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Chapter One  

General Introduction 

 

Humans are highly adapted to living in groups and are inherently social beings, 

navigating their world through social interaction with others (Stevens & Fiske, 1995). One’s 

social identity (perception of how they are perceived by others) and sense of self (one’s own 

sense of who they are) evolve out of interactions with others (Brewer, 1991; Fiske, 2018). We 

engage with others as social agents who one can make sense with, instead of just of (Needs & 

Adair-Stantiall, 2018), facilitating our understanding of our social world both as a distinct 

individual and as a participant within a group connecting with others (Kyselo, 2014). Being 

part of a group provides great benefits (e.g. self-esteem), and the mutual and reciprocal sense 

of belonging and connectedness is fundamental to our existence and survival (Baumeister & 

Leary, 1995; Gruenewald, Kemeny, Aziz and Fahey, 2004).  

We are therefore acutely responsive to how others evaluate and feel about us, to 

ensure we are approved of and accepted (Richman & Leary, 2009). Effort and sacrifices are 

made to self-regulate, with the aim of maintaining our belongingness and, in turn, our 

positive social identity (Baumeister, DeWall, Ciarocco & Twenge, 2005; Baumeister, 

Brewer, Tice & Twenge, 2007). Situations that threaten one’s status or value can result in 

psychological and physiological alerts (Kemeny, Gruenewald, & Dickerson, 2004).  

Shame, for example, is a key emotional response to devaluation of the social self, 

acting as a warning signal that one may be rejected from a group. The thought of being 

viewed by another as defective and unacceptable, even if the ‘other’ is not physically present, 

is enough to elicit shame. This can motivate defensive strategies in an attempt to create a 

positive self-image and reduce the threat of rejection. These strategies can, however, become 

maladaptive (Tangney & Dearing, 2002), contributing to associations between shame and 
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violence, and recidivism (e.g. see Shanahan, Jones & Thomas-Peter, 2011; Tangney, Stuewig 

& Martinez, 2014).  

Shame is a social phenomenon, closely interlinked to one’s sense of identity, but 

evidently there is scope for things to go very wrong. Threats to the social self and fragile self-

worth, coupled with reliance on maladaptive coping strategies, appear to be strongly 

associated with offending behaviour. Accordingly, the experience of shame is of particular 

interest to forensic psychology (Walker & Knauer, 2011).  

This introductory literature review explores the above shame-related processes in 

greater detail. Focus is given to the crucial role of shame in the social self, adaptive and 

maladaptive functions of shame; and how these processes apply to offending populations. A 

relationship between shame and resilience is proposed, following on to why this would be 

problematic in forensic populations. This positions the premise of the overall thesis, which 

looks at the predictive role of shame in offending by those in the criminal justice system. This 

is followed by empirical research investigating how shame impacts forensic psychiatric 

patients’ resilience. The implications this could have for engagement in psychological 

therapy to address offending behaviour is discussed. Finally, recommendations are made on 

how to address shame in forensic settings.   

 

Threats to the Social Self 

While relational processes enable social agency and growth, negative variants can 

constrict someone’s ability to engage constructively in transition and adversity (Needs & 

Adair-Stantiall, 2018). As we are co-constructed with others, we are vulnerable to 

disturbances or conflict in our interactions (Kyselo, 2014). For example, one’s sense of social 

worth, identity and perception of control can feel threatened when the validation of others 

does not present as forthcoming (Needs & Adair-Stantiall, 2018; Wirth & Wesselmann, 
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2018). Situations that threaten to devalue our social self can leave us feeling vulnerable and 

exposed (Zahavi, 2014). The abilities, competencies or traits on which our positive social 

identity is based are called into question, eliciting a sense of shame (Gruenewald et al., 2004).  

The role of shame-related processes in response to threats to the social self is 

highlighted in the overlapping social rejection literature, including school and workplace 

bullying (Felblinger, 2008; Strøm, Aakvaag, Birkeland, Felix, & Thoresen, 2018), romantic 

rejection (Stratmoen, Greer, Martens & Saucier, 2018), threats to social bond and status 

(Scheff, 2000), social isolation (Mills & Zavaleta, 2015) and group ostracization and 

exclusion (Wirth, Sacco, Hugenberg, & Williams, 2010). In their experimental study, 

Gruenewald et al. (2004) reported that college participants in a social-evaluative threat 

condition (performing tasks in the presence of an unfriendly, evaluative audience) self-

reported higher shame and lower state self-esteem, compared to an unobserved group. School 

children who recalled being hurt by a comment made to them by their mother reported a 

greater sense of rejection and negative feelings about themselves the more hurt they were 

(Mills, Nazar & Farrell, 2002). In their literature review on a series of studies exploring social 

exclusion, Richman and Leary (2009) highlighted the most dominant rejection-related 

emotion was ‘hurt feelings’, which arose from relational devaluation and elicited pain on par 

with the level reported by cancer patients (see Chen, Williams, Fitness, & Newton, 2008). 

From the authors’ descriptions across these papers, these sound like the emotional processes 

consistent with the experience of shame, for example, feeling devalued, unimportant, 

rejected, unwanted and isolated, often also accompanied by anger or sadness.  

The role of emotional states in relation to rejection are complex, even controversial. 

Baumeister et al. (2007) summarised the findings from their (and associated colleagues’) 

empirical studies exploring the relationship between social exclusion and maladaptive 

behavioural responses, including aggressiveness. They had anticipated that the relationship 
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would be mediated by emotion, specifically emotional distress. Contrary to their predictions, 

the authors concluded that social rejection appeared to cause the emotion system (an 

evolutionary mechanism which helps one react to social events, similar to that in which 

individuals respond to physical pain) to cease functioning properly; participants appeared to 

exhibit an emotional ‘numbness’ (e.g. Twenge, Catanese, & Baumeister, 2003). The authors 

suggested that being in a state of numbness after rejection was a way to disengage from 

potential future rejections. While Baumeister et al. (2007) concluded that participants’ 

reactions were devoid of emotional distress, it is possible this was related to the presence of 

shame.  

Shame has also been associated with numbness; Breggin (2015) suggested that when 

one feels overwhelmed, expression and self-awareness of emotions such as shame can be 

masked by numbness. In addition, Baumeister et al.  (2007) reported that participants 

demonstrated limited capacity for empathy after their rejection, which has also been 

associated with shame (Leith & Baumeister, 1998; Tangney, Wagner, Fletcher & Gramzow, 

1992). Shame is a difficult construct to recognise as it can remain hidden from those who 

experience it, as well as from observers (Velotti, Elison & Garofalo, 2014; Mullins & 

Kirkwood, 2019). Thus, it is possible that in these series of studies, shame was present in 

some capacity, but remained unrecognised or masked by other responses.  

 

Definitions of Shame 

Sartre (1956, cited in Dolezal, 2017) presents a phenomenological account of shame 

with three components: shame as an experience where the judgment of others can enlighten 

oneself to one’s transgressions; an experience of self-evaluation; and most significantly, an 

experience of intersubjectivity in which humans have the capacity for reflective self-

consciousness. Intersubjectivity is a key concept in human relationships and the centre of 
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secure attachments (Needs & Adair-Stantiall, 2018). Broadly speaking, it is defined as the 

sharing of perspectives by two or more individuals (Gillespie & Cornish, 2010), and is central 

to the experience of shame. This was captured by Goffman (1959, cited in Scheff, 2005) in 

his work on the process of living in the mind of others:  

 

Knowing that his audiences are capable of forming bad impressions of him, the 

individual may come to feel ashamed of a well-intentioned honest act merely because 

the context of its performance provides false impressions that are bad. Feeling this 

unwarranted shame, he may feel that his feelings can be seen; feeling that he is thus 

seen, he may feel that his appearance confirms these false conclusions concerning 

him. He may then add to the precariousness of his position by engaging in just those 

defensive manoeuvres that he would employ were he really guilty. In this way it is 

possible for all of us to become fleetingly for ourselves the worst person we can 

imagine that others might imagine us to be. (cited in Scheff, 2005, p.154) 

 

Goffman further offers a symbolic reflection on the human experience of having a 

sphere around the self, which if penetrated by insults on one’s honour can destroy their 

personality. While this does not refer specifically to shame, it uses shame language and 

reflects the power of another’s perception on one’s sense of self (Scheff, 2005). Sartre’s 

account of shame also emphasises the fragility and vulnerability shame can induce with 

respect to this aspect of the human experience in striving for connection and belongingness 

with others. The intersubjective experience implies that as well as being individual units, 

humans are also joined with others (Scheff, 2005); this is where shame gains its power, due to 

its centrality to the world of the ‘other’ (Scheff, 2003). 
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Within the literature, the term ‘shame’ often serves as an umbrella term, ascribed to a 

range of self-conscious emotions from slight embarrassment to severe mortification 

(Nathanson, 1992). Shame is also frequently used interchangeably with guilt (discussed 

further in Chapter Two). These broad conceptualisations highlight inconsistencies in the 

definitions of shame, as well as potentially negating the intensity of this emotion.  

Drawing on psychoanalyst Helen Lewis’ (1971) work, Tangney (e.g. Tangney, 1991) 

defines shame as arising from the scrutiny of the global self, eliciting an image of one being 

worthless, defective and inferior. Developmentally, profound or cumulative childhood 

experiences of abuse, neglect and rejection can develop into shame-proneness, resulting in 

generalised negative appraisals of the self (Tracy & Robins, 2004). Even in adulthood, shame 

is a public emotion where a disapproving audience is a key component, resulting in one’s 

core self being at stake and motivating a strong desire to self-regulate the feeling through 

strategies of hiding away, escaping, anger and externalising blame (Tangney, Miller, Flicker 

& Barlow, 1996; Tangney, et al., 2007).  

The inner experience of the self as an unattractive social agent, a self that one does 

not want to be with, alongside the pressure to escape or appease to limit damage, is at the root 

of the shame experience (Gilbert, 1998). The impact this has on one’s social goals can be 

significant; if one views their viability as a social agent to be inadequate, they may act and 

relate to others in a way that elicits behaviour from others which validates their negative 

expectations (Cacioppo & Hawkley, 2005). This can push away those needed to fulfil one’s 

social needs, perpetuating the threat of social exclusion and reinforcing their negative sense 

of self. As Cacioppo and Hawkley (2005, p.104) state, one is an “active participant in a 

fragile interpersonal dance that cultivates both self-protective and paradoxically self-

defeating interactions with others”. Negative self-evaluation is, therefore, central to shame, as 

well as social context and relation to the other (Dickerson, Gruenewald, Kemeny, 2004). Like 
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Sartre and Goffman, Gilbert (2006, p.88) draws attention to the intersubjective experience of 

shame, describing it as a “social emotion which involves a complex interaction between self-

experience and ‘self in the mind of the other’ experience”. 

 

Functions of Shame in Relation to Social Identity  

From a functionalist perspective, no emotion can be inherently negative, with 

contextual circumstances and functions influencing both adaptive and maladaptive qualities 

(Dost & Yagmurlu, 2008) in relation to learning and behaviour (van Alphen, 2017). Scheff 

(2003) considers shame to be a ‘master’ emotion as it has more functions than any other. If 

one thinks of shame as a continuum (Gans & Weber, 2000), at one end healthy, everyday 

shame has a limiting effect on one’s behaviour as it makes up a subtle and pervasive system 

of social sanctions (Scheff, 2009), thus promoting moral development (Black, Curran & 

Dyer, 2013). At the other end, chronic shame can convert to “shame-rage” which protects the 

self against “subjectively looming annihilation” (Dutton, 1999, p.436). At this end, shame is 

also associated with narcissism, difficulties in self-esteem and affect regulation (Velotti et al., 

2014), as well as numerous mental health difficulties (e.g. see meta-analytic and systematic 

reviews by Blythin et al., 2018; Kim, Thibodeau & Jorgensen, 2011; Sheehy et al., 2019).  

This is a contentious debate within the literature, as shame is frequently regarded as 

largely maladaptive, whereas guilt is regarded as being the adaptive self-conscious emotion. 

This clear distinction has been contested, with some studies reporting that guilt also has a 

positive association with psychopathological symptoms (e.g. Donohue et al., 2020). Others 

(e.g. Tangney et al., 2007) argue that studies reporting a darker side to guilt do so as they 

have failed to distinguish it from shame, resulting in guilt being fused with shame. This is 

reflective of the current position of shame literature, with shame dichotomised as either being 

functional or problematic (Cibich, Woodyatt & Wenzel, 2016).  
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Shame as Adaptive 

Several theorists draw on evolutionary perspectives to situate the adaptive functions 

of shame in relation to maintaining social belonging. Gruenewald et al.’s (2004) ‘social self-

preservation’ theory asserts that when there is a threat to maintaining the positive social self, 

such as status within a group, this shapes a coordinated psychobiological response, 

characterised by the elicitation of shame and physiological processes. Similarly, Sznycer and 

colleagues’ ‘information threat theory of shame’ posits that shame is an evolutionary, 

adaptive ‘emotion programme’. Shame will be activated in one’s mind when others may learn 

of negative information, motivating the individual to exert caution, limit the spread of 

information and limit costs of social devaluation (Sznycer et al., 2016; Robertson, Sznycer, 

Delton, Tooby & Cosmides, 2018). Leary’s (2005) “sociometer” theory applies the same 

principles, although not specific to shame, asserting that self-related emotions and cognitions 

identify environmental cues relevant to one’s social value and inclusiveness.  

Platt and Freyd (2012) proposed that recognition of an inferior social self within 

interpersonal interactions can be essential to survival. Illustrating how these adaptive 

processes are rooted in early attachment systems, they suggested that a child who holds the 

rigid belief that if they make a mistake they will be worthless, may be protected by that belief 

in the context of ongoing abuse. Internally driven avoidance prevents the child been beaten 

and facilitates their survival.  

Recognising one’s subordinate social status can also elicit submissive displays of 

withdrawal, signalling retreat and resulting in the de-escalation of conflict (Dickerson et al., 

2004). Some empirical studies have substantiated this proposal; Allan and Gilbert (2002) 

found that in a sample of university undergraduates, anger suppression was employed 

significantly more in imagined interactions with a higher status person, than a lower status 

person. In Fjermestad-Noll, Ronningstam, Bach, Rosenbaum and Simonsen’s (2020) study, 
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shame was found to be a mediator, reducing levels of aggression in a sample of psychiatric 

outpatients with perfectionist personality traits. Finally, Velotti, Garofalo, Bottazzi and 

Caretti (2017) reported that in a community sample of adult males, characterological shame 

was negatively related to physical aggression. These examples provide evidence that shame 

can play a role in reducing the likelihood of the individual being aggressed against or 

excluded by a dominant other, facilitating social cohesion and survival.  

Such behavioural responses are consistent with Nathanson’s (1992) compass of shame 

model which suggests that when confronted with shame, individuals employ one of four 

defence mechanisms: withdraw, attack other, attack self or avoid. None of these strategies are 

pathological in themselves, and how one uses these defences depends on personality, culture, 

life history and situational factors (van Alphen, 2017). An individual who experiences a 

healthy amount of shame will adopt shame-regulation strategies dependant on the situation. 

Yet, these responses can become maladaptive when the same strategy is used to defend 

against shame, irrespective of the situational context (Velotti, et al., 2014).   

 

Shame as Maladaptive 

 Those who have not achieved a sense of belonging may feel like an outsider (Gilbert, 

2007) and lack a sense of self-validation. This can result in greater preoccupation with 

guarding against further threats of invalidation (Needs & Adair-Stantiall, 2018). Logically, 

the appropriate response of rejected individuals would be to present as prosocial and friendly 

to make new connections (Baumeister et al., 2007). However, if one believes they are flawed 

and defective, shame-laden experiences may leave an individual feeling fearful of engaging 

with others, choosing to keep parts of oneself outside of the connection. This would then 

disrupt one’s ability to initiate and participate in new, helpful relationships (Miller & Stiver, 

1995). This has been supported in several studies where shame-prone individuals reported 
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more sadness in intimate relationships, increased fear of intimacy (Lutwak, Panish, & Ferrari, 

2003) and greater intimate relationship dissatisfaction. (Black et al., 2013).  

Those who feel rejected or devalued typically manifest competing motives (Richman 

& Leary, 2009), and it is not uncommon for shamed individuals to defend against, 

compensate for or escape their pain through anger, aggression and externalising blame 

(Gilbert, 2007; Tangney et al., 2007; Velotti et al., 2017). Baumeister, Wotman and Stillwell, 

(1993) describe romantic rejection as carrying a symbolic message that the rejected 

individual lacks desirable qualities and is of deficient worth. Such experiences can result in 

the individual trying to restore their self-worth and reduce their feelings of humiliation. These 

processes were demonstrated in Kelly, Dubbs and Barlow’s (2015) study that explored men’s 

reactions to romantic rejection by women. Men who endorsed a preference for unbalanced, 

hierarchical social relations were more likely to externalise blame for their rejection onto the 

woman. They were also more likely to report having responded aggressively to rejection in 

the past.   

Such processes are also evident in the context of peer-group rejection. In a 

longitudinal study, Zimmer-Gembeck, Nesdale, Webb, Khatibi and Downey (2016) 

investigated responses to social rejection, consistent with those associated with shame-coping 

styles. Adolescents who reported more self-blame for social rejection were more likely to 

withdraw in response to rejection threat. Conversely, those who reported more peer-blame 

were more likely to seek retribution which was associated with relational aggressive 

behaviour. This reflects how attributional style and defence mechanisms associated with 

shame can either inhibit or facilitate aggressive behaviour in the context of social threat.  

In addition to triggering maladaptive defence mechanisms, loss of social belonging 

has also been found to impair logical reasoning and self-regulatory processes (Baumeister, 

Twenge & Nuss, 2002). This too is consistent with the experience of shame, which, 
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according to social cognitive theory, can impair shame-prone individuals’ abilities to generate 

and effectively implement solutions when faced with interpersonal problems (Martens, 2005). 

Poor behavioural regulation and problem-solving have been associated with aggression (Frey, 

Hirschstein & Guzzo, 2000; White, Jarrett & Ollendick, 2013), indicating these could be 

some of the processes underpinning the relationship between shame and aggression.  

In the context of social rejection, externalising shame by making someone else feel 

inferior can boost one’s own self-image (Elison, Pulos & Lennon, 2006). Similarly, anger and 

violence may function as an influence tactic (Leary, Twenge & Quinlivan, 2006). This is 

consistent with models of anger and violence which posit that such expressions can move 

individuals up the social hierarchy ladder by signalling one’s power. In turn, this influences 

their perception of themselves and the views of others, increasing positive identity and 

expelling their shame (Farmer & Andrews, 2009; Velotti et al., 2014). An extreme example 

of this is the Columbine High School shootings in 1999. The perpetrator’s intense feelings of 

shame after being bullied and ostracised by their peer group was thought to have been central 

to the shootings (Harter, 2015). The public and violent nature of such events is an extreme 

way for individuals to manage their sense of self-worth and honour after rejection (Stratmoen 

et al., 2018). 

While these defences may help to rid oneself of painful feelings and gain a sense of 

control (Gilbert, 2007), their relationships are likely to suffer longer-term (Tangney et al., 

2007), as innocent others may be on the receiving end of their blame and aggression (Velotti 

et al., 2014). For instance, studies have shown that chronically rejected children are more 

aggressive compared to those who are accepted (e.g., Namka, 1995). Perpetuating 

experiences of social rejection are therefore likely, further reinforcing their negative self-

image and sense of devaluation. These experiences can also result in greater rejection 
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sensitivity, where individuals anxiously expect, perceive, and overact to it (Downey & 

Feldman, 1996).  

This suggests that the way one copes with or regulates the shame experience, rather 

than shame itself, is what contributes to problematic outcomes across relationship 

functioning, including therapeutic relationships (Black et al., 2013; Elison et al., 2006). These 

findings highlight the barriers shame-proneness can create in the context of relationships, 

which is concerning given that therapeutic alliance is considered a consistent predictor of 

positive outcomes (e.g. see Flückiger, Del Re, Wampold, & Horvath, 2018). This signals 

potential challenges that may arise when working with shame-prone clients therapeutically, 

demonstrating the importance of recognising and understanding how to effectively work with 

shame.   

 

Shame and Offending Populations  

Offending populations are one group who have typically experienced social exclusion 

in one form or another, whether they have been removed from the family home in to care 

systems as children (Social Exclusion Unit, 2002), been excluded from educational 

establishments (Barker, Alldred, Watts & Dodman, 2010) or experienced higher rates of 

unemployment (Shepherd, 2010). Those residing within forensic establishments have been 

informed by society that they are no longer welcome among the wider population, creating a 

permanent diminution in social status and a status of “us” and “them” (Travis, 2002). 

Twenge, Baumeister, DeWall, Ciarocco and Bartels (2007) suggested that threat to one’s 

sense of belonging reduces willingness to engage in prosocial actions. This indicates overlaps 

in the literature in relation to the processes underpinning social threat, shame and coping 

styles and their application to offender samples.  
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Research on intimate partner violence (IPV), for example, has demonstrated the key 

role of shame; Dutton (1999) proposed a combination of insecure childhood attachment, 

parental shaming and witnessing of parental violence during developmental stages as being 

highly associated with IPV. Shame has also been found to be a mediator between Post 

Traumatic Stress Disorder and IPV in U.S veterans and community participants (Hundt & 

Holohan, 2012; Sippel & Marshall, 2011). Balcom (1991) proposed that men can view 

dependency on their partner as weakness, which Gruber, Hanson, Soaper and Kivisto (2014) 

link with shame as the male perpetrator has a perception of failing to meet societal norms of 

masculinity (see Gruber et al., 2014 for an in-depth review of shame and IPV). This is 

consistent with Sartre’s description of ‘pure shame’, which arises because one is disgusted 

with the self for the dependency or vulnerability they feel before another.  

Gilligan (1996) formulated that shame is at the root of all violence after working with 

violent male offenders. Common themes of feeling disrespected appeared to underpin their 

violence, echoing Goffman’s description earlier in relation to the power of insults on honour.  

In Hosser, Windzio and Greve’s (2008) study, reports of shame while in prison (alongside 

guilt, age and intelligence) were found to significantly predict recidivism in a sample of 

young adult offenders, even when controlling for engagement in psychological therapy. It 

must be noted, however, that while the methodology was appropriate, only a small number of 

the sample reported engaging with therapy. Nonetheless, this implies that if an offender’s 

shame is not addressed during psychological therapy, positive outcomes may be limited. 

This appears particularly relevant to sexual offending. Several theoretical models 

identify shame as a contributory factor in sexual violence. Bumby, Marshall and Langton 

(1999), for example, proposed that shame is elicited after committing a sexual offence, which 

then actually increases sexual violence recidivism. This is because shame can result in an 

offender’s decreased self-efficacy and an increase in their personal distress and cognitive 
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distortions: all factors which can increase risk of re-offending. Furthermore, according to 

Marshall, Marshall, Serran and O’Brien (2009), the label of ‘sex offender’ can generate 

further shame and hinder therapeutic change. This indicates that interactions with forensic 

systems that are experienced as stigmatising and shaming may perpetuate and reinforce 

shame, which, in line with Braithwaite’s (1989) Reintegrative Shaming Theory, is thought to 

increase offending behaviour.  

Within forensic settings, the opportunity for further threats of devaluation of the self 

can arise, such as peer bullying and ostracization, which have been associated with prisoners’ 

increased social loneliness (Ireland & Qualter, 2008). Some may regulate such threats with 

violence, replacing shame with a sense of pride as a result of their aggressive display (Butler 

& Maruna, 2009). This suggests that forensic environments can reinforce methods of control 

or belonging in ways that work against transition to desistance (Needs & Adair-Stantiall, 

2018).  

So how does this seemingly self-perpetuating cycle get addressed? It is a difficult 

question that requires further consideration of these processes within offending populations. 

While shame is gaining more attention empirically and clinically in forensic settings, it is not 

acknowledged as a criminogenic risk factor and some rehabilitation models do not allow for 

flexibility to address shame. To promote a change in how shame is understood and addressed 

in the forensic arena, greater clarity around the prevalence of shame amongst offending 

populations, and the role it plays in offending, is vital.  

Further investigation of how shame may impact the therapeutic process during 

psychological interventions is also crucial. Simply having to engage in psychological therapy 

may be a source of shame, in addition to the experiences that have led to the need for the 

engagement in the first instance (Frost, 2016). As such, shame has been found to reduce 

client disclosure (Hook & Andrews, 2005) and act as a significant risk factor for the 
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development of poorer therapeutic relationships (Black et al., 2013). This indicates that 

shame may inhibit an offender’s sense of connectedness with the therapist, impacting the 

intersubjective experience of sense-making, development of adequate coping strategies and 

cognitive capacity. These processes are all associated with greater resilience (Lösel & 

Farrington, 2012).  

 

Resilience 

Broadly speaking, resilience refers to one’s ability to recover and adapt from 

significant challenges that threaten one’s functioning (Masten, 2018). It can be understood as 

a combination of protective factors at a personal level, where one has internal characteristics 

that facilitate adaptation, and as a social multilevel construct, where one has capacity to draw 

on external interpersonal and environmental resources (Cacioppo, Reis, & Zautra, 2011; 

Viljoen, Nicholls, Greaves, de Ruiter & Brink, 2011).  

The latter is consistent with Ungar’s (2011) social-ecological interpretation of 

resilience, in which he posits that in the study and understanding of resilience and positive 

growth, one’s social context should be considered first and foremost, and the individual 

second. The literature around enhancing resilience within groups such as the military is 

relevant here, in which higher resilience has been found to decrease loneliness and enhance 

group cohesion (Cacioppo et al., 2015). Shame however, can inhibit one’s ability to draw 

upon such social resource and can actually increase the likelihood of further social exclusion.   

In offender samples, resilience is thought to serve a protective function, for example 

in Born, Chevalier, and Humblet’s (1997) study, young offenders considered to be resilient, 

were perceived to be less aggressive than their counterparts. Resilience is also thought to play 

an important role in desistance from offending (Fitzpatrick, 2011; Fougere & Daffern, 2011). 

In an interesting study exploring the narratives of men who desisted from sexual offending 
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(Harris, 2016), it was those who had adopted the resilient ‘style’ of desistence whom Harris 

felt spoke convincingly about their rehabilitation. This group were also considered to have 

benefited the most from psychological therapies in that they were provided with an 

understanding to why their offending occurred and to develop an appropriate path forward. 

They were also noted to possess stronger social bonds and move on from a stigmatised 

position. This links back to the literature outlined earlier, which demonstrated how shame has 

an inhibitory effect on these factors.  

In forensic settings, psychological therapy looks to assist the individual in recovering 

from the effect of risk factors to resilience (e.g. mental health issues) or reduce negative 

outcomes as a result of exposure to risk (e.g. development of coping strategies) (Viljoen et 

al., 2011). However, as discussed above, shame is thought to constrain this process and 

contribute to poorer therapeutic outcomes.  

 

Summary 

 Evidently, associations can be made between shame and resilience processes, both of 

which have important implications for engagement in psychological therapies in forensic 

environments, and longer-term outcomes. If resilience is inhibited though the elicitation of 

shame, offenders may be prevented from developing positive adaptations to cope with 

adversities (Greenberg, 2004; Needs & Adair-Stantiall, 2018) upon their re-entry into the 

community (Moore, Milam, Folk & Tangney, 2018). Further exploration is therefore required 

of the relationship between shame and resilience and how this could apply to an offender’s 

engagement in psychological therapy.   
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Chapter Two 

Study one: The role of shame in offending behaviour: A systematic review 

 

Abstract 

Background: Identifying risk-factors that underpin offending is vital, aiding the 

development of targeted psychological interventions. Increasingly, the affective state of 

shame is being linked with a range of offending behaviour, including violent and sexual 

offences. Existing empirical research, however, frequently utilise non-offender samples and 

correlational study designs to explore these relationships. This has muddied the true nature, 

and strength of the relationship between shame and offending.  

Aims: This review aimed to identify the existing literature investigating the predictive role of 

shame in offending and criminogenic risk factors in samples derived from criminal justice 

systems. 

Method: Databases were searched using specific search terms and articles screened for 

inclusion, in accordance with criteria developed for this review. Following screening, key 

data on study characteristics and results were extracted from the studies. Study quality was 

assessed and themes from the findings outlined.  

Results: A total of 14 studies were included. The primary themes identified in the research 

were grouped into four categories: recidivism, intent to reoffend, past offending and 

criminogenic risk factors. The prevalence of shame in the studies’ samples was noted.  

Discussion: The heterogeneity of offending-related variables, samples and measures utilised 

in the studies resulted in inconclusive findings. Only very tentatively did this review indicate 

that shame is predictive (in both directions) of actual recidivism and intent to offend. 

Nonetheless, the paucity of research investigating shame and offending in higher-risk 
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samples is highlighted. The strengths and limitations of both the included studies and the 

review are discussed.  
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Forensic psychologists are predominantly focused on managing risk, with the 

expectation that offenders will engage in interventions that address offending behaviour and 

associated criminogenic risk factors. Understanding the progression of such behaviour and 

the factors that precipitate, maintain or desist offending is vital for the development and 

targeting of suitable interventions (Stuewig & Tangney, 2007). Pressures on psychologists 

within forensic settings can, however, result in the neglect of clinical need during this 

process, undermining engagement with matters relating to an offender’s risk. Gannon and 

Ward (2014) describe this as the ‘dual relationship problem’, which manifests from 

psychologists being expected to facilitate client-focused psychological interventions, while 

also detecting risk and prioritising security. This can result in a simplistic rehabilitation 

model that does not allow for individualised focus or flexibility. While not considered a 

criminogenic need, there is growing evidence that the experience of shame is a risk factor for 

forensically relevant outcomes (Tangney, Stuewig & Hafez, 2011a). This raises questions 

about its absence from the list of criminogenic risk factors, which has not moved on since the 

Risk Need Responsivity (RNR; Andrews, Bonta & Hoge, 1990) framework was first 

formalised in 1990. The framework also neglected to include stability of self-esteem, despite 

it being shown to have a consistent relationship with areas related to forensic psychology, 

such as aggression (e.g. see Baumeister, Bushman & Campbell, 2000).  

Shame is experienced by individuals every day and can have an adaptive function, by 

which it defends the self against social devaluation (Sznycer, et al., 2016). One school of 

thought is that, in healthy amounts, shame assists in moral development and curbs socially 

unacceptable transgressions (Black, Curran & Dyer, 2013; Tangney & Dearing, 2002). This 

is in line with Braithwaite’s Reintegrative Shaming Theory (1989, cited in Ahmed, Harris, 

Braithwaite & Braithwaite, 2001), which suggests that if disapproval of one’s behaviour is 

communicated effectively, it can prevent further offending. However, some individuals have 
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a dispositional tendency to experience greater levels of anticipatory and consequential shame, 

referred to as shame-proneness (Platt & Freyd, 2012; Tangney et al., 2007).  

Prominent theories of shame posit that shame-proneness can be maladaptive. 

Braithwaite contends that shame can be highly stigmatising, increasing the risk of offending. 

This is supported in the literature through the associations shame has with a number of risk-

related and offending behaviours, including externalisation of blame (Tangney, Stuewig, 

Mashek & Hastings, 2011b), anger (Hejdenberg & Andrews, 2011), aggression and violence 

(Hundt & Holohan, 2012; Tangney et al., 2011a; Tangney Stuewig & Martinez, 2014; 

Tangney, Wagner, Fletcher & Gramzow, 1992), substance misuse (Dearing, Stuewig & 

Tangney, 2005), intent to commit criminal offences (Rebellon, Piquero, Piquero & Tibbetts, 

2010) and recidivism (Tangney et al., 2011b; 2014). In fact, from a contemporary 

psychodynamic perspective, shame is viewed by some as a catalyst to all aggression and 

violence (e.g. Gilligan, 1996). However, several studies have failed to support assertions of 

the link between shame and offending (e.g. Farmer & Andrews, 2009).  

While shame is being paid greater attention clinically and empirically in 

psychological and criminological literature (Tibbetts, 2003; Velotti, Garofalo, Bottazzi & 

Caretti, 2017), there are several issues that may contribute to the inconsistency of findings, 

including difficulties in measuring shame and failure to differentiate it from other affective 

states in empirical research, alongside methodological and analytical issues.  

The present systematic review explores these points, clarifying the differentiation 

between shame and other affective states, and outlining the existing theoretical and empirical 

literature on shame and its association with offending behaviour. This will highlight why a 

systematic review specifically exploring the predictive role of shame in offending behaviour 

is required.   
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Shame and its Associations with Guilt and Self-esteem 

Shame is often used interchangeably with guilt, and while both involve negative 

affect and are often correlated (Tangney et al., 1992), there is empirical evidence 

distinguishing each as a separate emotion. The important differences lie in the focus of the 

negative affect; Lewis (1971, cited in Tangney & Dearing, 2002) posited that the experience 

of shame arises from a negative evaluation of the global self, and though shame does not 

necessarily involve observers witnessing a transgression or failure, the imagery of how the 

defective self would appear to others can be particularly unpleasant (Tangney & Dearing, 

2002). The painful scrutiny of the self that stimulates shame is the image of oneself as small, 

powerless, unlovable and worthless, leading to a fear of abandonment (Gilligan, 2003). In the 

elicitation of guilt, on the other hand, focus is not the self but instead on the specific action 

that is at the forefront of negative evaluation (Tangney et al., 2011a). Furthermore, guilt is 

considered to be a private experience represented by one’s conscience (Tangney et al., 2011a) 

and less painful than shame (Tibbetts, 2003). Feelings of guilt also result in a sense of 

remorse or regret over the action (Tangney et al., 1992).  

With distinct phenomenological differences, the behavioural responses associated 

with the elicitation of shame and guilt can also be differentiated. It is these responses that are 

thought to either inhibit or facilitate offending. An individual feeling guilty about their 

behaviour will likely feel tense or remorseful, motivating them to make repairs, after a 

transgression (Mills, 2005; Tangney et al., 2014). Conversely, in response to shame, one may 

adopt maladaptive coping styles of anger, withdrawal, avoidance and externalisation of 

blame. These responses to shame may be evoked consciously or unconsciously, functioning 

as a way to conceal or cope with shame in order to protect the self (Marshall, Marshall, 

Serran & O’Brien, 2009; Rebellon et al., 2010; Rüsch et al., 2007). For example, shifting 

from the experience of shame to anger may function as a defence, restoring an individual’s 
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sense of power or authority (Farmer & Andrews, 2009). Shame may also lead to anger 

through the impairment of emotion regulation strategies (Covert, Tangney, & Maddux, 2003) 

or through the generation of psychological pain (Berkowitz & Harmon-Jones, 2004). A 

shamed individual may also look to blame others for their transgression, unwilling or unable 

to acknowledge their own role, thus insulating themselves from the intense negative feeling 

induced (Gold, Sullivan & Lewis, 2011).  

As well as differentiating between shame and guilt, it is also worth noting that shame 

experiences are thought to be tightly linked with fluctuations in self-esteem (Velotti, 

Garofalo, Bottazzi & Caretti, 2017). Some argue that shame is affective, whereas self-esteem 

is a complex blend between affect and cognition (Yelsma, Brown & Elison, 2002). Others, 

however, argue that distinctions between affect and cognition are false dichotomies; rather 

these different facets (including one’s actions) of a person are mutually coordinated and form 

the integrated self (Kuhl, Quirin & Koole, 2015). Although the direction of the association 

between shame and self-esteem is unclear, Velotti, et al. (2017) suggest that shame-proneness 

could be conceptually related to lower levels of self-esteem. Furthermore, they propose that 

low levels of self-esteem could increase an individual’s vulnerability to negative emotional 

states such as shame. Brown and Marshall (2001) suggest that these two constructs are so 

closely tied because they are not only both self-relevant, but also explicitly evaluative about 

the self.  

 

Shame and Offending  

Shame is cited as playing an important role in the development and maintenance of 

offending behaviour (Owen & Fox, 2011). Elison, Garofalo and Velotti (2014) proposed a 

psychobiological threat-response chain linking shame with anger and aggression. Firstly, 

shame is elicited in response to a social threat of devaluation or decline in status, threatening 
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the universal needs of one’s sense of belonging. This acts as an alarm to the individual to the 

threat of social exclusion, something which is physically and emotionally painful. This 

discomfort and pain can be enough to elicit anger, which, in some instances, can precipitate 

aggression.  

Of course, everyone experiences shame at some point, but not all individuals are 

consequently violent. With this in mind, Gilligan (2003) formulated that several other 

preconditions are required for this relationship to be observed: Firstly, that the individual 

does not have capacity for emotions that inhibit violence towards others, for example, guilt 

and remorse, or that the situation has diminished one's ability to experience these emotions; 

secondly, the threat to one's sense of self in response to shame is so overwhelming that it can 

lead to violence if the third condition is fulfilled, which is that the individual perceives 

themselves to lack sufficient non-violent methods with which to save or restore their self-

esteem. Most people will be able to maintain self-esteem through other sources when faced 

with shame, such as achievements, skills, and friends and family, as opposed to the sense of 

self being completely obliterated by a severe humiliation. However, Gilligan (2003) noted 

that the violent offenders he worked with lacked these barriers.  

There are inconsistent findings for the proposed relationship between shame and 

violence, or offending more broadly. In a meta-analytic review (Spruit, Schalkwijk, van Vugt 

& Stams, 2016), relationships between shame and delinquency were explored. Overall, 

greater propensity to experience shame was associated with less delinquency. This finding 

was contrary to the theoretical understanding of this relationship. The authors considered the 

type of shame (e.g. trait vs state) and different types of delinquency; these distinctions did not 

significantly moderate the relationship. The country in which the study was conducted did, 

however, moderate the relationship, with stronger relationships between shame and 

delinquency observed for studies conducted in Europe. This is suggestive of the role of 
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cultural differences in shame and delinquency. The meta-analysis included non-offender 

samples and explored correlational relationships, which likely influenced the direction of the 

review.  

Investigation of the relationship between shame and offending is often carried out 

using student samples, which can be problematic. Mixed outcomes were reported in two 

studies (Svensson, Weerman, Pauwels, Bruinsam & Bernasco, 2013; Tibbets, 2003) with 

positive, negative and non-significant correlations between shame and self-reported 

retrospective offending. However, the authors of these two papers, neglected to detail which 

transgressions were disclosed. Therefore, it is unclear whether the samples had engaged 

predominantly in lower rates of risky behaviour such as recreational cannabis use, or higher 

risk behaviour such as physical assaults. Nonetheless, Stuewig and Tangney (2007) highlight 

that base rates for serious offending in non-clinical samples are typically low. Such 

distinctions could have important implications for how shame is understood in relation to 

offending and the true nature of this relationship.  

Addressing some of the above issues, but not without its own limitations, was 

Stuewig et al.’s (2015) longitudinal study. The authors measured shame-proneness in a 

sample of 380 10-12-year olds, who were followed up after turning 18. Childhood shame was 

found not to predict later arrest, conviction or jail time. Shame did, however, significantly 

predict the number of drink-driving incidents and drug use. While this may be an accurate 

representation of the data, there are several factors that may have impacted the outcomes. It 

was unclear how shame-prone the sample were as childhood shame scores were not reported. 

Furthermore, only a small percentage disclosed an arrest or conviction (16% and 5.5% 

respectively) and 32% of the original sample were not followed up. This could speak to the 

very nature of shame in that those in the original sample who were most shame-prone 
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potentially chose not to participate further, and those who did participate potentially chose 

not to disclose actions which in their eyes, as well society’s, were very shaming experiences.  

In two longitudinal studies, shame was reported to have a significant relationship with 

prisoner recidivism, although via different mechanisms. Hosser Windzio and Greve (2008) 

reported a direct influence of shame on recidivism, whereas Tangney et al. (2014) reported 

that shame-proneness exerted a significant positive effect on recidivism via the mediational 

effect of externalisation of blame. The latter authors highlighted the complexity of the 

relationship between shame and offending, concluding that it is behavioural avoidance of 

shame, i.e. failing to take responsibility and blaming others, that accounts for this link, rather 

than negative appraisals about the self, which in this study had no significant effect on 

recidivism. Drawing from the literature outlined in Chapter One, these findings may also 

reflect the impact of social exclusion. Notably, if one feels socially excluded, they are less 

likely to engage in prosocial or cooperative behaviour and have a reduced capacity for 

empathy (Twenge, Baumeister, DeWall, Ciarocco & Bartels, 2007).  

While the relationship between shame and aggression is often referred to as 

empirically established, findings in this area are also inconsistent. Complex mediational 

relationships between shame and violence have been found, for example by Gold et al. 

(2011), who investigated the relationship between shame and violent delinquency in an 

adolescent prison sample. The authors looked at shame about the self and behavioural 

responses to shame; the latter was associated with significantly greater rates of violent 

delinquency, compared to those with higher levels of self-shame. Behavioural responses to 

shame appeared to have a mediational effect between abusive parenting and violent 

delinquency, as opposed to directly accounting for the variance in the model. The authors 

concluded that participants' behavioural responses to shame (i.e. blaming others), served a 
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protective function in response to consistent exposure to abusive parenting, while also 

contributing to higher rates of violence.  

In two studies that explored state shame in young offender prison samples (Farmer & 

Andrews, 2009; Owen & Fox., 2011), non-significant differences in shame were found for 

those who had committed a violent offence, compared to those who committed non-violent 

offences. This contradicts theories which suggest that shame is an underlying cause of 

violence (e.g. Gilligan, 1996). Owen and Fox (2011) speculated that these results 

demonstrated a desire to hide from shame; the participants potentially under-reported or 

denied their shame experiences. However, these findings could be seen as a consequence of 

the relationship between these variables being considered as being simple and direct, when 

actually, as outlined earlier, there are additional mechanisms at play which mediate the 

relationship between shame and aggression (Stuewig, Tangney, Heigel, Harty & McCluskey, 

2010). Stuewig et al. (2010) highlighted further methodological issues, in that few studies 

appear to distinguish physical aggression from anger and hostility when exploring the 

relationship between shame and aggression.  

 

Shame and Criminogenic Variables  

 Shame has also been linked to prominent risk factors associated with offending, 

although fewer empirical studies have explored these relationships (Stuewig et al., 2015).  

Drug and alcohol abuse cause significant concern in relation to acquisitive offences 

and violence (McMurran, 2007) and are incorporated into various risk assessment measures 

such as the Historical Clinical Risk-management tool (HCR20v3; Douglas, Hart, Webster, & 

Belfrage, 2013). Theoretically, shame is thought to play a central role in addictions, with 

substance misuse functioning as a maladaptive style of coping with negative emotions 

(Stuewig et al., 2015). Shame has been found to be positively correlated with substance 
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misuse (Tangney et al., 2011b) and dependence and poly-use in prisoner samples (Dearing, 

Stuewig & Tangney, 2005); substance use in college samples (Dearing et al., 2005); and 

earlier onset of alcohol use (Stuewig et al., 2015). In a sample of females attending 

Alcoholics Anonymous, shame was also found to be associated with an increased risk of 

relapse and impairment to social adjustment during recovery (Wiechelt & Sales, 2001). 

Stuewig et al. (2010) suggest that this could be attributable to the behavioural responses 

motivated by shame, resulting in individuals denying or externalising blame, thus being less 

likely to acknowledge or address substance misuse problems. However, in their systematic 

and meta-analytic review, Luoma, Chwyl and Kaplan (2019) found no significant 

associations between shame and substance use across cross-sectional studies, although the 

studies included were mainly focused on alcohol use. The authors of the review did 

acknowledge that the sample of papers with a cross-sectional design was small (sample of 

3805), and therefore may be skewed by a small number of influential studies. Shame was, 

however, significantly associated with more substance use-related problems such as 

depression. Furthermore, within certain contexts, shame appeared to be an antecedent and 

consequence of substance use, as well as having a protective function in some instances.  

Shame-proneness is thought to be associated with preventing the empathetic process 

(Tangney & Dearing, 2002), a construct also thought to underlie offending (Marshall, 

Marshall & Serran, 2009). Affective empathy has been shown to have a weak but positive 

relationship with offending, however, it is the cognitive component of empathy that has a 

strong relationship (see meta-analyses by Jolliffe & Farrington, 2004; Van Langen, Wissink, 

Van Vugt, Van der Stouwe & Stams, 2014).  Leith and Baumeister (1998) suggest that a 

higher level of shame is associated with the affective component of empathy, by which the 

individual becomes preoccupied with their own personal distress, drawing attention away 

from the harm experienced by others. Applying this to offenders, if shame results in an 
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individual viewing themselves as defective or bad after committing an offence, there will 

naturally be no desire to contemplate themselves from the victim’s perspective. This 

corresponds with the general psychology literature, in which individuals with high levels of 

shame have a well-established tendency to engage in defensive behaviours such as denial or 

minimisation in order to cope with cognitive dissonance and a fragile sense of self (Ware & 

Mann, 2012). This was observed in Ware, Blagden and Harper's (2020) study, which 

explored differences in shame and externalisation in a sample of men convicted of sexual 

offences who admitted their offences, and those who denied their offences. When entered 

into a regression model, shame-proneness significantly contributed to the variance in 

membership of the categorical denial group.  

Expressions of shame around offending are thought to influence treatment outcomes 

in that they inhibit offenders’ engagement because of their desire to withdraw. In their study 

of 115 violent adult male offenders referred to a violence intervention programme, O’Brien 

and Daffern (2017) reported that shame related to offending behaviour was observed in 35% 

of the sample. Shame, alongside guilt, was found to be significantly, positively associated 

with the offenders’ internal desire to engage and demonstrate positive conduct in treatment. 

However, the presence of shame related to offending behaviour was based on file review 

information and measured dichotomously by a researcher. One cannot be sure how accurate 

records were in outlining such responses, as well as the issue of the terms shame and guilt 

often being used interchangeably by individuals.  

 

Aims 

Irrespective of the theory applied to explain the functional relationship between 

shame and offending and criminogenic risk factors, these relationships are predominately 

understood when applied to non-clinical and student populations where baselines for 
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offending and other risky behaviour are low (Black et al., 2013; Tangney et al., 2007, 2014). 

Furthermore, support for these relationships is often in the context of associations rather than 

cause and effect, some of which have appeared to neglect recognition of the complex and 

mediational associations between these variables. These tendencies have muddied the clarity 

of the literature and, consequently, the relationship between shame and 

offending/criminogenic factors, and its strength, remains unclear.  

This review, therefore, aimed to systematically explore the role of shame in predicting 

offending behaviour and criminogenic risk variables in samples involved in criminal justice 

systems. The strengths and limitations of included papers were considered, focusing on the 

study samples, methodologies and analysis. Finally, the strengths and limitations of the 

review itself were considered.  

 

Method 

 

Scoping Exercise  

An initial scoping exercise was conducted on 27th March 2019. This was to assess 

whether any systematic reviews looking at the predictive role of shame in offending and 

criminogenic variables using an offender sample was already in existence.  

The following search terms were applied: Shame OR Shame-proneness AND offend*, 

OR prison* OR criminal OR delinquent Or Juvenile.  

Alongside a hand search, the Campbell Collaboration and PROSPERO systematic 

review databases were reviewed; the exercise identified that there were no existing systematic 

reviews on this topic. From the hand-search, the author identified one meta-analysis 

exploring the association between shame and delinquency (Spruit et al., 2016), however this 

was not focused on the predictive nature of shame and included non-offender datasets.  
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A secondary aim of the scoping exercise was to determine the potential volume of articles 

that would be returned in searches and the legitimacy and relevance of these articles in being 

able to address the research question. There appeared to be sufficient literature exploring 

these themes in samples with a history of offending behaviour to proceed with the review.  

The scoping exercise also allowed for further identification of relevant search terms to 

be included in the final search strategy. Thus, the population search was extended to include 

‘ashamed’ and a broader range of words relating to ‘offender’ (felon, inmate).  

 

Search Strategy  

A date restriction of 1990-2020 was applied to the search returns as quantitative 

measures of shame were in their very infancy prior to 1990. For example, the Internalised 

Shame Scale (ISS; Cook, 1988) was developed in 1988 and a study exploring the construct 

validity of the Harder Personal Feelings (PFQ2; Harder & Lewis, 1987) and the Hoblitzelle 

Adapted Shame and Guilt Scale (ASGS; Hoblitzelle, 1982) was published in 1990. 

Furthermore, measures had not been administered to offender samples, with the 

psychometrics commonly validated with college samples.  

Search filters were applied stipulating that the search terms were to be identified in 

the article title or abstract only. This was required to ensure the relevancy of articles returned 

in the search. Additional filters were added when possible to ensure that only studies written 

in English were included and that return results comprised of primary research articles only.  

 

Sources  

An initial database search was conducted on 27th July 2019 with a further follow-up 

search conducted on 30th March 2020. The latter search covered the preceding eight months 

after a pause in the review process.  
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The following electronic databases were searched:  

PsycINFO 

Wiley 

PubMed 

CINAHL 

Web of Science 

 

Search Terms 

The following search terms were applied to all databases (Appendix A): 

Shame OR shame-proneness OR ashamed  

AND  

Offend* OR prison* OR forensic OR delinquent OR criminal OR felon OR inmate OR 

juvenile. 

Through the initial exploration of the literature, offending-related variables associated 

with shame such as recidivism, physical aggression and substance misuse were indicated. The 

decision was made to not include these specific terms in the final search in case this limited 

results, ensuring that the searches captured all potential risk and offending variables predicted 

by the experience of shame.  

Unpublished papers such as dissertations and theses were not specifically located.  

 

Study Selection  

 

Inclusion/Exclusion criteria and PICOS  

The PICOS tool (Population; Intervention/exposure; Comparator; Outcome; Study type) 

developed by Cochrane (Higgins & Green, 2013) was utilised to define the inclusion and 
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exclusion criteria for the systematic review. The tool allows for the main concepts of the 

research question to be organised into a framework to aid in the identification of relevant 

information for inclusion (Methley, Campbell, Chew-Graham, McNally, & Cheraghi-Sohi, 

2014). To establish which of the citations were to be retained for data extraction and analysis, 

the identified papers underwent a review of inclusion and exclusion criteria as outlined in 

Table 1. 

 

Table 1  

PICOS Criteria  

PICOS Description  

Population 

 

 

 

Intervention/Exposure 

 

 

 

Comparison 

Outcome 

 

 

 

 

 

 

 

Study type  

Adults and juveniles involved in the criminal justice system, either 

in the community or detained. Studies which report on shame 

experienced by non-offender samples will be excluded, even if 

intention to commit an offence has been explored.  

Shame must be measured quantitatively. Studies where shame has 

been recorded qualitatively will be excluded. This is due to the 

subjective nature of shame, as well as frequent conflation with 

guilt.  

No comparison group required 

The primary outcome will be exploring the predictive role of shame 

in offending behaviour and criminogenic risk factors. Studies that 

only report on correlational associations between shame and these 

variables will be excluded. Such analysis that is reported, will be 

extracted as a secondary outcome, but this will not be a focus of 

this review, as Petticrew and Roberts (2006) warn that secondary 

outcomes can mislead results of systematic reviews.  

Studies must report all outcomes related to the primary outcome 

quantitatively. Eligible study designs include quasi-randomised 

controlled trials, non-randomised controlled trials, prospective 

cohort studies, retrospective cohort studies and case-control studies.  
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Search strategy results  

The results of the two searches were combined. The search strategy and study 

selection process are outlined in Figure 1. Duplicate identification and removal (n=154) were 

completed manually.  

 

Stage One Screening 

Once duplicates were removed, the titles and abstracts of all remaining articles were 

screened (n=533). Eligible articles for the review were identified following the PICOS 

criteria. Article titles or abstracts that did not meet each of the PICOS components were 

omitted from the systematic review (n=469). Articles of which eligibility could not be 

determined were retained at this stage.  

 

Stage Two Screening 

The full-texts for article abstracts or titles that met the PICOS inclusion criteria or 

were undetermined at this point were obtained and reviewed (n=64). This process resulted in 

a further 51 articles being identified as not meeting the inclusion criteria. These papers were 

excluded for reasons including non-offender samples (16), shame not measured/reported (11), 

correlational design (13), qualitative design (2), not primary research (3), not exploring 

offending (5) and missed from stage one screening (1). This resulted in 13 studies suitable for 

inclusion. 

 

Additional Identification Methods 

 Upon second review of Spruit et al.’s (2016) meta-analysis, a further study was identified for 

inclusion in this review, authored by LeBel, Burnett, Maruna and Bushway (2008).  

Thus, a final sample of 14 articles were included in the review. 
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Quality Assessment 

Studies were assessed for quality of reporting using the Quality Assessment Criteria 

developed by Kmet, Lee and Cook (2004) (Appendix B). This tool was selected over other 

quality bias scales for a number of reasons; it was designed to be compatible with a range of 

quantitative research designs, as opposed to other instruments which have been designed to 

assess quality for only specific research designs (Kmet et al., 2004); the tool has been 

validated (Gravel, Legare & Graham, 2006); and the authors provide a detailed manual 

containing definitions and instructions on how use the tool. To ensure inter-rater reliability, 

the primary researcher assessed the quality of all articles retained for the review while a 

second researcher (YS) reviewed a random selection of approximately a third of the papers. 

Scores provided by both researchers indicated very good inter-rater agreement with both 

reviewers assigning exact or highly similar scores.  

The maximum possible score for a randomized control study using the Quality 

Assessment Criteria was 28 from 14 questions, and 22 from 11 questions for quasi-

experimental studies. Users of the tool are guided to consider each article’s study design, 

methodology, appropriate descriptions of the sample, means of assessment and outcomes, 

specifically noting reports of variance and accuracy of conclusions. For each item, a score of 

two was awarded if the study was considered to have met the criteria, a score of one if criteria 

was partially met and a score of zero if criteria was not met. Each article was awarded an 

overall Quality Assessment Score by summing each item score. 
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Figure 1 

Study Selection Flowchart  
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Additional records identified 

through other sources (n= 1) 

1 – Reference identified in 

another paper (LeBel et al., 

2008) 

 

Records screened after duplicates removed 

(n= 533) 

Records excluded (n=469) 

469 paper titles/abstracts did not meet 

each PICOS requirement 

Full-text articles excluded (n =51) 

16- Non-offender samples 

11- Shame not measured/reported 

13- Correlational design   

2- Qualitative design  

3- Not primary research 

5- Did not explore offending  

1-Missed from stage one exclusion 

 

Studies included in 

narrative synthesis 

(n= 14) 

Records identified from electronic 

database searching (n= 687)  

Duplicates removed (n= 154) 
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Kmet et al. (2004) recommended that studies which received a final score over 75% 

of the total possible score are considered as acceptable for inclusion in the review, using a 

“relatively conservative” benchmark (p.8). Studies with scores over 55% can be included 

following a “liberal” cut-off point. Using these guidelines, all 14 studies scored above 75% 

(range = 78.9-100%) and were retained in the review. 

 

Data extraction  

A data extraction form was designed to capture information required to answer the 

research question. Short descriptions of each study were outlined including sample details, 

measures utilised, statistical analysis and key findings.  

In instances where the same dataset was reported across multiple papers, the 

researcher followed recommendations by Fleeman and Dundar (2014) to group the data in the 

extraction form to avoid results bias (Kitchenham, 2004). This resulted in three of the 14 

studies being grouped together. 

 

Results 

Following the search procedures and quality assessment, 14 studies comprising 12 

independent datasets were identified for inclusion. Presented in Table 2 is a summary of each 

paper’s main characteristics based on the data extraction process, outlining the authors and 

publication date, quality score, country of origin, study sample and methodology.  

Presented in Table 3 are details on the study aims, prevalence of shame in the 

samples, and the predictive role of shame in relation to offending or criminogenic risk factors 

in offender samples.   
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Table 2 

Study Characteristics  

Authors,  

Country of 

Publication, 

Quality Score 

Population and Characteristics  

 

 

Assessment Tools (Shame and 

Additional) 

Study Design 

Freeman, 

Liossis & David 

(2006) 

 

Australia  

 

Quality =  

15/19 

78.9% 

166 recidivist drink drivers. 149 males and 17 

females on probation in the community  

 

Age: Mage=37, range 20-67.  

Ethnicity: ‘majority’ Caucasian but specific 

data not provided.  

 

Offending: Mdrink driving offences= 2.86, 

range 2-7. 

46.4% of the sample had convictions for other 

offences, 48.8% convictions for traffic 

offences, 4.8% no other convictions 

One question measured shame  

“I was ashamed when I was caught for 

drink driving” 10-point scale (1 = 

strongly disagree, 5 = unsure, 10 

=strongly agree). Alpha not reported.  

 

Experiences and Perceptions 

Questionnaire developed by study 

authors measuring a range of variables  

Cross-sectional  

 

Data were collected through 

structured face-to-face and 

telephone interviews taking 20 to 30 

minutes to complete. 

Fuller, Tapp & 

Draycott (2019) 

 

63 males recruited from 2 forensic psychiatric 

hospitals.  

 

The Test of Self‐Conscious Affect—

Socially Deviant Version (TOSCA‐SD). 

Cronbach’s alpha acceptable except the 

Cross‐sectional 

71 patients were eligible, five 

refused participation. Demographic 
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England  

 

Quality =  

19/20 

95% 

Mage= 39.05(SD=9.77, range23-65).  

 

Index offence:  

Murder/Manslaughter 21 (31.8%) 

Violent 18 (27.3%), Sexual 4 (6.1%) 

Mixed violent and sexual 3 (4.5%) 

Arson 9 (13.6%),  

Theft/acquisitive 3 (4.5%) 

Other 5 (7.6%), Missing 3 (4.5%) 

 

Diagnosis: 

Psychosis 27 (40.9%), Mood disorder 1 (1.5%), 

PD 8 (12.1%), Mixed diagnosis 27 (40.9%), 

Missing 3 (4.5%) 

 

Nearly all participants attended therapy; modal 

number - two (range 0–8), six (9%) had no 

therapy. 

shame behavioural avoidance subscale, 

which was slightly below .7.  

 

The Offence‐Related Shame and Guilt 

Scale (ORSGS). Cronbach’s alpha .72 for 

the shame subscale. 

 

 

The Patient Motivation Inventory 

The Treatment Readiness Questionnaire  

 

Clinician ratings were sought using the 

Treatment Readiness, Responsivity, and 

Gain Scale: Short Version.  

data were available for 63 

participants. 

 

 

Gold, Sullivan 

& Lewis (2011) 

 

112 adolescents in a detention facility and 

waiting for court-ordered MH evaluation and 

awaiting charge.  

The Test of Self-Conscious Affect-2 

(TOSCA-2; Tangney et al., 1996a)  

 

Cross-sectional. All measures were 

administered as interviews 
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USA 

 

Quality =  

18/20    

90% 

 

90 male, 22 female 

Age: M=15.6 (SD=1.4, range 12-19).  

Ethnicity (%): 

30.4% -Hispanic/Latino, 31.3% - African-

American, 38.4% - White/European 

Parent-Child Conflict Tactics Scale—

Child Assessment (CTSPC-CA) adapted 

version of the Delinquency Scales. 

 

Institutional disciplinary reports were 

used to confirm the validity of self-

reported violent delinquency 

Hosser, Windzio 

& Greve (2008) 

 

Germany 

 

Quality =  

18/22  

81.8% 

1243 male prisoners serving first time custodial 

Sentence in 6 prisons.  

Age: Mage at t1 (first interview): 21.2 years 

(SD = 1.9). Age range= 14-24.  

Sentences averaged 20.57 months (SD = 

11.45).  

Offences-  

Minor violence- 32.5%, serious violence-

16.3%, Property offences- 38.4%, Other 

offences- 12.8% 

Shame assessed at each time point with 

EMO-16-Week (EMO-16-Woche) scale. 

Several surveys showed that this 

instrument is reliable and valid; however, 

alpha was not provided for this study.  

 

Data on 1,243 persons and 732 

recidivism incidents were available. 

 

Longitudinal- 3 interview 

timepoints; T1= beginning of the 

prison term, T2= 8 weeks after t1, 

T3=close to release.  

 

Participants informed that 

participation was voluntary, 10 €€ 

for taking part in each interview.  

 

The participation rate was 89%.  

 

Keith & 

Scheuerman 

(2018) 

498 restorative conference and 475 court 

participants  

Male (76%) 

Shame and guilt were treated as the same 

emotion and not differentiated. Assessed 

using 6 items. No information of how 

Cross-sectional  
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Australia  

 

 

Quality =  

19/24  

79.1% 

Age: Mage 27.2(SD=11.5), range=9.47-74.05 

 

Ethnicity/race not reported  

 

Offending: 

Drink driving offenders (N = 731), juvenile 

property offenders involving a personal victim 

(N = 106), juvenile shoplifting offenders (N = 

84), and violent offenders (N = 52) 

 

  

these items were chosen. Higher number 

indicating higher levels of shame/guilt. 

Alpha = 0.87  

 

Embarrassment measured using 4 items. 

Projected conformity measured by asking 

respondents if they felt that the 

conference or court would help prevent 

them from breaking the law in the future.  

Responses were summed and ranged 

from 2 to 10. Alpha = 0.76. 

Criminal Identity Discrepancy- measured 

using 6 items  

85% of drinking and driving 

offenders, 76 % of juvenile property 

offenders with a victim, 73 % of 

shoplifting offenders, 72% of 

violent offenders consenting to 

participate.  

LeBel, Burnett, 

Maruna & 

Bushway (2008) 

 

UK 

 

Quality= 

18/22 

130 male repeat offenders recruited from nine 

UK prisons.  

Age: M=26.5 (SD=5.41) ranged from 20 – 44.  

Ethnicity: 17% Afro-Caribbean, 83% white  

 

Offending: 

Prior convictions ranged from 0-45, M= 9.67 

(SD=6.47). 

Interviews: shame then quantified into a 

dichotomous variable- also grouped with 

‘regret’. Alpha not reported. 

 

Official records to determine offending 

using Home Office Offenders Index (OI) 

and the Police National Computer (PNC); 

Longitudinal- three waves  

W1= pre-release 

W2= 4-6months later in community 

W3= 10 years later  

 

90% took part in W1, 76% took part 

in W2.   
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81.8%  

Largely repeat property offenders; majority had 

3+ convictions for property but many had 

convictions for other offences.  

Time spent in prison- M=15 (SD=14 months), 

with a maximum of 84 

dichotomous ratings for reconvicted 

(n=103) and reimprisoned (n=79) 

 

Also looked at hope, stigma, identities 

and social problems which were then 

coded depending on their presence in 

participants narratives  

Murphy & 

Harris (2007) 

 

USA 

 

Quality =  

17/18     

94.4% 

652 taxpayers caught and punished for illegal 

tax avoidance schemes.  

83% male  

Age: M=50.43(SD=9.00, range 25-76) 

 

 

 

 

Survey in which shame acknowledgment/ 

shame displacement were measured; 10 

items with good reliability previously. 

However, alpha was not reported for this 

study. 

 

Survey included 4 items on tax non-

compliance  

Cross-sectional  

A nationwide random sample of 

1,250 tax offenders sent a 28-page 

survey. Informed responses would 

be anonymous.   

Four mailings were made – 60% 

response rate.  

 

Robinson, 

Roberts, Strayer 

& Koopman  

(2007) 

 

Canada  

64 young males incarcerated at a youth secure 

custody centre.  

Age: M=16.3(range14-18).  

Ethnicity (%): 

70% White; 9% Asian descent; 8% First 

Nations; 13% ‘other’ 

The Test of Self-Conscious Affect—

Adolescent Version (TOSCA-A) shame- 

a=.80 

 

Jesness Inventory 

The Interpersonal Reactivity Index. 

Cross-sectional. The participants 

completed individually administered 

questionnaires and the EC interview 

in one session lasting 2 to 2.5 hours.  
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Quality =  

20/22 

90.9% 

 

Offending: 

30% non-violent offences, 19% violent, 51% 

combination of both.  

 

Diagnosis: 

81% Conduct Disorder, of which 17% ADHD; 

17 also had a concurrent diagnosis of attention 

deficit hyperactivity disorder or substance use, 

and another 13 had an unspecified second 

disorder 

 The Bryant Empathy Index (BEI) 

The Empathy Continuum 

The Emotional Response Questionnaire 

(ERQ) 

Schalkwijk, 

Stams, Stegge, 

Dekker & Peen 

(2016) 

 

Netherlands 

 

Quality =   

20/22 

90.9% 

59 adolescents; pre-trial or incarcerated. 

80% male   

Mage = 15.5 

Ethnicity:  

40% Caucasian, 13% - South Mediterranean 

countries, 16% - former South American Dutch 

colonies, 31% - other . 

Compass of Shame Scale (CoSS). 

Cronbach’s alpha varied between .75 and 

.87 for different subscales.  

 

Rosenberg Self-Esteem Scale (RSES) 

Childhood Narcissism Scale (CNS) 

 

 

Cross-sectional design.  

Participants completed the 

questionnaire while being 

psychologically evaluated (before 

trial, some of them incarcerated). 

All participants participated on a 

voluntary base- paid €7.50 as a 

token of gratitude. 



53 
 

362019 

Spice, Viljoen, 

Douglas & Hart 

(2015) 

 

Canada  

 

Quality =  

22/22 

100% 

97 adolescents on probation in British 

Columbia. 70% male 

Age: M=15.88 (Range 12-17, SD=1.15)  

Ethnicity (%): 

White (53; 54.6%), partly Aboriginal (18; 

18.6%), other (26; 26.8%)  

 

Average of 2.69 index offence charges (SD= 

3.39) and 1.99 index offence convictions (SD= 

1.66).  

 

No. of previous charges M=5.42 (SD=5.96)  

No. of previous convictions M=3.15 (SD=3.01) 

 

Type of index charges:   

Nonsexual violence 59 = 60.2%, Sexual 

violence 3 = 3.1%, Property offence 31 = 

31.6%, Drug offence 4 =4.1%, Other 31 

=31.6% 

The Test of Self-Conscious Affect- 

Adolescent (TOSCA-A). Cronbach’s 

alpha .82. 

Offence-Related Shame and Guilt Scale 

(ORSGS). Cronbach’s alpha- .75 

 

The Massachusetts Youth Screening 

Instrument-2 (MAYSI-2) 

Psychopathy Checklist: Youth Version 

(PCL:YV) 

Cross-sectional. Participants were 

recruited from 11 probation offices  

 

Data collection included a structured 

interview, completion of self-report 

measures, and a review of probation 

file.  
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** Stuewig, 

Tangney, 

Heigel, Harty & 

McCloskey,  

(2010) 

 

USA 

 

Quality = 

 22/22 

100%  

 

507 pre- and post-trial inmates held in a 

metropolitan area county jail 

70% male  

Age M=32 years (SD = 10, range = 18–69) 

 

Ethnicity (%): 

 44.2% African American, 36.3% Caucasian, 

9.1% Latino, 3% Asian, 4.1% “Mixed,” and 

3.3% “Other.” 

Participants were charged with at least one 

felony; 83% had prior jail experience; 54% had 

a previous felony conviction.  

Test of Self-Conscious Affect for 

Socially Deviant Populations (TOSCA-

SD). Cronbach’s alpha of .59  

 

Interpersonal Reactivity Index (IRI) 

Modified version of the verbal and 

physical aggression subscales of The 

Personality Assessment Inventory (PAI). 

 Cross-sectional.  

 

 

** Tangney, 

Stuewig, & 

Martinez (2014) 

 

USA 

 

Quality =  

20/20 

100% 

476 Pre/post inmates on felony charges in 

county jail, Washington DC.  

67% male. 

 

Age 18-70(M=33, SD=10.2) 

 

Ethnicity (%): 

45% African American, 35% White, 9% 

Latino, 3% Asian, 4% Mixed race 4% “other.” 

Test of Self-Conscious 

Affect—Socially Deviant Version 

(TOSCA-SD) 

 

One year follow up: Participants 

completed phone interviews.  

 

Longitudinal design- questionnaires 

completed electronically. Spanish 

versions provided. 1 year post-

discharge follow-up. Post release 

recidivism details for 446 (332 

interviewed; 70%) 

 

74% response rate- informed of 

voluntary nature of participation 
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Self-report on any arrests and committal 

of undetected offences- asked about 17 

types of crime, then put into five groups.  

Accessed official arrest records and used 

same 5 groups.  

 

 

 

** Tangney et 

al., (2016) 

 

USA 

 

Quality =  

20/22    

90.9% 

305 inmates in urban jail  

71% male  

Age (Range: 18–69, M = 33.5, SD = 10.2).  

Ethnicity (%): 

45% African American, 35% White, 9% 

Latino, 3% Asian, 4% mixed race, and 4% 

“other.”  

 

 

 

 

Test of Self-Conscious Affect-Socially 

Deviant Version (TOSCA-SD). 

Cronbach’s alpha: shame = .71 

 

Texas Christian University Correctional: 

Residential Treatment Form 

Initial Substance Use Assessment (TCU-

CRTF) 

Criminogenic Cognitions Scale (CCS) 

Used records to determine predictor 

variables  

Longitudinal- Data collected at 

intake to jail (T1) and 1-year post-

release (T2) 

 

74% response rate- Informed of 

voluntary nature of study. Inmates 

received a $15–18 honorarium. 

Ware, Blagden 

& Harper (2020) 

 

Australia  

 

77 adult men convicted of sexual offences in 

minimum security prison unit in Sydney. Part 

of a treatment programme – either assessment 

or treatment phase.  

 

Test of Self-Conscious Affect for 

Socially Deviant populations (TOSCA-

SD). Cronbach’s alpha for shame was.76.  

 

Cross-sectional. Only data from pre-

treatment was used. 77/98 agreed to 

participate (response rate of 80% for 

the deniers and 77% for the 

admitters). 



56 
 

362019 

Quality =  

20/22 

90.9% 

 

Age: 

40 denied offence Mage 52.7(SD=10.7), 

37 admitted offence Mage 46(SD=13.2) 

 

Ethnicity (%): 

Caucasian D= 67.50% A= 75.70% -  

Aboriginal D= 12.50% A=5.40% -  

Other D= 20% A= 18.90% 

Millon clinical multiaxial Inventory-III 

(MCMI-III) 

Balanced Inventory of Desirable 

Responding (BIDR)   

Social Self-Esteem Inventory (SSEI) 

Miller Social Intimacy Scale (SIS) 

 

Participants were made aware of the 

voluntary nature, withdrawing and 

no impact on treatment pathway.  

 

Note. ** denotes studies using the same dataset 
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Study population 

The total sample size for all 12 datasets comprised 3668 participants. For the three 

studies that utilised the same dataset (Stuewig et al., 2010; Tangney et al., 2014; Tangney et 

al., 2016), the largest recorded sample was included in the calculation. There was a 

substantial variation in sample sizes across the papers, ranging from 59 (Schalkwikj, Stams, 

Stegge, Dekker & Peen, 2016) and 63 (Fuller et al., 2019) to 1243 (Hosser et al., 2008), 

although the majority of studies had fewer than 200 participants. Interestingly, only the Spice 

et al. (2015) and Ware et al. (2020) papers reported power calculations used to determine the 

sufficient number of participants required to achieve statistical power.  

The datasets were split across continents with Western cultures, with five from the 

USA and Canada, four European and three Australian. The race/ethnicity of the sample was 

not reported in four papers (Fuller et al., 2019; Hosser et al., 2008; Keith & Scheuerman, 

2018; Murphy & Harris, 2007). The latter, however, noted that this information was 

unavailable. In three of the datasets, the samples were predominantly white (LeBel et al., 

2008; Robinson et al., 2007; Ware et al., 2020). Freeman, Liossis and David (2006) noted 

that the ‘majority’ of their sample was white but did not provide a specific breakdown. The 

unreported data and predominantly white samples account for a large portion of the total 

sample, therefore it is questionable how representative the dataset is of general offender 

populations, where Black and Minority Ethnic (BAME) groups are often over-represented 

(Uhrig, 2016). The remaining four datasets reported ethnically and racially diverse samples; 

for example, Tangney et al. (2014) reported 45% African American, 35% White, 9% Latino, 

3% Asian, 4% mixed race, and 4% other. Generally speaking, studies either focused on adult 

or adolescent and young adult samples, with the exception of the Keith and Scheuerman 

(2018) paper, which reported an age range of nine-74. The mean age of the adult datasets was 

37 and 16.5 for the adolescents. The majority of the total sample were male; eight of the 
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datasets reported a sample of 70% or higher as male and four studies included male only 

samples.  

There was variation in terms of recruitment, as samples were derived from a range of 

offender populations. Just over half were recruited from prison or ‘detention’ and ‘secure 

centers,’ and in addition to general prison populations, these were further broken down into 

more niche areas including a unit for individuals convicted of sexual offences (Ware et al., 

2020), adolescents awaiting mental health evaluations (Robinson et al., 2007) and first-time 

prisoners (Hosser et al., 2008). There were a range of community samples with two derived 

from probation services (Freeman et al., 2006; Spice et al., 2015), one sample involved in a 

restorative justice scheme (Keith & Scheuerman, 2018) and individuals who had been 

identified and punished by the Australian Tax Office (Murphy & Harris, 2007). Fuller et al.’s 

(2019) study recruited from forensic mental health settings. Generally, the studies reported 

that participation was voluntary and would have no influence over progress through the 

respective criminal justice systems or interventions. Multiple studies, however, reported 

participants receiving monetary or voucher payments for their engagement in the studies; this 

may have biased the findings, as such incentives can diminish the integrity of a study’s 

findings (Bentley & Thacker, 2004).  

All studies were subject to further potential participant biases. The very nature of 

shame can motivate behavioural responses in the form of hiding or withdrawing. Therefore, it 

is possible that those who agreed to participate experienced less shame or had developed 

greater degrees of coping or resilience, compared to those who declined. Alternatively, it is 

possible that participants were being less truthful, or that deep, lingering shame conflicted 

with the narrative of confidence and power that they were trying to construct for themselves 

and present to others (e.g. see Scheier, Buss & Buss, 1978). All but five studies reported 

response rates (Freeman et al., 2006; Gold et al., 2011; Robinson et al., 2007; Schalkwijk et 
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al., 2016; Spice et al., 2015); these ranged from 60% (Murphy & Harris, 2007) to 92% (Fuller 

et al., 2019). However, no studies explored potential differences in demographic and offence 

histories between those who agreed to participate and those who did not; likely due to ethical 

procedures and consent. While several studies accommodated participants with limited 

reading proficiency by reading measures aloud or using computer aids, only one dataset 

(utilised by three studies; Stuewig et al., 2010; Tangney et al., 2014; Tangney et al., 2016) 

looked to minimise selection bias through the inclusion of Spanish versions of study 

measures to accommodate non-English speaking inmates. 

The studies also varied in sampling procedures. Two study samples appeared to 

reflect non-bias sampling, with participants selected at random from their respective 

populations. The Murphy and Harris (2007) paper reported selecting a random, nationwide 

sample of tax offenders to participate with no reported exclusion criteria, although this was 

an extremely specific population to begin with. Similarly, the Keith and Scheuerman (2018) 

study randomly assigned participants to a restorative justice programme or court intervention. 

However, no information was provided about how these samples were randomly selected. 

Fuller et al.’s (2019) only exclusion criteria were those who were not deemed to have 

capacity to consent or posed an imminent risk to themselves or others. Conversely, the Ware 

et al. (2020) study, recruited individuals convicted of sexual offences engaged in a specific 

psychological treatment programme located on one prison wing, and LeBel et al. (2008) 

selected their sample specifically based on offending histories that were suggestive of 

persistent offending. All but one study reported a summary of the participants’ offences 

(Gold et al., 2011). The studies which recruited from broader offender populations reported a 

greater range of offences from property to violence (Hosser et al., 2008; Fuller et al., 2019). 

Those recruited from specific offender groups, for example, the Freeman et al. (2006) paper, 



60 
 

362019 

included only those who were on probation for drink driving offences, although nearly half 

the sample reported prior convictions for other offences.  

Measures and Methodology  

 

Shame 

A small range of standardised and unstandardised measures to capture shame were 

used across the datasets. These were predominately administered as part of structured or 

semi-structured interviews; only the Murphy and Harris (2007) study collected data via 

posted surveys. Six datasets utilised the community, adolescent and ‘socially deviant’ 

versions of the Test of Self-Conscious Affect (TOSCA-SD; Hanson & Tangney, 1996), two 

of which also utilised the Offence-Related Shame and Guilt Scale (ORSGS; Wright & 

Gudjonsson, 2007) (Fuller et al., 2019; Spice et al., 2015). The EMO-16-Week scale, the 

Compass of Shame Scale (CoSS; Elison, Pulos & Lennon, 2006) and a measure developed by 

Ahmed et al. (2001; no title), were each utilised in one dataset (Hosser et al., 2008; 

Schalkwijk et al., 2016; Murphy & Harris, 2007, respectively). A study specific questionnaire 

designed to assess shame in relation to participants’ offending behaviour was used in the 

Keith and Scheuerman (2018) paper. Freeman et al. (2006) looked to capture shame via one 

study question. LeBel et al. (2008), determined the presence of reintegrative and stigmatizing 

shame about participants’ past offending through interviews. These two variables were then 

rated dichotomously as either being present, or not.  

Within the arena of shame research, researchers have a limited range of assessment 

measures at their disposal. While it is not possible to determine conclusively why one 

measure was selected over another (the rationale is not typically disclosed), decision making 

was potentially guided by the research aims. For example, whether the exploration of 

additional independent variables and their inclusion in shame measures was the main aim of 
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the study, or, if the general experience of shame vs. offence-specific shame was of interest to 

the researcher.  

Of the papers that made use of standardised measures, the reliability and the validity 

of these were typically considered by the researchers. The TOSCA scales focus on trait 

shame, as well as guilt, externalisation of blame and detachment, and have acceptable 

discriminant and convergent validity with forensic samples (Tangney et al., 2011). The 

majority of datasets using a variation of the TOSCA reported good internal reliability with 

coefficient alphas ranging from .71 (Tangney et al., 2014; Tangney et al., 2016) to .82 (Spice 

et al., 2015). The Stuewig et al. (2010) paper reported an alpha of .59, however, below the 

acceptable criterion, resulting in reduced data reliability. Although not explored in the paper, 

it is possible that this was related to the use of the Spanish version of the TOSCA, as the 

Tangney et al. (2014; 2016) papers also reported only just acceptable criterions. The ORSGS 

explores shame and guilt specifically about a crime. The sub-scales have been found to have 

adequate internal consistency and test-retest reliability (Wright & Gudjonsson, 2007) and the 

studies in this review reported alpha coefficients of .72 and .75 (Fuller et al., 2019; Spice et 

al., 2015 respectively). The EMO-16-Week scale is commonly used in German-speaking 

countries and measures the frequency of participants experiencing 16 emotions, including 

shame. Hosser et al. (2008) did not report alpha coefficients for their use of the EMO-16-

Week. It was difficult to judge the reliability and validity of this measure as all of the relevant 

papers were only available in German. The Compass of Shame Scale (CoSS) used by 

Schalkwiji et al. (2016), assesses the propensity of individuals to use the four shame-coping 

styles. The CoSS is considered a valid measure (Elison et al., 2006; Schalkwijk, et al., 2016) 

and reported coefficient alphas between .75 and .87 for the subscales.  

Concerns regarding the measure of shame largely relate to the datasets that utilised 

non-standardised measures, developed as part of their respective studies. For example, Keith 



62 
 

362019 

and Scheuerman (2018) used six questions selected to capture shame as part of a broader, 

longitudinal research project, reporting an alpha coefficient of .87. No information was 

provided on how these questions were formulated. Furthermore, the authors noted that 

principal component factor analysis confirmed that shame and guilt represented one construct 

in this study and could not be differentiated. This calls into question the construct validity of 

the measure given that it was not validated against established measures of shame or guilt. In 

the Freeman et al. (2006) study, shame was measured by asking participants one question in 

relation to whether they felt ashamed in the context of their index offence of drink driving. 

Responses were rated on a 10-point Likert scale. As discussed earlier, this method of 

identifying participant shame is likely to be problematic given that it can be conflated with 

other internal experiences such as guilt, be interpretated in different ways, or remain hidden 

unacknowledged altogether.  Finally, LeBel et al. (2008) quantified reintegrative and 

stigmatizing shame to create dichotomous variables, based on whether participants expressed 

these during an interview with researchers. While interviewers were trained, this approach is 

highly subjective. In addition, dichotomising shame will not capture the intensity or 

frequency of participant’s experience more broadly.  

 

Offending and Criminogenic Risk Factors  

Of the 14 studies, three focused specifically on participant recidivism (Hosser et al., 

2008; LeBel et al., 2008; Tangney et al., 2014). A longitudinal study design was utilised for 

all three and data was captured using official records, with the Tangney et al. (2014) study 

exploring types of offence committed and frequency, as well as supplementing this with 

participant self-reports on undetected reoffences. Participant intent to reoffend was explored 

in three papers (Freeman et al., 2006; Keith & Scheuerman, 2018; Murphy & Harris, 2007), 

captured via questions specifically focused on this area. Past offending behaviour was 
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explored in five studies (Freeman et al., 2006; Gold et al., 2011; Robinson et al., 2007; 

Schalkwijk et al., 2016; Stuewig et al., 2010). Data were collected via official records and/or 

participant self-report. Risk factors associated with offending were explored in six studies, 

although these varied greatly: denial of offending (Ware et al., 2020); substance misuse 

(Tangney et al., 2016); poor emotional regulation and psychopathy (Spice et al., 2015); 

treatment motivation and readiness (Fuller et al., 2019); social problems (LeBel et al., 2008) 

and self-reported verbal and physical aggression (Stuewig et al., 2010). The data were 

collected via a range of standardised measures and assessment tools, except in the LeBel 

study, which coded social problems based on participants’ narratives during interview.   
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Table 3  

Study Results   

Authors Study Aims (Those relevant to shame only) Statistical 

Analysis 

Prevalence of Shame 

in Sample 

Predictive Ability of Shame in Relation to 

Offending or Risk Factors  

Freeman, 

Liossis & 

David (2006) 

 

 

To explore the self-reported offending 

behaviour (past offending and future intent) 

of a group of recidivist drink drivers and 

the relationship this has with shame.  

Ordinal 

regression  

22.9% reported 

feeling shame as a 

result of their most 

recent drink driving 

offence.  

 

Shame of 

punishment score 

mean=2.87(SD=3.0) 

 

Lower levels of shame identified as a predictor 

of higher frequency of recent drink driving 

behaviours (Wald statistic = 9.42, p = .002, B= 

-.15). 

Shame did not predict intentions to reoffend.  

Fuller, Tapp 

& Draycott 

(2019) 

 

 

To investigate associations between guilt, 

shame, and treatment motivation and 

readiness in a sample of men in a secure 

hospital.  

Multiple 

regression 

TOSCA Shame 

29.67(SD=10.29) 

Negative appraisal 

subscale: 13.05 

(SD=5.81) 

Guilt and shame explained 13.9% of the 

variance in treatment motivation (F(4, 61) = 

2.47, p = 0.05), only ORSGS Guilt made a 

significant contribution (β = 0.46, p = 0.00), 

although the effect size was small (f2 = 0.12). 
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Behavioural 

avoidance subscale: 

16.63(SD=6.43) 

 

ORGS shame 

13.20(SD=6.46)  

Guilt and shame variables explained 21% of 

the variance in treatment readiness (F(4, 61) = 

4.00, p = 0.01). Only ORSGS Guilt made a 

significant contribution (β = 0.35, p = 0.02), 

with a medium effect size (f2 = 0.27). 

 

Guilt and shame explained 16.6% of the 

variance in clinician rating of treatment 

readiness (F(4, 61) = 1.59, p = 0.20); ORSGS 

Guilt was the only significant contributor (β = 

0.41, p = 0.05) with a medium‐effect size (f2 = 

0.20). 

Gold, 

Sullivan & 

Lewis (2011) 

 

 

To apply a conceptual model linking 

abusive parenting to the conversion of 

shame into blaming others and therefore to 

violent delinquency 

Hierarchical 

regression 

analyses 

 

 

Expressed shame 

M=2.82(SD=.89) 

 

Converted shame 

M=2.87(SD=.68) 

 

Converted shame (blaming others) positively 

related to violent delinquency, and were 

significantly more violent than those who 

expressed shame, however accounted for a 

non-significant amount of variance in 

regression model of violent delinquency.  

Converted shame was hypothesized as a 

mediator between abusive parenting and 

violent delinquency: using the bootstrapping 
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method with bias corrected confidence 

interval, with a point estimate of .0017 and a 

90% CI of .0003–.0043, which did show a 

mediational effect. 

Hosser, 

Windzio & 

Greve (2008) 

 

 

To explore shame during a prison sentence, 

and specifically whether feelings of shame 

(and guilt) during imprisonment is related 

to criminal behaviour after release from 

prison.  

 

 

 

Log-logistic 

hazard models 

Cox regression 

model 

 

T1 59.9% reported 

feeling no shame 

 

At time of release 

72.4% reported no 

feelings of shame 

Shame at T1 significantly predicted recidivism 

after release, even when controlling for 

psychological treatment in hazard model and 

cox regression.  

Shame at T1 significantly increased risk of 

recidivism. In the overall model, shame and 

guilt contribute to 14% difference in the 

proportion of recidivists 24 months after 

release from a first prison term. 

Controlled for age, time in prison, serious 

offence, attendance at therapies, IQ, parents 

criminal records, addiction,  

Keith & 

Scheuerman 

(2018) 

 

 

To explore criminal identity, shame/guilt, 

embarrassment and conformity in those 

who engaged in restorative justice 

programme and court as normal, 

 

Ordinary least 

squares 

Regressions 

Ordered logistic 

regression 

Shame and guilt not 

differentiated  

945 reported feeling 

shame/guilt 

Higher levels of shame/guilt predicted 

intention to conform, b = 0.11; p ≤ .001), 

shame/guilt only reduced the effect of the 

identity discrepancies on conformity (not 

reoffending) slightly and remained significant 
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 M=17.53, SD=5.52, 

range= 6-30 

 

 

(b = 0.15; p ≤ .05) but did not mediate the 

relationship between identity and conformity.  

 

Controlled for multiple variables including 

gender and age and personality characteristics, 

procedural justice, self-esteem, school and 

family attachment, offence type 

LeBel, 

Burnett, 

Maruna & 

Bushway 

(2008) 

 

To disentangle the differential impacts of 

subjective and social factors in the 

experiences of a unique sample of ex-

prisoners.  

Logistic 

regression  

22% of the sample 

reported feeling 

ashamed about their 

past offending.  

Shame did not significantly predict any 

reconviction or reimprisonment after a 10-year 

period.  

Shame did not predict social problems such as 

having a good job, stable relationship, housing 

and other areas known to correlate with 

recidivism, however the authors noted this was 

quite subjective.  

Murphy & 

Harris (2007) 

 

 

To replicate and extend findings which 

suggest that shaming is relevant to 

predicting offending in the context of 

white-collar crime. 

 

  

Structural 

equation model 

 

Shame displacement 

3.76(SD=.80) 

Shame displacement predicted greater non-

compliance behaviour (reoffending) r2=0.20, 

accounting for 20% of the variance.  

Shame acknowledgment did not have a direct 

effect on tax non-compliance.  
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Shame-related emotions partially mediated the 

effect of reintegrative/ stigmatizing shaming on 

subsequent offending behaviour χ 2 4 = 

122.66, p < 0.001 and χ 2 1 = 86.19, p < 0.001, 

respectively. Essentially, the more individuals 

felt that they were stigmatized, the more they 

reported shame displacement and, in turn, this 

predicted higher non-compliance. 

Robinson, 

Roberts, 

Strayer & 

Koopman  

(2007) 

 

 

To explore psychological variables related 

to delinquency in a sample of young, 

incarcerated, male offenders who 

concurrently reported high levels of 

antisocial and aggressive attitudes and 

behaviours.  

 

Multiple 

regression  

M=2.2(SD=.7) 

 

 

Shame and guilt jointly predicted less than 4% 

of the variance in group membership (offender 

or student), F(2, 119) = 2.39, p < .10. Thus, 

only marginally differentiated between groups. 

 

Age and shame did not significantly differ 

between groups.   

Schalkwijk, 

Stams, 

Stegge, 

Dekker & 

Peen (2016) 

 

To explore differences between juvenile 

offenders and comparison group in aspects 

of conscience.  

 

 

Logistic 

regression   

M=2.10(SD=.96) A model of explaining delinquency was tested 

by logistic regression analysis with all 

hypothesized main effects and interactions 

included. The model was significant  

(Χ2 (N = 334; df = 17) = 112.068, p < .001), 

explaining 47% of the variance, correctly 
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classifying 88% of the participants as 

delinquent or non-delinquent. However, only 

self-esteem had a main effect. Externalization 

of shame did not have any effect on the 

prediction of delinquency.  

 

In the analyses, gender, age were taken into 

account as possible interaction variables. 

Spice, 

Viljoen, 

Douglas & 

Hart (2015) 

 

 

To explore whether shame is related to 

psychopathology among youth in the 

justice system.  

 

Linear regression   TOSCA-A shame- 

M=35.11 (SD=8.69) 

 

ORSGS shame 

M=24.17(SD=8.7).  

Reported power analysis- sufficient dataset  

After controlling for the effects of guilt, 

TOSCA-A shame accounted for 10% variance 

in anger/irritability.  

TOSCA-A shame significantly predicted 

PCL:YV Behavioural subscale scores, b=.26, 

r2= .05 explaining 5% variance explained in 

this relationship.  

ORSGS shame did not have a relationship with 

the criminogenic risk factors explored.  

** Stuewig, 

Tangney, 

Heigel, Harty 

To explore the relationship between shame 

and aggression  

 

Path analysis 

 

Shame- 2.5(SD=.82) 

  

Shame-prone individuals exhibited elevated 

levels of externalization of blame that, in turn, 

was related to self-reported physical and verbal 
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& 

McCloskey, 

(2010) 

 

  aggression. This indirect model was 

significantly predictive.  

Shame did not predict number of infractions 

while in jail.  

** Tangney, 

Stuewig, & 

Martinez 

(2014) 

 

 

To what degree does the propensity to 

experience shame or guilt inhibit 

reoffence? 

 

 

Mediational 

model  

Mean total score 2.09 

(SD=0.57) 

 

Means for shame 

subscales not 

provided 

Shame-proneness did not predict post-release 

criminal behaviour χ2(4) = 5.93, p = .20. 

However, shame had a significant indirect 

negative effect on recidivism via 

externalisation of blame. χ2(4) = 3.27, p = .51; 

RMSEA = .00, CFI = 1.0, SRMSR = .02; 

indirect effect = 0.08, p < .01.  

Shame-Behavioural avoidance subscale 

directly inhibited recidivism and indirectly 

facilitated recidivism via externalization of 

blame. χ2(4) = 3.27, p = .51; RMSEA = .00, 

CFI = 1.0, SRMSR = .02; indirect effect = 

0.08, p < .01. A Wald test of parameter 

constraints indicated that the indirect effect 

was significantly different from the direct 

effect, χ2(1) = 5.88, p = .015. 
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The authors also tested this model using shame 

with guilt residualized out. Model-fit indices 

and path coefficients were virtually identical 

except that the direct path from the shame 

residual to recidivism reached statistical 

significance (β = −0.13, p = .028). 

 

For the model with the Shame Behavioural 

Avoidance subscale, the mediated effect was 

significant (indirect effect = 0.13, p < .01), as 

was the direct effect (β = −0.18, p < .01). In 

contrast, when the model used the Shame 

Negative Self-Appraisal subscale, neither the 

mediated effect (indirect effect = 0.02, p = .08) 

nor the direct effect (β = −0.03, p = .55) 

reached level of significance. 

 

Follow-up analyses indicated that it was 

primarily the motivation to hide associated 

with shame, not global negative self-appraisals, 

that accounted for these two distinct pathways. 
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** Tangney 

et al., (2016) 

 

 

To explore how inmates' substance use 

patterns change on average from pre- to 

post-incarceration and what factors 

(including shame) facilitate this change. 

Hierarchal 

regression  

Not reported  Shame did not predict changes in substance use 

and dependence.  

Shame did predict a decrease in marijuana use 

b= -.14 p=.01 with more shame-prone inmates 

showing sharper decreases in marijuana use.  

Ware, 

Blagden & 

Harper 

(2020) 

 

 

To explore whether there were 

demographic, personality or psychological 

differences, including shame proneness, 

amongst two groups of men convicted of 

sexual offences; those who denied the 

offence and those who admitted the 

offence. Further divided by adult victims 

(R) and child victims (CM) 

 

Hypothesis relevant to shame: Categorical 

deniers would score higher on measures of 

defensiveness, shame, and guilt than those 

who admit their offences.  

 

Logistic 

regression  

Mean score of  

TOSCA-shame:  

Denier:  

CM= 2.70 (SD=0.55) 

R= 2.41 (SD=0.40)  

Total = 2.64 

(SD=0.53)  

Admitter: 

CM= 2.41 (SD=0.61)  

R=2.14 (SD=0.73)  

Total = 2.30 

(SD=0.66) 

The logistic regression model was statistically 

significant, χ2(13) = 31.081, p = < .001. The 

model explained 52.7% of the variance in 

offender denial status.  

The odds of denial group membership 

significantly increased by more than ten-times 

with every unit increase in shame-proneness 

(OR = 10.09, p = .011, 95% CI [1.71], 59.43).  

Significant differences were present in relation 

to shame-proneness (with deniers scoring 

higher (M = 2.65; SD = 0.55) than admitters 

(M = 2.31, SD = 0.67), F(1, 60) = 4.83, p = 

.032, partial η2 = 0.07) 

Note. ** denotes studies using the same dataset 
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Shame and Offending  

Given the variation in the main focus of the included studies in relation to offending, 

themes from the study findings can be best understood through grouping the papers into four 

categories: recidivism, intent to reoffend, past offending and criminogenic risk factors.  

Several studies reported findings across several of these groups, in accordance with their 

research aims.  

 

Shame and Recidivism 

The three studies exploring shame and recidivism reported significant results, 

although via different mechanisms or different directions. In the Tangney et al. (2014) study, 

participants were followed up approximately a year after release from prison to review 

recidivism. Latent variable analysis indicated that shame-proneness did not predict 

recidivism. Using a mediational model, however, shame-proneness was found to exert a 

significant, positive mediational effect on recidivism, via externalisation of blame, with a 

large effect size. This appeared to be driven entirely by the behavioural subscale of the 

TOSCA-SD in which one looks to hide or escape, with the negative self-appraisal subscale 

exerting no significant effect on recidivism. A small, negative direct effect of shame on 

recidivism was maintained, though it was not significant. Using a log-hazard model, Hosser 

et al. (2008) found shame significantly and directly predicted recidivism post-release from 

prison. The median duration until a recidivism event was 23.6 months. Rather concerningly, 

this finding was maintained when controlling for engagement in psychological therapies 

aimed at reducing recidivism. Conversely, using logistic regression analysis, the LeBel et al. 

(2008) study, found that reintegrative shame (coded as regret) significantly predicted a 

decrease in reconviction, but had no relationship with re-imprisonment. Stigmatizing shame 
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(coded as ashamed) did not significantly predict reconviction or re-imprisonment after a 10-

year period.  

 

Shame and Intent to Offend 

Study findings on the predictive relationship between shame and intent to reoffend 

were mixed. In the Murphy and Harris (2007) paper, disclosures of non-conformity to adhere 

to legitimate tax schemes were significantly predicted by displacement of shame (behavioural 

response). Displacement refers to displacing shame into blame or anger towards others 

(Ahmed, Harris, Braithwaite & Braithwaite, 2001). A moderate to large effect was observed 

and accounted for 20% of the model variance. Shame acknowledgement (negative self-

appraisal) did not have any significant effect on intent to comply in the future. However, in 

the Keith and Scheuerman (2018) study, higher levels of shame and guilt significantly 

predicted projected conformity (intention to not reoffend). In the Freeman et al. (2006) study, 

shame did not predict intention to reoffend amongst a sample of drink drivers. The 

methodologies and samples of all three studies were varied, which could account for the 

disparity in findings. Face-to-face interviews may have elicited participant response bias, 

whereas postal surveys may have added a layer of perceived anonymity (Murphy & Harris, 

2007). This could have impacted both participants’ acknowledgement of and responses to 

shame, as well as willingness to admit thoughts of reoffending.  

 

Shame and Past Offending  

In relation to past offending behaviour, three papers reported non-significant results. 

Shame-proneness accounted for a non-significant portion of variance in regression model of 

violent delinquency in a sample of adolescent offenders (Gold et al., 2011) and recent prison 

infractions in an adult prisoner sample (Stuewig et al., 2010). Similarly, externalisation of 
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shame did not have any moderating effects on the prediction of delinquency in Schalkwijk et 

al.’s (2016) paper with a juvenile offender sample. In Robinson et al.’s (2007) paper, shame 

and guilt were jointly only small predictors of delinquency in a juvenile offender sample. 

While the model differentiated between offender and student group membership, this only 

accounted for less than 4% of the variance. Conversely, in Freeman et al.’s (2006) paper, 

lower levels of self-reported shame were a significant predictor of higher frequency of drink 

driving behaviours in the past six months.  

 

Shame and Criminogenic Risk Factors 

Finally, with regard to the predictive relationship between shame and criminogenic 

variables, there were again inconsistent findings, likely attributable to the different variables 

being explored. In the Ware et al. (2020) paper, the logistic regression model, in which higher 

levels of shame-proneness predicted offender denial status, was statistically significant 

accounting for 52.7% of the variance. The odds of denial increased 10-fold with every unit 

increase of shame. In the Spice et al. (2015) paper, shame-proneness significantly predicted 

participant anger and irritability, as measured by the Massachusetts Youth Screening 

Instrument (MAYSI-2), accounting for 10% of the variance. Furthermore, shame 

significantly predicted Hare Psychopathy Checklist: Youth Version (PCL:YV) behavioural 

subscale scores, although only 5% of variance was explained by this relationship. Offence-

focused shame did not have a predictive relationship with any criminogenic variables 

explored in the paper. In Stuewig et al.’s (2010) study, path analysis demonstrated that 

physical and verbal aggression was significantly predicted by shame, via an indirect 

relationship with externalisation of blame. Shame-proneness was found to not predict 

changes in substance use and dependency in the Tangney et al. (2016) paper. Instead, the sole 

significant finding was that, contrary to their hypothesis, a greater propensity for shame was 
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related to sharper decreases in frequency of marijuana use. In the Fuller et al. (2019) paper, 

neither the TOSCA-SD or ORSGS shame subscales contributed any significant variance to 

self-reported and clinician rated treatment readiness or motivation. The LeBel et al. (2008) 

paper reported that neither reintegrative or stigmatising shame were predictive of social 

problems such as having no job, unstable relationship, poor housing and other areas known to 

correlate with recidivism. The paper’s authors noted, however, that this variable was 

developed quite subjectively. 

 

Prevalence of Shame  

All datasets reported the prevalence of shame amongst the samples. This provided a 

guideline for the degree of shame across the offender samples, as well as a reference point for 

how clinically relevant the reported findings are.   

Papers that utilised the TOSCA measures reported fairly consistent means across the 

different samples. Three studies reported the mean Likert scores for the full shame scale, 

ranging between 2.2 (Robinson et al., 2007) and 2.9 (Tangney et al., 2014). Fuller et al. 

(2019) and Spice et al. (2015) reported the mean total scores of 30 and 35. Both reporting 

styles indicated that participants were moderately shame-prone. Hosser et al. (2008) reported 

that at timepoint one, 59.9% of participants reported feeling no shame and at the time of 

release this increased to 72.4%. Although the authors utilised the EMO-16 Week, mean 

scores were not reported. Finally, Schalkwijk et al. (2016) reported low to moderate 

prevalence of shame in their sample. 

Studies that looked specifically at shame related to participant offences generally 

reported lower levels of shame. Only 22.9% of participants in Freeman’s study reported 

experiencing shame as a result of their most recent drink driving offence, although mean 

scores for those who did report feeling shame were not reported. With regard to shame of 
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punishment, however, a mean of 2.87 was reported, indicating low levels of shame. Keith and 

Scheuerman (2018) reported participant mean scores of 17.5, indicating low to moderate 

levels of shame. In LeBel et al.’s (2008) paper, 22% of the sample reported feeling ashamed 

about their past offending and 52% reported feelings of regret. The two studies that 

administered the ORSGS reported varied results of 13 (Fuller et al., 2019) and 24 (Spice et 

al., 2015), indicating low and moderate levels of shame respectively.   

 

Discussion 

The primary aim of this systematic review was to investigate the predictive role of 

shame in offending behaviour among samples derived from criminal justice systems. This 

was achieved by reviewing existing literature measuring the experience of shame 

quantitatively and reporting on the causal impact it had on offending behaviour and 

criminogenic risk factors. A total of 687 citations were identified, which, after applying the 

PICOS inclusion and exclusion criteria, resulted in 14 studies being included.  

Shame was found to have a significant predictive role in 11 of the findings reported across 

the different categories of offending behaviour. In seven of these, shame increased the 

likelihood of the behaviour occurring, and in four shame inhibited the behaviour. Non-

significant relationships were reported for eight findings. Demographically and 

methodologically, there did not appear to be any consistent differences between the papers 

that could account for these varied findings; for example, those that looked at adolescent 

samples compared adult samples or made use of standardised or unstandardised measures. 

Due to the heterogeneity of offending-related variables identified in the review, these were 

best understood grouped into different categories (e.g. those which focused on either past 

offending, recidivism, intent to reoffend and criminogenic risk variables). These groupings 

revealed some potential patterns amongst the data, however these categories were not large 
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enough to be considered representative. Overall, it is apparent that there is a paucity of 

research into the predictive role of shame in relation to offending behaviour among higher-

risk samples. This limits the extent to which theoretical or empirical conclusions can be 

drawn.  

Theoretically, it is understood that individuals who have a greater propensity to 

experience shame are more likely to engage in coping strategies associated with offending, 

particularly violence (Elison et al., 2014). The empirical literature, however, only partially 

supports this contention, with a variation of findings from both correlational and causal 

studies. The current review echoes this inconsistent relationship across studies with cross-

sectional and longitudinal designs, scenario and adjective measures of shame, general and 

highly specific offender populations and a range of offending related outcomes. Overall, this 

review tentatively suggests that shame is predictive (in both directions) of actual recidivism 

and intent to offend, but that shame largely does not predict retrospective delinquency. The 

limitations of the reviewed papers need to be considered. One theme that did emerge, which 

is consistent with the literature, is that in the studies that differentiated between negative self-

appraisal and behavioural responses to the elicitation of shame, it was the latter that appeared 

to be the predominant driver of significant increases in offending.  

 

Strengths and Limitations of the Studies  

The studies included in this review were conducted using a broad variety of offender 

samples, outcome measures and methodological designs, all of which demonstrated strengths 

and limitations.  

The majority of papers made the important distinction between shame and guilt, a key 

methodological requirement given the conceptual overlap between these variables (Rahim & 

Patton, 2015). The utilisation of scenario-based measures of shame such as the TOSCA and 
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CoSS in seven of the datasets was an advantage, given that the situation specific descriptions 

do not require the respondent to be able to distinguish between shame and guilt (Tangney, 

Youman & Stuewig, 2009). This is important because, as previously outlined, shame is 

frequently conflated with guilt and other internal processes. Furthermore, studies that utilised 

the TOSCA measures followed author recommendations to conduct analyses with 

residualised scores to capture guilt-free shame (Tangney et al., 2011). Despite these 

advantages, the TOSCA scales have been critiqued for presuming that how people respond to 

fictitious scenarios would correspond with their responses in real life (Duncan & Cacciatore, 

2015). The TOSCA measures also do not tap into feelings of stigma which may be 

particularly relevant in offending populations. Hosser’s paper also differentiated shame and 

guilt, however they utilised an adjective checklist which, while having some advantages, 

required respondents to be able to distinguish between these emotions. Three papers did not 

make distinctions between shame and guilt (Freeman et al., 2006; Keith & Scheuerman, 

2018; LeBel et al., 2008). Tangney et al. (2009) suggest that measures which cofound shame 

and guilt can impact findings as the differential relationships potentially cancel each other 

out. This is worth keeping in mind given that two of these papers reported non-significant 

outcomes. LeBel et al. (2008) based their variable of reintegrative shame on participant 

expressions of regret. There are thought to be two types of regret: interpersonal regret, which 

occurs after doing harm to someone else, and intrapersonal regret, which results from harm to 

oneself (Berndsen, van der Pligt, Doosje & Manstead, 2004). The LeBel paper did not 

differentiate between the two and, theoretically, interpersonal regret is more closely related to 

guilt. As guilt is thought to inhibit offending (Svensson et al., 2013), this may have had an 

additional impact on the paper’s reported recidivism outcomes.  

All studies provided an outline of the statistical analysis conducted on the data, 

generally providing rationale for how data were explored and linking this to theoretical 
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underpinnings and study aims. A further strength was that all papers reported which variables 

were controlled for, allowing consideration to be given to how other study variables may 

impact their findings. This makes findings more generalisable to broader offending 

populations (Schjoedt & Sangboon, 2015).  

There was a bias towards male offenders across the studies, and while this is 

reflective of the gender composition in the criminal justice system (Clark, 2020), further 

exploration of the relationship between shame and offending is required with female samples. 

Women are understood to be more vulnerable to shameful feelings, engrained through 

socialisation and cultural expectations (Ferguson, Eyre & Ashbaker, 2000), and overall have 

heightened levels of shame-proneness (Benetti-McQuoid & Bursik, 2005). These differences 

are thought to be linked with lower offending rates in women (Fitch, 2019), but as women’s 

prison populations are increasing (Walmsley, 2017), this would be interesting to explore 

further, particularly as Tangney et al. (2009) warn that women being more prone to both 

shame and guilt, does not necessarily translate to women being more ‘moral’.  

A limitation across many of the studies related to offending outcome variables. 

Focusing on those that specifically explored offending (n=7), only the Gold et al. (2011) 

paper explored the relationship between shame and violent delinquency. Although the 

Tangney et al. (2014) paper collected data on five offence categories (violent, property, drug, 

public order, and other), recidivism was explored as a whole, as it was in the Hosser et al. 

(2008) and LeBel et al. (2008) papers. The Robinson et al. (2007), Schalkwijk et al. (2016) 

and Stuewig et al. (2010) papers, which looked at past offending and prison infractions, did 

not differentiate behaviour types in their analyses. These studies reported both significant and 

non-significant findings and it would have been interesting to know whether these were 

driven by the predominance of an offence type such as violent or non-violent. These are 

important distinctions to make as, theoretically, shame is thought to underpin violence; the 
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scope to enhance clarity around this relationship was potentially lost. Some forms of 

offending do not involve the sort of rage that might be associated with the extreme violence 

where shame might be involved. In addition, Feshbach (1971, p.285) describes “...violations 

to self- esteem through insult, humiliation or coercion are...probably the most important 

source of anger and aggressive drive in humans”. If this premise is accepted, how well are 

existing measures (or understandings of the word 'shame') capturing this? 

 

Strengths and Limitations of the Review 

This review provides a unique contribution to the existing literature surrounding 

shame and offending.  The review applied a thorough search strategy across five electronic 

databases considered relevant to the field of research, as well as a hand search of Google 

Scholar. The search terms were designed to be focused, but not overly restrictive, to ensure 

that all offending behaviour and criminogenic risk factors were captured, a strength of the 

current review. As noted in the methodology, one paper was sourced at a later stage upon 

being identified in a meta-analytic paper. On inspection, it appeared that this study was not 

identified from the database searches as it does not include the terms ‘shame’, ‘shame-

proneness’ or ‘ashamed’ in the article title or abstract. This suggests a limitation of the 

current review’s search parameters, while also highlighting the relevant study’s errors in the 

labelling of key-terms.  

It is also important to consider the processes that may be associated when referring to 

shame and its relationships with other constructs such as unstable self-esteem, narcissistic 

rage and rejection. For example, Polaschek’s (2012) perspective on variables as proxy-level 

abstractions that stand in for complex and contextually-based processes highlights the risk of 

thinking about constructs as unitary ‘things’ as opposed to a full understanding of the 

mechanisms involved. Therefore, other papers which explored these processes in relation to 
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offending, as opposed to labelling shame specifically, would have been excluded. As such, a 

clear conclusion of the review is that more attention needs to be given to the range of 

processes (and potential interactions with other processes) that lie behind the label 'shame'. 

The above point also highlights some of the inherent difficulties in measuring shame and the 

potential overlap with other self-related processes such as self-esteem. 

The current review cannot be considered entirely comprehensive as it did not include 

dissertations and theses. This potentially perpetuated the risk of publication bias which is 

common to psychological research (Ferguson & Brannick, 2012): a further limitation of the 

review.  

Only samples derived from Western cultures were represented in this review, likely a 

result of the inclusion criteria being limited to papers written in English. Similarly, only 

studies from North America and Europe were included in Spruit et al.’s (2016) meta-analysis 

exploring moral emotions and delinquency. In Western cultures, ideals of individualism and 

responsibility for one’s actions are emphasised, however cross-cultural research has revealed 

how culture may influence the experience of shame across different continents. For example, 

in non-Western cultures a more collectivist ideal of interdependence and group responsibility 

is emphasised (Tangney et al., 2009). Further research would be required to explore the 

relationship between shame and offending across other cultures.  

A large portion of studies exploring the arena of shame and offending have been 

conducted in community settings involving those who have committed relatively minor 

transgressions (Tangney, et al., 2011). Therefore, this review’s focus solely on offender 

populations is a strength. The review created a clearer picture (to some degree) about these 

relationships and highlighted that, contrary to what is often accepted theoretically and 

empirically about the role of shame in offending, further causal studies are required. 

However, the inclusion of populations outside of the criminal justice system would have 
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provided a larger pool of studies, creating perhaps more homogeneous sets of offending-

related variables to be explored. For example, several papers (e.g. Stuewig et al., 2015; 

Kivisto, Kivisto, Moore & Rhatigan, 2011) utilised samples that, while not part of the 

criminal justice system at the time of data collection, did self-report arrests and offending 

behaviour and may have been meaningful to include.  

The review was perhaps complicated by the inclusion of studies that explored shame 

and criminogenic risk factors. Although variables that feature in widely used risk assessment 

measures were included, this could be considered more subjective rather than systematic. It 

may have been more appropriate to include correlational studies that explored shame and 

offending amongst criminal justice samples to generate more homogeneous set of offending 

behaviour outcomes.  

Lastly, the review only included studies which quantitatively measured shame. 

However, to what extent do trait measures capture situational variability and contextual 

influences? The importance of life events preceding actions like homicide are often 

overlooked, with an expression of the individual's 'personality' being located as the driver. In 

fact, it has been suggested that personal dispositions only manifest themselves under 

appropriate conditions and that the presence of personality disorder can actually result in 

increased risk of negative life events (see Black, 2015 and Gleason, Powers & Oltmans, 

2012) and poorer quality of life (Oltmans & Gleason, 2011). When looking to understand 

offending, Needs and Towl (1997) therefore emphasise the the importance of recognising the 

interaction between situational factors (such as those entailed by negative life events) and 

personal predispositions (such as shame) in their CLASP framework (Context, Life history, 

Agenda, Sequence, Personal meaning). It is clear that further consideration needs to be given 

to whether shame measures tap into this, and if not, how the relationship between shame and 

offending may be captured through the inclusion of other research designs (e.g. interviews). 
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Summary 

The aim of this systematic review was to investigate the predictive role of shame in 

offending behaviour amongst samples derived from criminal justice systems. Reflective of 

the current literature base, this review emphasised that what is proposed about these 

relationships theoretically is actually inconsistent empirically. This is likely the result of 

multiple factors including the conceptualisation and measurement of shame, a broad range of 

offender samples used to explore this relationship, and study designs.  

This review highlights the complexities associated with identifying and measuring 

shame, and, though it is beyond the scope of this review, leads to the question of what is 

meant by the term ‘shame’, and what the underlying processes associated with this emotion 

are. This is an area that needs to be paid greater attention. This review did, however, show 

some support for the link between behavioural responses to the elicitation of shame and 

offending. Externalisation of blame demonstrated itself as an important mechanism in the 

relationship between shame and offending, suggesting that, “I feel so bad” can quickly turn 

into a defensive response and contribute to offending behaviour (Stuewig et al., 2010). It is 

unclear whether shifting blame helps an individual regulate feelings of shame and whether it 

may play a role alongside other cognitive-affective tendencies to influence antisocial 

behaviours. This has implications for future research, in that gaining further understanding of 

the role shame and other processes play will offer clearer points on the content of 

interventions that address offending and risk-related behaviour.  

 This review highlights several gaps in the literature that would be worth addressing to 

enhance empirical understanding of the relationship between shame and offending. Few 

studies explore the predictive nature of shame, and those that do utilise a vast range of 

methodologies and offending samples. This makes it difficult to determine how shame may 

precipitate, maintain or desist offending, as well as inhibit it. Further research in this area 
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would have important implications clinically, informing the development of offence-focused 

interventions based on outcomes.  

The majority of papers also failed to explore the relationship between shame and 

violence specifically, instead exploring recidivism and past offending as a whole without 

differentiating offence types. This seemed to be an oversight given that, theoretically, shame 

is thought to underpin violence via behavioural response mechanisms such as externalisation 

of blame. The inclusion of other offence types in the analysis may have hidden these 

relationships.  
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Chapter Three 

Study two: What role does shame-proneness have in forensic psychiatric patients’ 

capacity for resilience? 

 

Abstract 

Background: Within forensic psychiatric settings, patients are expected to engage in 

psychological interventions aimed at addressing risk. This can be a challenging experience 

and may evoke responses acting as a barrier to this process. One area which is increasingly 

recognised as negatively impacting therapeutic alliance and engagement in psychological 

therapy, but can often remain hidden, is shame.   

Aims and Research Questions: This research aimed to investigate the relationship between 

shame-proneness and resilience in a sample of male forensic psychiatric patients. The 

research questions looked at: the prevalence of shame-proneness and resilience, whether 

shame-proneness predicted one’s capacity for resilience, and finally, associations with the 

sample’s mental health diagnoses, personality traits and index offences.  

Method: A cross-sectional design was used with 31 participants recruited from medium and 

low secure wards. Participants completed self-report questionnaires measuring shame-

proneness and resilience. File data were collected for the other study variables.  

Results: Mean scores indicated the sample reported moderate levels of shame-proneness and 

a moderate to high capacity for resilience. Regression modelling showed that shame-

proneness significantly predicted level of resilience, but only when variance was shared with 

externalising blame, although in contrasting directions. No significant associations were 

found between shame-proneness or resilience when correlated with participant mental health 

diagnosis, personality traits or index offence.  
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Conclusions and Implication for Practice: Findings were considered in relation to how 

engagement in psychological interventions in forensic settings may be impacted. As shame-

proneness can impact resilience factors important for engagement in therapy, such as 

connecting with others and sharing perspectives, recognising shame will be beneficial so it 

can be appropriately captured in formulation and addressed through intervention.   
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Within forensic psychiatric settings, there is an emphasis on patients engaging in 

psychological assessment and therapy aimed at addressing risk factors associated with 

reoffending (Skeem, Steadman & Manchak, 2015; Gredecki & Turner, 2009). The rates of 

those who decline to engage or do not complete such interventions can be high (Bowen & 

Gilchrist, 2006) and responsibility for limited progression is often placed on the patient. 

However, being in the therapy room can be a challenging prospect and may evoke responses 

that act as a barrier to the therapeutic process. One area that is often overlooked by therapists 

but is increasingly recognised for its impact on therapeutic alliance and meaningful 

engagement in psychological therapy, is shame (Black, Curran & Dyer, 2013). Shame can 

influence the full therapeutic encounter, from patients’ willingness to commence therapy 

(Tangney & Dearing, 2002) to the longitudinal impact of interventions on their risk of 

recidivism (e.g. Hosser, Windzio & Greve, 2008). Exploring processes that may contribute to 

the relationship between shame and limited therapeutic outcomes is, therefore, vital.  

This chapter outlines the developmental pathway of shame and the relevancy to 

forensic populations. An overview of how shame can negatively impact the therapeutic 

encounter follows, before proposing and providing evidence for a link between shame and 

resilience processes; the latter of which is an important construct in facilitating adaptation 

and change in offender populations. This positions the need for empirical investigation of the 

relationship between shame and resilience in a forensic psychiatric population. The study 

findings are considered in relation to how forensic patients’ engagement in psychological 

therapy could consequently be inhibited, and importantly, how this may be addressed.  

 

Shame 

The two preceding chapters provide a detailed overview of shame definitions and the 

shame experience, but to briefly summarise here: shame arises from a negative evaluation of 



89 
 

362019 

the global self as being worthless, unacceptable, and inferior (Tangney & Dearing, 2002). It 

is referred to as a self-conscious emotion as it is an experience that involves not only 

awareness about one’s personal attributes and transgressions (Gilbert, 2000), but crucially, 

awareness of how others view the self (Dolezal, 2017). Shame does not necessarily involve 

the ‘other’ witnessing a failure or transgression, rather it is the intersubjective nature of 

shame and - how the defective self would appear to others - that makes it particularly 

unpleasant (Tangney & Dearing, 2002).  

 

The Developmental Pathway of Shame 

Some shame researchers suggest that, given the complex cognitive abilities required 

for self-consciousness (such as an elaborated theory of mind e.g. see Tracy & Robins, 2004), 

the shame experience takes place from around the second or third year of a person’s life 

(Lewis, 2000). However, there is evidence that shame can occur much earlier and is not 

contingent on cognitive development (Taylor, 2015).  

According to developmental models, shame-laden experiences lie in not being able to 

evoke an empathic or soothing response in an attachment figure (Gilbert, 2009; Mollon, 

2002). This can block or cause disruption to the infant’s attempt to emotionally connect and 

regulate their emotions (Schore, 1998), leading to the under-development of a safeness 

system and overactivation of threat systems (Gilbert, 2009). The infant is likely to feel bad or 

unworthy for not being able to elicit an empathetic response, and for causing their mother’s 

distress (Knox, 2013; Morrison, 2011). Consequently, it has been formulated that shame is 

rooted in adverse and traumatic childhood experiences (Gilligan, 1996), leading to the 

formation of one’s internal working model of others as rejecting, as well as laying the 

foundation for subsequent self-to-self evaluations of one being unworthy, flawed and 

undesirable (Matos, Pinto-Gouveia & Costa, 2013a; Schore, 1998).  



90 
 

362019 

Traumatic and adverse childhood experiences are common in forensic populations, 

with around half experiencing sexual assault, and two thirds or more reporting physical and 

emotional abuse (Spitzer, Chevalier, Gillner, Freyberger, & Barnow, 2006; Macinnes, 

Macpherson, Austin, & Schwannauer, 2016; Karatzias et al., 2019). Gold, Sullivan and 

Lewis’ (2011) conceptual model provides a link to how these experiences contribute to 

offending, via shame processes. Their empirical research found that incarcerated violent 

adolescents who converted their shame away from the self (blaming others), had significantly 

greater exposure to childhood abuse and demonstrated higher levels of delinquency, 

compared to those who expressed their shame (self-blame). This suggested that converting 

their shame once functioned as a protective response to their childhood trauma, but later led 

to the development and maintenance of their violent delinquency. This clearly demonstrates 

how shame, or rather shame-coping strategies, can be a risk factor for offending if left 

unrecognised and unaddressed during interventions.  

 

Shame Memories 

Experiences of shame can also lead to the formation of intrusive and emotionally 

charged threat memories, which can texture one’s whole sense of self later in life (Andrews, 

2002; Taylor, 2015). Memories may typically be of painful bullying, parental criticism or 

failures at school (Matos et al., 2013a). This can be linked to the Centrality of Event Theory, 

in which Bernsten and Rubin (2007) propose that traumatic memories remain as event 

specific in one’s autobiographical knowledge base, and thus, are poorly integrated. They are 

therefore highly accessible and form a central reference point for everyday inferences (Matos, 

Pinto-Gouveia & Gilbert, 2013b). Consequently, shame-prone individuals may overestimate 

the general frequency of disturbing events or interpret neutral situations as threatening due to 

accidental similarities (Bernsten & Rubin, 2007).  
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The above is congruent with formulations of complex PTSD (e.g. see Pearlman & 

Courtois, 2005). The memory of a stressful event as a personal reference point can generate a 

‘sense of serious current threat’ (Ehlers & Clark, 2000, p. 320), thus shame can be viewed as 

a current threat as it attacks a person’s psychological integrity, triggering feelings of 

inferiority and social unattractiveness (Lee, Scragg & Turner, 2001). Mossiere’s (2018) 

findings are consistent with this in that offenders’ offence-related shame was strongly 

associated with intrusive, trauma-like memories of their offences. This suggests that offence-

focused psychological work in forensic settings could be experienced by the patient as 

particularly threatening, giving rise to shame-coping responses to protect the self (discussed 

in greater detail below). Recognition of shame-proneness and trauma-like responses would be 

important for a forensic patient’s formulation and treatment needs, emphasising the need for 

further investigation with this population. 

 

The Role of Shame in Forensic Patients’ Clinical Presentations  

The developmental pathways to shame, alongside current shame experiences, appear 

to play an important role in mental health issues pertinent to forensic psychiatric settings. 

Shame and other self-related processes have been found to amplify the association between 

stress and paranoia (Johnson et al., 2014), and have associations with/predict paranoid 

thoughts and beliefs in psychiatric samples (Carvalho, da Motta, Pinto-Gouveia, & Peixoto, 

2017; Thewissen et al., 2007). This is consistent with psychological models of paranoia, 

which suggest that it functions as a defence against the perception of threat from others 

(Carvalho et al., 2017), and ties in with the rejection and ostracization literature outlined in 

Chapter One. Stigmatisation (and therefore risk of exclusion) is also thought to contribute to 

the relationship between shame and schizophrenia (e.g. see Keen, George, Scragg & Peters, 

2017).  
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Shame is relevant to personality pathology more broadly (Schoenleber, & Berenbaum, 

2012), as well as constructs known to be prevalent among offending populations, including 

Antisocial, Borderline and Narcissistic personality disorder (Tangney, Stuewig & Hafez, 

2011; Velotti, Elison & Garofalo, 2014, Bernstein, Arntz & de Vos, 2007). It is contended 

that shame-related issues are a central feature of narcissism, sharing a common focus on the 

self (Gramzow & Tangney, 1992). Shame is considered to be a core feature of borderline 

personality disorder (BPD), with many of the symptoms best understood to represent 

overwhelming shame and attempts to regulate it (Velotti et al., 2014). With regard to 

antisocial personality disorder (ASPD) and psychopathy, individuals with such traits are 

considered particularly sensitive to rank and prestige threats, and are vulnerable to 

experiences of shame and humiliation (Morrison & Gilbert, 2001). 

 

Shame and Psychological Therapy   

Emotions associated with vulnerability are difficult to tolerate and can heighten 

sensitivity to external feedback, giving rise to a preoccupation with guarding against 

invalidation (Yakeley, 2018; Needs & Adair-Stantiall, 2018). This can motivate individuals 

to employ defensive strategies to minimise or regulate distress associated with shame, aimed 

at repairing the damage when faced with potential threats to the self and status rank (Taylor, 

2015). These strategies can manifest as avoidance, anger, withdrawal and externalisation of 

blame (EoB) and occur automatically with little awareness. Thus, shame is often 

unacknowledged or bypassed (Sippel & Marshall, 2011).  

While these strategies function to maintain a sense of belonging, safety and 

acceptance (Matos et al., 2013a), in the context of psychological therapy, they will 

undoubtedly have negative implications for one’s progression and risk profile. For example, 

shame is thought to impact offenders’ treatment readiness and motivation (although empirical 
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findings on this are mixed e.g. see Howells & Day, 2007; Drieschner, Lammers & van der 

Staak, 2004; Fuller, Tapp & Draycott, 2019) and reduce levels of disclosure (Andrews, 

2002). This would present difficulties in formulating a patient’s needs and offering effective 

treatment (Hook & Andrews, 2005). The offender may also be viewed by the therapist as 

unmotivated to engage (Kaufman, 2004), resulting in the premature termination of therapy 

(Dearing & Tangney, 2011). This highlights that, left unaddressed or unrecognised, shame-

proneness may inhibit patients from accessing the psychological help required to moderate 

both risk and psychological distress (Van Vliet, 2008). As Guenther (2011, p.24) articulates 

it, “shame attacks the very resources that one would need in order to resist shame”.   

During therapy, shame may be evoked for numerous reasons, including the stigma 

associated with psychological, behavioural and mental health difficulties (Dearing & 

Tangney, 2011). The therapeutic process itself can be shame inducing as the patient reveals 

parts of their inner self without reciprocation, creating a power imbalance (Herman, 2011). 

Unrecognised shame can negatively influence the therapeutic relationship as the therapist 

may be interpreted as judgmental and non-empathetic (Marshall, Marshall, & Serran, 2009), 

both of which are characteristics deemed to be important in fostering a positive therapeutic 

alliance (Ross, Polaschek & Ward, 2008). Patients may also feel misunderstood, creating a 

rupture in the therapeutic relationship and increasing the likelihood of them terminating 

sessions (Dearing & Tangney, 2011).  

In forensic settings specifically, shame about offending behaviour may be evoked 

(Brown, Shell & Cole, 2015). Brown et al. (2015) described their experience of delivering an 

anger-management group intervention, noting that anger and violence arose when offenders 

tried to regain power and served as a ‘face-saving’ function when shame was evoked (p. 

266). This suggests that focusing solely on offending behaviour in therapy without managing 

the effects of shame can interfere with one’s ability to engage meaningfully in interventions 
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designed to reduce risk of reoffending (Beckley, 2011). This may be particularly relevant for 

individuals who have committed a serious act of violence such as murder, as this can induce 

changes in the offender’s self-identity and impact how they subsequently connect with others 

(Ferrito, Needs, Jingree & Pearson, 2020).   

Among individuals convicted of sexual offences, a focus on victim experiences during 

psychological therapy may trigger a feeling of personal threat, eliciting shame (Proeve & 

Howells, 2002). Experiences of shame can result in decreased self-efficacy and victim-

specific empathy; increased personal distress (Bumby, Marshall & Langton, 1999); and 

minimisation or distortion of their offending in order to cope with cognitive dissonance and 

fragile self-worth (Ware & Mann, 2012; Marshall et al., 2009). Group interventions that 

require offence disclosure could also be shame-inducing and adversely affect offenders 

(Proeve & Howells 2002). These observations not only emphasise how shame can manifest 

and the barriers it can create during therapy, but the need for careful consideration of the 

approach to psychological therapy with forensic populations, with some differences in 

outward presentations often associated with specific offending histories.  

As the therapeutic process can elicit shame, it can be determined that for some it is a 

threatening experience, laden with expectations of rejection, judgement and failure. Some can 

tolerate and accept these feelings, but others activate defence mechanisms which serve to 

protect one’s sense of self. Dysfunctionality of negative emotions can inhibit one’s ability to 

access and process information that will allow for positive adaptations in their sense of 

meaning (Greenberg, 2004). These defences suggest that the individual is unable to recover 

from adverse experiences. In the context of psychological therapy, this may inhibit a sense of 

connectedness and support with the therapist; an inversion of the very processes that are 

crucial to fostering resilience and an ability to cope with future adversity (Needs & Adair-

Stantiall, 2018).  
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Resilience  

Definitions of Resilience 

There is no consensual definition of resilience, with conceptualisations deriving from 

historical, contextual and sociocultural influences. In Southwick, Bonanno, Masten, Panter-

Brick and Yehuda’s (2014) plenary panel paper, Yehuda defines resilience as a process of 

moving forward and not returning, and Masten (p.4) suggests resilience is the ability of a 

system to successfully adapt to threats or disturbances to its “viability, the function, or the 

development”. Other theorists view resilience as a process that encompasses positive 

adaptation and ability to return to equilibrium in the context of significant adversity (e.g. 

Luthar, Cicchetti, & Becker, 2000; de Lint & Chazal, 2013; Bonanno, 2004).  

Despite the range of definitions, they all focus on the theme of positive adaptation to 

adversity. An emphasis on resilience being on a continuum, as opposed to a binary of either 

being present or not, is also a shared perspective (Southwick et al., 2014). Fletcher and Sarkar 

(2013) suggest that resilience mechanisms may also differ depending on the context, ranging 

from mildly to strongly adverse experiences. The authors further note that when 

conceptualising resilience, consideration should be given not just to events labelled as 

adverse or traumatic, but to positive events in one’s life, which can also elicit resilience 

characteristics.  

Definitions of resilience can also differ in whether they refer to restoration of previous 

functioning, often referred to as ‘bouncing back’, or (as Yehuda said) moving forward and 

functioning better than before. The latter gives way to the idea of post-traumatic growth 

(related to the construct of resilience but involving movement beyond pre-trauma levels of 

adaptation), and reflects the experience of positive change after challenging life crises 

(Tedeschi & Calhoun, 2004).  
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The focus of resilience research has greatly developed over the course of several 

decades. Resilience was first understood to be trait-like, with research focused on exploring 

characteristics that made individuals impervious to stress, for example higher self-worth 

(Davey, Eaker & Walters, 2003; Wright, Masten & Narayan, 2013). Focus then turned to 

defining resilience as an outcome, with patterns of positive adaptations to past and present 

adversities being identified (Fletcher & Sarkar, 2013). Now, resilience is understood to be a 

dynamic process. Examining it from a systems framework perspective, resilience is the 

capacity to successfully adapt to disruptions that threaten the function, viability or 

development of the system (Masten, 2016). Threats to human survival and development 

involve multiple interacting environmental, relational and internal systems. As outlined in 

Chapter One, several theories underpin psychologists’ understanding that elicitation of shame 

acts as a warning sign that one’s sense of safety is under threat (e.g. Leary’s sociometer 

theory and Gruenewald’s self-preservation theory). Shame-proneness would fall into the 

category of internal systems, forming one of the many factors that influences one’s general 

capacity for adaptation. Nonetheless, for a system that develops and operates within a context 

of similar systems (i.e. a social context), a sense of its own viability and acceptability to 

others is also fundamental.  

 

Relationship between Shame and Resilience 

Feelings of shame and worthlessness can leave individuals feeling stuck and helpless, 

creating a barrier to adaptation (Greenberg, 2004). Conversely, an increased sense of self-

worth is thought to contribute to coping with stressors and resilience (Davey et al., 2003; 

Orth & Robins, 2014). That is not to say that resilient individuals do not experience shame, 

rather, it is not a persistent feature of their emotional experience (Davidson, 2000). Despite 

the associations between these two constructs, there is a paucity of empirical research directly 
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exploring the relationship between shame and resilience. By drawing on the existing 

literature on related processes, associations can be made to position the interlink between the 

two.  

As with identity formation and shame-proneness, a child’s capacity for resilience and 

positive development is largely based on their social environment and networks (Ungar, 

2013). For example, feeling valued and eliciting positive affect in the mind of one’s parents 

as a child stimulates a positive experience of the self (Gilbert, 2006), and fosters 

compassionate inner dialogues (Neff & McGehee, 2010). Conversely, dysfunctional family 

relationships and environments may translate into negative attitudes about the self and limited 

self-compassion, resulting in restricted internal and external coping resources (Neff & 

McGehee, 2010). While the terms shame and resilience are not specifically mentioned, Neff 

and McGehee capture the interaction between them, highlighting how one’s poor sense of 

self can inhibit the resources they need to navigate and adapt to stressful and adverse 

situations.   

While some argue that resilience is being able to successfully overcome stressors and 

adversity without the manifestation of psychopathology, Fougre and Daffern (2011) argue 

that actually both “success” and “difficulty” are relative to each individual and their 

circumstances. From a stress-coping perspective, personal and situational variables influence 

the stress process at various stages: how an individual appraises stressors, their meta-

cognitions in response to felt emotions, and their selection of coping strategies (Fletcher & 

Sarkar, 2013). Drawing on the physical health literature, de Ridder and Schreurs (2001) state 

that the concept of adaptiveness to stressors is about adopting a stress-coping framework to 

understand adjustment to one’s illness. One’s coping style may, however, impact outcomes 

longer-term. The authors propose that emotion-orientated and avoidant coping strategies are 

likely to be less adaptive than those which are task-orientated. Applying this to psychological 
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health and shame specifically, situations appraised as shaming, and thus eliciting maladaptive 

shame-driven responses, will potentially impact or block one’s capacity to adapt to stressors 

and build resilience longer-term. Left unaddressed, psychological interventions designed to 

develop coping strategies and resources (such as support network and self-esteem) may prove 

futile, unless the emotions elicited by the stressful event are changed.  

Drawing on the self-esteem literature, one’s subjective judgment of their self-worth 

can be seen to contribute to their ability to cope with stressors (Arslan, 2019). This is 

congruent with Veselska et al.’s (2009) findings, in which low self-esteem was negatively 

correlated with different components of resilience, including perception of the self and one’s 

future, social competence and resources. This suggests that shame may impact the same 

areas, feeding back into the processes outlined in Chapter One in perpetuating one’s lack of 

belonging to a group. Similarly, Dumont and Provost (1999) reported that adolescents with 

lower self-esteem tended to adopt avoidant coping styles and had greater levels of stress. 

Those who defend against feelings of shame in a similar way may struggle to protect 

themselves from further stress, both in the context of psychological therapy (e.g. offence-

focused work) and longer-term. They may also be at greater risk of psychological difficulties 

and problems in adaptation. Conversely, one study exploring shame and resilience, reported 

no association between these constructs in a population-based sample (Schibalski et al., 

2017). Shame was measured by one question: “would you feel ashamed if you had a mental 

illness?”, which, considering the limitations of this measurement outlined in Chapter Two, 

possibly influenced reporting. Nonetheless, inconsistencies exist in the current literature, 

highlighting the need for further investigation given the impact it could have on intervention 

engagement and outcomes.   

In offender samples, resilience is suggested to be a protective factor from reoffending. 

Todis, Bullis, Waintrup, Schultz, and D'ambrosio’s (2001) qualitative study explored 
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resilience in 15 young adults released from correctional institutions; those who reoffended 

appeared to struggle with a range of issues including substance misuse and mental health 

problems.  Non-reoffenders demonstrated a willingness to confront problems, an ability to 

cope with negative events and problem-solving abilities. These are factors found to be 

inhibited by shame (e.g. see Covert, Tangney, Maddux and Heleno, 2003; Lopez et al., 1997). 

One reason for this could be that shame can make such experiences seem qualitatively 

different, resulting in a bias to perceive threat in a self-referential way and ignore other 

possibilities that lend themselves to problem solving.  

The above ties in with literature on closed-mindedness, in which rigid thinking and 

intolerance of alternative viewpoints can function to protect one’s self-worth (Neff & Vonk, 

2009). Accordingly, this can lead to social alienation if one does not share the same sense of 

the world as an in-group (Kruglanski, 2004). These factors potentially impact one’s 

resilience, which is dependent on environmental resources, as opposed individual traits 

(Ungar, 2011). Arslan’s (2019) study supports this, finding that social exclusion predicted 

lower levels of resilience. Therefore, if shame-proneness breaks down one’s social ecologies, 

their environment is unlikely to facilitate building or maintenance of resilience, thus 

perpetuating the cycle. For example, when applied to psychological therapy, if shame blocks 

one’s ability to form a supportive therapeutic relationship that assists in the development of 

alternative perspectives, the overall process will likely be of limited value to the patient.  

The centrality of social relations to both shame and resilience lends itself to Weaver 

and McNeill’s (2015) position on recidivism and desistence. Relationships characterised by 

solidarity and reciprocity can influence desistence, because offending becomes incompatible 

with maintaining these relational concerns as it violates the principles of mutual recognition 

and respect. As outlined in Chapter One, however, when this social bond feels threatened, it 

can result in some individuals engaging in offending behaviour.  
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Summary and Study Aims 

Meaningful engagement and therapeutic alliance in psychological therapy are vital 

components for positive treatment outcomes. In forensic settings specifically, positive 

outcomes relate to reducing an offender’s risk and likelihood of reoffending. However, the 

above literature review outlines how shame can have a detrimental impact on the therapeutic 

process and thus, undermine such work. Shame-proneness is prevalent in offender 

populations, as well as being associated with psychological difficulties common within this 

group, including personality disorder and enduring mental illness. There is limited empirical 

research on the prevalence of shame in forensic psychiatric patients; therefore, it is important 

to enhance this knowledge base. This could aid clinicians in their recognition and assessment 

of shame, as well as the application of therapeutic models to work effectively with the shame-

laden experience. 

Links were identified between shame-related processes and their limiting effects on 

one’s capacity for resilience. In the context of psychological therapy, it can be speculated that 

the impact of shame on one’s ability to develop a trusting, positive relationship would block 

aspects of resilience such as sense-making and the building of helpful coping strategies. This 

is concerning, as a higher level of resilience is conceptualised as enabling one to adapt and 

move on from adversity, as well as being an important factor in the desistance of offending. If 

a significant relationship between the two is found, it would demonstrate the value of 

therapists being more attuned to these processes within the therapeutic relationship, and the 

need for a more person-centred, flexible approach to psychological therapy.   

To the author’s knowledge, there is no existing empirical research exploring shame-

proneness and resilience in a forensic psychiatric sample. Accordingly, the overall premise of 

this study is to examine whether forensic psychiatric patients’ proneness to shame predicts 

their capacity for resilience. This is broken down into three components, outlined below.  
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Research Question One 

What is the prevalence of shame-proneness and resilience in a forensic psychiatric sample?  

 

Research Question Two 

Does shame-proneness predict forensic patient’s capacity for resilience?  

 

Research Question Three 

Is there is a relationship between shame-proneness, resilience, index offence and diagnoses in 

this sample? 

 

Method 

Participants 

Participants were recruited from low and medium secure wards at a forensic 

psychiatric hospital in London. Inclusion criteria were for participants to be male and to have 

capacity to give informed consent, as determined by their Responsible Clinician (RC). 

Potential participants were also required to understand spoken or written English to ensure 

they could review consent forms and complete the study questionnaires. Patients 

experiencing severe psychiatric difficulties including a relapse of psychosis, suicidality, 

substance or alcohol use were excluded, as well as those considered at imminent risk of harm 

to themselves or others at the time of data collection.  

Patients on the two male Learning Disability wards and the female ward were 

excluded. All wards were small, so results may have been skewed, lowering the 

generalisability of the findings.  

 

Sample Size 
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To the author’s knowledge, there were no previous studies examining associations 

between shame-proneness and resilience on which to base the sample size calculations for the 

current research project. Therefore, priori calculations were calculated using G*Power 3.1.7 

(Faul, Erdfelder, Lang, & Buchner, 2007), which suggested a minimum of 31 participants for 

the regression analysis, with two predictor variables and a large effect size (f 2=0.35) and 

power of 0.80. The final sample consisted of 31 participants (73.8% response rate).  

 

Design 

The research design was quasi-experimental and cross-sectional as participants were 

only approached on one occasion. Quantitative analysis was therefore appropriate.  

 

Measures  

To measure shame-proneness, the Test of Self-Conscious Affect–Socially Deviant 

Version (TOSCA-SD; Hanson & Tangney, 1996)1 (Appendix C) was administered. The 

measure consists of four subscales: Shame-proneness, Guilt-proneness, Detachment and EoB. 

The Shame-proneness scale has also been divided into negative appraisal about the self 

(shame-self) and avoidant behavioural response (shame-behaviour). The measure presents 13 

scenario-based questions, with participants asked to imagine themselves in each scenario. 

Four different responses are provided, each corresponding with the main four subscales. 

Participants are directed to rate the likelihood of each response on a 5-point Likert scale (not 

at all likely to very likely). Higher scores reflect higher levels of these emotional experiences. 

The TOSCA-SD has acceptable internal consistency, discriminant and convergent validity 

with forensic samples (Tangney et al., 2011; Tangney et al., 2012). Only one research project 

 
1 There are several versions of the TOSCA scale; The TOSCA-SD was developed specifically for use with 

incarcerated and other ‘socially deviant’ samples. 
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to date has utilised the measure with a forensic psychiatric sample (Fuller et al., 2019); good 

reliability was demonstrated across all scales except shame-behavioural, which was slightly 

below the accepted value of .07 (DeVellis, 2012).  

Resilience was measured using the Connor-Davidson Resilience Scale (CD-RISC; 

Connor & Davidson, 2003) (Appendix D). The measure is comprised of 25 items rated on a 

five-point Likert scale (not true at all to true nearly all the time) which reflect several aspects 

of resilience: a sense of personal competence, tolerance of negative affect, positive 

acceptance of change, trust in one’s instincts, sense of social support, spiritual faith and an 

action-oriented approach to problem solving. Scores can range between zero and 100 with 

higher scores indicating greater resilience. The measure is well-established and has been 

validated for use with clinical samples with psychiatric diagnoses including schizophrenia 

(e.g. Hansen & Thomassen, 2010) and offender populations (e.g. Carli et al., 2014), which 

have demonstrated good internal consistency and validity. Although previous studies have 

reported statistical analysis outcomes using subscales within the CD-RISC, the manual states 

that the measure should not be used in this way, with only the full scale recommended for 

analysis and interpretation.  

 

Procedure 

Once ethical approval was granted, RCs were contacted via secure email to obtain 

permission to recruit from their caseloads and identify those who would not be suitable for 

participation (Appendix E). Following an opportunistic, convenience sampling method, 

potential participants present within the communal areas were approached to determine their 

interest in taking part. The researcher provided those that were agreeable with an information 

sheet (Appendix F) and a consent form (Appendix G) to review, or have read to them by the 

researcher if requested. All participants signed a consent form agreeing to their participation. 



104 
 

362019 

The researcher offered to make appointments to return to administer the study questionnaires, 

however the majority expressed that they had immediate availability. Questionnaires were 

completed in quiet therapy or meeting rooms located on the ward. A small number of 

participants opted to complete the questionnaires independently; these were later collected by 

the researcher. The researcher provided participants with a debrief around the purpose of the 

research project. A brief handover was also provided to the Nurse in Charge outlining the 

participants’ presentation during completion of the study measures. From the researcher’s 

interactions, there were no issues of concern.  

After consent and completed questionnaires were obtained, the researcher accessed 

participants’ electronic records to collect information on the main characteristics of the 

sample; age, length of admission, Axis I and II diagnosis and index offence.  

 

Ethical Considerations  

Ethical approval was granted by the North East-York NHS Research Ethics 

Committee (REC) (Appendix H), alongside additional approvals from the Heath Research 

Authority (HRA), the NHS Trust’s Research and Development (R&D) department and the 

North Central London Research Consortium (NoCLoR), which ensures that research within 

its catchment area follows the research governance framework for health and social care. The 

University of Portsmouth provided sponsorship for the research.  

As psychiatric patients are classed as a vulnerable population (World Health 

Organisation, n.d), additional ethical considerations were made to ensure that participant 

dignity and human rights were maintained. The researcher followed the British Psychological 

Society Code of Ethics and Conduct (2018). 

 

1. The Use of Personal Data and Confidentiality 
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Data were stored in accordance with the Data Protection Act 2018. All hardcopies 

were treated as confidential and stored in locked filing cabinets on the hospital site. 

Electronic files were stored on a secure and password protected NHS computer. Data was 

anonymised and all identifiable information removed. Raw data and the research database 

only contained participant research numbers. Participants’ names appeared only on consent 

forms and on an electronic file stored separately, which linked participant name and their 

assigned research number. The latter document ensured that, in the event of a participant 

wishing to withdraw their data, the correct study measures could be identified. Participants 

were informed that the use of personal data would be for the purposes of the study. 

 

2. Breach of Confidentiality and Risk Management 

Ahead of completing study questionnaires, participants were informed that if they 

disclosed information indicating significant risk of harm to themselves or others, the 

researcher would communicate this information to their team and follow the services local 

risk management policy. The limitations of confidentiality were also stated in the information 

sheet. No risk concerns arose during any point of the procedure.  

 

3. Consent 

Multi-Disciplinary Teams (MDT) were consulted to identify patients considered to 

have capacity to consent to participation. The concept of consent was explained to potential 

participants by the researcher, and they were provided with information about the research 

and the opportunity to ask questions. The researcher explained that participants would be 

required to sign a consent form to show that they were informed of and understood their 

rights. 
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There were several potential misunderstandings that could have led to participants 

giving consent on an uninformed basis which the researcher made sure to address prior to the 

completion of questions. Firstly, participants were informed that refusing to participate or 

withdrawing from the study would not have any impact on their treatment. This was in 

consideration of the potential power differentials that could arise in the researcher-participant 

relationship given that the researcher was employed by potential participants’ treatment 

provider; an inherent power imbalance (Draucker, 1999). Participants were also advised that 

the research project was being conducted independently of the service and therefore 

information provided by them would not be communicated back to their treating teams, 

unless risk related issues arose.  

 

5. Incentives 

No incentives or rewards were offered for participation. The British Psychological 

Society Code of Human Research Ethics (2014) notes that coercion to participate infringes on 

the human right to autonomy and that researchers gathering data from detained samples must 

recognise their real or perceived position of authority and how it may bias data. 

 

Results 

 

Descriptive and Preliminary Analysis  

All raw data were entered into an SPSS v26 spreadsheet. Screening revealed no data 

entry errors but there were two missing responses: one each in the TOSCA-SD and CD-

RISC. The CD-RISC manual advised to calculate the participant’s mean score and input this 

in the case of a missing response. The TOSCA-SD did not provide guidance, so the response 
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was left as missing. All demographic information was available from participants’ electronic 

files.  

Scale and subscale reliability were assessed, indicating that all scales achieved good 

reliability except two of the TOSCA-SD sub-scales, which were below the recommended .70. 

The CD-RISC had a Cronbach’s alpha value of α = .90 and the different subscales of the 

TOSCA-SD had the following Cronbach’s alpha values: Guilt α = .77, EoB α = .43, 

Detachment α = .79 and Total Shame α = .71 (Shame Subscales of Negative Self-Appraisal 

and Behavioural Avoidance had values of α = .44 and α = .67 respectively). Examination of 

item-total matrices indicated that with the removal of one item, the reliability of the EoB 

subscale increased from α = .43 to α = .86, thus the amended subscale was used in all 

subsequent analysis. The reliability of the shame-self and shame-behaviour subscales could 

not be increased through removal of items and therefore remained below the recommended 

value. As the shame-self alpha was very low, this scale was omitted from analysis as results 

including this subscale would very likely be unreliable.  

Preliminary normality tests suggested that all study variables were normally 

distributed, as determined by the calculated skewness and kurtosis scores which were below 

the critical value (1.96) suggested by Kim (2013). The Shapiro-Wilks test also yielded 

insignificant results for all variables. Boxplots identified ‘mild’ outliers for the CD-RISC and 

TOSCA-SD detachment subscale, however, no extreme univariate or multivariate outliers 

were identified, as measured by Mahalanobis distances. The linearity of the main study 

variables presented with no issues with regard to meeting parametric test assumptions.  

Although neither CD-RISC or TOSCA-SD manuals specified raw data to be 

transformed into z-scores, it is recommended that if data are derived from different scales and 

have a sample size above 30, the use of z scores when performing statistical analysis is 

appropriate (LaMorte, 2019).  
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Sample 

Analysis on participant demographics was performed; see Table 4 for an overview.  

 

Table 4  

Participant Demographics  

 Mean (SD) Range Percent of sample % 

Age 38.5 (11.3) 23-69  

Current admission length (months) 39.5 (36.5) 0-140  

Admission total (years) 6.2 (6.7) .5-28  

Offence 

- Violent 

- Sexual  

- Other 

- Civil section (no index offence) 

   

61% 

13% 

19% 

7% 

Axis I Diagnosis  

- Psychosis/Schizophrenia 

- Bipolar Affective Disorder 

- Schizoaffective disorder 

- Under assessment  

   

65% 

16% 

13% 

3% 

Axis II Diagnosis/traits 

- ASPD 

- Mixed 

- Psychopathy 

- Schizotypal 

- Schizoid 

- None 

   

16% 

13% 

10% 

3% 

3% 

55% 

Ward 

- Assessment 

- Rehabilitation 

- Pre-discharge 

   

19% 

65% 

16% 

Security    
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- Medium 

- Low  

65% 

35% 

 

 

Main analysis 

 

Research Question One 

To address research question one (to determine the prevalence of shame-proneness 

and resilience in this sample of forensic patients), the means and standard deviations were 

calculated for the CD-RISC, TOSCA-SD and shame subscales (Table 5). Mean scores for the 

shame-total scale and sub-scale scores indicated that the sample presented with moderate 

levels of shame-proneness. The standard deviations of the shame scales indicated that there 

was variation of scores within the sample and thus they were not a largely homogeneous 

group. The mean score for the CD-RISC indicated a moderate level of resilience reported by 

the participants.  
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Table 5 

Mean Scores of Shame-proneness and Resilience Measures 

Measure   Mean Total score 

(SD) 

Mean Range (possible range) Normative mean 

(SD) 

Resilience (CD-RISC) 25 item 65.16 (15.76) 2.61 29-95 (0-100)  

Resilience (CD-RISC) 10 item 26.77 (6.27) 2.68 13-26 (0-40)  

Test of Self-Conscious Affect – Socially Deviant (TOSCA-

SD): 

• Shame total 

• Shame subscale- Behavioural Avoidance  

• Shame subscale- Negative Self Appraisal 

• Guilt 

• EoB 

• Detachment 

 

 

32.90 (9.74) 

19.16 (6.83) 

13.74 (4.60) 

54.61 (7.86) 

31.10 (12.07) 

38.55 (10.04) 

 

 

2.53 

2.39 

2.74 

4.20 

2.61 

2.97 

 

 

13-49 (13-65) 

8-32 (8-40) 

5-21 (5-25)  

32-65 (13-65) 

13-61 (13-65) 

13-63 (13-65) 

 

 

 

12.03 (3.77) 

13.76 (3.65) 

45.66 (4.66)2 

 

 

 
2 Normative data from Jackson, Blackburn, Tobolowsky and Baer (2011) 
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Research Question Two 

To address research question two (to determine whether shame-proneness predicted 

level of resilience using regression modelling), correlational analysis was first conducted to 

determine potential relationships between the study variables. Assumptions for parametric 

testing were met so zero-order bivariate correlations between the CD-RISC, and total shame-

proneness and the behavioural shame subscale were produced. Results indicated that 

resilience was not significantly associated with total-shame (r= (29) -.228, p>.05), or shame-

behavioural (r= (29) -.21, p>.05). Exploring the structural validity of the CD-RISC, 

Campbell-Sills and Stein (2007) found an unstable factor structure, and thus recommended 

use of a 10‐item unidimensional scale that demonstrated good internal consistency and 

construct validity. Analysis was also conducted using this scale; however, non-significant 

correlations were again produced (see Table 6).  

As recommended by the authors of the TOSCA-SD (Hanson & Tangney, 1996), 

partial correlations were produced to explore the relationship between ‘guilt-free shame’ and 

resilience. Non-significant results were observed when controlling for guilt; total-shame (r= 

(29) - .268, p>.05) and shame-behavioural (r= (29) -.212, p>.05). However, a significant 

association between total-shame and resilience was found (r= (29) -.48, p<.05) when 

controlling for both Guilt and EoB, indicating that as shame-proneness increased, resilience 

decreased, with a medium effect size (Cohen, 1988). A significant relationship was also 

observed when further controlling for detachment, although the correlation coefficient was 

weaker.  
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Table 6  

Pearson Product-moment Correlations and Partial Correlations between Measures of Shame and Resilience  

 Shame 

Total 

Shame- 

behavioural  

Resilience 

(CD-RISC 25) 

Resilience 

(CD-RISC 10) 

Guilt-free 

Shame 

Shame when 

Controlling for 

Guilt and EoB 

Shame Total 1 .91** -.23 -.18   

Shame- behavioural  1 -.21 -.16   

Resilience (CD-RISC 25)   1 .90** -.27 -.48* 

Resilience (CD-RISC 10)    1 -.21 -.38* 

Guilt-free Shame     1  

Shame when Controlling 

for Guilt and EoB 

     1 

** Correlation is significant at the 0.01 level (2-tailed) 

*   Correlation is significant at the 0.05 level (2-tailed) 
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Based on the correlational analyses, a hierarchical multiple regression was conducted 

to examine the unique contribution of shame-proneness to level of resilience. Further 

exploration of the data indicated that all test assumptions were met; the Cooks Distance 

statistic were observed to be below the recommended value of 1 (Field, 2013), there was no 

multicollinearity between the included variables and values of the residuals were 

independent. The literature recommends that for each predictor variable, 10 observations are 

required (Hair, Black, Babin, Anderson & Tatham, 2014), thus the sample size was adequate 

for regression analysis with three predictor variables. Using the Enter method, EoB and guilt 

were entered in the first step of the model as their shared variance were removed in the 

correlational analysis (Table 7). Shame was entered into the second step of the model. The 

final model was significant (F(3,27) = 3.04, p < .05, R² = .25). The analysis showed that 

shame-proneness (β = -.52, t(27) = -2.60, p < .05) and EoB (β = .46, t(27) = 2.37, p < .05) 

contributed a significant proportion of the variance, accounting for 17% of the model, albeit 

these relationships were in contrasting directions. Guilt-proneness did not significantly 

contribute to the model.    

Given that EoB did not contribute a significant portion of variance to resilience in step 

one of the model but did when shame was entered, a moderation analysis was run using 

PROCESS v3.5 (Hayes, 2020) to explore whether EoB had a moderating effect on the 

relationship between shame-proneness and resilience. The analysis indicated that the 

relationship between shame and resilience was not significantly moderated by EoB, although 

the p value was only just above the acceptable cut-off;  b = -0.363, 95% CI [-0.729, 0.003], t 

= -2.04, p > .05.  
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Table 7  

Hierarchical Multiple Regression Model Predicting Resilience  

Resilience  b SE b β 

Step 1 

Constant 

 

3.84 

 

.18 

 

Externalisation 

Guilt 

.20 

.17 

.18 

.18 

.19 

.17 

Step 2 

Constant  

 

3.07 

 

0.2 

 

Externalisation  

Guilt  

Shame-proneness 

.46 

.28 

-.52 

.20 

.17 

.20 

.19* 

.17 

-.23* 

Note. R² = . 07 for step 1: Readjusted² .17 for step 2 (ps <.05) 

*p < .05. 

 

Research Question Three 

The third research question was to explore relationships between index offence, 

diagnosis, resilience and shame. Given the unequal number of participants in each offence 

and diagnostic group (ranging between four and 20), it was deemed that ANOVA would be 

inappropriate. Categorical data were therefore reduced into fewer, dichotomous groups. 

Presence of personality disorder was grouped as 'yes' or 'no'. Axis I diagnosis grouped into 

'psychosis' or 'affective' and index offence was grouped as 'violent' or 'other' (sexual, arson 

and other offences). A series of point-biserial correlations were conducted as the data were 

comprised of both categorical and continuous variables. Additional analysis to check test 

assumptions were performed; non-significant results on Levene's Test of Homogeneity 

indicated that variances were equal. The Shapiro-Wilks test indicated normal distribution 

between the groups of continuous and categorical variables. The point-biserial correlations 
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demonstrated non-significant relationships between shame-proneness and resilience when 

correlated with diagnoses or index offence (Table 8). T-tests also demonstrated 

nonsignificant differences between the means of shame-proneness and the categorical data. 

For example, while shame-proneness was higher in those with personality traits consistent 

with Axis II diagnosis, this was not a significant difference t(29) = 1.78, p>.05. These 

findings should, however, be interpreted with caution due to the groupings of the categorical 

variables which may have not accurately represented the true differences amongst the data.  

 

Table 8: 

Pearson and Point-biserial Correlations between Variables  

 Resilience Shame 

Total 

Shame- 

behavioural 

Offence Axis 

II  

Axis I 

Resilience (CD-RISC-25) 1 -.314 -.152 .072 -.083 .257 

Shame Total  1 .905** -.051 -.314 -.244 

Shame-behavioural   1 .004 -.152 -.206 

Offence (violent or other)    1 .072 .309 

Axis II (present or not present)     1 .248 

Axis I (psychosis or affective)      1 

 

Discussion 

 

Research Question One 

The first aim of this research was to understand the prevalence of shame-proneness 

and resilience in forensic psychiatric patients, given the paucity of empirical research 

exploring these constructs in this population. This study found that self-reported shame-

proneness was of a moderate degree, slightly higher but comparable to Fuller et al.’s (2019) 

study which explored shame in the same population using the TOSCA-SD. Studies utilising 
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predominately male prisoner samples have also reported the prevalence of shame to be in the 

low to moderate range (e.g. Ware et al., 2020, Tangney et al., 2014; Spice et al., 2015; 

Robinson et al., 2007), suggesting that shame-proneness appears to be higher within forensic 

psychiatric populations specifically. One possible reason for this is that enduring mental 

health difficulties have increased their feelings of shame, for example, through the need for 

medication and admission to a psychiatric hospital. They may also have perceptions and 

experiences of further stigmatisation and ostracisation due to their diagnosis (Rüsch, 

Corrigan, Todd & Bodenhausen, 2011).   

Nonetheless, given that shame is often associated with risky and offending behaviour 

in the theoretical and empirical literature, higher levels of shame-proneness were anticipated 

in this sample given the serious nature of their offences. Moderate levels of shame-proneness 

may have been found for a number of reasons, outlined below:  

Shame and guilt generally coexist (Zaslav, 1998) and, consistent with previous 

research exploring these emotions in forensic populations, this study found that there were 

higher levels of reported guilt-proneness than shame-proneness (Tangney et al., 2011). 

Shame can be harder to detect than guilt as it often remains hidden; responses relating to guilt 

in the TOSCA-SD may have been easier to articulate, further complicating the already 

difficult process of measuring shame (Tangney, Miller, Flicker & Barlow, 1996; Fuller et al., 

2019).  

The method of administering the study questionnaires may have also influenced 

results. Most participants requested for the measures to be read aloud, (providing their 

responses the same way), which may have impacted how shame was captured. Selecting a 

response that represented shame such as, “I am a disgusting person”, may have been shame-

inducing in itself, and thus avoided, or may have elicited a defensive mindset. Furthermore, 

while it was unfortunate that the negative self-appraisal subscale of shame achieved low 
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internal reliability, this perhaps emphasises the difficulties in acknowledging negative aspects 

of the self. This may be particularly relevant for those whose self-esteem tends towards 

instability; Greenier (1999) outlines how such individuals can be highly affected by everyday 

events that may be applicable to their self-worth, including those that involve external 

feedback or evaluation.  

The above point links with another reason that shame-proneness may have been of a 

moderate degree, as opposed to high. There is a shifting consensus that instability of self-

esteem contributes to an individual’s difficulties, rather than whether someone has high or 

low self-esteem (see Zeigler-Hill & Wallace, 2012). Threats to self-esteem are also thought to 

differ across contexts (e.g. see Kuppens, Van Mechelen, Smits, De Boeck, & Ceulemans, 

2007). The same may apply to experiences of shame; thus, consideration should be given to 

situational or context-specific shame. For example, in psychological therapy, some patients 

may be particularly susceptible to shame when their psychological difficulties are discussed, 

whereas for others shame may be elicited through exploration of their offending. 

Furthermore, shame can serve as an instigator of patients’ problems, or a response to them, or 

both (Morrison, 2011), reflecting possible fluctuations of shame and defence mechanisms. 

Therefore, situations that elicit the strongest feelings of shame and associated defences may 

not be the everyday scenarios captured by the TOSCA-SD, but rather those that are context-

specific, such as perceived disrespect from another (e.g. see Gillgian, 1996).   

Participants’ resilience in this study ranged from very high to fairly low, suggesting 

that all had some degree of resilience. The participants’ mean CD-RISC scores indicate a 

moderate to high capacity for resilience. These outcomes (and standard deviations) were 

comparable to other studies utilising the CD-RISC with forensic samples, including Italian 

and Iranian adult, male prisoners (Carli et al., 2010; Maktabi, Sajadi & Veisi, 2016 

respectively) and American juvenile offenders (Clements-Nolle & Waddington, 2019). When 
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compared with clinical samples diagnosed with schizophrenia (Deng et al., 2018; Kim & 

Jang, 2018; Hansen & Thomassen, 2010) and Bipolar Affective Disorder (Lee et al., 2017), 

capacity for resilience was higher in this study.  

At first glance, the sample could be viewed as demonstrating maladaptive outcomes 

to adversity, given their diagnoses of enduring mental health difficulties and detention in a 

forensic psychiatric unit. This is contrary to the resilience literature on positive adaptation, 

which is defined by one’s secure attachments, social support and competence, sense of 

belonging and self-efficacy (Simeon et al., 2007; Pooley & Cohen, 2010; Luthar & Cicchetti, 

2000). Thus, the sample’s capacity for resilience is perhaps higher than one would anticipate. 

This could be understood in a couple of ways.  

While it seems logical that the inverse of these protective factors would predict lower 

resilience (Bonanno, 2004), resilience is a multidimensional process, and can be understood 

in the context of interactions between individuals and systems, which vary within different 

contexts and time-points (Connor & Davidson, 2003; Masten, 2016). It is possible that 

participants had adjusted to their current situation and experienced the hospital environment 

and relationships within it as supportive and containing (Ferrito et al., 2020). This may have 

increased their self-esteem and perception of control, enabling them to feel resilient enough 

to cope with day to day life (Luthar et al., 2000). This is consistent with Ungar’s (2013) 

contextual framework of resilience, which posits that one’s environment, rather than 

individual traits, facilitates growth where adversity has been experienced. It also raises the 

important question of how resilience can be maintained longer-term, across different 

environments.  

Another consideration that may account for high resilience scores draws on the social 

desirability literature. Shame-proneness may have played a role in participants’ responses 

provided to the CD-RISC items. Statements such as, “I can deal with whatever comes my 
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way”, and, “I am able to handle unpleasant or painful feelings like sadness, fear, and anger”, 

may have triggered feelings of shame or low self-worth if participants recognised that they 

did not possess these abilities, compelling them to compensate by avoiding representative 

responses and selecting those that offered a more positive self-image. Congruent with this, 

Campbell-Sills, Forde and Stein (2009) raise an interesting point that male participants 

responding to the CD-RISC may elicit a reporting bias as the measure focuses on ability to 

handle stress and adversity. This suggests that a desire to meet societal stereotypes of 

masculinity may have indirectly contributed to higher than anticipated CD-RISC scores.  

 

Research Question Two 

The second aim, and main focus of this study, was to examine whether shame-

proneness predicted participants’ degree of resilience. This was with a view to identifying 

whether potential relationships between these processes could impact progression within 

psychological therapies. Preliminary exploration of the data indicated that shame-proneness 

only had a significant relationship with resilience when variation with EoB was removed. 

Thus, EoB appeared to cancel out any relationship between shame and resilience. Regression 

analysis demonstrated that there was no evidence of the independent effect of shame or EoB 

on resilience; however, combined, both contributed to the model variance, though in 

contrasting directions. How this may impact engagement in psychological therapy is 

considered below.  

Externalising involves attributing responsibility for a perceived defect to factors 

external to the self, or out of one’s control (Zaslav, 1998), for example someone else 

(including the victim), mood or intoxication (Chambers, Eccleston, Day, Ward, & Howells, 

2008). This shifts the focus of one’s own incompetence to another, relieving oneself of the 

burden of shame (Morrison, 2011). While this cognitive process is typically understood to be 
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maladaptive and counterintuitive, in this study it serves a protective function, allowing one to 

manoeuvre against the overwhelming pain and negative affect associated with shame 

(Tangney, 1991) to facilitate sufficient resilience to these experiences (Campbell-Sills, Cohan 

& Stein, 2006; Mojrian, Homayouni, Rahmedani & Alizadeh, 2017). This is consistent with 

the literature in that, while related, coping and resilience are conceptually distinct; coping 

being an initial short-term response to harmful stimuli, and resilience being how one copes 

with harm longer term (Ng, Ang & Ho, 2012).  

In the context of insight-orientated interventions, taking responsibility for one’s 

actions is viewed as the cornerstone of treatment, and its absence a cognitive distortion 

thought to increase propensity to reoffend (Wright & Schneider, 2017). Interventions with 

those who are more shame-prone, however, could be experienced as exposing due to an acute 

focus on the self. To feel exposed means to feel vulnerable, which can leave a person feeling 

at risk of being internally or externally harmed (Bachmann, Michaelsen, & Vante, 2016). 

This links back to the literature outlined in Chapter One; when one appraises threat to the 

social self, shame is elicited, acting as a warning signal for potential social rejection (links 

with hostile attributions can also be considered here e.g. see Jakupuck, Tull & Roemer, 

2005). Thus, the above processes are likely to underpin the difficulties that shame-prone 

individuals have in tolerating their shame and taking ownership of their harmful behaviour, 

through fear of judgement and subsequent rejection by the therapist (Tangney, Stuewig, 

Mashek & Hastings, 2011). If the shame-laden meaning attached to EoB is not recognised or 

addressed, the therapist may be anticipated to be, or experienced by the patient as, judgmental 

or invalidating, weakening the therapeutic relationship (individuals with BPD are particularly 

attuned to such feelings e.g. see Linehan, 1993). This could result in continuation of the 

patient's shame-related problems, impacting their capacity to meaningfully engage in further 

psychological therapy, if at all. Therapist responsivity to patient needs is therefore vital here, 
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as it will allow for the management of potential therapeutic ruptures (Hardy, Cahill & 

Barkham, 2009).   

Intersubjectivity is an essential process in both engaging with others and 

psychological development, as it involves the ability to recognise perspectives and feelings 

external to one’s own (Needs & Adair-Stantiall, 2018). It is also crucial to resilience, as it is 

associated with factors known to underpin one’s ability to adapt and progress; for example, 

social connectedness is conceptualised as a ‘resilience resource’ (Richards, 2016, p.509). 

Shame-proneness can negatively impact intersubjectivity. Engaging in psychological therapy 

undoubtably involves the presence of the ‘other’ (Gans and Webber, 2000), which may elicit 

feelings of vulnerability in a shame-prone individual. This can result in intersubjective 

resistance, possibly related to session content, as well as unconscious configuration of the self 

and transference to the therapist (Werbart, 2011). For example, due to their own heightened 

sense of defectiveness, shame-prone individuals may feel diminished in the eyes of the 

therapist and project this onto them, interpreting the therapist as judgemental and non-

empathetic (Greenberg & Iwakebe, 201; Marshall et al., 2009). This could block the 

intersubjective process, leaving the individual feeling disconnected from the therapist, and 

exacerbating feelings of rejection and exclusion (factors associated with shame and known to 

diminish resilience). This may be regarded as a form of what Gillespie (2020, p.24) refers to 

as a ‘semantic barrier’; when one reinforces a boundary between the self’s views and those of 

others to protect their sense of meaning from destabilisation. However, it can ‘inhibit 

dialogue between perspectives’, and would likely reduce patients’ responsivity to 

psychological interventions aimed at addressing risk. 

Another way that shame can result in intersubjective resistance is through inhibiting 

one’s ability to perspective-take and make sense of experiences. Leith and Baumeister (1998) 

suggest that higher levels of shame are associated with the affective component of empathy, 
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in which the individual becomes preoccupied with their own personal distress, drawing 

attention away from the harm experienced by others. Tangney et al.’s (2011) study using a 

prisoner sample supported this, finding that shame-proneness significantly correlated with 

self-focused personal distress. Applying this to psychological therapy in forensic settings, if 

shame results in an individual viewing themselves as defective or bad in response committing 

an offence, there will naturally be no desire to contemplate themselves from the victim’s 

perspective. However, empathetic capacity is also associated with resilience, as being able to 

connect empathetically with another is thought to foster connectedness (Brown, Hernandez & 

Villarreal, 2011). Although not explored explicitly, this alludes to processes existing behind 

the outcomes of the regression analysis in the current study.  

 

Research Question Three 

The final aim of this research was to explore potential relationships between shame 

and resilience with the categorical, demographical data collected on participants’ mental 

health diagnoses, personality traits and index offences. This was because there is a body of 

research that suggests that there are differences in shame-proneness and capacity for 

resilience in those with poor mental health functioning, personality characteristics and 

histories of offending (e.g. Fox & Leicht, 2005). In their systematic review, Carden, Saini, 

Seddon, Watkins and Taylor (2020) found that shame had a positive association with 

paranoia, psychosis and affiliation with voices. Shame also appeared more prevalent in those 

with psychosis compared to control samples. Interestingly, psychosis in offenders has been 

found to be associated with an increased tendency to externalise blame for their offending 

(Carlin, Gudjonsson, & Rutter, 2005); this is one of the main defensive shame-coping styles. 

This points to Kyselo’s (2016) work on social existence, which proposes that those with 

schizophrenia have an inherently fragile sense of self due to attempts at creating a balance 
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between separation from others (autonomy), and being connected to them (participation) - 

both of which are at risk when engaging with one’s social environment. Shame might be 

particularly undermining during this process. Unfortunately, highly unequal groups in 

relation to these categorical variables resulted in difficulties examining the data. Data were 

instead grouped into dichotomous variables which perhaps led to nuances in these 

relationships becoming lost. Ultimately, non-significant relationships were found in all the 

partial correlations and t-tests. Interestingly, Morrison (2011) explored the role of narcissism 

in shame from a psychodynamic perspective in which the self is felt to be fragmented, rather 

than as determined by the Diagnostic and Statistical Manual of Mental Disorders (DSM). It is 

possible that looking at personality in this study from a diagnostic perspective may have 

contributed to non-significant results. With larger datasets, issues around unequal group sizes 

may be reduced, so it would be beneficial for future research to further explore these 

relationships.  

 

Limitations  

Several limitations should be considered in relation to the findings of this study. 

Firstly, while meeting power calculations for the planned analysis, this study is limited by a 

small sample size and restricted population, derived from only one site. This impacts the 

generalisability of results to other offender populations. Furthermore, the sample was 

heterogeneous with a broad range of ages, personalities, mental health diagnoses and offence 

types, as well as participants’ being at different stages in their admission pathway. Had the 

sample consisted of only those with histories of violent offending, for example, or those 

residing on admissions wards, variable relationships may have been identified between the 

main study variables, providing more nuanced outcomes. Nonetheless, this is a niche 

offender population from which to obtain data, with only approximately 3500 medium secure 
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beds in England, and thus the study does contribute further understanding to experiences of 

shame and resilience in this group (Hare-Duke, Furtado, Guo & Vollm, 2018).  

A second limitation was that data were collected at only one time-point. The CD-

RISC instructs responders to reflect on the previous month only; therefore, potential 

fluctuations in participants’ sense of resilience could not be captured in this study. Building 

on this, the term resilience is broad and encompasses varying definitions. This 

multidimensionality contributes to difficulties in characterisation and quantification of 

resilience (Prior & Hagmann, 2013). The CD-RISC focuses on coping with adversity, and in 

this study demonstrated some interesting relationships with shame-proneness. However, it 

may have been more appropriate to utilise a measure focused on other aspects of resilience, in 

order to apply the findings to how these processes may arise and impact psychological 

therapy in forensic settings. The Resilience Scale for Adults (RSA; Friborg, Hjemdal, 

Rosenvinge, & Martinussen, 2003) looks more specifically at social relationships and 

resource, and given the emphasis of therapeutic relationships on intervention effectiveness, 

this may have been an appropriate aspect of resilience to focus on.      

Finally, as with other studies utilising a convenience-based sample, findings may have 

been influenced through selection bias. It is possible that those who declined to participate in 

this study when approached by the author were those who experienced greater degrees of 

shame-proneness. Thus, they may, by the very nature of shame, have looked to preserve their 

sense of self by declining to participate.  

 

Clinical Implications 

Despite the limitations, there is evidence that shame-proneness is present within this 

sample. This research has also uniquely contributed to the literature base, providing empirical 

support of the negative role shame plays in one’s capacity for resilience, when elicited in 
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conjunction with EoB. These results emphasise the importance of therapists considering these 

processes when approaching psychological work with forensic patients. For example, Stadter 

(2011) notes that shame often needs to be addressed before other issues, as the associated 

defence mechanisms can consciously or unconsciously keep other topics outside the therapy 

room. Shame can also limit therapeutic engagement if the patient does not feel seen and 

valued, tapping into the processes underpinning capacity for resilience. Being aware of the 

prevalence of shame-proneness in samples required to undergo intensive criminogenic-

focused therapy is, therefore, vital, particularly as shame can often be masked in the therapy 

room (e.g. through anger). Patient narratives of their difficulties may also minimse their 

shame, hindering therapists’ formulations (Tangney & Dearing, 2011). Thus, shame warrants 

greater awareness and recognition so it can be appropriately captured in formulation and 

addressed through intervention.  

When a forensic patient is shame-prone, there are several therapeutic approaches that 

could be adopted, including Compassion-Focused Therapy (CFT; Gilbert, 2009) and 

Emotion-Focused Therapy (Greenberg, 2004). Although the application of CFT to forensic 

settings is in its infancy, the model has been applied to many of the difficulties forensic 

populations experience (Gilbert, 2017). Self-compassion is strongly associated with several 

constructs relating to psychological wellbeing, including a sense of interpersonal 

connectedness, stable feelings of self-worth and reduced closed-mindedness (Neff & 

McGehee, 2009) - all associated with shame, as discussed in this thesis.  

This highlights the potential role of compassion-focused modalities of psychological 

intervention within forensic settings. Strength-based approaches are increasingly being 

introduced in forensic settings, helping patients to construct more positive identities and build 

their capacity for resilience. While some in this study had low levels of resilience, no one was 

fully without. This would help them build on the strengths that already exist (Padesky & 
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Mooney, 2012). Addressing shame would also contribute to this process by improving access 

to social resources. This is important to keep in mind; as highlighted in Chapter Two, 

psychological interventions that address offending often follow manualised Cognitive 

Behavioural Therapy (CBT) approaches (Beckley & Fisher, 2016). While these touch upon 

emotions, it is likely to be in more of a generic format, as opposed to being a constant theme 

from assessment through to closure and evaluation. Given the similarities between shame and 

trauma-related reactions, combined with residing in environments which are conducive to 

ongoing shame experiences (see Jones, 2018 for a discussion of this), it may be appropriate to 

draw upon trauma-informed approaches when working with shame-prone forensic patients 

(see Miller & Najavits, 2012 for guidance on the practical application).  

 

Areas for Future Research  

As the negative self-appraisal shame scale achieved very low reliability in this study, 

it was not included in the statistical analysis.  However, it would be interesting for future 

research with a larger sample to further examine the mechanisms underpinning the 

relationship between the different components of shame, resilience and externalising blame. 

In their study on prisoner recidivism, Tangney et al. (2014) found that behavioural avoidance 

accounted for a direct inhibitory effect on recidivism, and an indirect facilitative effect via 

EoB, whereas global negative self-appraisal did not account for any relationship between 

shame-proneness and recidivism. Regression analysis in the current study provided insight 

into the complex relationships between these processes, which could be explored in greater 

depth in future research.  

While this study has implications for how psychological therapy in forensic 

psychiatric settings may be impacted, future research should explore participants’ actual 

engagement and progression to extend this line of enquiry. Interestingly, in Fuller et al.’s 
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(2019) study, shame-proneness did not have any relationship with clinician and participant- 

rated treatment motivation and readiness, contrary to shame theory and the study’s 

hypothesis. One possible reason for this - not acknowledged in Fuller et al.’s (2019) paper - 

was that these relationships were not explored using the subscales of the shame scale in the 

TOSCA-SD, which may have yielded different outcomes. As previously noted in this thesis, 

shame is a complex process comprised of both internal and external domains, which appear 

to have a different, often contrasting influence on outcomes. Future research would sit well in 

exploring whether the different domains of shame are associated with important factors 

associated with psychological therapy outcomes such as treatment readiness, motivation and 

connectedness.  

It would also be interesting to explore these aspects of therapy in relation to offence-

specific shame, using the Offence-Related Shame and Guilt Scale (ORSGS; Wright & 

Gudjonsson, 2007). While scenario-based measures like the TOSCA-SD have their 

advantages, they are inclusive of only broad, everyday scenarios and are less apt at capturing 

more intense (but less widely applicable situations), such as the committal of serious 

offences. The extent to which participants in this study were able to relate to the questions 

within the TOSCA-SD is also worth considering; for example, multiple questions refer to 

employment-focused scenarios which may have been difficult for participants to place 

themselves in.    

The markers for possible processes in shame would also merit further examination. 

Instability of self-esteem, perceived emotional loneliness or lack of social support can be 

linked with shame-processes and resilience. Further exploration of these constructs would 

provide insights into the relationship between shame and resilience and how to help people in 

forensic environments build more positive identities.   
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A final area to investigate would be the relationship between shame coping styles 

specifically, and resilience. In their research on shame and offending, Elison et al. (2006) 

suggest that it is the coping mechanism, as opposed to shame itself, that causes difficulties for 

the shame-prone individual. Links can be made with the literature on PTSD and moral injury 

in war veterans (e.g. see Litz et al., 2009); if an individual does something which creates 

cognitive dissonance and they are unable to integrate it within their existing self and 

relational schemas, shame can be elicited and result in psychological distress and intrusive 

memories. Avoidance strategies to cope with these memories may temporarily alleviate 

distress, however, longer-term this can interfere with the recovery. This suggests that 

individuals managing shame through avoidance strategies would struggle to build resilience 

and move on from adversity. Further testing of this notion would be a valuable addition to the 

overall understanding of the role of shame in recidivism.  

 

Conclusion 

The present research has made a unique contribution to the literature base on shame. 

It demonstrates that, despite not being considered as a criminogenic need, shame has a 

significant role not only on areas related to deviance, but also on capacity for resilience and 

ability to effectively engage in psychological interventions targeted at reducing reoffending. 

This highlights a much-needed shift from a primary focus on criminogenic needs, to a more 

balanced focus between clinical and criminogenic need. Indeed, the growing case for greater 

attention to be paid to clinical need is reflected in the current battle for ascendancy between 

the RNR model (Bonta & Andrews, 1990) and the Good Lives Model (GLM; Ward, 2002), 

the latter of which posits that a more positive approach to treatment should be adopted, 

focusing on the strengths of the offender, as opposed to risk reduction (Ward & Brown, 

2006). Through being more balanced, this approach can facilitate the formulation of a 
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forensic patient’s risk and treatment needs, while also enhancing understanding of behaviours 

that may have been conceptualised in terms of low motivation or limited insight on the 

patient’s part. That is not to say that shifts in thinking will not be met with challenges. Shame 

can often remain hidden (Gans & Weber, 2000) due to the use of shame coping-strategies, 

and offenders may adopt deceptive narratives in order to portray themselves in a positive 

light (Brown et al., 2015). However, therapists may be alerted to its presence through 

resistance in therapy (Tangney & Dearing, 2002), or the projection of blame and anger on to 

the therapist (Brown et al., 2015). These experiences in sessions may indicate to therapists in 

the first instance that shame is being elicited in the offender, opening up space for further 

consideration and exploration of this painful emotion. 

 

 

. 

 

 

 

 

 

 

 

 

 

 

 

 



130 
 

362019 

Chapter Four 

Reflective Epilogue 

 

This reflective epilogue considers the clinical and academic reasons behind doing this 

piece of research. I reflect on my experiences during the data collection and interpretation of 

results for both the Systematic Review and Primary Research. I conclude by considering how 

this thesis and the overall research process has impacted me professionally.  

 

Clinical and Academic Reasons for the Research 

Given my limited experience as a social researcher when I started the doctorate, 

collaboration was important. Shame as the main focus of this thesis reflects a combination of 

both my, and my supervisor’s, curiosity and interests. Clinical work in forensic systems has 

always been my passion, and this translates into my research, which is focused on client 

experiences, as opposed to those of staff or organisations. Working within a post-positivism 

paradigm, my past research focused on the measurement of affective and cognitive processes 

within offending populations, and their application to risk. These themes have carried over 

into my doctoral research, becoming more refined as I gained further clinical experience, 

particularly around processes that occur during therapeutic interactions.   

Shame was evidently elicited in some of my clients during our sessions. However, it 

was not until I encountered the shame literature in the earlier stages of training that I was able 

to recognise this, bringing clarity to some of the dynamics I had noticed during sessions. I 

recalled one client who exhibited non-verbal cues consistent with shame such as a bowed 

head and downward eyes (Harper, 2013) as we discussed his substance use. He also avoided 

some of our sessions altogether, often after episodes of ‘spice’ use. He later reflected that he 

felt bad about himself after using and did not want to face it again in psychology. My 
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curiosity around the shame-laden experience developed from here, and the more I explored it, 

I felt an increasing sense of familiarity around how it can manifest in therapy. My reading 

around negative countertransference and therapists’ experiences of shame also spoke to me. I 

could relate to feeling stuck with some clients, and noticed my own thoughts of feeling as 

though they deserved a ‘better’ psychologist. This was incredibly interesting and I was 

excited to further explore how shame may impact the therapeutic encounter.  

Academically, I was struck that, while shame is often understood to motivate or 

underpin offending theoretically (e.g. Gilligan, 1996), empirically this was predominately 

explored using student samples. Correlational analyses are also frequently used to examine 

the relationship between shame and offending, which likely misses some of the underlying 

interactions. These observations left me feeling that the evidence was muddied, making it 

difficult to see how it applied to forensic samples specifically. It felt important to unpick 

these relationships further to enhance understanding of shame, and explore how this could 

inform the assessment of shame, formulation and delivery of subsequent psychological 

therapies in forensic settings. These experiences and observations, combined with my 

underlying interests, helped narrow the focus of the Systematic Review and Primary 

Research.   

 

Reflections on the Systematic Review 

Beginning my Systematic Review felt like moving into unknown territory - an activity 

reserved for those in direct research-focused job roles. I was reliant on books to guide me 

through the steps but, while the guidance was straightforward, as Bedenlier, Bond and 

Buntins (2019) note, the challenges only really take shape as you execute the review. I 

entered the process with some anxiety; negative self-schemas around incompetence and 

failure were activated as I sensed myself blindly working through the steps. Due to the lack 
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of research on shame in forensic populations, I chose to cover two areas in my review 

(offending and criminogenic risk factors) to build a clearer picture of their relationship with 

shame. On reflection, it may have been sensible to have kept the review focused specifically 

on offending behaviour. This would have likely made the process of elimination clearer when 

identifying papers that did not meet the PICOS requirements. Importantly, the replicability of 

the Systematic Review would also have increased (Moher et al., 2008); the question as it 

stands is dependent on the framework one uses to identify such ‘risk’ variables. In this case, 

the framework I followed was considering items captured in risk assessments such as the 

HCR-20v3 (Douglas, Hart, Webster, & Belfrage, 2013). Given the time-limited nature of the 

doctorate, focusing only on offending may have made the research more manageable, rather 

than overwhelming at times. However, while it took an extensive period of time to review the 

suitability of papers, I enjoyed reading the abstracts and full texts and believe this provided 

me with a well-rounded view of the empirical literature on shame in relation to risk more 

broadly. On reflection, I should have dedicated time to locating and including unpublished 

studies to reduce the influence of publication bias (Francis, 2012). Their inclusion would 

have also potentially provided further clarity on the relationship between shame and 

offending.  

Negative thought patterns also crept in as I assessed the quality of papers; I was 

convinced that my scoring had been too generous due to a lack of understanding of how to 

assess methodologies and appropriateness of samples and analysis. My supervisor rated 

around a third of the review papers, however, and our ratings were incredibly similar. 

Comparing our scores provided me with reassurance that I possessed the skills required to 

complete this Systematic Review, and set me on a path to feeling more confident in my 

research skills generally, which made the write-up of my review a more gratifying 

experience.  
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The relationship between shame and offending behaviour is often thought of as being 

well-established. My review, however, highlighted that when focusing on the predictive role 

of shame in populations with forensic histories, this relationship is largely inconsistent and 

involves additional moderating and mediating variables. I was surprised by these results; I 

was certain that my review would be confirmatory, suggesting that my understanding of 

shame and offending had become obscured. Making such statements about the evidence for 

these relationships left me feeling like an imposter, as those making such proposals are very 

established within the shame arena. Interestingly, my concerns around my legitimacy 

translated unconsciously into my work. This was noticed by my supervisor, who highlighted 

that in an initial draft, my conclusions were a little ambiguous. On reflection, I recognise that 

I was hiding behind my conclusions, which felt safer and acted as a buffer to the above 

concerns. Had this not been picked up, the integrity of the review may have been 

compromised and undoubtedly noted by the viva panel.   

 

Reflections on the Primary Research  

The Primary Research paper adopted a post-positivist epistemology, a modification of 

the traditional positivistic stance which allows space for my own subjectivity and recognition 

of contextual influences and limitations of the data (Davies, Sheldon & Howells, 2011).  

When reviewing the literature on researcher experiences and reflexivity in 

quantitative research ahead of writing this epilogue, very little was available. Reflexivity is 

largely discussed by those adopting qualitative rather than quantitative methods (Elliot, 

2005), as it challenges the conventional objective and, “professionally-distanced ideals of 

science” (Finlay & Gough, 2003, p.1). However, while qualitative research methods are 

subject to greater opportunity for researchers’ implicit bias, intersubjectivity (Finlay, 2002) 

and adaptability (Howitt, 2011), quantitative research still involves face-to-face encounters 
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and shifting boundaries with participants (Ryan & Golden, 2006). Additionally, quantitative 

research usually rests on previous research, so we are at the mercy of what other people have 

thought and done. Producing this epilogue has encouraged me to think about the importance 

of deconstructing the research encounter and adopting a reflexive approach, to interrogate my 

professional and personal practices in quantitative research.  

 

Dynamics of the Research Relationship  

In many quantitative research projects, researchers managing large data-sets have no 

direct interaction with respondents (Elliot, 2005). However, in this project I collected data 

directly which involved face-to-face contact with participants. This experience elicited my 

own emotional responses, which are worth recognising. I became very aware of my own 

shame and guilt that arose in response to numerous aspects of the data collection process, 

firstly occurring in the context of recruitment. While known to some participants through my 

previous substance misuse role, most did not know me, yet I was making a request of them to 

volunteer their time. I wondered how I may be perceived and whether I was experienced as 

intrusive, leaving me feeling uncomfortable. In response to these feelings, I was boundaried 

in how I approached potential participants; if they were not in the communal areas, I would 

not seek them out in their rooms. I felt this boundary was important as I was entering their 

temporary home. One’s bedroom can be considered a private ‘safe space’ and a respite away 

from the communal areas (Tucker, Brown, Kanyeredzi, McGrath & Reavey, 2019), and I was 

conscious not to disturb this experience for them. In the same vein, I was also mindful of my 

dual role, being both employed by the service as a trainee psychologist and, separate to this, a 

researcher as part of the doctorate. Psychologists can be perceived to have power by those 

detained in forensic settings (Shingler, Sonnenberg & Needs, 2020), so I acted with caution 

when approaching participants to ensure my communication of the distinction between these 
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roles were clear. Towl (2010; 2015) notes that power dynamics are an important 

consideration in the context of forensic research, as seemingly neutral acts can maintain 

existing power inequalities.  

Most participants requested that I read the questions aloud to them, and provided their 

response in the same way. I felt further feelings of guilt and shame here, as one question in 

the TOSCA-SD alludes to the respondent having had an inappropriate sexual encounter. 

Asking about a sensitive subject outside of psychological assessment or therapy felt intrusive. 

Interestingly, only one participant commented on the item, noting it was, ‘heavy and out of 

keeping’ with the rest of the questionnaire. I noticed that I would pause each time I 

approached the question; on reflection, I wonder if I delivered it in the same way as other 

questions, or if unconsciously my tone or speed changed to present it as ‘normal’ to ask. 

Within quantitative research, experiences such as these are important to consider, in 

particular the impact they could have on responses and outcomes. This is why it is perplexing 

that quantitative research is considered to be detached, objective and clinical (Howitt, 2011) 

and without the explicit need for researcher subjectivity. While this may be touched upon in 

terms of social desirability and impression management in published papers, placing greater 

value on the reporting of the above nuances or patterns and how these may influence data 

would be beneficial. There has been discussion of related issues in the psychological 

literature. For example, some have suggested that the standard notions of objectivity that 

have been imported from the natural sciences are inappropriate in psychological research and 

that findings are inherently based on an intersubjective process (e.g. Mascolo, 2016). That is, 

while producing findings that can be generalisable at a population level, they may not be at 

an individual person’s level.   

The above points led me to think about the data collection process more broadly. 

Despite my own struggles with data collection, the participants were (seemingly) unfazed by 
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being approached, administered questionnaires and asked the above question. I was surprised 

when someone agreed to participate, and even more so when two participants actually 

approached me to participate. I made sense of the latter as them wanting to be part of 

something they could see happening on the ward, perhaps in line with wanting a sense of 

belonging. However, it is worth considering whether this indicated a form of 

institutionalisation. Chow and Priebe (2013) note that when in inpatient mental health care, 

patients may exhibit intrinsic, adaptive behaviours to their environment, linked with 

institutionalisation. I wondered whether this population are so used to being in forensic 

systems, that they do not query the administration of questionnaires; rather, it has become a 

normalised practice.  

Eventually the data collection process became something I dreaded and avoided - I 

felt dependent on patients to make this process work, which left me feeling uncomfortable 

and exposed. After re-reading this statement, not long before submitting this thesis, I was 

struck by the thought that my discomfort may have been an unconscious sense of a shift in 

power relations. I was reliant on them to help my progress, a dynamic which is typically 

reversed in this setting (something that will be important to further reflect on, beyond this 

doctorate).   

Avoidance of data collection spoke to my unhelpful coping strategies when 

experiencing psychological discomfort. While I had to find time in my normal working day 

to collect data, I noticed that I would find excuses not to go onto the wards to recruit. Months 

passed without any research activity, leading me to ask my supervisor for additional support. 

Having self-awareness was important in being able to overcome this; we arranged fortnightly 

phone-calls, during which I would provide an update on an agreed recruitment goal. Not 

achieving these goals could leave me feeling like a failure; thus, I was motivated to achieve 
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the goal to meet both our expectations. This strategy worked as anticipated, and I wished I 

had sought help earlier as this would have alleviated a lot of stress.  

In quantitative research, understanding individual identities and accounts largely 

remains absent (Elliot, 2005). However, as participants responded to the questionnaires, some 

wanted to discuss their answers, verbalising their thought processes and reasoning as they 

answered. While more information was provided than could be captured, I really enjoyed this 

aspect of data collection, and it was something that I had not factored in prior to 

commencing. Some participants offered further parts of their identity through engaging me in 

conversation after completing the questionnaires on topics ranging from films and interests to 

their experiences in hospital. I understood this as participants seeking to make a connection, 

viewing me as someone detached from their life on the ward who could offer them dedicated 

one-to-one time to discuss topics outside of psychological work. I think it also suggests that 

in a short space of time I was able to make participants feel comfortable and heard. I wonder 

if those who engaged in this way were those who reported lower levels of shame? As 

discussed in Chapter Three, that they sought a connection suggests that they felt they existed 

in my mind as acceptable, eliciting a sense of safeness (Gilbert, 2007). It is also possible that 

knowing my role as a psychologist, and some of the connotations attached (e.g. non-

judgemental), helped to negate the potential difficulties related to being an ‘outsider’ to the 

studied population and gain their trust (Johnston, 2019).  

 

Data Interpretation 

As I explored the correlational relationships between shame-proneness and resilience, 

non-significant results were produced. I kept hitting dead ends, even when exploring guilt-

free shame and resilience as measured by the 10-item CD-RISC. This left me feeling 

despondent and unsure how to proceed; I struggled to identify what other ways I could 
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explore the data that would answer my research questions. I was also concerned that any 

further analysis I was able to perform would not be to doctoral level. Playing around with my 

data could be interpreted as showing a lack of integrity, as though I was seeking a significant 

result and going against the professional values of a psychologist. I sought guidance from a 

member of the psychology department about how to proceed; I was encouraged to get to 

know my data better and to recognise that by asking these questions, I was demonstrating a 

curiosity about my data. Consequently, I felt confident in adopting a more exploratory 

approach to the analysis. By doing so, this allowed the data to reveal the interesting role of 

externalisation of blame in the relationship between shame and resilience. This experience 

further reiterates the role of reflexivity in quantitative research, and as Elliot (2005) suggests, 

that statistical models and outcomes are very much shaped by researcher’s decision 

processes.  

 

Impact Professionally 

My professional development reflects what a doctorate sets out to do. As I entered 

this arena, I had some partially formed interests and adequate awareness of what doctoral 

level research entailed, but approached my research with a degree of one-dimensionality. I 

identified areas that I wanted to explore and the population within which to locate this 

research, but on reflection, I had limited insight and viewed shame and resilience as discrete 

variables to be measured. There were likely several reasons for this. Most notably, when 

starting the course there is a pressure to identify and form a research project, apply for ethics 

and start data collection in a fairly short period of time; challenging when coupled with 

fulltime employment and additional academic deadlines. Starting out with a degree of 

naivety, I didn’t know what I didn’t know! However, with extensive reading around my 

subject area and supervisory guidance and discussion, I was able to recognise shame and 



139 
 

362019 

resilience for what they are: processes rather than specific labels. This reflected my transition 

away from what McGuire (1997) termed a ‘linguistic exploration’ heuristic, which can result 

in losing insight into one’s study variables if its expression is limited to a word. Instead, this 

‘label’ developed into a process, allowing me to grasp the crucial aspects of shame and 

resilience. This enabled a more sophisticated understanding of what I was looking at in my 

research and its clinical application.  

I was surprised by what I gained from completing the Systematic Review specifically. 

Despite the challenges of navigating this new area, I found a sense of enjoyment in the 

process in being able to produce my own contribution to the literature base (although, as with 

any doctoral level research, this fluctuated). My interest in empirical research (which was 

lacking before) was heightened by evaluating research with a critical lens. Thus, the doctorate 

has provided a much-needed foundation for examining and reviewing existing research, and 

has encouraged me to take more notice of  the full piece of research (including the 

appropriateness of the methodology and analysis), rather than just focusing on the results 

section and the authors’ interpretations. Furthermore, it has allowed me to recognise the 

limitations of my own research, enabling me to reflect on these aspects and generate further 

research ideas.  

Research that adopts the positivistic model of the ‘neutral researcher’ focuses on 

statistics and analysis, as opposed to the experience of data collection (Ryan & Golden, 

2006). However, despite not being routinely promoted in quantitative research, reflexivity has 

been an important part of my research process. Walker, Read and Priest (2013) note how 

reflexivity in quantitative research can enable the researcher to critically review work, inform 

future research practice and increase confidence in the novice researcher. I think it very much 

applies through all stages of the research process: how I interacted with participants; how I 
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made sense of the research interaction; recognition of my own feelings and judgements; and 

making sense of the statistical analysis and how it may apply clinically. 

As noted at the beginning of this epilogue, I typically adopt a post-positivistic position 

in my research. As I progressed through the doctorate, and particularly when writing the 

discussion for my empirical research, I reflected on why this might be. While I enjoy being 

able to explore a phenomenon on a larger scale and apply the findings clinically, I wonder 

whether it is the sense of control this methodology affords that appeals to me. Not knowing 

the direction a participant interview may take, and providing them with greater leeway in 

their responses, pushes me outside of my comfort zone. Furthermore, generating research 

ideas and hypotheses to fit qualitative research seemed challenging due to the constraints set 

by the limits of my knowledge (McGuire, 1997).  

 I have become more aware of the need to jolt myself out of this rut and allow myself 

to explore ways to gather data. The value of qualitative approaches in forensic research has 

become more apparent and I recognise how this may have benefited my own research. For 

example, McDonnaugh, Underwood and William’s (2020) qualitative study on Section 41 

patients’ experiences of the discharge process highlighted perfectly how one can capture rich 

and clinically applicable data through in-depth participant narratives. While shame and 

resilience were not the focus of the study, references to fear of judgement, failure, stigma, 

avoidance coping and ostracization (shame-related processes); autonomy; building 

relationships and acceptance by others (resilience) were littered throughout the excerpts in the 

paper. Similarly, in Brene Brown’s (2006) work on the experience of shame in women, the 

qualitative methodology allowed for in depth insights into the impact of shame on those 

interviewed. Gordon (2011) notes that detailed exploration of complex interpersonal 

dynamics allows for greater understanding of the human experience and how they make 

sense of the social world. In hindsight, with reference to the empirical research presented in 
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this thesis, a mixed-method, constructivist approach to exploring shame and resilience would 

have offered rich, textual data on the experience of these processes in the context of 

therapeutic relationships, and would have been complimentary to the administration of 

questionnaires.  

 

Future Research  

Producing this thesis has allowed me to develop a sophisticated understanding of 

shame processes and increased recognition of the fact that offenders are frequently exposed 

to situations that resonate with early shame experiences (Jones, 2018). The interactions 

offenders have with the forensic system, such as mandatory urine testing, strip-searches and 

even follow-ups post-discharge, all have the potential to perpetuate feelings of unworthiness, 

judgment and failure. While these interactions are necessary in the context of risk 

management, I found myself thinking about how one could further explore these experiences, 

which are so common in forensic settings, and their impact on offenders. Specifically, I was 

thinking about future research I would like to conduct and how this could contribute to 

change in professional practice. This was something I had not anticipated. Barker, Pistrang 

and Elliott’s (2002) description of further research as organising a sequel, where the 

researcher wants to continue adding to the ‘story’, resonates with my experience.   

There were times during this doctorate where I struggled with frustration and 

discouragement, but I was reassured by my supervisor that this was a common experience. 

This suggests that there is a phenomenon in research in which people are drawn back, despite 

the challenges they encounter. In my case, I think the appeal of future research stems from 

feeling highly content and satisfied with what I have been able to produce and making an 

original contribution to the literature base. There is also a strong motivation to apply my 

learning from conducting research this time round.  
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I will not repeat what has been discussed elsewhere in the thesis in terms of future 

research topics, however, I will outline how I will put into practice what I have learnt from 

this process.  

In my future research, I will be more likely to utilise a mixed methods approach. An 

interaction with a participant put some of my concerns (noted above) about conducting 

qualitative research, to rest. After outlining the premise of my empirical research and 

providing feedback on his scores for the TOSCA-SD and CD-RISC, at his request, we 

engaged in a discussion about his experiences of psychological therapy. He resonated with 

processes consistent with shame, describing metaphorically that he had wanted to shield his 

face from the gaze of the therapist, putting his arms across his face as a barrier to illustrate 

this to me. He reflected on the non-reciprocal nature of therapeutic relationships in forensic 

settings and how this, as well as the system more broadly, left him feeling judged. These 

insights into his experiences were those that the questionnaires administered in this study just 

could not capture. This reinforced how a mixed-methods design would be complementary to 

future research in capturing the processes of shame and resilience. This experience also 

demonstrated that, while I would have less control over what participant responses look like 

(compared to administering a questionnaire), interesting themes would likely arise and reflect 

more closely the experience of shame specific to forensic psychiatric patients. In short, this 

interaction with the participant, and my reflection on it, has resulted in greater open-

mindedness.   

Though data collection was a challenge, it has become clear that my concerns were 

largely rooted in my own internal anxieties. When conducting research in the future, it will 

still be important to hold in mind issues around boundaries and power relations, but I will not 

let it constrain me to the same degree. I will also  hold in mind why we as researchers look to 

produce empirical research in the first place: it is a necessary process in order to root our 
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understanding and knowledge base in reality, testing our ideas as opposed to them being just 

that - ideas (Barker et al., 2002). If I were to avoid this, I would be reliant on other 

researchers to identify and explore my areas of interest, something which, at this stage, I am 

not willing to settle for.   

 

Conclusion 

Johnston (2019) describes research as being “difficult”:  

 

It tests our knowledge, pushes our boundaries, and challenges us to grow as people 

while we deal with the pressure of being there for our participants in ways that we 

never predicted or believed were within our capacity to do. (p.1)  

 

After reaching the end of my doctorate research, I could not agree more with this 

statement. It captures the challenges, as well as the surprise, passion and personal 

development that research affords. Admittedly, the research component of being a forensic 

psychologist is not what drew me to the role and formal training, rather it was the clinical 

work. However, I have grown to appreciate that research has been such an important part of 

my career so far, and particularly so in the past few years, not only through the completion of 

my own research, but its applied utility in informing my clinical, consultancy and training 

competencies. As this realisation took hold, my interest in research quickly shifted and I 

noticed myself embracing- and understanding more fully- the scientist-practitioner model 

(Lane & Corrie, 2006).  
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Appendix A 

Search Strategy 

 

The following keywords were used to perform searches across five electronic databases:  

Shame OR Shame-proneness OR Ashamed  

AND  

Offend* OR prison* OR forensic OR delinquent OR criminal OR felon OR Inmate OR 

juvenile. 
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Appendix B 

Quality Assessment Criteria Tool 

 

Study Title and authors:  
Total score:  

 Yes (2) Partial (1) No (0) N/A 

1 Question / objective 

sufficiently described? 

    

2 Study design evident and 

appropriate? 

    

3 Method of 

subject/comparison group 

selection or source of 

information/input variables 

described and appropriate? 

    

4 Subject (and comparison 

group, if applicable) 

characteristics sufficiently 

described? 

    

5 If interventional and 

random allocation was 

possible, was it described? 

    

6 If interventional and 

blinding of investigators 

was possible, was it 

reported? 

    

7 If interventional and 

blinding of subjects was 

possible, was it reported? 

    

8 Outcome and (if 

applicable) exposure 

measure(s) well defined 

and robust to measurement 

/ misclassification bias? 

Means of assessment 

reported? 

    

9 Sample size appropriate? 

 

    

10 Analytic methods 

described/justified and 

appropriate? 

    

11 Some estimate of variance 

is reported for the main 

results? 

    

12 Controlled for 

confounding? 

    

13 Results reported in 

sufficient detail? 

    

14 Conclusions supported by 

the results? 
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Appendix C 

TOSCA-SD Measure 

 

 Below are some situations, followed by some common reactions to these situations. As you 

read each scenario, try to imagine yourself in that situation.  Then indicate how likely you would be to 

react in each of the ways described.  Please rate all responses since people may feel or react more than 

one way to the same situation, or they may react different ways at different times.   

 

For example: 

 

A.  You wake up early one Saturday morning.  It is cold and rainy outside. 

 

a) You would telephone a friend to catch up on news.                        1---2---3---4---5 

                                                                Not likely              very likely   

 

 

b) You would take the extra time to read the paper.             1---2---3---4---5 

                                                                                Not likely                   very likely   

 

 

c) You would feel disappointed that it’s raining.    1---2---3---4---5 

                                                                           Not likely             very likely   

 

 

d) You would wonder why you woke up so early.                   1---2---3---4---5 

                                                                    Not likely                   very likely   

 

 In the above example, I've rated ALL of the answers by circling a number.  I circled a "1" for 

answer (a) because I wouldn't want to wake up a friend very early on a Saturday morning -- so it's not 

at all likely that I would do that.  I circled a "5" for answer (b) because I almost always read the paper 

if I have time in the morning (very likely).  I circled a "3" for answer (c) because for me it's about half 

and half.  Sometimes I would be disappointed about the rain and sometimes I wouldn't -- it would 

depend on what I had planned.  And I circled a "4" for answer (d) because I would probably wonder 

why I had awakened so early.  

 

Please do not skip any items -- rate all responses.  
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1. You make plans to meet a friend for lunch.  At 5 o'clock, you realize you stood him up. 

 
                                not likely                 very likely 

a) You would think: "I'm inconsiderate."                         1---2---3---4---5 

b) You would think: "Well, he'll understand."                  1---2---3---4---5 

c) You would try to make it up to him as soon as possible.  1---2---3---4---5 

d) You would think: "My boss distracted me just before lunch.”  1---2---3---4---5 

 

2. You break something at work and then hide it. 

                 not likely                 very likely 

a) You would think: "This is making me anxious.   

     I need to either fix it or talk to the manager."            1---2---3---4---5 

b) You would leave as quickly as you can.                     1---2---3---4---5 

c) You would think: "A lot of things aren't made very well these days." 1---2---3---4---5  

d) You would think: "It was only an accident."                   1---2---3---4---5 

 

 

3. You make a mistake at work and find out a co-worker is blamed for the error. 
 

                                     not likely                 very likely 

a) You would think the company did not like the co-worker.  1---2---3---4---5 

b) You would think: "Too bad, life is not fair".                      1---2---3---4---5 

c) You would keep quiet and avoid the co-worker.                1---2---3---4---5 

d) You would feel unhappy and eager to correct the situation.  1---2---3---4---5 

 

4. While playing around, you throw a ball, and it hits your friend in the face. 

 

                    not likely                 very likely 

a) You would feel inadequate that you can't even throw a ball.  1---2---3---4---5 

b) You would think maybe your friend needs more practice at catching. 1---2---3---4---5 

c) You would think: "It was just an accident".                   1---2---3---4---5 

d) You would apologize and make sure your friend feels better.     1---2---3---4---5 
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5. You are driving down the road and hit a small animal. 

                     not likely                 very likely 

a) You would think the animal shouldn't have been on the road.     1---2---3---4---5 

b) You would think: "I'm terrible".                              1---2---3---4---5 

c) You would feel: "Well, it was an accident".                   1---2---3---4---5 

d) You would probably think it over several times wondering if you 1---2---3---4---5 

    could have avoided it.  

 

6. You make a big mistake on an important project at work.  People were depending on you and 

your boss criticizes you. 
                                        not likely                 very likely 

a) You would think your boss should have been more clear about  1---2---3---4---5 

    what was expected of you.                      

b) You would feel like you wanted to hide.                       1---2---3---4---5 

c) You would think: "I should have recognized the problem and done 1---2---3---4---5 

    a better job."                               

d) You would think: "Well, nobody's perfect".                    1---2---3---4---5 

 

7. You borrow your friend’s car and accidentally scratch it. 

                    Not likely                 very likely 

a) You think that they sure make cars cheaply these days.  1---2---3---4---5 

 b) You would think:  “No big deal, his insurance will cover it”.  1---2---3---4---5 

c) You would apologize and offer to repair it.    1---2---3---4---5 

d) You would never ask to borrow anything again.   1---2---3---4---5 

  

8. You go out on a date with a woman/man and have sex.  Afterwards she/he says that she/he      

felt forced into it. 
        not likely                very likely 

 

a) You would think:  “She/he will soon get over it”.           1---2---3---4---5  

b) You would think:  “I am a disgusting person”.            1---2---3---4---5 

 c) You would try to understand what you did to hurt him           1---2---3---4---5 

    or her. 

d) You would think that she/he really enjoyed it and is just trying to      1---2---3---4---5 

    get back at you. 
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9. You are working with several other people on a rush job.  You don’t do your part and the job 

is late. 
               not likely                very likely 

a) You would think that the job wasn’t that important anyhow.  1---2---3---4---5 

b) You would think that the others should have done more to help. 1---2---3---4---5 

c) You would be afraid of being criticized so you phone in sick.  1---2---3---4---5 

d) You would go to your boss and take responsibility for the job   1---2---3---4---5 

     being late. 

 

10. A woman asks you for directions.  After you have given her the directions, she hurries off.  

You then realize the directions were wrong. 
             not likely                very likely 

a) You think that she will find her way anyway.          1---2---3---4---5 

b) You would feel badly for having misled her.          1---2---3---4---5  

c) You leave before she has a chance to realize that your directions     1---2---3---4---5  

     were wrong. 

d) You think that since she hurried off so fast, it is no wonder she       1---2---3---4---5      

gets lost. 

 

11. You want to buy some exercise equipment from your friend and he offers to let you pay     

next month.  Once you get the equipment, you realize you will not be able to pay until next year. 
             not likely                very 
likely    

a) You explain your situation and offer to return the equipment.         1---2---3---4---5  

 

b) You keep the equipment, but feel so badly that you don’t use it.       1---2---3---4---5  

 

c) You think that it is your boss’s fault for not giving you a raise.         1---2---3---4---5 

 

d) You would figure that he probably doesn’t need the money,          1---2---3---4---5 

    otherwise he would not have given you the equipment  

    in the first place.  

 

 

12. You are telling loud jokes at a party and say something that hurts one of your friend’s 

feelings. 
             not likely                very likely  
 

a) You feel badly about offending your friend and think about               1---2---3---4---5 

     how to avoid it in the future. 

  

b) You immediately become silent and leave at the first opportunity.    1---2---3---4---5 

 

c) You would think it was only a joke and he will get over it.          1---2---3---4---5 

 

d) You would think:  “These guys have no sense of humor”.          1---2---3---4---5 
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13. You leave out rat poison that accidentally kills your neighbor’s cat. 

     
         ot likely                very likely 

a) You think that the cat was pretty stupid to eat rat poison.    1---2---3---4---5 

 

b) You go to your neighbor and apologize.      1---2---3---4---5 

 

c) You would feel small…like an idiot.       1---2---3---4---5 

 

d) You would think: “He can always get another cat”.     1---2---3---4---5 
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Appendix D 

CD-RISC Measure  

 

 

Due to copyright, the CD-RISC has not been published here. This measure is not freely 

available in the public domain and upon guidance sought with a faculty member, it was 

advised to omit it from this thesis. A verbal description of the measure can be provided if 

requested.  
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Appendix E 

Communication to patient’s Responsible Clinicians 

 

Dear Dr ** 

RE:   Guidance for service user participation in research study 

Relationship between shame and resilience in forensic psychiatric sample 

 

Emily Dickenson (Assistant Psychologist) is currently running a research project at NLFS 

looking at patient’s levels of shame-proneness and resilience.  

Please let us know if there are any patients you do not wish the research team to approach to 

participate in this study.  

Exclusion criteria:  

• Is currently experiencing active symptoms of a psychiatric disorder including a relapse of 

psychosis, suicidality, substance or alcohol use.  

• Is judged by the MDT team to not have the capacity to provide consent to participate in 

the research study and interview.  

Ethics: 

• This study has received ethical approval from the NHS Ethics Committee (REC number: 

19/NE0042).  

Study information: 

• The purpose of this study is to explore patient’s level of shame-proneness and whether 

this impacts resilience.  

• They will be able to withdraw from the study at any time. Data which has already been 

collected will be retained in the study however.  

• Participants will be required to complete two questionnaires. This will take place in a 

quiet room on the ward.  

• They will not receive payment for participation.  

• Participants will be required to read through an information sheet and sign a consent 

form.  

• If a patient becomes distressed, yourself and the nursing team will be notified.  

• All of the information they give will be anonymised so that those reading reports from the 

research will not know who has contributed to it.  

• Data will be stored securely in accordance with the Data Protection Act 1998.  

 

Kind regards 

Emily Dickenson 
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Appendix F 

Participant Information Sheet 

 

 

Version: 3 

Date: 23/01/19 

IRAS Project ID: 248560 

REC reference number: 19/NE0042 

 

Study title: Are feelings associated with ability to cope?   

Participant Information Sheet 

You are being invited to take part in a research study. Before you decide whether to take part, 

it is important for you to understand why the research is being done and what it will involve. 

Please take time to read the following information carefully and feel free to discuss with others 

if you wish. If there is anything that is not clear or if you would like more information, please 

ask us. Your participation in this study is completely voluntary.  

What is the purpose of the study?  

The purpose of this study is to explore some of your feelings and ways of coping.  

Why have I been invited?   

You are based on one of the wards that are eligible to participate in the study.  

Do I have to take part?  

No, you do not have to participate. There will be no consequences in terms of your care, 

treatment or leave if you decide not to participate. You will be able to withdraw from the 

study at any time. Data which has already been collected will be retained in the study 

however.  

What will my involvement require?  

You will be asked to complete two questionnaires. This should last between 20-30 minutes.  

What will I have to do?  

If you would like to take part please sign the consent form and a time will be arranged with 

you to complete the questionnaires. Emily Dickenson, as part of the North London Forensic 

Service, will collect information from you and your medical records for this research study in 

accordance with the services’ instructions.  
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Your Responsible Clinician (Consultant Psychiatrist) has also been sought to give permission 

for your participation. If you chose to participate, they will also be informed of this decision.  

What will happen to my Information?  

Emily Dickenson, as part of the North London Forensic Service will keep your name, contact 

details, NHS number, RiO number, date of birth, mental health diagnosis and offence details 

confidential and will not pass this information to the University of Portsmouth sponsor. 

Emily Dickenson, as part of the North London Forensic Service will use this information as 

needed, to contact you about the research study, and make sure that relevant information 

about the study is recorded for your care, and to oversee the quality of the study. Certain 

individuals from The University of Portsmouth sponsor and regulatory organisations may 

look at your medical and research records to check the accuracy of the research study. The 

University of Portsmouth sponsor will only receive information without any identifying 

information. The people who analyse the information will not be able to identify you and will 

not be able to find out your name, NHS number, RiO number or contact details. 

The University of Portsmouth sponsor will collect information about you for this research 

study from Emily Dickenson. Emily Dickenson will not provide any identifying information 

about you to The University of Portsmouth sponsor. We will use this information to monitor 

research activity.   

Emily Dickenson, as part of the North London Forensic Service will keep identifiable 

information about you from this study for 3 years after the study until 2023.  

Sponsor 

The University of Portsmouth is the sponsor for this study based in England. They will be 

using information from you and your medical records in order to undertake this study and 

will act as the data controller for this study. This means that we are responsible for looking 

after your information and using it properly. The University of Portsmouth sponsor will keep 

identifiable information about you for 3 years after the study has finished until 2023]. 

Your rights to access, change or move your information are limited, as we need to manage 

your information in specific ways in order for the research to be reliable and accurate. If you 

withdraw from the study, we will keep the information about you that we have already 

obtained. To safeguard your rights, we will use the minimum personally-identifiable 

information possible. 

You can find out more about how we use your information at 

http://www2.port.ac.uk/research/our-research/research-governance/ 

What are the possible benefits of taking part?  

There are no foreseeable benefits associated with participating in this study. By taking part in 

the study you will help my education. 

What are the possible disadvantages or risks of taking part?  
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There is a possibility that you may feel distress during the completion of questionnaires. Your 

key worker will be informed that you are participating in the study before completion of the 

questionnaires. They will also be notified after completion and whether you experienced any 

distress to ensure your mental and physical health is considered.  

What will happen if I don’t want to carry on with the study?  

During the process of completing the questionnaires, you are welcome to terminate your 

participation at any time, without giving a reason. If you decide to stop early, your data will 

be destroyed. However, once you leave today it will not be possible to withdraw any data that 

you have provided, including incomplete questionnaires.  

What happens when the research study stops?  

Please contact Emily Dickenson if you wish to receive a summary copy of the completed 

research. This will be available in July 2020.  

What are the Ethical Considerations?  

 

The researcher will follow the British Psychological Society Code of Ethics and Conduct 

(2018).  

1. The use of personal data and confidentiality. 

Data will be stored in accordance with the Data Protection Act 2018. All hardcopies of data 

collected as part of this study will be treated as confidential and will be stored in locked filing 

cabinets at North London Forensic Service. Any electronic files related to this study will be 

stored on an encrypted password protected memory stick or on a computer which is secure 

and password protected. Data will be anonymised and all identifiable information removed so 

that it cannot be traced back to the participants. Participants will be informed that the use of 

personal data would be for the purposes of the study.  

2. Breach of confidentiality and Risk Management: 

In the event that you disclose information that indicates significant risk of harm to self or 

others, the researcher will communicate this information to the appropriate professional (e.g. 

the, Responsible Clinician, Clinical Psychologist or nursing team) and follow the services 

local risk management policy. In regards to safeguarding the researcher will contact an 

appropriate professional and adhere to the trusts safeguarding policy.  

3. Risk of harm 

The British Psychological Society Code of Human Research Ethics (2014) notes that research 

involving vulnerable groups can be considered as involving more than minimal psychological 

risk.  Due to the painful nature of shame, it is possible that you may experience distress when 

completing the study measures. To manage this, prior to administering the study measures, 

the researcher will, in addition to this form, explain to you that should you feel distressed or 

do not wish to continue, it is important you say so. The researcher has experience in speaking 

with persons in distress and will therefore be able to monitor your distress levels. Prior to and 

post completing the measures, your key worker or named nurse will be informed of your 
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participation and given an overview of the TOSCA-SD. Should you feel distressed you will 

be able to speak to your named nurse or key worker about this.  

4. Consent 

Your clinical team have been consulted about this research and they consider you to be able 

to having capacity to consent to participate. Capacity to consent is a requirement to be 

eligible for participation.  

In addition to this form, the researcher will talk through the concept of consent with you and 

you will have the opportunity to ask questions. To participate, you must sign a consent form.  

Should you become unwell in a way that indicates you do not have capacity to consent, a 

member of your clinical team will contact the researcher to inform them of this. If this 

happens you will not be approached about the research.  

5. Incentives 

No incentives or rewards will be offered to participate in the study. The British Psychological 

Society Code of Human Research Ethics (2014) notes that coercion to participate infringes on 

the human right to autonomy and that researchers gathering data from detained samples must 

recognise the real or perceived position of authority and how this may bias data. 

What happens if I lose capacity to consent during the study?  

You would be withdrawn from the study. Identifiable data or already collected with consent 

would be retained and used in the study. No further data would be collected or any other 

research procedures carried out on or in relation to the participant.  

If I have concerns  

 

If you wish to complain, or have any concerns about any aspect of the way you have been 

approached or treated by members of staff due to your participation in the research, please 

ask a member of your nursing team to contact Emily Dickenson who is the Chief Investigator 

based in Building 1.  

Who is organising and funding the research?  

The research has been organised by Emily Dickenson as part of her doctoral research at the 

University of Portsmouth. This research has not received any internal or external funding.  

Who has reviewed the project?  

The study has been reviewed and received a Favourable Ethical Opinion (FEO) from the 

York Research Ethics Committee Board and the University of Portsmouth Ethics Board.  

What if there is a problem? 

If you have a concern about any aspect of this study, speak to the student in the first instance 

if this is appropriate. If you have a complaint, you can contact the research supervisor 
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(Yvonne.shell@myport.ac.uk), the chair of the department Ethics Committee 

(paul.morris@port.ac.uk) or the Head of Department, Psychology - Dr James Ost 

(james.ost@port.ac.uk). If your complaint is not resolved, you can contact the University 

Complaints Officer (t: 023 9284 3642, e: complaintsadvice@port.ac.uk). 

Other information 

For more information on the study, please contact Emily Dickenson, based in Building 1, 

Chase Farm. To speak to someone independent from the research project, you can contact 

PALs (Patient Liaison Service) on 020 8702 3000.  

 

Thank you for taking the time to read this Information Sheet. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:paul.morris@port.ac.uk
mailto:complaintsadvice@port.ac.uk
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Appendix G 

Participant Consent Form 

 

Version: 3 

Date: 27/01/19 

IRAS Project ID: 248560 

REC reference number: 19/NE0042  

Participation Identification for this study: 

CONSENT FORM 

 

Study Title: Do feelings impact ability to cope?   

(University of Portsmouth doctoral student research project) 

 

 

 

 

Please tick the box after each statement if you agree. 

1) I confirm that I have read and understand the information sheet dated  

27/1/1 (v.5) for this study. I have had the opportunity to consider the  

information, ask questions and had these answered satisfactorily. 

 

2) I understand that my participation is voluntary and that I am free  

to withdraw at any time without giving any reason, without my  

current or future medical or psychological care or legal rights  

being affected. I understand that if I withdraw, the information I have  

provided up to the point of withdrawal will be used in the study. 

 

3) I understand that the results of this study may be published and/or  

presented at meetings. I give my permission for my anonymous data,  

which does not identify me, to be disseminated in this way. 

 

4)  I understand that data collected during the study may  

be looked at by individuals from the University of Portsmouth,  

 

 

 

Department of Psychology 

King Henry Building, King Henry I St. 

PORTSMOUTH, PO1 2DY 

 

 

Student: Emily Dickenson (Chief Investigator)  

Supervisor: Dr Yvonne Shell  
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when there is need to do so.  

 

5) I agree that my data can be retained for future research that has been  

approved by a Research Ethics Committee. 

 

6) I agree that my research records can be accessed by regulatory authorities. 

 

7) I confirm that I have read and understood the above points 

and that I consent to participate in the this study. 

 

Note: 1 copy of this form is to be kept by you, 1 copy for the researcher and 1 copy for your 

medical records.  

 

Name of participant                     Date   Signature 

 

Name of person taking consent       Date              Signature 
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Appendix H 

NHS Ethical Approval Letter 
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Appendix I 

 

UPR16 Form  


