Understanding how shame may affect the client in the recovery from mental abuse.

This literature review will examine the concepts of mental abuse and shame, exploring how they can be addressed within the therapeutic setting. It will consider the dynamics of transference from the client and countertransference from the therapist. We will reflect on the manifestations of shame and mental abuse, as well as potential therapeutic interventions while drawing on contemporary research to highlight relevant and up-to-date studies focusing on the psychological impacts of these experiences.
  Mental abuse is designed to erode an individual's self-esteem, leading them to feel inferior or worse about themselves. This form of abuse often involves manipulation and control tactics, making the victim feel powerless. The consequences of mental abuse can be as harmful and long-lasting as those associated with physical abuse, affecting a person's emotional well-being and overall quality of life. WebMD (2024) advises of several behaviours that indicate an intention to cause mental distress, including, but not limited to; 
Accusation and Blame – Where the abuser consistently shifts the blame for their issues onto the victim, accusing them of being at fault for everything. 
Control - This can manifest in significant aspects of life, such as where to live or work, but it can also extend to smaller details. 
Codependence - To maintain control, abusers may create circumstances that lead the victim to believe they have no alternative but to remain with them. 
Criticism – Constantly being criticised and made to feel inadequate. 
Emotional Neglect – An abuser will always put their own needs first. 
Humiliation - A notably harmful method of psychological abuse, especially in public contexts. This can happen through mockery, where the abuser prompts others to ridicule the victim, thereby increasing the humiliation. Additionally, the perpetrator might exploit social media to share compromising images or posts, which can further intensify the psychological impact on the victim.
  While it may be easier to define mental abuse, there is less clarification on the definition of shame in the context of trauma. With dignity and moral integrity being essential within our social and cultural context,
Wilson et al. (2006), put forward that shame is the response to concerns about how others view you, the loss of attributions people make about how good you are, and your understanding of the loss of dignity and power. Whilst Lewis, (1971) argues that shame is based on a sense of perceiving yourself as bad. However, Budden, (2009) theorises that trauma-related shame emerges in response to social threats to our identity during traumatic events. This can occur through experiences of self-loss, an inability to act per our own values, and failure to meet social expectations or norms. He characterises shame as a primary emotion that arises when individuals feel helpless and out of control. Budden acknowledges that impersonal traumatic experiences, such as accidents, can trigger feelings of loss of control and helplessness. In contrast, he distinguishes these events from more severe interpersonally violent traumas, such as torture. Budden argues that extreme interpersonal traumas are more likely to incite shame, as they involve a loss of control and dignity, power, and the ability to align one’s actions with personal values.
  Morrison (2011) writes in ‘The Psychodynamics of Shame’ about how shame is closely linked to how we see ourselves, which connects to the concept of narcissism. However, this idea of narcissism is different from the more specific personality disorder described in the Diagnostic and Statistical Manual of Mental Disorders (American Psychiatric Association, 1994). The core of narcissism lies in the desire to be exceptional. When these desires are effectively fulfilled, we feel supported, whole, and fulfilled. In contrast, when these needs are unmet, the self can feel chaotic or disrupted, resulting in an overwhelming sense of fragmentation or deficit. An individual's self-perception can make them susceptible to feelings of narcissistic vulnerability and shame. In this context, shame serves as the negative counterpart to narcissism, much like anxiety and guilt are regarded in traditional psychoanalysis as indicators of neurotic conflict. Manifestations of shame may differentiate between clients, ranging from lack of eye contact, withdrawn behaviour or unwillingness to go into detail about their lives to being angry, showing signs of despair or self-loathing. Morrison also continues to add that the link between shame and narcissism is important in understanding behaviour, especially from the psychodynamic point of view. These two feelings interact in a way that creates a push and pull between them, where shame can develop in response to either feeling. When dealing with these clients it is imperative to keep an open mind as to how these manifestations may present from person to person, and the time it takes them to come to the realisation will also vary considerably. Therapists must also be ready for very differentiating reactions and acceptance levels at first, where some coping mechanisms may be of use to come to terms with this new realisation. If at any time the therapist is unsure of the direction of the therapy, or feels personal discomfort, they can always take it to their own supervision for assistance and advice. 
  Biggs et al. (2023) recently conducted a study which investigated the themes of shame and compassion associated with pregnancy and the perinatal period. Notably, some of the participants reported mental health conditions before as well as after pregnancy, and some recorded Adverse Childhood Experiences and/or Inter Partner Violence. Many participants expressed the experience of shame as a complex web, with layered, conflicting, and challenging expectations regarding the identities and roles of women and mothers, shaped by their socio-cultural values. Making the therapy to resolve these issues is also multi-layered,
with the therapist letting the client lead at their own pace so as they can deal with individual issues as they arise, rather than tackle the whole ‘web’ at once, which may seem impossible from the onset. Some clients may prefer a clear plan of action so they know what to expect and others may prefer to just trust the process. Clear communication, between therapist and client is vital. 
  Given the sensitive nature of the study's focus, it is unsurprisingly one of the first qualitative investigations into perinatal suicide. To effectively engage participants, the research employed both in-depth interviews and anonymous surveys to ensure that the women involved felt secure in sharing their experiences. This dual approach not only fostered a safe environment for dialogue but also offered support resources for those who might need assistance during the process. The study doesn’t specify what help and support was given post-research for analysis of its effectiveness or outcome, although many of its limitations were addressed, it does state, ‘..our sample could be considered large for a qualitative study and included significant diversity of perinatal and mental health experiences, there are some important contexts our theory may not adequately reflect’. Showing there is more research needed in the area and under different or stricter guidelines concerning culture, religion and ethnicity. These topics play an important role in how shame may manifest itself and how the therapist may approach the client in ways of moving forward without causing further trauma. 
  Dolezal and Gibson (2022), in their research ‘Towards shame-sensitive practice,’ says that during a shameful experience, one can feel irreparably flawed and unworthy of anything, especially love. They suggest that even our social bonds and positioning may be threatened, leaving feelings of inferiority, desperation, loss of power, and self-contempt. All of which one keeps secret as shame in itself is a taboo issue. Clients who have or are suffering from mental abuse may present with a variety of indicators, for example, they may withdraw from social life and friends or cling to the abuser who provides their only continuity. Therapy Brands (2022) tells us they may defend the abuser, denying that the behaviour is abusive, playing down its severity, or taking the blame upon themselves. Harmful or risky behaviour such as self-harm and alcohol or drug use may be a factor, and mental illness, including depression, PTSD, and anxiety, to name a few, are also associated with those abused. 
  A study by Hill (2022), investigated the impact of emotional abuse in childhood through to adulthood, as well as how that experience had the potential for feelings of guilt and shame into their adult lives. The results showed that childhood emotional abuse was a significant independent predictor of depression and post-traumatic stress disorder, even when controlling additional forms of childhood abuse. Implicit feelings of guilt and shame regarding oneself did not emerge as significant predictors of psychopathology. Likewise, neither the self-concept of shame nor guilt was found to be influenced by childhood emotional abuse. This study underscores the impact of childhood emotional abuse, yet further research is required to clarify the potential role of shame in the development and persistence of symptoms. 
  In a contradictory study by Blankenship and Hogge (2024), links between self-compassion and psychological well-being are explored through a portion of adult childhood sexual abuse (CSA) survivor participants. A strong positive link was found between self-compassion and psychological well-being in survivors of CSA. Emotional dysregulation and shame related to trauma played important roles in this relationship. Despite these factors, self-compassion still had a direct positive effect, indicating that it partly mediates the connection. The findings highlight the importance of self-compassion for psychological health and suggest that addressing emotional dysregulation and trauma-related shame could be key to enhancing this relationship. This research has important implications for clinical practices and prevention strategies focusing on self-compassion, regulating emotions, and managing shame. Although these findings are for physical trauma rather than exclusively for mental abuse, the elements of emotional dysregulation and shame can be addressed with a similar approach of self-compassion towards the client's psychological well-being in the therapy setting. Such interventions may help reduce trauma-related shame and highlight potential methods that could strengthen this relationship. Some clients may blame themselves for the mental or physical abuse that they have received, they may believe that they ‘deserved’ it, because they were told that they were ‘bad’ children, or it’s what happens when something got broken, or misplaced. Others may have felt they were protecting a sibling or another family member, that as long as the attention was on the victim it was off anyone else. This is where the self-compassion comes in from the therapist, where they must remind the client that they were just children when these things happened, not able to make rational decisions and choices for themselves, which is why there are supposed to be adults there to look out for them. Maybe empty chair work would be of use to get them to talk to younger them, to get them to tell them it was ok to be scared, or angry, or upset. The emotions you had as a child are just as valid now as they were then, and you can still be kind to yourself and know that these things were not of your own making and certainly not your fault. 
  A study that was exclusively on psychological maltreatment and self-compassion by Vising, Szöcs and Illyés (2022) categorically states that their results “highlight that shame has a central role between childhood traumatisation and psychological well-being”. Going on to add that in cases with early emotional maltreatment, the focus should be on shame for higher levels of self-compassion and more effective healing in psychotherapeutic practice. Summarising, they conclude psychological maltreatment, such as emotional abuse and neglect, can seriously harm mental and physical health. Experiencing more psychological abuse in childhood can lead to negative feelings like shame and can make it harder for adults to understand others' perspectives. Additionally, emotional abuse and neglect can also lower self-compassion. This paper underscores the essential role of interventions in promoting psychological resilience. It is important to recognise, however, that further research is required to understand the process involved fully. These interventions are considered a critical factor in aiding individuals to develop and strengthen their capacity to cope with and recover from adversity. Continued exploration in this field will enhance our understanding of effective strategies for promoting resilience and effective healing in therapy. 
  Adverse Childhood Experiences (ACEs) appear to have a significant impact on the shame that a client is carrying into and throughout their adult life. Rory (2024), discusses one client who was often hit by her father during childhood but was shocked when it was suggested to her that he was abusive. After initially blaming herself for being a ‘difficult child’, it took ten more sessions before she could use the word “abuse”. Finally, she accepted the huge impact it had on her life and that she no longer had to be ashamed of being the child who thought she deserved to be struck. This is where Carl Rodgers’s “Conditions of Worth” and the therapist’s non-judgemental attitude help to overcome attitudes that we have accepted as our own and used to berate ourselves. In addition to demonstrating empathy and employing a sincere approach, a nonjudgmental stance by the therapist provides essential emotional support that facilitates the client's growth and development. In a study by Wojcik et el (2019), researched how interpersonal challenges often stem from adverse childhood experiences (ACEs) and play a significant role in perpetuating feelings of shame and guilt. They sought to understand this connection could shed light on the ongoing struggle many face in their relationships and self-perception. Bockers et al. (2016, as cited in Wojcik et al. (2019)) stated that “Shame occurs when the internal self is blamed in response to a perceived interpersonal misstep”. People often blame themselves by thinking something is wrong with them, showing a feeling of being inadequate or not good enough. Shame has also been shown to be closely associated with several aspects of psychological dysfunction, including social anxiety, heightened self-consciousness, and feelings of anger. Understanding these connections can provide valuable insights into the complexities of mental health and how emotions can impact our overall well-being.
  The therapist must also be aware of their own issues and be carefully balanced when dealing with shame and clients so as not to affect any countertransference between them, as in the case of Kaimaklioti (2021). In this instance, Kaimaklioti discusses the exploration in therapy leading ‘to deeper insights about my sense of shame about my country’s demise and my personal feelings of inferiority and inadequacy’, after losing two clients through unsuccessful interventions in her therapeutic work. She felt compelled to examine the destabilising effects of shame within a clinical context, specifically regarding the sudden severance of therapeutic bonds with clients who discontinue treatment. She discovered that experiences of shame restricted the ways in which she related herself with others, not only family and friends socially, but also professionally with clients. Some work has been covered in the past twenty years as to how the therapist’s own experiences with shame may be used therapeutically. Gabbard, (1993, p.13 as cited in Kaimaklioti (2021)), in a bid to conceptualise a model for ‘whose stuff belongs to who’ in the often-unconscious process, stated countertransference to be “a joint creation in which both therapist’s past conflicts and the patient’s projected aspects create specific patterns of interaction with the therapeutic process”. Although critically speaking, this statement seems to fail to take into consideration the therapist’s contribution to the joint creation, considering reactions to the client only. Where the client is the main instigator of the sessions, the therapists are there to hold, guide and support the client at every step and hold influence over the path and process the client may take, as shown in the case with Kaimaklioti, when two of her clients left. 
  Transference can also play a crucial role in the involvement of shame within psychotherapy, as it can stir deep emotional responses closely tied to the therapeutic relationship. As mentioned earlier, this dynamic can create a complex interplay of emotions, resulting in therapists experiencing countertransference responses. Therapists may find themselves grappling with feelings of shame, which arise as a direct response to the projections cast by their patients. This emotional reaction highlights the impact that the therapeutic relationship can have on both parties, as the therapist attempts to navigate their own feelings while remaining attuned to the patient's needs. Such interactions can complicate the therapeutic process, as efforts to avoid or manage shame may result in regressive behaviours, even in individuals who do not display borderline traits. Grand (2002), as cited in Goldblatt (2013), discusses that transference manifests across a wide range of patients “with greater prevalence in those who exhibit primitive levels of psychopathology”. Extreme transference can lead individuals to exhibit behaviour that serves as a way to deny or reject these feelings. In this context, the therapeutic alliance becomes essential, as it enables the client to engage meaningfully in the analytic process. Despite the urges to deny or escape these challenging emotions, the alliance helps clients manage their self-judgments and confront feelings of shame, promoting a healthier engagement with their internal struggles. Although clients may often feel an intense urge to conceal their most embarrassing thoughts and feelings as if exposing them would lay them bare, engagement is the only progression. 
  Many things are needed in therapy sessions whilst dealing with shame and mental abuse, but none so ever has it ever been more important to have the basics of empathy, congruence and unconditional positive regard at the forefront. Empathy is a complicated construct that encompasses recognising and understanding another individual's thoughts and emotions, as Greenburg et al. (2018) discussed. It not only involves cognitive comprehension but also requires an appropriate emotional response to those feelings. This multi-aspect of empathy highlights its importance in nurturing relationships and facilitating emotional support among individuals. The capacity to empathise enables a deeper connection and cultivates an environment where individuals feel understood and validated in their experiences. Greenburg then goes into more detail, explaining the different types of empathy that can help when working with clients in trauma therapy. These types of empathy offer different ways to connect with clients. In the context of trauma therapy, understanding the various types of empathy is imperative to effectively connecting with clients. The distinctions among these types can enhance the therapeutic relationship and provide clients with the support they need during their healing process.
Cognitive Empathy - also known as the theory of the mind, involves understanding the client's thoughts and feelings, allowing the therapist to appreciate the client's experiences without necessarily sharing their emotions. This may help in formulating appropriate interventions based on the client.
Affective empathy - is the ability to feel and respond with the right emotion to how another person is feeling. 
Somatic Empathy - is regarding the physical feeling someone has in response to another person's emotional state. In trauma therapy, being aware of physical manifestations and reactions can help therapists notice signs of trauma and treat them effectively therapeutically.
Sympathy - is a specific type of affective empathy describing how a person may react to someone else's pain or distress, which may lead them to attempt to help ease that pain. 
By using these different types of empathy, therapists can customise their approaches for the individual needs of the client, building a therapeutic alliance that is both supportive and transformative. 
  Congruence between client and therapist when dealing with sensitive, delicate and possibly embarrassing issues is also a vital component of the therapeutic relationship. In a 2021 paper by Chen et al., the research looked at how clients and therapists agree on what is helpful during treatment and how this affects the results of therapy. The research took place over 12 sessions of integrative short-term psychotherapy led by experienced therapists. The results showed a positive directional discrepancy by clients but a slightly negative directional discrepancy for therapists. A theory towards these outcomes is the therapists’ tendency towards self-doubt and abilities, even with years of considerable experience. Nissen-Lie et al. (2017)’s work discovered that therapists' self-doubt could reflect their humility and modesty, which clients perceive as a form of respect. This may subsequently result in improved therapeutic outcomes. Their findings suggest that the interplay between therapist self-perception and client experience is essential in fostering effective therapeutic relationships. 
 Similarly, findings from studies investigating client-therapist congruence in alliance perceptions and negative directional discrepancies observed in therapists could show their vigilant and watchful approach to therapy. This suggests that therapists might be highly aware of potential misalignments in perceptions of the therapeutic alliance, prompting them to assume a more careful and attentive stance in their interactions with clients. This awareness can play a critical role in taking on a more effective therapeutic environment as they navigate the complexities of client experiences and expectations.
  Blundell’s (2024) study, ‘Exploring Shame from a Person-Centred Perspective,’ examines therapists' understanding of shame, whether based on personal experiences or their work with clients in the therapy room. He states that shame is notably absent from Rogers’ (1957) writings. Nevertheless, this topic deserves attention due to its significance in relation to person-centred theory, such as conditions of worth and the role of unconditional positive regard in fostering safe environments for clients to express challenging emotions. Participants highlighted three essential ‘therapeutic keys’ during the research, that play a vital role in unmasking and transforming feelings of shame experienced by clients. These three elements consisted of deep empathy, involving genuine understanding and sharing in the emotional experiences of the client, unconditional positive regard - accepting and valuing the client without judgment or conditions, and finally, non-directivity, an approach that emphasises allowing clients to lead the therapeutic process in a way that respects their individuality and self-determination. These concepts are fundamental within the framework of person-centred therapy, ensuring a safe and supportive environment beneficial to healing and personal growth. 
  In conclusion, shame is an important emotional response linked to mental abuse. It affects people's mental health on all levels and how they cope with challenges. The connections between shame, self-criticism, and mental health show that therapeutic approaches would benefit from focusing on these emotions, especially for those who have previously experienced psychological harm. But with such a broad context for shame to manifest and so many areas to investigate, it would be near impossible ever to pinpoint a formulation for resolution. What does seem evident from the majority of sources explored in this paper is that the fundamental basis of the relationship between the therapist and the client, holds the key to unlocking the whole process. As long as the core conditions are met within the therapeutic alliance, there is room for trial and error with the process of technique along the way. Clients should feel free to engage in open conversations about any aspects of therapy that aren't working for them without the fear of offending the therapist or jeopardising their working relationship. A balanced therapeutic alliance should encourage this openness. Just as physical therapy involves guidance to strengthen the body, psychotherapy serves to stimulate the mind, encouraging individuals to develop new ways of thinking and ultimately empowering them to navigate these challenges independently.
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