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Undertake a critical literature review to evaluate the effectiveness of therapeutic approaches in addressing trauma and/or shame in the therapy room, considering the dynamics of transference and countertransference. Reflect on the presentation of trauma and/or shame, therapeutic interventions, and contemporary research within your review.







I confirm that I have not used any AI tools in the research and creation of this assignment. I confirm that I have not presented any AI generated materials as my own work. I confirm I have copies of my drafts, notes, and other resources I used, which I may be asked to provide in evidence.
The focus of this literature review will reflect on the presentation of shame in the therapy room, with a specific interest in clients with disordered eating. A scoping review was undertaken to review current literature and seminal texts, in regard to the presentation of shame in the therapy room, this produced a wealth of information that needed a further filter to reduce the results and become more focused, leading to a refining of the literature to take a specific interest in disordered eating and shame.  When examining the literature, themes emerged such as: ‘the importance of distinguishing guilt and shame’,’ shame proneness and disordered eating’, ‘disordered eating, attachment and shame’ and ‘disordered eating and shame in the therapy room’. The literature regarding disordered eating included clients with a formal diagnosis of eating disorders (such as anorexia nervosa, bulimia and binge eating disorder) and those without a diagnosis self-presenting as suffering from disordered eating and/or body shame issues. 

What is Shame?
Shame is described by Brown (2007, p. xiii) as universal, something that we all experience, she goes on to define shame as a feeling or experience that is intensely painful emerging from the belief that we are flawed and unworthy of acceptance and belonging (Brown, 2007, p. 5).  Shame is often thought of as having two sides, that as well as a maladaptive, unhealthy or toxic side there could be a form of healthy or positive shame. Ng (2021, p. 5) asserts that shame can be a healthy emotion that has a functional and adaptive form guiding our relational boundaries. Suggesting that shame may have a useful functionality, indicating how to behave appropriately within any given situation to allow us to feel accepted by society.  However, Brown (2007, p. 62) asserts that her extensive research on shame did not support the idea of a ‘healthy’ shame and found all forms of shame to be destructive. Whether experiencing self-focused internal shame or external shame, perceiving ourselves being judged by others, the emotion is painful and difficult to experience (Ferreira et al., 2022). When considering disordered eating it is not surprising that body shame can play a significant role in the development and maintenance of these conditions, such negative self-evaluations are said by Saftner and Tantillo (2011, p. 278) to be fundamental to the phenomenology of disordered eating.

Distinguishing Guilt and Shame
In our everyday language shame and guilt are often used interchangeably as one concept (Dearing and Tangney, 2011, p. 7), Brown (2007, p. 13) also asserts guilt and shame are terms which are often confused, both are self-evaluative emotions, which is where their similarities end.  The difference between these two emotions is often explained in terms of ‘I did something bad’, which is guilt, or ‘I am bad’, which would be shame (Dearing and Tangney, 2011, p. 8; Brown, 2007, p. 13). Dearing and Tanney (2011, p. 9) assert that it is beneficial in therapy to distinguish between guilt and shame, as shame brings many interpersonal and intrapersonal problems whereas guilt can serve more adaptive functions and indicates a person has the ability to show empathy. Panero et al. (2022), found that proneness to shame in Anorexic patients and their healthy controls, was independent to proneness to guilt further displaying the independence of these two emotions. Whilst conducting studies some of the literature explicitly stated that participants in studies were aware of the differences between shame and guilt. Participants in Houazene et al. (2021) study were given examples of the differences between shame and guilt and asked to focus on their experiences of shame. Howard et al. (2023) asked participants to explain what shame is, only those who were able to recognise and express shame took part. The importance of distinguishing these two emotions is reflected in the amount of research and explanations found in contemporary literature and experts in the field, furthermore these two differing emotions would need different therapeutic interventions to address the differing effect on the client. Confusing these two emotions in the therapy room by either the therapist or client could lead to misunderstandings, a possible lack of empathic attunement from the therapist or a rupture in the relationship.

Shame Proneness and Disordered Eating
Although shame is an emotion that everyone experiences at times, Dearing and Tangney (2011, p. 5) claim that there are individuals who are more prone to experiencing shame than others, experiencing shame in many more situations. If we consider the study of Panero et al. (2022), 55 individuals with anorexia nervosa and 74 healthy controls participated, examining self-conscious emotions (shame and guilt), they found that individuals with anorexia nervosa had a much higher proneness to shame than the healthy controls within the sample and there were significant correlations with the evaluation of body image with proneness to shame.  When considering shame and self-consciousness, the findings led Panero et al. (2022) to conclude that shame characterised patients with anorexia nervosa more distinctly than concerns of self-image. This would suggest that shame is a more significant problem to address in treatment, it is more complicated than being dissatisfied with their physical appearance. Another significant finding of the study was proneness to shame did not change when considering the duration of the participants anorexia nervosa which highlighted proneness to shame as a possible stable target and focus of treatment in psychotherapy at all stages of a person's experience of anorexia nervosa to overcome body shame (Panero et al., 2022).  Understanding the relationship between shame proneness and anorexia nervosa can provide a greater insight when developing treatment and the importance of addressing and recognising shame in psychotherapy.  The study sample used here is fairly small, a wider sample could explore if this is found to be true of a more significant number of individuals with anorexia nervosa and if it is a common correlation within the population as a whole.  
Houazene et al. (2021) conducted an experiment with 54 adult female participants, 18 who engaged in body-focused repetitive behaviours, 18 who engaged in binge eating and 18 community controls, the participants took part firstly in a control exercise designed not to evoke any emotions, secondly in an exercise to remember or describe a time they had experienced intense shame. The third part of the experiment did not include the control group and required the remaining participants to retrospectively reflect on their last episode of binge eating or body-focused repetitive behaviour. Concentrating on the results associated with binge eating, it was found that this group demonstrated more shame than the control group when experiencing the ‘shame control’ exercise, which they felt was an indicator that the binge eating group may lack the strategies to regulate their feelings of shame and further supports this group experienced more proneness to shame (Houazene et al., 2021). When retrospectively reflecting on their last episode of binge eating the participants felt a higher level of shame than the same group experienced following the ‘control condition’ exercise and the higher their score on the shame trait correlating with the more likely they were to feel shameful following the retrospective exercise (Houazene et al., 2021). Shame was not found to trigger an episode of binge eating during the experiment as it did with the body-focused repetitive behaviour group, the authors do disclose however the participants did not have access to food during the experiment, whereas the body-focused repetitive behaviour group would have access to their body (Houazene et al., 2021). It seems difficult to prove or disprove that shame alone is a trigger to binge eating under these conditions whereby the participants had no free access to food, or how differing levels of shame could affect the urge to binge, further studies with a differing design may be able to explore this. The study was limited by size, further studies of the effect of shame and binge eating examining a greater number of participants may be needed to make stronger links. Also, men were not included in the experiment, it would be interesting to explore any gender differences. The experiment itself included 3 situations completed once, with further time and resources to repeat each 3 situations may enrich the findings.
Howard et al. (2023) explored the connection between shame, perfectionism and the development, maintenance and recovery of participants with a formal diagnosis of anorexia nervosa, conducting semi structured interviews with 11 women, over the age of 18, recruited from NHS eating disorder services. The study found all participants experienced a high level of shame and that shame and perfectionism were bound in a cyclical pattern; participants’ shame drove them to strive for perfectionism, but failing to meet these high standards or breaking their dietary rules led to further shame (Howard et al., 2023).  It was found that this cycle also affected recovery for participants, feeling ashamed of having the condition, ashamed they were not able to recover and a fear they would not have a perfect recovery (Howard et al., 2023). The cyclical drive of shame and perfectionism could be an important factor to consider in psychotherapy and the possibility of some patients not wanting to engage from a fear of failure. The authors found that participants' shame predated their perfectionism and most disclosed their shame to originate from childhood trauma and aversive parenting styles (Howard et al., 2023). Again, this is a small study, and the results could only be applied to women, further studies may look at a larger example and the experiences of men with anorexia nervosa.

Disordered Eating, Attachment and Shame
Whilst Howard et al. (2023) did not set out to explore the links between adverse childhood experiences and attachment in their study, their findings did suggest their participants' shame originated from these issues. Bowlby’s (1969) attachment theory proposes that the relationship with early caregivers develops our ‘internal working models’ and shapes our future relationships, influencing not only our view of relationships but also emotional regulation. Greenberg and Iwakabe (2011, p. 72) assert past trauma and poor attachment is often the cause of primary maladaptive shame, leading to withdrawal and avoidance, resulting in poor treatment of the self and others. Poor treatment of the self would certainly be a way to describe some disordered eating practices. Tasca (2019) states that a poor relationship with early caregivers, resulting in insecure attachment may be associated with a higher vulnerability to eating disorders and body shame. 
Sedighimornani, Rimes and Verplanken (2021) conducted a study with 240 participants (194 females and 43 males) completing self-report assessments to explore the relationship between childhood experiences, attachment, shame and shame management. Participants exhibiting a secure attachment style presented with lower levels of shame, while those with fearful and anxious attachment styles we positively and significantly associated with shame (Sedighimornani, Rimes and Verplanken, 2021). When low levels of perceived parental care and peer acceptance were observed this correlated with high levels of shame which Sedighimornani, Rimes and Verplanken (2021) suggest may imply poor care and lack of acceptance are likely to be linked to experiencing emotional problems such as shame and lacking the skills regulate this emotion. The authors found that not all participants experiencing negative childhood experiences also experienced high levels of shame, which they suggest may be due to some individuals being more prone to shame or having a higher level of resilience against shame (Sedighimornani, Rimes and Verplanken, 2021). This would further prove insecure attachment styles provide a strong link to experiencing shame and some individuals are more prone to shame. Limitations of the study are acknowledged such as the over representation of women in the study and the impact of the participants mood at the time of self-reporting.  
King et al., (2022) examined parental psychological control, attachment, body shame and disordered eating in young women, they found that the participants who perceived their parents to be psychologically controlling experienced higher levels of attachment anxiety and higher levels of body shame which was associated with higher symptoms of disordered eating, when body shame was not present attachment insecurity did not lead to higher levels of disordered eating. King et al. (2022) found that participants with avoidant attachment styles were not as vulnerable to body shame, they comment that this is supported and contradicted by other studies.  The link between avoidant attachment styles, body shame and disordered eating seems to remain unclear and further studies may be needed to explore why such differing results have been found.  The assessments we use to measure attachment are complex, Thompson, Simpson and Berlin (2022) have questioned if with such diverse approaches, are we measuring the same thing? Further examination of the differences in these studies and the types of attachment measure utilised may provide some clarity. The study used a relatively small sample of 84 women ages 18-33, the participants were recruited from university campuses, the authors point out that if recruited form a clinical setting of patients diagnosed with disordered eating the results may be more robust, they also made the decision to recruit only heterosexual women as the authors felt LGBTQ+ individuals have their own distinctive experience and additional stressors (King et al., 2022). This does limit the application of the results to a narrower element of society; however, it may provide a more focused study for this particular group.
Nandrino et al. (2020) study examined the relationship between attachment insecurities and emotional competencies in patients diagnosed with restrictive anorexia nervosa, 63 female inpatients diagnosed with anorexia nervosa and 63 healthy controls (with matching, ages, gender and educational level) participated. Patients with anorexia nervosa were less able to regulate their emotions than the healthy controls, displaying low levels of adaptive emotion regulation strategies and a high level of maladaptive strategies (Nandrino et al., 2020).  This study refers to emotions in general, not focusing on shame, but it may indicate these patients could struggle to process the complex emotion of shame. The study also found patients with Anorexia nervosa displayed greater attachment insecurity than the healthy controls, finding patients characterised by both anxious and avoidant attachment styles, this greater attachment insecurity correlated with decreased intrapersonal emotional competence, although not necessarily decreased interpersonal emotional competence (Nandrino et al., 2020). The authors state the importance of targeting both emotional competencies and attachment insecurities in therapy would be beneficial (Nandrino et al., 2020). Applying the study to larger number of participants may further support the findings, the participants were all female, therefore results cannot be applied to men, Nandrino et al. (2020) also point out that the use of self-report measures in this study only provides information that is consciously available to the participants. 

DIsordered Eating and Shame in the Therapy Room
According to Dearing and Tangney (2011, p. 3) if a therapist fails to recognise a client’s shame, not only will they be unable to address and resolve the painful emotion with the client, but it may result in the client feeling misunderstood and this empathic failure could cause a client to terminate their therapy. A client may not present shame as the reason they are engaging in therapy, but it may transpire to be the root cause of the problem they initially present to the therapist (Ng, 2021, p. 5). It is therefore paramount that the therapist is aware of how a client may indicate they are experiencing shame.  Shame may present physically to the therapist as avoiding eye contact, blushing, lowering the head, staring at the floor, a slump in posture a general uneasiness (Ng, 2021, p. 21), but it may also present psychologically as statements of inferiority, worthlessness or inadequacy (Ng, 2021, p. 22). Both explicit and subtle implicit signs of shame are important to acknowledge and address in order for shame to be resolved. If Shame is created within interpersonal relationships Greenberg and Iwakabe 9 (2011, p. 74) suggest an interpersonal relationship, such as therapy is required to heal and transform it. Brown’s (2007, p. 268) theory of shame resilience, suggests that we cannot become resistant to shame but we can develop a resistance to shame by recognising our triggers and speaking our shame. Brown conceptualises shame resilience as ‘a continuum, with shame anchoring one end and empathy anchoring the other end’ (Brown, 2007, p. 268).  This importance of empathy suggests that humanistic therapies, which hold empathy in such high regard, could provide meaningful outcomes. Despite this Lakin and Murphy (2024) point out that in the UK clients with disordered eating are more likely to be offered Congnitive Behaviour Therapy for Eating Disorders (CBT-ED) which they claim have proven to be largely ineffective.
Tschan and Goldman (2024) present a case study using Emotional Focused Therapy in the treatment of a 24 year old female patient who had been diagnosed with anorexia nervosa 9 years before the commencement of the study and attended 66 sessions of individual psychotherapy over 28 months. The case study tracked the client’s emotion experiencing and regulation for the duration of the treatment and followed her emotional change process whilst engaging in two chair dialogue for self-evaluative splits. Some of the previous literature discussed, asserts that attachment insecurity is higher in patients with disordered eating (Sedighimornani, Rimes and Verplanken, 2021; Nandrino et al., 2020; King at al., 2022), consistent with these findings, the therapist in this case study identified many comments pointing towards attachment issues often presenting in the client’s fear of abandonment (Tschan and Goldman, 2024). The client’s highly critical ‘anorexic voice’ was identified as a ‘marker’, Emotion Focused Therapy often uses two chair dialogue for internal conflict splits (Elliot and Greenberg. 2021, p. 77). Two chair dialogue took place in 38 sessions tracking the client’s process of change in relation to her harsh critic (Tschan and Goldman, 2024). The study details the therapist and client working through the stages of two chair dialogue for evaluative splits, following the general model of Greenberg at al. (1993), cited in Tschan and Goldman (2024), expressing differentiated feelings and emerging experiences, communicating wants and needs, expressing values and standards, softening the critic and finally negotiation and integration. The client had used her eating disorder to numb painful emotions such as shame, through her journey, Emotion Focused Therapy had provided her with the skills to regulate her emotions and transform gradually replacing maladaptive schemes with healthy primary adaptive emotions (Tschan and Goldman, 2024), this aligns with what Greenberg and Iwakabe (2011 p. 73) describe as the four main principles of working with shame in Emotion Focused Therapy of relational validation, accessing and acknowledging the shame, being able to regulate shame and finally transforming the shame. The case study does highlight that the therapist needs to be highly skilled in these techniques in order follow the process whist also providing the client with a secure therapeutic relationship and expressing the levels of empathic attunement required to facilitate such change. The single case study allows us to track the client’s experience and give a detailed insight into the processes of two chair work and an insight into the therapeutic process and how the intervention works in practice.  The study offers an insight into how Emotion Focused Therapy works to transform emotions such as shame and more specifically how it can work for those suffering with anorexia nervosa.  Elliot and Greenberg (2021, p. 17) have stated that generally therapeutic outcome evidence supports its use with eating difficulties.  Osoro, Villalobos and Tamayo (2022) agree that Emotion Focused Therapy has been shown to help patients to alleviate symptoms of disordered eating but feel that a greater number of studies, with a greater number of patients with longer term follow up would be required to prove its clinical efficacy. 

Lakin and Murphy (2024) conducted a study with 4 white British women (over 18) who had previously been diagnosed with anorexia nervosa, the study involved face to face non-directive interviews with the aim of using person centered theory to understand the complexities of disordered eating. The study found that in the four participants disordered eating could be understood as emerging from their development of conditions of worth, receiving conditional positive regard from their caregivers in childhood developed their self-concept, weight and being thin had been rewarded with conditional positive regard (Lakin and Murphy, 2024). The authors found that shame was the dominant emotion experienced by the participants in relation to their eating distress, a critical voice expressed their conditions of worth their eating distress provided an outlet to alleviate their shame and incongruence (Lakin and Murphy, 2024). Going forward the authors stress the importance of therapist treating eating distress as an experience unique to the client and urge acceptance, empathy and patience (Lakin and Murphy, 2024). It is possible to see from the study how Rogers’(1957) ‘necessary and sufficient conditions for therapeutic change’ can be applied to a client with disordered eating, unconditional positive regard, provided in the therapeutic relationship, could play a vital role where this was found to be lacking and associated with the participants development and maintenance of their eating distress.  This study is very limited by number of participants, the authors refer to the study as a pilot study, the first of its kind, developed due to there being an absence of controlled studies of the efficacy of person-centered therapy and disordered eating (Lakin and Murphy, 2024). It may be difficult to develop any strong results but may provide a starting point for further research. Further studies conducted after a period of person-centered therapy to gain insight into its outcomes would provide a deeper understanding of its efficacy.
The therapist must also be aware of their own shame, having the self-awareness to notice the same physical and psychological symptoms they look for in their clients. The therapist's own shame may interact with the client's shame and a cycle of shaming and re-shaming can occur in the relationship causing a rupture in the therapeutic relationship (Ng, 2021, p. 103). When treating clients who have their own body shame, the therapist may be holding their own conscious or unconscious feelings of shame related to their body. Such transference from the client and countertransference from the therapist could lead to misunderstanding and mis attunement and affect the empathic response needed from the therapist. Monotti, Watt-McMahon and Kilby (2023), conducted study of 7 female psychologists, who had either a previous diagnosis of an eating disorder or feelings of body shame and interviewed them regarding their work with clients who suffered with eating disorders. It was found that whilst some participants found it helpful to have experienced similar situations to their clients, as they understood their challenges and could express high levels of empathy, others found it shameful due to their position as a therapist to have experienced the same issues as their clients (Monotti, Watt-McMahon and Kilby, 2023). According to Monotti, Watt-McMahon and Kilby (2023) the participants ability to manage countertransference may be impacted by their own body image and how they compare themselves to clients and colleagues, but also for some participants their shame on occasion prevented them from disclosing their feelings around body image in supervision.  This unresolved shame could feed into via countertransference and could become part of the previously mentioned cycle of shame (Ng, 2021, p. 103). The importance of personal therapy and supervision to work for a therapist is paramount, these spaces can allow conscious shame to be discussed and resolved and may provide the opportunity for unconscious shame to be brought into awareness and explored.

Conclusion
Shame can be a painful and all-consuming emotion, even the mention of the word can elicit a physical reaction or unwanted thoughts.  Being aware and noticing how shame presents in clients, both in their bodies and in their language; expressing its effect on their self-worth can be a powerful invitation for the client to explore their shame and transform it. It is important that the distinction between shame and guilt is clear, as they are two separate emotions and may need different interventions to facilitate change. Some individuals are more prone to shame than others, for those suffering with disordered eating the literature examined suggested that they experienced higher levels of shame than healthy controls. When someone suffering with disordered eating lacks the skills to regulate their shame they may use unhealthy coping mechanisms, such as disordered eating to regulate shame Generally, insecure attachment styles correlated with experiencing higher levels of shame, however the literature reviewed added to the debate of whether different types if insecure attachment cause differing level of shame and symptoms of disordered eating in this population leading to the calls for further studies. Humanistic therapies can provide the client with the tools needed to overcome and better manage shame. The literature reviewed highlighted the process in Emotion Focused Therapy using interventions such as chair work to recognise, regulate and transform shame, replacing it with healthy adaptive emotions. Person centered therapy gave us the example of a less directive approach providing the core conditions of empathy, congruence and unconditional positive regard to allow the client to achieve personal growth. Both display the importance of a strong therapeutic relationship, with the need for the therapist to have a robust self-awareness of their own shame, being able to recognise this shame and bring it to their consciousness in personal therapy and supervision.
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