grows with a developed sense of feeling whole. However, when this is not met a child grows up being sensitive to narcissistic vulnerability and shame. People with narcissistic shame can have conflicting emotions which can oscillate from feelings of irrelevance and inferiority to perfectionism and grandiose. 

Although there are many reason why someone would feel shame, this assignment will focus on the shame felt in association with childhood sexual abuse (CSA). MacGinley, Breckenridge, and Mowll (2019) state empirical research shows that many adult survivors of CSA experience shame. According to Dyer, Feldman and Borgmann (2015) people who have experienced CSA often have issues relating to their body, which could include a negative attitude towards their sexuality and appearance. This breach of their boundary can damage the relationship they have with their body. Many victims of CSA have developed post-traumatic stress disorder (PTSD) along with emotions like shame, anger, humiliation and guilt. In agreement, Talmon and Ginzburg (2018) claim feelings of shame may be aimed at several characteristics of the ‘self’, which could include one’s body functioning and appearance. Many survivors blame themselves along with a lack of self-compassion claim McLean, Steindl and Bambling (2018). They can also struggle with regulation their emotions and many survivors have maladaptive coping strategies. Lewis (1988) claims that shame is an emotional reaction when someone perceives themselves as faulty or inadequate.

CSA is more common in girls than it is boys claim Talmon and Ginzburg (2018) however, the number of boys who experience sexual abuse is still very high. Talmon and Ginzburg (2018) add that there is a general sense of shame for both male and female survivors of CSA. They continue that most studies that have been conducted around body shame in adult survivors of CSA have been mostly with female survivors, however Talmon and Ginzburg (2018) claim the studies with male survivors of CSA in relation to body shame have seen somewhat controversial findings, in that some studies found the correlation between body shame and self-objectification more positive than other studies with male survivors. Talmon and Ginzburg (2018) claim their study found higher levels of body shame in women survivors than men, especially when around others. Although women’s shame shows up in greater levels than men; women’s levels of self-esteem is lower than men. Men also demonstrate higher levels of physical aggression and supressed emotions than women according to Velotti et al. (2017) research. Also, many adult survivors of CSA have a lot of shame around their own sexuality however, a prerequisite to sexual intimacy was emotional intimacy say MacIntosh and Johnson (2008).

 There may be long-term implications of experiencing shame following CSA according to Talmon and Ginzburg (2018). The kind of shame following CSA can be destructive to someone’s place in the world and their sense of ‘self’ claim MacGinley, Breckenridge, and Mowll (2019). In their research they found five themes which demonstrated the invasive and damaging influence of shame following CSA. Firstly, they found symptoms of trauma and psychological effects; then issues around social connections and relationships; disclosure; concept of self and finally the process in which a survivor recovers. 

More research is needed within the field of lived experience of shame following CSA claim MacGinley, Breckenridge, and Mowll (2019). Their study shows that not only is shame an effect of CSA but it influences other effects too, specifically, CSA related shame may affect adult survivors mental well-being and compounding other mental health issues, along with an effect on their relationships, self-identity and concept and their recovery. However, the evidence is growing between the relationship with the psychological effects of CSA and shame, therefore highlighting the need for therapeutic intervention which focuses on the identification and reduction of shame when working through the trauma of CSA claim MacGinley, Breckenridge, and Mowll (2019). They add that shame following CSA in therapy can be very challenging to adult survivors, especially when they have an inherent sense of worthlessness, which is ubiquitous among adult survivors of CSA. An important part of recovery in therapy with adult survivors of CSA is facilitate them in constructing a sense of their worthiness and compassion for themselves. Forrester (2020) claims if shame goes unrecognised in therapy, the issues they have that are attached to their shame are likely to continue. 

Shame survives best when it’s laden with secrecy, and it hates it when someone shares their shame story claims Brown (2020, p. 14-15). Brown adds one of the worst things we can do with shame is keep it buried as it permeates and manifests in the body. According to Brown (2014) the greatest antidote for shame is empathy and Brown (2018) elicits that shame cannot survive when someone shares their story, and the person listening responds with empathy. Brown (2014) states, unless shame is addressed it will always make someone feel not good enough. A safe space for a person to talk about shame would be counselling or psychotherapy, however, it is crucial for a therapist to notice the signs of shame according to Mackewn (2003), and support is offered in a way that does not leave a client feeling exposed with the possibility of heightening their shame.  

There are many different types of therapies for adult survivors of CSA who feel shame, however, to help and support a client gain new perspectives, the therapist must demonstrate empathy through verbal and non-verbal responses, being aware of their own body language says Midwinter and Dickson (2015) and Elliot et al. (2009, loc 1553). This could be the very first time a client has disclosed to anyone about their CSA. To have any positive outcome in a therapeutic setting with an adult survivor of CSA who has shame, would very much depend on the alliance created in therapy. Elliot et al. (2009) declare that Emotion Focused Therapy (EFT) has proven to be effective for adults coping with maltreatment in their childhood. Greenberg (2017, p. 138) agrees, stating that EFT has demonstrated to be an efficacious treatment in helping people deal with the ramifications of events that have been abusive or traumatic. MacIntosh and Johnson (2008) claim EFT may be a promising intervention for adult survivors of CSA especially around the affect of shame. However, shame in people who have experienced CSA needs to be supported and worked with in order to be contained in any way. 

When an adult who has shame from CSA first begins therapy, it is imperative for the therapist to be aware of not only the shame, but the trauma surrounding the CSA. Shame and trauma can be closely linked as shame can be one of the most problematical consequences of trauma, especially when perpetrated by another person claim Karris and Caldwell (2015) . Symptoms for shame alone can have a catastrophic effect on someone, but if they have trauma along with the shame, the ramifications could be debilitating for them. They could have symptoms of post-traumatic stress disorder (PTSD); poor emotion regulation, sexual dysfunction, and a client could present with avoidance strategies. These would be emotion strategies they developed in childhood. Mlotek and Paivio (2017) state that emotion-focused therapy for complex trauma (EFTT) has been used for shame in relation to sexual abuse and trauma. EFTT is based on the general model of EFT, and like EFT is evidenced based, and is helpful for adults who are dealing with various types of childhood maltreatment and trauma, which could be physical, sexual, emotional and neglect claim Khayyat-Abuaita, et al. (2019). The therapist must always be aware and considerate that the client could be re-traumatised when delving into their past. It could come across as voyeuristic should the therapist delve too much in wanting details of the CSA claims Sequera (2021). 

Emotion plays a crucial role in EFT in facilitating change claims Greenberg (2017, p. 25), and an essential part of emotional intelligence is demonstrating empathy with other people’s emotions (Greenberg, 2015, loc 682). EFT’s aim is to help clients develop their own emotional intelligence claim Elliott et al. (2009, loc 304). Emotional intelligence is one’s ability in accessing, making use of and regulating emotions. However, shame is the emotion that is the most difficult to regulate claims Elison, Garofalo, and Velotti, (2014). Also, emotion regulation could be impeded by an adult’s self-abuse and self-hatred or neglect stemming from their own internalisation of their lived experience of abuse and neglect claim Elliot et al. (2009, loc 586). This is key in helping them resolve problems add Elliott et al. (2009, loc 1625). 

Sometimes mere exposure to maladaptive emotions is not enough to propagate change in that emotion, however a highly effective way of transforming such maladaptive emotions would be through other emotions claims Greenberg (2017, p. 80). In EFT there are 4 types of emotion response: primary adaptive emotions, primary maladaptive emotions, secondary reactive emotions and instrumental emotions. Elliot et al. (2009, loc 488) claim that maladaptive, secondary and instrumental emotions are normally quite dysfunctional. The therapist will look out for non-verbal clues and use empathic attunement to help the client to access their emotion claim Elliot et al. (2009, loc 503). 

How the therapist reacts empathically to a client very much depends on the emotion response. If it is a primary adaptive emotion response, they need to be accessed and are very much coherent with their immediate situation. On the other hand primary maladaptive emotions are an unhealthy response to a traumatic experience like CSA. The therapist would work with the client in finding ways to explore and replace these unhealthy emotions with adaptive emotions. This process of emotional transformation in EFT can be really powerful claims Greenberg (2015) and Mlotek and Paivio (2017), as EFT encourages change when it accesses and modifies maladaptive emotions such as shame and fear. Greenberg (2015, loc 601 to 682) says that this process can also access repressed adaptive emotions like sadness and anger thus enabling the creation of new meanings from the details given by these emotions. Mlotek and Paivio (2017) explain, if a client is feeling shame which is relating to their CSA, a transformation can occur here, when the client accesses their adaptive feelings of anger and directs it towards their perpetrator. Khayyat-Abuaita, et al. (2019) claim this would hopefully help them to alleviate blame from themselves and put accountability upon the perpetrator. 

The third emotion response is secondary reactive emotions and if a client is demonstrating these, it requires empathic exploration by the EFT therapist to discover the original primary emotion from which they are derived claim Elliot et al. (2009, loc 527). If a client has shame, this can stem from the secondary reactive emotion and can make the client feel vulnerable. The therapist will recognise this emergence vulnerability marker which will take precedency over empathic exploration says Elliot et al. (2009, loc 2211). The fourth emotion response is instrumental emotion. This response can occur deliberately or out of habit but it is often a response with the intention to control or influence others claims Elliot et al. (2009, loc 488). It may feel like there are ulterior aims or even put on. The therapist is best exploring instrumental emotions for their intended impact on others or any relational function. 

An EFT therapist would start a session with encouragement and empathy for a client to tell their story and to help them focus within to deepen their experience says Greenberg (2017, p. 73). This is especially a quality that is required from an EFT therapist. In Mlotek ‘s (2013) study, they found when therapists showed empathy in the initial therapy session, this contributed to the client’s emotional engagement with their trauma. The findings suggested that there was an association between empathy shown and a resolution of the client’s symptoms around abuse at the end of therapy. Mlotek and Paivio (2017) suggest that one of the primary interventions around survivors of CSA and trauma is a strong empathic response from an EFT therapist. In fact their study showed that the higher the level pf empathy shown by the therapist in EFT, the higher the level of client engagement. Brown (2015, p. 105) says when empathy isn’t felt and it is faked by the therapist, no real healing can be done and there is no honest connection made in therapy. Elliot et al. (2009, loc 494) claim EFT is built on the therapist being very respectful and receptive to the client’s experiencing, which comes from congruence and demonstrating empathy. Another reason for this would be that empathy shown by the EFT therapist could counteract the lack of empathy shown if the perpetrator of abuse was a primary care giver claim Mlotek and Paivio (2017). 

In EFT, empathy is not only seen as a core process but also as series of specific therapeutic tasks claims Elliot et al. (2009, loc 1834). In addition, empathy is not something that is carried out in the background, or there to be part of certain changes, it is viewed as an active ingredient of change in the therapy room. It is an essential part of the process of helping a client learn to develop greater emotional intelligence says Elliot et al. (2009, loc 1830). When a client has shame, especially around CSA, showing empathy can make them feel safe, it can also help them to feel heard. This is important as maybe the client has never spoken before about their CSA, or maybe they have and they were not believed. Showing empathy can only help them to feel supported and understood says Elliot, et al. (2009, loc 1840). Empathy is also vital in establishing and sustaining the therapeutic alliance and in setting the tasks and goals of therapy. 

If the client finds this process difficult, the therapist will suggest the process of focussing, steering the client’s attention to the body’s felt senses. Gendlin (2003, p. viii) explains that focussing takes place at a much deeper level than our feelings, it can be felt underneath ones memories and thoughts and way beneath the familiar feelings we experience. Once experienced these ‘felt senses’ are tangible. Some people may have difficulty in experiences this, especially around emotions from childhood maltreatment. The client may be blocking their feelings. However, its crucial for a therapist not to push the client to tray and express their blocked feelings but to just make them aware that they are there claim Elliot et al. (2009 loc 1453). 

Chair work and imagery work can often follow on from focusing. The idea behind this kind of stimulating intervention is to bring the issue lucidly into awareness. Greenberg (2017, p. 10) adds, the fundamental ideology of EFT is that a client needs to feel their feelings in order to change them. Mlotek and Paivio (2017) say that for a client to have any kind of recovery from their traumatic childhoods, it does require emotional engagement with their trauma memories. If the client is finding difficulty in what to say during empty chair work, the therapist may offer process suggestions to encourage the client to try certain things during the therapy session. This in turn would hopefully facilitate in active task engagement by the client claim Elliot et al. (2009 loc 1515). Several studies have shown the efficacy of empty chair work with adults who have experienced CSA and childhood trauma. They often promote confrontation with relevant others through enacted scripts. This task can help a client produce adaptive emotions such as anger, sadness or loss at the violation they endured. Encouraging a client to access adaptive anger can be a focal way in helping them recoup some sense of empowerment. Previous studies by Paivio and Greenberg (1995) into childhood abuse and unresolved relationships were assigned using gestalt empty chair work in helping clients to have some closure from their perpetrators. Results from these trails indicated that EFT achieved meaningful stable gains and greater improvement than using other methods. Empty chair work for childhood maltreatment can be powerful claims Elliot et al. (2009, loc 4879), and a central task in helping a client with unfinished business. 

The two-chair dialogue is another massive task in EFT. This is an imaginative dialogue that takes place with the different parts of the client. Quite often with CSA, there can be a split in the personality where the client criticising themselves. The client will go back and fore between the critique and the part that is being criticised claim Stiegler Molde and Schanche (2018). Maladaptive emotions like shame are often released when the client criticising themselves, however, when the client switches chairs they can talk about how it feels to be criticised like that (Greenberg, 2017, p. 112). This can often reduce the feeling of shame and contribute to positive changes in how the client experiences themselves. However, Sequera (2021) critiques the use of the term maladaptive as being outdated and believes using terms as ‘useful’ or ‘not useful’ emotions are more helpful in therapy. 

EFT and EFTT are closely related, however, Mundorf and Paivio (2011) claim that EFTT has demonstrated to be extremely efficacious for adults survivors of CSA, especially through promoting meaning with adaptive emotions thus helping in the resolution with perpetrators of abuse. Mundorf and Paivio (2011) add that this is one of the primary tasks of EFTT. This was done with empty chair work or empathic exploration of the trauma or abuse. Additionally, they claim following on from successful therapy, clients viewed themselves with more value and worthiness, and with more competency. The clients who could release unmet needs and expectations regarding the perpetrators were more likely to focus more on their lives in the present and goals for their future claim Mundorf and Paivio (2011). Emotion focused therapy for trauma (EFTT) has be proven to be highly effective in treated CSA survivors claim Greenberg (2017, p. 122 and 128).
As previously stated, childhood sexual abuse has a complex and diverse effect on a person’s mental health claim Forde and Duvvury (2020). In their research, they highlighted the importance of a non-directive and relational approach in therapy for survivors of such trauma as CSA. Additionally, they claim that therapy that is non-directive along with relational can provide a safe space for integrate the self and integrate their traumatic maltreatment.  However, in earlier research by Chen et al. (2015), it was found that the most frequently studied therapy for PTSD was cognitive behavioural therapy (CBT) and eye movement desensitisation and reprocessing (EMDR). This would suggest that trauma-focused treatments are highly effective in accelerating recovery for adult survivors of CSA who have suffered with PTSD. Sequera (2021) agrees, stating that according to research EMDR and trauma-based CBT are the most effective in dealing with traumatic events. 

There needs to be such awareness and consideration for therapists to avoid showing too many facial expressions or other body language, especially when a client discloses information on their CSA. It’s only natural to be appalled when we hear what a person has gone through, but in therapy this could have ramifications claim Nielsen, M. F. and Nielsen, M. F.(2016). They feel the overshowing of empathy and compassion towards a client who is a survivor of CSA may cause them to feel additional shame. The facial expressions and gestures shown by therapist should always be reflective and careful to avoid this. However offering empathy and care to a client who could have mental health issues could result in the client feeling anger towards the therapist as this could be a trigger for the client who could have been offered care before being sexually abused as a child claim Elliot et al. (2009, loc 493).

It has been difficult to find negative criticism on EFT for adult survivors of CSA dealing with shame. However. Elliot and Greenberg (2016, p. 220) claim that EFT in general has been critiqued by person-centred therapist for being too directive, and it is not directive enough according to gestalt therapists. However Elliot and Greenberg (2016) believe there is a good balance of the both as EFT is rich in its guidance on empathy and demonstrating unconditional positive regard along with ground-breaking work with empty chair and two-chair techniques. They both believe the payoff is worth it in terms of the quality of therapeutic relationship and the outcomes they have had, especially around working with shame. 

In conclusion, this essay has explored the efficacy of EFT in the treatment of shame with adult survivors of CSA. It has considered various explanations of how shame feels with the conclusion that shame alone can be debilitating for one’s sense of self and self-esteem, along with the long-term implications of shame when attached to a trauma like CSA. The essay highlighted how the antidote to shame is empathy and how empathy is such an enormous part of EFT. 

Even though it has been shown by research that EMDR and trauma focused CBT appears to be the most effective therapies in treating CSA trauma and shame, it does appear that EFT and EFTT are more than equipped to treat clients with shame and CSA. The essay spoke about how some believe that a non-directive approach is better suited to shame, it has shown that EFT is able to facilitate a non-directive and directive approach when needed. EFT has many options to choose from in how to treat a client and this would depend on the context the client brings and the experience of the therapist, to ensure the best help is given. The experience of the therapist and therapeutic alliance is vital for a good therapy outcome in making sure that the client feels safe and for the therapist to read the room and not re-traumatise the client. 

Finally, with empathy being the antidote to shame and empathy being such a huge part of EFT and EFTT, it should be an efficacious therapy especially if approached with empathy and sensitivity to adult survivors of CSA who struggle with shame. 
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