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 Abstract 

Increased sensitivity to punishment (SP) has been found across eating disorders (ED) and has 

been linked to shame. Shame has been positively correlated with ED. Currently, no study has 

examined possible explanations for these relationships or the link between SP and shame in 

relation to eating pathology. Therefore, this study is investigating associations between SP, 

shame, and ED by testing two mediation models. In the first model, shame is proposed to be 

mediating the relationship between SP and ED. In the second model, eating pathology is 

proposed to be mediating the relationship between SP and shame. 96 female undergraduate 

students completed questionnaires. Results indicated shame fully mediated the relationship 

between SP and ED. ED did not mediate the relationship between SP and shame. These findings 

support the first model in which SP may contribute to increased shame which contributes to 

increased eating pathology. Therefore, it may be valuable to develop prevention approaches 

targeting shame in order to reduce risk for ED development. In contrast, the link between SP and 

shame was not mediated by eating pathology, suggesting that those who are high in SP 

experience greater shame and that interventions for eating disorders would not impact this 

association. 
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Sensitivity to punishment (SP) has been shown to be elevated across eating disorders 

(ED) (Beck, Smits, Claes, Vandereycken, & Bijttebier, 2009). SP has also been shown to be 

associated with shame (Guimón et al., 2007). Shame has been positively correlated with ED 

(Keith, Gillanders, & Simpson, 2009). Although these correlations are well-established, the 

relationship between SP and shame has not yet been investigated in relation to eating pathology. 

Furthermore, it is unclear if shame or ED is emerging first. Thus, the present study sought to 

examine two mediation models exploring these relationships. 

SP, characterized by avoidance behaviors after a punishment, has been found to be higher 

among ED groups in several studies. Someone who is high in SP will be more likely to be upset 

by a punishment and will avoid it more strongly in the future. Women who engaged in 

dysfunctional eating showed much greater inhibition after punishment than women who engaged 

in hazardous drinking (Loxton & Dawe, 2007). In a meta-analysis, Harrison, O'Brien, Lopez, and 

Treasure (2010) found that ED groups reported higher SP than control groups and that SP tended 

to reduce following recovery from an ED. Importantly, the meta-analysis was limited to studies 

using self-report data because there were not enough studies using behavioral measures. Beck 

and colleagues (2009) found no significant differences in SP across different ED diagnoses, 

suggesting that this may represent a transdiagnostic clinical feature. SP may motivate ED 

pathology if these symptoms, such as fasting or self-induced vomiting, are intended to avoid a 

punishing state of being fat. In ED, particularly anorexia nervosa and bulimia nervosa, there is an 

inherent fear of fatness (Beck et al., 2009). A failure to uphold the thin ideal may be viewed as a 

punishment given the fear elicited by fat, as well as stigmatization of overweight and obese in 

Western culture (Carels et al., 2009; Webb, Fiery, & Jafari, 2016). Supporting this, Mussap 

(2007) found a significant, unique contribution of SP to the variance in drive for thinness, 
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bulimia symptomatology, and obligatory exercise. This suggests that SP is distinctively related to 

ED symptomatology.   

Perceived failure to uphold the thin ideal may also lead to feelings of shame. Shame is a 

complex emotion involving affective, social, cognitive, behavioral, and physiological processes 

(Goss & Allan, 2009). In shame, there is a central belief that the self is flawed. Because the body 

is an inherent aspect of the self, displeasure with it often carries over to the entire being. In 

undergraduate women, shame was positively correlated with body dissatisfaction, bulimia 

symptomatology, and drive for thinness (Sanftner, Barlow, Marschall, & Tangney, 1995). Shame 

has been widely linked with ED (Frank, 1991; Burney & Irwin, 2000). Females with ED reported 

experiencing high levels of generalized shame, indicating there is shame about the self and not 

just about the body (Keith, Gillanders, & Simpson, 2009). ED patients reported experiencing 

higher shame than the nonclinical participants, suggesting the experience of shame may be 

elevated among ED populations (Doran & Lewis, 2012).  

Shame has also been found in those with depression (Andrews, Qian, & Valentine, 2002; 

Tilghman-Osbourne, Cole, Felton, & Ciesla, 2008). Furthermore, ED demonstrates high 

comorbidity with depression (Gadalla, 2008; Santos, Richards, & Bleckley, 2007). However, the 

link between eating pathology and shame appears to be independent of their associations with 

depression. Controlling for depression, ED patients endorsed higher shame than controls (Swan 

& Andrews, 2003). Similarly, controlling for general negative affect, chronic shame accounted 

for unique variance when predicting ED symptoms in a cross-sectional regression (Gupta et al., 

2008). Among women with ED diagnoses, depression did not significantly contribute to the 

variance in shame (Keith et al., 2009). 
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Shame has been delineated into four domains: bodily (shame associated with physical 

appearance and the body), characterological (shame associated with stable personal character 

flaws and the self), behavioral (shame associated with negative evaluations being placed on a 

specific behavior or action), and shame around eating (Andrews et al., 2002; Swan & Andrews 

2003; Doran & Lewis, 2012). Of these, disordered eating behaviors might generate behavioral 

shame, suggesting that shame emerges as a consequence of ED. Alternatively, bodily shame 

might motivate ED behaviors, suggesting that ED emerges as a consequence of shame. In a 

cross-sectional study, Doran and Lewis (2012) found that bodily shame uniquely predicted 

disordered eating in both males and females. Bodily shame might be particularly relevant in 

relation to perceived failure to uphold the thin ideal as they are both negative evaluations of the 

body. In addition to bodily shame, Doran and Lewis (2012) found that characterological shame 

independently predicted disordered eating in a cross-sectional study of a nonclinical female 

sample. ED patients were found to experience more shame around eating than depressed 

patients, who in turn experienced more shame than the control group (Frank, 1991). Although 

women with ED endorsed significant shame around eating, this was only one source of their 

experience of shame as they endorsed high levels of shame across all four domains (Keith et al., 

2009). As such, the shame experienced is not restricted to shame about body size and eating 

behaviors. 

The behaviors associated with the experience of shame can be isolating and detrimental 

to treatment. Avoidance and withdrawal are two common behaviors linked to shame, including 

avoiding situations involving eating or body displays such as swimming, mirrors, and social 

eating (Allan & Goss, 2012). Patients with ED often conceal their eating behaviors, bodies, and 

feelings about eating. This can lead to secrecy and isolation, as well as an avoidance of treatment 
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where these topics will be explicitly discussed. Non-disclosure in treatment was found to be 

associated with higher shame in all areas except body shame (Swan & Andrews, 2003). Swan 

and Andrews (2003) hypothesized that bodily shame was discussed and experienced more 

overtly in treatment because the patients were being treated for ED, so there was a higher rate of 

disclosure. However, the negative self-evaluations of weight and shape remained. Over a third 

(42%) of patients in this study reported that they did not disclose some information about their 

eating behaviors or themselves to their therapists. Importantly, reductions in shame early in 

treatment have been linked to faster improvements over the full course of treatment (Kelly, 

Carter, & Borairi, 2014). Thus, it is crucial to understand the link between shame and eating 

pathology, as addressing shame may facilitate symptom improvement. 

The experience of shame in ED might be explained in part by shame’s relationship with 

SP. Shame and SP have been previously linked. Shame and SP were positively correlated in both 

patients with depression and controls (Guimón, Las Hayas, Guillén, Boyra, González-Pinto, 

2007). Given prior research supporting both elevated SP and shame in ED, it is possible that SP 

may be giving rise to both.  Moreover, studies have established that SP is linked to ED (Beck et 

al., 2009; Harrison et al., 2010), SP is linked to shame (Guimón et al., 2007), and shame is 

elevated in ED (Frank, 1991; Burney & Irwin, 2000; Keith et al., 2009). However, the pathway 

for these associations is still unclear. There are several possibilities that may explain the 

direction of the relationship between shame and ED. Sanftner, Barlow, Marschall, & Tangney 

(1995) discuss three such possibilities. One is that women who are prone to experience shame 

are at risk for developing ED. Another is that shame is a result of ED, possibly relating to 

behaviors involved with the disorder itself or to failed dieting and attempts to control eating. The 

last possibility they discuss is that a third variable is influencing both shame and ED risk. In their 
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article, they discuss cognitive distortions as a possible underlying third variable. However, given 

that SP has been associated with both shame and ED, it may be a third variable of interest. We 

do not yet know whether SP is directly or indirectly influencing the presence of shame and ED 

pathology. As of yet, these three variables have not been examined simultaneously. Because 

possible pathways have remained untested, we are unable to determine where an intervention 

would be best to reduce shame and ED symptomatology. If we can uncover what might affect 

shame and ED, we can work towards developing interventions to break down these conduits. 

In this study, we investigated two possible explanatory models for associations among 

SP, shame and ED. The first is that higher levels of SP lead to higher levels of shame, which acts 

as a motivating factor for the development of eating pathology. This would suggest that the 

relationship between SP and ED is mediated by shame (Model 1, see Figure 1). 

An alternative explanation is that higher levels of SP may directly lead to eating 

pathology. Consequently, the stigma associated with ED and their associated behaviors, such as 

binging and purging, may lead to feelings of shame. In this case, shame would be a consequence 

of eating pathology and treating the ED directly would decrease in shame. This would suggest 

that the relationship between SP and shame is mediated by ED (Model 2, see Figure 2). Thus, the 

aim of this study was to test these two explanatory models.  

Methods 

Participants 

Participants were undergraduate female psychology students at a large, southeastern 

public university. They were recruited through introductory psychology classes and received 

course credit for participation. The age range was 18-35 years, with a mean age of 19.5 (SD = 
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1.7). The mean BMI score was 23.1 (SD = 3.6) kg/m2. The study was approved by the IRB of the 

university, and participants completed written informed consent prior to their participation. 

Procedure 

This study took place over one visit, lasting approximately 60 minutes. Participants were 

given a questionnaire packet consisting of the measures described below. After completing these 

questionnaires, they were directed to a computer and given instructions on how to complete the 

Q-task, a behavioral measure of SP. At the completion of the study, participants were debriefed 

and given their course credits.  

Measures 

The Test of Self-Conscious Affect (TOSCA-3) measures shame and guilt (Tangney, 

Dearing, Wagner, & Gramzow, 2000). This measure assesses generalized shame, as well as guilt 

and blaming others. It has been shown to have acceptable construct validity measuring shame 

(Woien, Ernst, Patock-Peckham, & Nagoshi, 2003). The internal reliability (g=.77) and the test-

retest reliability over 11 weeks have been found to be sufficiently high (r=.66) for the shame 

scale (Andrews et al., 2002). A sample item is, “You make plans to meet a friend for lunch. At 

five o’clock, you realize you have stood your friend up. -- a) You would think: ‘I’m 

inconsiderate.’ --  b) You’d think you should make it up to your friend as soon as possible. --  c) 

You would think: ‘My boss distracted me just before lunch.’” The response format to each 

option is a 5-point scale ranging from 1 = “not very likely” to 5 = “very likely.” Each response 

option contributes to a different scale, with scores on option “a” contributing to the shame scale, 

responses to option “b” contributing to the guilt scale, and option “c” contributing to blaming 

others. The internal reliability in this study was sufficiently high (g=.81) for the shame scale. 
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The Experience of Shame Scale (ESS) is a 25-item measure developed to assess three 

domains of shame (Andrews et al., 2002). It measures characterological shame (12 items, g = 

.90), behavioral shame (9 items, g = .87), and bodily shame (4 items, g = .86). The total scale has 

been shown to have high internal consistency (g=.92). The ESS also shows high test-retest 

reliability (r=.83) over 11 weeks. Because the test-retest reliability is strong, it suggests the 

measure assesses a stable disposition to shame, instead of state shame. Lending support to 

construct and discriminant validity, the ESS total scale and individual subscales were all 

significantly correlated with the TOSCA shame scale, and correlations with the TOSCA guilt 

scale were significantly lower (Andrews et al., 2002). A sample item is, “Have you tried to 

conceal from others the sort of person you are?” The response format is a 4-point scale ranging 

from 1 = “not at all” to 4 = “very much.” In our analyses, the characterological and behavioral 

scales were added together to create a shame score. Bodily shame was not used in the composite 

score for the mediation models due to the similarity between the constructs of eating pathology, 

which include body image disturbance and bodily shame. The internal reliability of this 

composite score was high (g=.94). As the internal reliability of the ESS was higher than the 

TOSCA-3 in this study, this was the measure of shame used to test the mediation models. 

However, results remained the same when the TOSCA-3 scale was used in analyses.  

The Eating Attitudes Test (EAT-26) is a 26-item measure that assesses ED symptoms and 

characteristics and has demonstrated good concurrent validity (Garner, Olmsted, Bohr, & 

Garfinkel, 1982). It is highly correlated with the original EAT-40 (r=.98) and has been shown to 

be reliable (g=.90). A sample item is, “Am terrified about being overweight,” with a response 

format of a 6-item scale, ranging from “Always” to “Never.” In the clinical scoring of the EAT-

26, the three least pathological responses receive a score of 0 and the remaining responses 
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receive 1, 2, and 3 points as they increase in severity. However, we used the nonclinical scoring 

procedure in which items are scored across the full range of 1-6 points, given our use of an 

undergraduate sample. The internal reliability in this study was high (g=.89).  

Two subscales from the Eating Disorder Inventory (EDI) were used (Garner, Olmstead, 

& Polivy, 1983). The drive for thinness subscale (DT; 7 items, g=.85) assesses preoccupation 

with weight and dieting and a pursuit of thinness. Body dissatisfaction (BD; 9 items, g=.90) 

assesses negative evaluations of specific body parts. The EDI has been shown to be internally 

consistent and valid (Garner et al., 1983). A sample item for DT is, “I eat sweets and 

carbohydrates without feeling nervous” (reverse scored), and for BD, “I think that my stomach is 

too big.” The response format is the same as the EAT-26, and the same approach for nonclinical 

scoring was used for the EDI subscales. The internal reliability of the EDI-DT (g=.87) and EDI-

BD (g=.86) were sufficiently high in our study. As the EAT-26 had slightly higher internal 

reliability than the EDI subscales, this was the measure of eating pathology used to test the 

mediation models. However, results remained the same when the EDI subscales were used in 

analyses. 

The Sensitivity to Punishment and Sensitivity to Reward Questionnaire (SPSRQ) is a 48-

item measure that was developed to assess behavioral inhibition and behavioral activation 

functioning separately (Torrubia, Avila, Molto, & Caseras, 2001), with behavioral inhibition 

being most relevant for understanding responses to punishment. Both scales have been shown to 

be independent of each other and have demonstrated construct validity. The SPSRQ has good 

internal consistency (SP females, g=.83; SR females, g=.75) and test-retest reliability (SP 3 

months, r=.89; SR 3 months, r=.87) (Torrubia et al., 2001). A sample item is, “Do you often 
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refrain from doing something because you are afraid of it being illegal?” The response format is 

“yes/no.” The internal reliability for the SP subscale in this study was sufficiently high (g=.82). 

Q Task 

The Q task is a behavioral measure assessing SP through behavioral inhibition. In this 

task, the letter Q is established as a cue for punishment (Newman, Wallace, Schmitt, & Arnett, 

1997). In the first phase, participants are asked to press the spacebar when they see a string of 

letters that does not include a Q. During this phase, the letter Q occurs in incorrect responses to 

establish Q as a cue for punishment of feedback that an answer is wrong. During the second 

phase, participants are asked to press the spacebar when they see a string of letters without any 

numbers. In this phase, some of the cues containing all letters contain the letter Q and some do 

not. Greater delay in responding to all letter strings containing the letter Q compared to those not 

containing the letter Q indicate greater SP. The Q-task has been shown to be correlated with 

scores on self-reports assessing punishment, including the SPSRQ, in prior studies 

(Kambouropoulos & Staiger, 2004; Loxton & Dawe, 2007).  

Analysis 

We tested kurtosis and skewness to evaluate the normality of distributions. All variables 

were found to be in the acceptable range for both kurtosis and skewness. 

Regressions were used to test the mediation models in SPSS, following Baron and 

Kenny’s (1986) steps for mediation. The first step was to test whether the predictor variable 

significantly predicted the outcome variable. The second step was to test whether the predictor 

variable significantly predicted the mediator. The next step was to test if the mediator 

significantly predicted the outcome variable. The final step was to test whether the mediator 

completely mediated the relationship between the predictor and outcome variables. Thus, for our 
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first model, in which we tested whether shame mediates the association between SP and ED, we 

first tested if SP significantly predicted ED. Then, we tested if SP significantly predicted shame. 

Next, we tested to see if shame predicted ED. Finally, we tested if SP was no longer significant 

for predicting ED when shame was included in the model. If conditions from the first three steps 

were met and the associations between SP and shame was reduced but not eliminated 

completely, this would mean there was partial mediation. If the conditions of all four steps were 

met, this would indicate full mediation. 

In the second model, in which we tested whether ED mediated the association between 

SP and shame, the same steps were followed. However, for this model, we tested to see if SP 

predicted shame first, if SP predicted ED, and then if ED predicted shame. The final step in this 

model was to see if SP was significantly reduced or no longer significantly predicted shame 

when ED was held constant.  

Results 

 The mean (SD) score on SP from the SPSRQ was 13.2 (5.0). The mean (SD) score on 

shame from the ESS characterological and behavioral subscales was 49.3 (13.2). Participants 

reported mean (SD) scores of 65.2 (16.3) on the EAT-26.  

 In line with previous findings, SP was found to be significantly correlated with shame 

and eating pathology (see Table 1). Shame and eating pathology were found to be significantly 

correlated. Because these variables were shown to be associated, it was possible to run the two 

mediation models. 

The first mediation model, which hypothesized that shame would mediate the association 

between SP and ED, was supported. Following Baron and Kenny’s steps for mediation, the pre-

conditions for mediation were tested. SP was found to predict eating pathology and shame using 
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regression analyses (see Table 2). Shame was found to predict eating pathology. Thus, the first 

three steps of mediation were satisfied. Lastly, when shame was held constant, SP no longer 

significantly predicted eating pathology. This indicates that shame fully mediated the 

relationship between SP and ED.  

 In contrast, the second mediation model, which hypothesized that ED mediated the 

relationship between SP and shame, was not supported. The pre-conditions for mediation were 

tested and met. SP was found to predict shame and eating pathology using regressions. Eating 

pathology was found to predict shame. However, in this model, when eating pathology was held 

constant, SP still significantly predicted shame. These results indicate that ED does not mediate 

the relationship between SP and ED. Furthermore, the association between SP and shame was 

not reduced by the inclusion of ED, suggesting the absence of partial mediation. 

In addition to investigating these relationships with the aggregate shame scale which 

excluded the bodily shame subscale, we investigated associations for each of the shame 

subscales – characterological, behavioral, and bodily shame. All three domains of shame were 

found to be significantly correlated with both SP and ED (see Table 3). The correlations between 

SP and characterological shame and behavioral shame demonstrated a large effect size whereas 

the correlations between SP and bodily shame and ED were moderate. Both characterological 

shame and bodily shame had correlations with ED that were of a large effect size. ED had 

correlations of moderate effect sizes with behavioral shame.  

The shame subscales were also tested in place of the shame measure included in the first 

mediation model (see Table 4). Separate regression analyses supported that characterological, 

behavioral, and bodily shame each fully mediated the relationship between SP and ED. 
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 The behavioral measure of SP, the Q task, was also investigated in relation to shame, 

eating pathology, and the SPSRQ. Performance on the Q task was not found to be significantly 

correlated with self-report measures of SP (r(92)=.02, p=.85), shame (r(95)= -.09, p=.42), or 

eating pathology (r(91)= -.02, p=.88). Consequently, the first condition of mediation was not met 

for our behavioral measure of SP, and we did not proceed with the remaining steps to test 

mediation for the Q task. 

Discussion 

Findings indicated that SP was associated with shame and eating pathology, consistent 

with previous research (Guimón et al, 2007; Beck, Smits, Claes, Vandereycken, Bijttebier, 2009; 

Harrison et al., 2010). This study found that shame and eating pathology were associated, which 

is consistent with previous research as well (Frank, 1991; Doran & Lewis, 2012). To our 

knowledge, this study is the first to extend these findings by investigating potential pathways for 

relationships among these three constructs. 

Results supported the first model, in which shame mediated the association between SP 

and ED. In contrast, results did not support a role for ED in mediating the link between SP and 

shame.   

Findings suggest that higher levels of SP may lead to an increase in shame by making 

women more sensitive to a range of feedback that they are not good enough and are inherently 

flawed.  This global sense of inadequacy and shame may increase susceptibility to respond to 

sociocultural standards for beauty with extreme efforts to live up to the thin ideal as a means to 

reduce their feelings of shame. This suggests that shame may develop prior to an ED and 

implicates shame as a potential risk and maintenance factor for ED development. If we can 
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develop and implement interventions targeted at reducing shame, this may help prevent ED 

development. These interventions would enable clinicians to take a preventative approach and 

reduce ED risk. One such intervention that has been shown to be effective is self-compassion 

therapy. This treatment focuses on alleviating shame and elevating self-compassion. Kelly, 

Carter, and Borairi (2014) found that an increase in self-compassion early on in ED treatment 

was associated with a more rapid decrease in shame over the course of treatment. Adapting self-

compassion therapy into a prevention program may be an effective way to address and reduce 

shame before an ED has developed to decrease risk. 

Characterological, behavioral, and bodily shame were each found to be associated with 

SP and ED and mediated this relationship. This suggests that interventions designed to reduce 

shame in any or all of these domains may be effective in breaking the link between SP and ED.  

Indeed, several evidence-based prevention programs for ED have focused on improving body 

image (Becker, Ciao, & Smith, 2008; Stice, Durant, Rohde, & Shaw, 2014), and it is possible 

that these have reduced ED risk by reducing bodily shame. However, findings further suggest 

that more broad-based programs that address shame unrelated to the body may also be effective 

for reducing ED risk.  Furthermore, such programs may reduce risk for other disorders, such as 

depression, given established links between shame and depression (Andrews, Qian, & Valentine, 

2002; Tilghman-Osbourne, Cole, Felton, & Ciesla, 2008). 

In contrast, the second model was not supported, indicating that the link between SP and 

shame was not mediated by ED. This suggests that people who have higher levels of SP 

experience more shame, regardless of whether they have an ED. Thus, interventions designed to 

reduce eating pathology would not diminish this relationship. Because shame is linked to 
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negative outcomes, it is important to address and reduce experiences of shame, particularly in 

treatment. 

Importantly, after someone has developed an ED, shame is still valuable to target. Our 

tests of the second model support that ED significantly predicted shame even when controlling 

for SP. Thus, reducing ED symptoms could reduce shame, even though higher SP would 

continue to contribute to higher shame. Shame and ED may reinforce each other even if ED 

symptoms do not mediate the link between SP and shame. There are several possible 

explanations for this relationship, including the stigmatization of ED, concealment of disordered 

eating behaviors, and the model supported in this study. Furthermore, shame has been found to 

reduce treatment seeking and success among women with ED (Swan & Andrews, 2003). 

Reductions in shame have been shown to be extremely beneficial in treatment success and 

recovery from EDs (Kelly et al., 2014). During ED treatment, Kelly and Tasca (2016) used a 

within-person design and found that a patient’s eating symptomatology was greater after they 

experienced increased shame. Similarly, they found that a patient’s level of shame was lower 

after they engaged in less frequent disordered eating behaviors. This suggests that interventions 

designed to reduce shame may also be effective in promoting better ED outcomes. This is 

particularly relevant as it can be extremely difficult to recover from an ED (Keel & Mitchell, 

1997; Lowe et al., 2001). 

There were several limitations to this study that should be noted. Only females were 

included in this study due to the higher prevalence of ED among this population and need for 

much larger samples of men to have sufficient power to study these associations, given limited 

variability for ED variables in men. This means we are unable to generalize these findings to 
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males. Similarly, this study only included college students, which means we may not be able to 

generalize these results to other populations. This study relied on self-report measures which 

may have been subject to participant memory or demand characteristics. Although we attempted 

to partially address this limitation through the inclusion of a behavioral measure of SP, this 

measure did not demonstrate significant associations with other measures in the study. It is 

possible that participants in our study did not find the loss of points to be punishing enough to 

inhibit their behavior. The loss of points was constrained to the task, and there was no associated 

loss of genuine money. This study was cross-sectional, so we cannot conclude that our mediation 

model demonstrates temporal or causal relationships. However, the use of regression analyses to 

compare two competing models provides important information to support more intensive 

longitudinal and experimental designs to test the role of shame in mediating the link between SP 

and ED. 

A longitudinal study would be valuable to test the temporal relationship between elevated 

SP, shame, and eating pathology. Future studies may also investigate what the most effective 

interventions are to reduce shame. This could be accomplished by testing existing treatment 

approaches, such as self-compassion therapy, or by developing a novel treatment specifically 

designed to reduce shame resulting from the punishing effects of the thin ideal. The effect of 

these interventions on shame could then be used to determine if experimentally reducing shame 

caused reductions in eating pathology, among those high in SP, even when eating pathology 

itself was not the target of treatment. It may be valuable to implement interventions on shame in 

community or school programs to target at-risk groups for eating pathology. The current research 

is a first step towards uncovering these relationships and providing support for the importance of 

shame in reducing risk for ED development and maintenance. 



SENSITIVITY TO PUNISHMENT, SHAME, AND EATING DISORDERS 18 

 

 

References 

Andrews, B., Qian, M., & Valentine, J. D. (2002). Predicting depressive symptoms with a new  

 measure of shame: The experience of shame scale. British Journal of Clinical  

 Psychology, 41(1), 29-42.  

Beck, I., Smits, D. J. M., Claes, L., Vandereycken, W., & Bijttebier, P. (2009). Psychometric  

 evaluation of the behavioral Inhibition/Behavioral activation system scales and the  

 sensitivity to punishment and sensitivity to reward questionnaire in a sample of eating  

 disordered patients. Personality and Individual Differences, 47(5), 407-412.  

Becker, C. B., Ciao, A. C., & Smith, L. M. (2008). Moving from efficacy to effectiveness in  

 eating disorders prevention: The sorority body image program. Cognitive and Behavioral  

 Practice, 15(1), 18-27.  

Burney, J., & Irwin, H. J. (2000). Shame and guilt in women with eating-disorder  

 symptomatology. Journal of Clinical Psychology, 56(1), 51-61.  

Carels, R. A., Young, K. M., Wott, C. B., Harper, J., Gumble, A., Hobbs, M. W., & Clayton, A.  

 M. (2009). Internalized weight stigma and its ideological correlates among weight loss  

 treatment seeking adults. Eating and Weight Disorders, 14(2-3), e92-e97. 

Doran, J., & Lewis, C. A. (2012). Components of shame and eating disturbance among clinical  

and nonǦclinical populations. European Eating Disorders Review, 20(4), 265-270.  

Gadalla, T. M. (2008). Psychiatric comorbidity in eating disorders: A comparison of men and  

women. Journal of Men's Health, 5(3), 209-217.  

Garner, D. M., Olmsted, M. P., Bohr, Y., & Garfinkel, P. E. (1982). The eating attitudes test:  

 Psychometric features and clinical correlates. Psychological Medicine, 12(4), 871-878. 

Garner, D. M., Olmstead, M. P., & Polivy, J. (1983). Development and validation of a  



SENSITIVITY TO PUNISHMENT, SHAME, AND EATING DISORDERS 19 

 

 

multidimensional eating disorder inventory for anorexia nervosa and bulimia. 

International Journal of Eating Disorders, 2(2), 15-34 

Gilbert, P. (1998). What is shame? Some core issues and controversies. In P. Gilbert & B.  

 Andrews (Eds), Shame: Interpersonal behaviour, psychopathology and culture (pp. 3– 

 38). New York: Oxford University Press 

Gilbert, P. (2002). Body shame: a biopsychosocial conceptualization and overview with  

 treatment implications. In P. Gilbert & J. Miles (Eds), Body shame: Conceptualization,  

 research & treatment (pp. 3–54). Hove, UK: Brunner-Routledge. 

Goss, K., & Allan, S. (2009). Shame, pride and eating disorders. Clinical Psychology &  

 Psychotherapy, 16(4), 303-316.  

Guimón, J., Las Hayas, C., Guillén, V., Boyra, A., & González-Pinto, A. (2007). Shame,  

 sensitivity to punishment and psychiatric disorders. The European Journal of  

 Psychiatry, 21(2), 124-133.  

Gupta, S., Rosenthal, M. Z., Mancini, A. D., Cheavens, J. S., & Lynch, T. R. (2008). Emotion  

 regulation skills mediate the effects of shame on eating disorder symptoms in  

 women. Eating Disorders: The Journal of Treatment & Prevention,16(5), 405-417.  

Frank, E. S. (1991). Shame and guilt in eating disorders. American Journal of  

 Orthopsychiatry, 61(2), 303-306.  

Harrison, A., O'Brien, N., Lopez, C., & Treasure, J. (2010). Sensitivity to reward and  

 punishment in eating disorders. Psychiatry Research, 177(1-2), 1-11.  

Keel, P. K., & Mitchell, J. E. (1997). Outcome in bulimia nervosa. The American Journal of  

 Psychiatry, 154(3), 313-21.  

Keith, L., Gillanders, D., & Simpson, S. (2009). An exploration of the main sources of shame in  



SENSITIVITY TO PUNISHMENT, SHAME, AND EATING DISORDERS 20 

 

 

 an eating-disordered population. Clinical Psychology & Psychotherapy,16(4), 317-327.  

Kelly, A. C., & Carter, J. C. (2013). Why selfǦcritical patients present with more severe eating  

 disorder pathology: The mediating role of shame. British Journal of Clinical  

 Psychology, 52(2), 148-161.  

Kelly, A. C., Carter, J. C., & Borairi, S. (2014). Are improvements in shame and self-compassion  

 early in eating disorders treatment associated with better patient outcomes? The  

 International Journal of Eating Disorders, 47(1), 54-64.  

Kelly, A. C., & Tasca, G. A. (2016). Within佻persons predictors of change during eating disorders  

 treatment: An examination of self佻compassion, self佻criticism, shame, and eating disorder  

 symptoms. International Journal of Eating Disorders, 49(7), 716-722.  

Kambouropoulos, N., & Staiger, P. K. (2004). Personality and responses to appetitive and  

 aversive stimuli: The joint influence of behavioural approach and behavioural inhibition 

 systems. Personality and Individual Differences, 37(6), 1153-1165.  

Lewis, H. B. (1971). Shame and guilt in neurosis. Psychoanalytic Review, 58(3), 419-438.  

Loxton, N. J., & Dawe, S. (2007). How do dysfunctional eating and hazardous drinking women  

 perform on behavioural measures of reward and punishment sensitivity? Personality and  

 Individual Differences, 42(6), 1163-1172.  

Lowe, B., Zipfel, S., Buchholz, C., Dupont, Y., Reas, D., & Herzog, W. (2001) Long-term 

 outcome of anorexia nervosa in a prospective 21-year follow-up study. Psychological  

Medicine, 31(5), 881-90.  

Newman, J. P., Wallace, J. F., Schmitt, W. A., & Arnett, P. A. (1997). Behavioral inhibition  

 system functioning in anxious, impulsive and psychopathic individuals. Personality and  

 Individual Differences, 23(4), 583-592. 



SENSITIVITY TO PUNISHMENT, SHAME, AND EATING DISORDERS 21 

 

 

Sanftner, J. L., Barlow, D. H., Marschall, D. E., & Tangney, J. P. (1995). The relation of shame  

 and guilt to eating disorder symptomatology. Journal of Social and Clinical  

 Psychology, 14(4), 315-324. 

Santos, M., Richards, C. S., & Bleckley, M. K. (2007). Comorbidity between depression and 

disordered eating in adolescents. Eating Behaviors, 8(4), 440-449. 

Stice, E., Durant, S., Rohde, P., & Shaw, H. (2014). Effects of a prototype internet dissonance- 

 based eating disorder prevention program at 1- and 2-year follow-up. Health  

 Psychology, 33(12), 1558-1567.  

Swan, S., & Andrews, B. (2003). The relationship between shame, eating disorders and  

 disclosure in treatment. British Journal of Clinical Psychology, 42(4), 367-378.  

Tilghman-Osborne, C., Cole, D. A., Felton, J. W., & Ciesla, J. A. (2008). Relation of guilt,  

shame, behavioral and characterological self-blame to depressive symptoms in 

adolescents over time. Journal of Social and Clinical Psychology, 27(8), 809-842.  

Torrubia, R., Ávila, C., Moltó, J., & Caseras, X. (2001). The sensitivity to punishment and  

 sensitivity to reward questionnaire (SPSRQ) as a measure of Gray's anxiety and  

 impulsivity dimensions. Personality and Individual Differences, 31(6), 837-862.  

Webb, J. B., Fiery, M. F., & Jafari, N. (2016). “You better not leave me shaming!”: Conditional  

 indirect effect analyses of anti-fat attitudes, body shame, and fat talk as a function of self- 

 compassion in college women. Body Image, 18, 5-13 

Woien, S. L., Ernst, H. A. H., Patock-Peckham, J., & Nagoshi, C. T. (2003). Validation of the  

 TOSCA to measure shame and guilt. Personality and Individual Differences,35(2), 313- 

 326.  



SENSITIVITY TO PUNISHMENT, SHAME, AND EATING DISORDERS 22 

 

 

Tables 

Table 1 

Correlations Between Variables Included in Mediation Models 

  
 
 
 
 
 

 Sensitivity to Punishment Shame Eating Pathology 

Sensitivity to Punishment  - .70*** .34** 

Shame  - .50*** 

Eating Pathology   - 
** p < .01; *** p <.001            
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Table 2 

Results of Mediation Analyses 

**p < .01; *** p <.001 

 

Model 1  Model 2  

Paths     く Paths く 

1. Sensitivity to Punishment  Eating Pathology  .34** 1. Sensitivity to Punishment  Shame .70*** 

2. Sensitivity to Punishment  Shame  .70*** 2. Sensitivity to Punishment  Eating Pathology .34** 

3. Shame  Eating Pathology   .50*** 3. Eating Pathology  Shame .50*** 

4. Sensitivity to Punishment (Shame)  Eating 
Pathology 

  -.03 4. Sensitivity to Punishment (Eating Pathology)  
Shame 

.63*** 
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Table 3 

Correlations with Shame Subscales 

  

 

 

 

 

 
 

 Sensitivity to 

Punishment 

Characterological  Behavioral  Bodily  Eating Pathology 

Sensitivity to Punishment - .68*** .61*** .41*** .34** 

Characterological   - .70*** .65*** .51*** 

Behavioral    - .52*** .39*** 

Bodily     - .58*** 

Eating Pathology     - 
**p < .01; *** p <.001 
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Table 4 

Results of Mediation Analyses with Shame Subscales                                

Characterological 
Shame 

                    く Behavioral Shame く Bodily Shame く 

1. Sensitivity to Punishment 
 Characterological 

 .34** 1. Sensitivity to Punishment  
Behavioral 

.34** 1. Sensitivity to Punishment  
Bodily 

.34** 

2. Sensitivity to Punishment 
 Eating Pathology 

 .69*** 2. Sensitivity to Punishment  
Eating Pathology 

.61*** 2. Sensitivity to Punishment  
Eating Pathology 

.41*** 

3. Characterological  Eating 
Pathology 

  .51*** 3. Behavioral  Eating 
Pathology 

.39*** 3. Bodily  Eating Pathology .58*** 

4. Sensitivity to Punishment 
(Characterological)  Eating 
Pathology 

  -.01 4. Sensitivity to Punishment 
(Behavioral)  Eating Pathology 

.15 4. Sensitivity to Punishment 
(Bodily)  Eating Pathology 

.13 

**p < .01; *** p <.001
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Figures 

SP                     Shame                     ED 

Figure 1. The first exploratory model in which shame is mediating the relationship between sensitivity to punishment (SP) and eating 

disorders (ED). 
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SP                     ED                     Shame 

Figure 2. The second exploratory model in which ED is mediating the relationship between SP and shame. 

 

 


