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Abstract

To date, there is no evidence regarding how self-compassion's components,
self-kindness, common humanity and mindfulness could work as distinct interven-
tions. Thus, the main objective of the present study was exploring the effects that
the three separate components of self-compassion would have on shame-proneness
levels in individuals with clinical depression. All the participants (n = 122) with a
diagnostic of Major Depressive Disorder were randomized in four experimental
groups: the self-kindness exercises group, the mindfulness exercises group, the
common humanity one and the control group. Results indicated that levels of depres-
sion and shame-proneness, as measured by BDI-Il, TOSCA-3 and ESS decreased from
baseline to post-intervention, but no significant differences were observed between
groups. Therefore, we cannot conclude that one self-compassion component is more
efficient than the others, but the present study does offer, though, a strong starting
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1 | INTRODUCTION

Shame is a self-conscious emotion, one that is evoked by negative,
global self-evaluations and accompanied by a sense of powerlessness
and worthlessness (Tangney & Tracy, 2012), in which the entire self
feels exposed, judged as being inferior, undesirable or unattractive
(Gilbert, 1998, 2003; Lewis, 1992; Tangney et al., 1992). Although it
can be argued that under some circumstances, shame could prove to
be a useful affect, as it serves social goals (Muris & Meesters, 2014), it
is also a painful emotion due to its underlying emphasis on self-criti-
cism. Literature so far differentiates between shame as a state emo-
tion and shame-proneness, which is the tendency of individuals to
experience shame across various situations (Tangney, 1996), with
shame-proneness playing an essential role in psychopathology.
Furthermore, different distinctions can be made between different
types of shame, across two major dimensions: internal versus external

shame (Gilbert, 1998) and behavioural, characterological and body

Note. M = mean, SD = standard deviations

point for more complex, future studies.

common humanity, depression, mindfulness, self-compassion, self-kindness, shame

shame (Andrews, 1998). Whereas internal shame refers to self-
directed criticism and negative self-evaluations, external shame
focuses on others' perceived negative assumptions about the self. In
most cases, when we are ashamed, we feel both types of shame (Kim
et al.,, 2011). On the other hand, characterological shame means that
the individual will experience shame in relation with his or hers
personal habits and abilities; behavioural shame refers to shame about
inadequate behaviours, whereas body shame is associated with being
ashamed of one's own body (Andrews et al., 2002).

There is a growing body of evidence showing that shame-
proneness is associated with various forms of psychopathology,
including social anxiety (Fergus et al., 2010; Gilbert & Miles, 2000;
Lutwak & Ferrari, 1997), PTSD (Kubany et al., 1995, 1996; Leskela
et al., 2002), eating disorders (Candea & Szentagotai, 2014; Sanftner
et al., 1995; Troop et al., 2008), and borderline personality disorder
(Rusch et al., 2007). Shame-proneness is also strongly associated
with depression (Allan et al., 1994; Andrews, 1995; Andrews
et al., 2002; Andrews & Hunter, 1997; Cheung et al., 2004; Fontaine
et al., 2001; Harder et al., 1992; Stuewig & McCloskey, 2005;
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Tangney et al., 1992), even after controlling for rumination effects
(Cheung et al., 2004). Different studies also demonstrated that shame
plays a key role in the onset and course of depression symptoms
(Andrews et al., 2002; Andrews & Hunter, 1997), whereas other studies
pointed out that individuals with greater levels of depression also dis-
play higher levels of shame-proneness (Pinto-Gouveia & Matos, 2011;
Robinaugh & McNally, 2010). It is argued that various mechanisms that
generate and maintain depression are also seen in shame-prone individ-
uals. Shame can signal different social problems, like conflicts or rejec-
tion, which are related to negative affect (Gruenewald et al., 2007).
Furthermore, shame is characterized by causal attributions (stable,
uncontrollable and global) related to a ‘bad self’, known to overlap with
attributions that predict depressive symptoms as well (Kim et al., 2011).
On the other hand, some authors have argued that the negative self-
evaluation component of shame might only be indirectly associated
with depression through the process of rumination. Also, these authors
proposed that the withdrawal component might be more closely linked
to depression (Cohen et al., 2011).

Nevertheless, given the enormous personal suffering and
increased impairment in everyday functioning of individuals caused by
both higher levels of shame and depressive symptoms, efficient
strategies targeting them are still highly needed.

Self-compassion is one of the strategies that has proven to be
particularly effective in reducing depressive symptoms (Braehler
et al.,, 2012; Gilbert & Procter, 2006; Kuyken et al., 2010; Lucre &
Corten, 2013; Mayhew & Gilbert, 2008; Neff & Germer, 2013;
Shapira & Mongrain, 2010). Moreover, shame is also negatively
associated with self-compassion (Barnard & Curry, 2012), and various
self-compassion based interventions have proven to be effective in
reducing shame levels, negative affect and self-criticism (Arimitsu &
Hofmann, 2015; Gilbert & Procter, 2006; Kelly et al., 2009). Past
research also showed that self-compassion strategies reduced shame-
proneness levels in a student sample with depressive symptoms
(Johnson & O'Brien, 2013). Self-compassion is viewed as compassion
directed inward (Neff & Germer, 2017), meaning that we accurately
recognize our shortcomings and our mistakes, but even in the light of
negative life events, we consider ourselves just as worthy of compas-
sion as others, so we react with kindness rather than with
self-criticism and harshness (Leary et al., 2007). The three main
components of self-compassion, as defined by Neff (2003a), are
self-kindness, common humanity and mindfulness. Self-kindness
means being caring, understanding and accepting of one's own suffer-
ing, trying to alleviate this pain, whereas common humanity refers to
recognizing that failure and suffering are all part of a shared human
experience (Neff, 2003a). Finally, the mindfulness component entails
acknowledging and accepting painful thoughts and emotions in a
non-judgmental manner.

Little is known, however, about how self-compassion's compo-
nents interact with various psychopathology mechanisms. As
mentioned before, some key elements of shame, like negative self-
evaluations and self-criticism, are, among others, mechanisms that
contribute to the onset and course of depression but are, in the same
dimension (Gilbert &

time, opposed to the self-kindness

Key Practitioner Message

e Shame-proneness is an extremely important factor that
contributes to the onset and course of various forms of
psychopathology and needs to be targeted directly in
therapy sessions through efficient strategies.

o Self-compassion is a new strategy being used for
addressing both shame and depression, and in the pre-
sent study, self-compassion's components (self-kindness
and common humanity and mindfulness) were success-
fully studied separately as distinct interventions and were
applied in online-based exercises.

o The main significant effect observed was time, interven-
tions based on self-compassion's components success-
fully reduced shame-proneness and depressive symptoms
from pre- to post-intervention in a clinical sample.

e There is still need for studies to empirically test different
Hypotheses in this direction, and being still in its early
ages, self-compassion alongside its components can be
further studied.

Procter, 2006). Mindfulness and common humanity are also opposed
to a sense of social isolation and the constantly self-blaming and over-
identification with one's Thoughts and suffering, also important
factors that maintain depression and higher levels of shame-
proneness. To our best knowledge, self-compassion has only been
studied in empirical settings in its unified manner, one that views all
three dimensions working together. On one hand, Neff (2003b)
claimed that self-kindness, common humanity and mindfulness
dimensions are not only conceptually speaking different but are also
experienced as distinct elements. On the other hand, Barnard and
Curry (2011) argued that it is not clear whether Neff (2003b) views
the three components as being completely related or if they are just
different elements that positively correlate and produce a cumulative
effect. From another point of view, Brito-Pons et al. (2018) suggested
Through their studies that self-compassion and mindfulness could be
rather related constructs, both in a theoretical and empirical way, so a
complementary look at the mindfulness and compassion-based
trainings could also be of interest for future studies. Moreover,
various authors pointed out the need for empirical research to be con-
ducted for a detailed examination of self-compassion's components
(Adams & Leary, 2007; Barnard & Curry, 2011; Blackie &
Kocovski, 2018; Geller et al., 2015; Krieger et al., 2013), with Muris
and Petrocchi (2017) even advancing the idea that maybe not all of
the three components are equally relevant in therapeutic approaches
based on self-compassion (e.g., self-kindness or mindfulness to be
more relevant than common humanity).

The main purpose of our study was to test the effects that self-
compassion's components would have when applied as distinct inter-

ventions upon shame-proneness levels in a clinically depressed
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sample. Literature so far lacks solid arguments for favouring one self-
compassion component over the other two but emphasize the need
for exploring them. Thus, we conducted an exploratory research,
without formulating any a priori hypothesis but aiming to examine
whether the tendency to experience shame could be reduced when
distinct interventions, based on self-kindness, common humanity and
mindfulness components are to be applied on a clinical sample. We
also compared the effects of self-kindness, common humanity and
mindfulness interventions with a control group and tested the effects
not only on shame-proneness, but also on behavioural, characterologi-

cal and body shame.

2 | METHOD

21 | Participants and recruitment

Volunteer applicants were screened for the study (n = 534), with
participants being recruited via social media networks. Eligibility
criteria were (a) being over 18 years old; (b) exceeding a score of
14 on Beck Depression Inventory-Il (BDI-Il); (c) fulfilling The Diagnostic
and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5;
American Psychiatric Association, 2013 BDI-Il) and (f) not currently
receiving other forms of treatment for mental disorders
(no psychological treatments or medication). After two selection
stages, 122 participants meeting DSM-5 and The Structured Clinical
Interview (SCID) criteria for MDD were randomly assigned to a self-
kindness exercises group (n = 31), a common humanity exercises

group (n = 30), a mindfulness exercises group (n = 30) and a control

group (n = 31; see Figure 1 for patient flow). All these participants
were blinded to treatment randomization. Twenty-one participants
dropped prior to completing the pre-treatment assessment, and
another 16 dropped between sessions. All participants who com-
pleted pre-assessment and the first set of exercises were included in
the intent-to-treat (ITT) analysis with the last observation carried
forward.

Participants' age ranged between 18 and 34 years, with a mean
age of 21.14 (SD = 2.69). The sample included 100 females and
22 males, most of which were students, but there were also employed
people or persons that finished their studies or were not taking any
courses at the time of enrollment in our study.

2.2 | Procedure

At the beginning of the enrolment process, informed consent was
obtained from all individuals. Participants with a minimum score of
14 on BDI-Il (mild depressive symptoms), with no suicidal ideation
and under no treatments, were contacted for a face-to-face interview
based on the DSM-5 criteria for MDD and SCID. Al clinical interviews
were conducted by the first author of this paper, master-level asses-
sor. Following these assessments stages and being randomly assigned
to one of the four groups, participants filled in the baseline measures
evaluating shame-proneness levels, but also behavioural, character-
ological and body shame. These, alongside all the exercises, were sent
and completed online, with participants receiving an e-mail providing
a hyperlink internet address that allowed them to access the exer-

cises. Each participant received three sets of exercises that

Assessed fO{ eligibility Excluded: N = 421
N=543
. Not meeting inclusion criteria:
> N=323
. Dropout: N =98
Randomized
122
y A A 4
Allocated to self- Allocated to Allocated to common Allocated to control:
kindness: mindfulness: humanity: N=31
N=31 N=30 N=30
A 4 \ 4 A A 4

Analysed: N = 26:; Analysed: N=27;

Completers: N = 24;
Dropout: N=7

Completers: N = 24;
Dropout: N=6

Analysed: N =25; Analysed: N =23;

Completers: N =21;
Dropout: N=9

Completers: N = 16;
Dropout: N= 15

FIGURE 1 Flowchart of study participants
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were adapted from Neff's (2011) self-compassion practices and
Germer's (2009) book, The Mindful Path to Self-Compassion. At the
beginning of each set of exercises, participants were asked to think
about past, recent or future situations in which they felt or are likely
to feel ashamed and to describe them as accurately as they can. Next,
participants received instructions for completing various exercises,
adapted for each self-compassion component and for the control
group. For the self-kindness group, the first exercise stated, ‘Thinking
about the situation described earlier, write yourself some kind, under-
standing, words of comfort. Let yourself know that you care about
yourself, adopting a gentle, reassuring tone. Read the paragraph a
couple of times’. The mindfulness group had different meditations to
practice (Mindfulness of Emotion in the Body, Light Meditation, Here
and Now Stone), whereas participants in the common humanity group
were asked to write about how they think the situation they detailed
earlier could be connected to a larger human experience. The control
group, on the other hand, had simple writing exercises, without any
elements of self-compassion included, like describing objectively what
were the circumstances that lead to the negative event mentioned
before. The next two sets of exercises were similar to the ones illus-
trated earlier for each of the four groups; participants received the
second one a week after the first sets, and the final ones after another
7 days.

To control for the level of task involvement, we asked participants
to take a maximum of 3 min for describing the negative situations and
maximum 10 min for completing the exercises. Furthermore, because
the self-kindness, common humanity and control groups' exercises
were easily accessible for verifying, in order to assure that participants
in the mindfulness group also complied with our exercises, we created
several items that asked them what emotions they centred on when
doing the meditations or what thoughts they had during it.

After the last set of exercises, participants filled in the baseline
measures for shame-proneness and BDI-Il. In the following days, they

were also debriefed via e-mail.

3 | MEASURES

3.1 | Depressive symptoms

BDI-Il (Beck et al., 1996) was used to assess the severity depressive
symptomes. It consists of 21 items that ask respondents to assess how
they have been feeling throughout the past 2 weeks. Items are evalu-
ated on a 5-point Likert scale, with higher scores indicating higher
levels of depression. The scale has good psychometric proprieties
(Beck et al., 1996), and it demonstrated adequate internal consistency
in this study (« = .82).

3.2 | Shame-proneness

The tendency to experience shame was measured with two distinct
scales. The Test of Self-Conscious Affect-3 (TOSCA-3; Tangney

et al., 2000) has 16 scenarios which measure proneness to shame,
guilt, pride, detachment and externalization. For each scenario,
respondents evaluate on a 5-point Likert scale the probability to
follow the described affective tendency. In this study, only the shame
subscale was used. The scale has good psychometric proprieties
(Tangney & Dearing, 2002), and the shame subscale demonstrated
high internal consistency in our study (« = .81).

The second scale used was Experience of Shame Scale (ESS;
Andrews et al., 2002), which allowed us to assess tendencies for
experiencing behavioural, characterological and body shame. ESS con-
sists of 25 items, asking respondents to evaluate them on a 4-point
Likert scale when thinking about the experiences from the past year
as a timeframe. The scale has good test-retest reliability (r = .83;
Andrews et al., 2002), and we obtained an excellent internal consis-
tency in the present study (x = .93). Considering ESS subscales, we
obtained internal consistencies of o = .92 for characterological shame

items, a = .86 for behavioural shame and « = .86 for body shame.

4 | RESULTS

4.1 | Data analysis and descriptive statistics

To assess the effects of self-kindness, common humanity and mindful-
ness components on shame-proneness and depressive symptoms,
separate mixed within-between analyses of variance (ANOVAs) were
conducted, with time of assessment as the within-subjects factor and
group as the between-subjects one. All the results were computed
using the IBM SPSS software, and an Intent-To-Treat analysis (ITT)
with last observation carried forward was applied for the missing data
due to its conservative nature.

Furthermore, a statistical power analysis was performed a priori
for sample size estimation, using the GPower software. With an
o = .05, effect size of .20 and a power = 0.95, the projected sample
size needed was approximately N = 112 for the within-between
ANOVA.

Table 1 presents the descriptive statistics for the studied
variables. There were no significant differences between groups
at baseline as determined by one-way ANOVA for BDI-II
(F(3, 97) = 2.19, p = .094), nor for TOSCA 3 (F(3, 97) = .098, p = .961)
or for ESS (F(3,97) =.112, p = .953).

4.2 | Effects on depressive symptoms

The analysis indicated a significant main effect of time F
(1,97) = 79.56, p < .001, 1, = 45 but no significant effects of group F
(3, 97) = 2.34, p = .077, nor time x group interaction F(3, 97) = .64,
p = .586. Within-subject pairwise comparisons (Sidak adjustment)
pointed significant decreases in depressive symptoms for all the
participants, including ones in the control group (p < .001 for self-
kindness, d = 0.950, mindfulness, d = 1.238 and common humanity
ones, d = 0.908, and p = .002 for control group, d = 0.642).
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- 4.3 | Effects on shame-proneness
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5 | DISCUSSION

The present study explored the efficacy of self-kindness, common
humanity and mindfulness components of self-compassion in reducing
shame-proneness and depressive symptoms in clinically depressed
individuals. Results demonstrated that in time, from baseline to post-
intervention, both shame-proneness and depression levels decreased,
with main effect of time being the only significant one observed.
When analysing depressive symptoms, results indicated reductions
even in the control group. Whereas no participant was enrolled in
other forms of psychotherapies, nor were they treated with medica-
tion for mental disorders, reductions in depressive symptoms could
have been observed due to spontaneous remission, the normal pass-
ing of time process or due to various positive events or coping mecha-
nisms that participants had and could not be controlled for. With
group effect and time x group interaction yielding no significant
changes, we cannot state that one self-compassion component is
more efficient than the others.

Using ESS allowed us to examine the effects that exercises for
each self-compassion component had upon three distinct forms of
shame, namely, characterological, body and behavioural shame. Data
revealed similar effects: although main effect of time was significant
for characterological and body shame, it did not reach a significant
point for behavioural shame, and in all three cases, groups did not dif-
fer between them at baseline, nor at the end of the intervention.

The present study responds to numerous past statements that
underlined the need for self-compassion's components to be studied
separately (Adams & Leary, 2007; Barnard & Curry, 2011; Blackie &
Kocovski, 2018; Geller et al., 2015; Krieger et al., 2013). Even though
(Muris &
Petrocchi, 2017), in our study, none of the components produced sig-

there were some speculations in this direction

nificantly different changes compared to the other two. Thus, the
present results seem to indicate that self-kindness, common humanity
and mindfulness components are not efficient in reducing shame-
proneness and depression levels in a clinical sample. On the other
hand, the exploratory nature of the study does not allow us to draw
any specific conclusion but rather suggest that future studies should
test the hypothesis that no differences in self-compassion's compo-
nents will be observed.

Through our research, we tried to overcome several limits of
earlier studies and to test new paths for using self-compassion-based
interventions. Most of self-compassion literature relies on correla-
tional studies and student-based samples; thus, we selected clinically
depressed participants and empirically tested the effects of the inter-
vention in order to extend previous findings. Furthermore, partici-
pants completed online all three sets of exercises for each group,
adding to a growing number of contexts in which self-compassion
interventions can be successfully applied and being an extremely
useful asset in nowadays or even future pandemic contexts.

However, the study has some inevitable limitations that should
be considered. First, our sample was mostly composed of students
and female participants, so future studies should include more individ-

uals from the larger community. Second, severity of recalled events at

the beginning of each exercise was not controlled for. Although these
strategies ensure ecological validity, differences in the recalled experi-
ences can influence how participants applied and experienced the
exercises that followed. A third limitation is the fact that we did not
include measures for other related constructs, such as mindfulness or
self-compassion scales. Future studies should include such measures
in order to test whether the three components might have a different
impact. Another limitation could be the fact that we had only one ses-
sion of assessment after the intervention was finalized; thus, we can-
not state anything about our data stability in time. Future research
should also include follow-up meetings and assessments to clarify the
durability of observed effects. Moreover, given the fact that self-
compassion is still a relatively new strategy being used in emotional
regulation, our 3 weeks, online-based intervention might have been
too short for participants to fully understand and feel the effects on a
more profound level, which could explain the lack of significant differ-
ences between groups. Because we tested the intervention on indi-
viduals with clinical levels of depression, only three sets of exercises
per each group might have been less than what our participants
needed in order to report significant changes in their symptoms and
shame levels. Both shame and depression rely on similar mechanisms
(Gruenewald et al., 2007; Kim et al., 2011) and intensify one another,
so longer interventions are required in clinical samples.

Thus, if interest for studying self-compassion components is
maintained, researchers could aim to test specific hypotheses regard-
ing the efficacy of self-kindness, common humanity and mindfulness
as distinct interventions. Moreover, we strongly suggest considering
the above-mentioned limitations when designing future studies.
Participants could benefit more from long-term interventions based
on the distinct dimensions of self-compassion and maybe with
constant feedback from clinicians, results might reveal different
patterns and significant effects. Furthermore, given the issues raised
by Cohen et al. (2011) regarding the measurement of shame, that
withdrawal component of shame is related to depression, but negative
self-evaluation might only indirectly be so, further investigation might
also be required using scales that separate the measurement of the
two facets of shame, and not incorporate them. Finally, we neverthe-
less encourage researchers to continue testing different, more innova-
tive strategies for decreasing shame-proneness levels and helping

individuals regulating their emotions.
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