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Abstract  

Objectives: While disgust directed at potential disease elicitors constitutes an adaptive mechanism for 
health protection, disgust directed against the own person is dysfunctional, particularly when it 
becomes an enduring cognitive-affective orientation toward the self. Self-disgust is associated with 
several mental disorders, such as depression, borderline personality disorder, eating disorders, 
obsessive-compulsive and related disorders, and posttraumatic stress disorder. Therefore, the 
assessment of this construct in the clinical context is very important. Since a Questionnaire for the 
Assessment of Self-Disgust (QASD) in Italian did not exist, such a scale was developed. 

Methods: A total of 1053 individuals (mean age = 32 years; 76% female) participated in an online survey. 
They completed questionnaires for the assessment of self-disgust (the translated version of the 
German QASD, Schienle, Ille, & Arendasy, 2014), psychological problems, and overall mental well-
being. An exploratory factor analysis (principal axis estimation with oblique (oblimin) rotation; n = 
526) and confirmatory factor analysis (n = 527) were computed. Moreover, correlation analyses were 
carried out to assess the relationship between self-disgust and different indicators of mental wellbeing 
and psychological disorders. 

Results: The QASD has a single factor structure. The questionnaire assesses disgust directed against the 
own body, personality, and behavior with 12 items. The QASD has very good reliability (McDonald´s 
omega = .92). The mean self-disgust scores correlated positively with reported symptoms of 
depression, anxiety, somatization, and body image concerns, and negatively with overall mental 
wellbeing.  

Conclusion: The results point to the association between elevated self-disgust and psychological 
problems. Therefore, the scale should now be administered in clinical samples. 
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1. Introduction 

Emotions have an adaptive value in dealing with fundamental life tasks (Ekman, 1992). The 

primary emotion of disgust has been conceptualized as a disease-avoidance mechanism that 

originally evolved to protect humans from poisonous food and contagious stimuli (Curtis et al., 

2011; Rozin & Fallon, 1987). The protection is achieved through the elicitation of feelings of 

revulsion, somatic sensations such as nausea, and the initiation of avoidance and rejection 

behaviors (Schienle et al., 2003).  

Neuroscientific research has identified the insular cortex as an important neural substrate of 

disgust processing (e.g., Calder et al., 2007; Craig, 2009; Wicker et al., 2003). The insula is located 

in the lateral sulcus of the cerebral cortex and has diverse functions linked to interoception, 

salience detection, and the regulation of the body’s homeostasis (Uddin, 2015). More 

specifically, the anterior insula serves as the gustatory cortex, which is responsible for the 

perception of taste (Wicker et al., 2003). Studies with functional magnetic resonance imaging 

have shown that disgust stimuli (e.g., aversive smells/tastes, repulsive images) lead to changes 

in insula activity and connectivity (e.g., Schienle et al., 2014b; Schienle & Wabnegger, 2021; 

Wicker et al., 2003). Moreover, disgust propensity (the tendency of a person to experience 

feelings of disgust in different situations) is associated with the structure (grey matter volume) 

of the insula (Scharmüller & Schienle, 2012; Schienle et al., 2020b). 

Disgust can be elicited not only by disease-carrying agents (e.g., pathogens in spoiled food, body 

secretions) but also by violations of social and moral norms (Oaten et al., 2009). In the history 

of civilization, disgust directed at certain behaviors or beliefs has represented a powerful means 

of social value transmission (Miller, 2007; Rozin & Fallon, 1987). From a physical conservation 

mechanism, the role of disgust has broadened to assure preservation of an immaculate 

conscience and morality, which is the basis of successful interpersonal relationships (Haidt et 

al., 1994, 1997; Rozin et al., 2008).  

The malleability of disgust, though functional, can nonetheless be a cause of maladaptive 

psychological phenomena. This is the case when disgust becomes directed against aspects of 

the self. Self-disgust has been defined by Powell and colleagues (2015, p. 5) as ‘an enduring 

disgust reaction elicited by particular aspects of the self, which are deemed significant to an 

individual’s sense of self, and appraised as relatively constant and/or not easily changeable’. 

Even though self-disgust may seem similar to other self-conscious emotions like shame, guilt, 

and self‐hatred, the visceral nature of the evoked response (i.e., nausea and revulsion) is the 

distinguishing characteristic (Powell et al., 2013, 2015). In line with this conception, a structural 

neuroimaging study identified an association between the grey matter volume of the insula and 
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self-disgust (Schienle & Wabnegger, 2019). Females high (vs. low) in personal self-disgust as 

assessed with the Questionnaire for the Assessment of Self-Disgust (QASD, Schienle et al., 

2014a) had less volume in the bilateral insula. This difference was independent of depressed 

mood. The reduced insula volume may be a neural correlate of an undifferentiated, negative 

self-concept. 

The distinct, detrimental, abhorrent, and pervasive psychological phenomenon of self-disgust 

plays a central role in certain mental disorders (Powell et al., 2018). A review by Clarke and 

collaborators (2019) and recent publications have shown that elevated self-disgust occurs in the 

context of depression and suicidal ideation (Overton et al., 2008; Powell et al., 2014; Schienle et 

al., 2020a; Simpson et al., 2010), eating disorders (Espeset et al., 2012; Ille et al., 2014), skin 

picking disorder (Schienle et al., 2018), insomnia (Ypsilanti et al., 2018), sexual trauma (Jung & 

Steil, 2012), physical health problems such as chronic venous leg ulceration (Jones et al., 2008) 

and limb amputation (Burden et al., 2018). The enduring experience of self-disgust is also 

relevant for body dysmorphic disorder (Ille et al., 2014; Stasik-O’Brien & Schmidt, 2018), 

obsessive-compulsive disorder (Olatunji et al., 2015), social phobia/anxiety (Amir et al., 2005, 

2010), and borderline personality disorder (Ille et al., 2014; Rusch et al., 2011; Schienle et al., 

2015).  

Despite the high clinical relevance of self-disgust, to date, only two instruments exist that aim 

at assessing this construct: the ‘Self-Disgust Scale’ (SDS, Overton et al., 2008) in English, and 

the ‘Questionnaire for the Assessment of Self-Disgust’ (QASD, Schienle et al., 2014a) for a 

German-speaking population. The SDS has been developed in a convenience sample (largely 

comprising female university students). The questionnaire has two subscales labeled “disgusting 

self” (disgust targeted at aspects of one’s appearance or personality), and “disgusting ways” 

(disgust directed at one’s behavior). The 18-item SDS has evidenced strong internal consistency 

(Cronbach’s alpha = .91).  

The QASD has been developed based on the SDS. The items of the SDS were translated, partly 

modified, and answered by healthy participants and patients with diagnoses of depression. The 

QASD with 14 items also has a two-dimensional structure, including “personal self-disgust”, 

associated with the dissatisfaction with one’s body and personality (e.g., ‘I find myself 

repulsive’), and “behavioral self-disgust”, which is directed at one’s actions and behavior (e.g., 

‘Some of my behaviors are repulsive to others’). The two subscales (personal, behavioral) show 

strong reliability (Cronbach´s alpha: .87, .85). Studies using the SDS or QASD demonstrated 

the central role of self-disgust for symptoms of depression (Ille et al., 2014; Overton et al., 2008). 
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Given that beneficial insights could arise from a self-report measure of self-disgust in contexts 

of psychological assessment and psychotherapy, in the present study the aforementioned 

‘Questionnaire for the Assessment of Self-Disgust’ (QASD, Schienle et al., 2014a) was 

translated, adapted, and validated in a large Italian non-clinical sample. To the best of our 

knowledge, this is the first Italian psychometrical instrument for the assessment of self-disgust.  

2. Method 

2.1 Sample 

A total of 1053 individuals (245 males, 805 females, 3 diverse) with a mean age of 32.35 years 

(SD = 11.68; range = 16-80) participated in an online survey. The total sample was divided into 

sample 1 (exploratory factor analysis) and sample 2 (confirmatory factor analysis) based on 

odd/even numbers resulting in comparable samples with respect to age and gender (EFA: 112 

males, 412 females, 2 diverse; age: M = 32.33, SD = 11.64; CFA: 133 males, 393 females, 1 

diverse, age: M = 32.38 years, SD = 11.74). Half of the participants were married or had a 

partner (51%). The occupational status was as follows: students (36%), white-collar workers 

(40%), unemployed/ retired (9%), blue-collar workers (3%). The large majority of the 

participants had obtained at least a high-school diploma (96%).  

A total of 124 participants (12%) reported a lifetime diagnosis of a mental disorder (mood 

disorders, anxiety disorders, eating disorders, personality disorders, and obsessive-compulsive 

disorder), and 137 participants (13%) reported a diagnosis of a chronic physical condition (e.g., 

multiple sclerosis, diabetes, hypertension). Of the participants, 120 (11,5 %) reported that they 

had experienced physical, emotional, or sexual abuse.  

2.2 Procedure 

The Italian version of the QASD was developed based on the original version of the 

questionnaire (Schienle et al., 2014a; in German). The original questionnaire consists of two 

subscales: “personal self-disgust” (9 items; disgust elicited by one's physical appearance and 

personality; e.g., “I find myself repulsive”), and “behavioral self-disgust” (5 items; disgust 

elicited by one's behavior; e.g., “Some of my behaviors are repulsive to others”). The items are 

rated on a 5-point scale (0 = totally disagree; 4 = totally agree). Possible mean scores for each 

subscale range between 0 and 4 (with higher values indicating more self-disgust).  

The German questionnaire was first translated, and then back-translated via native Italian 

speakers (two independent translators) and then provided to the Italian sample. A link to access 

the online survey (duration: approximately 20 minutes) was shared via email and social media 

between April 2019 and December 2020. The only requisite for participation was to be an Italian 
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native speaker. Anonymity was guaranteed and the respondents provided written informed 

consent.  

The first section of the survey presented a brief explanation of the concept of disgust (“a primary 

emotion evolved to protect humans against potentially harmful stimuli”), and self-disgust 

(“Disgust can also be directed towards our appearance, behavior or personality”). Demographic 

information was collected (age, education, profession, marital status, gender, reported physical 

or mental illness, medications). Additionally, the participants completed the following 

questionnaires: 

1) Brief Symptom Inventory-18 – BSI-18 (Derogatis, 2000) 

The BSI-18 is the short version of the BSI, a symptom questionnaire that gives an indication to 

what extent a person has experienced psychological and/or physical complaints during the last 

week in the areas of anxiety, depression, and somatic complaints. The items are rated on a scale 

from 1 (not at all) to 4 (a lot). Cronbach’s alpha in the present investigation was .91. 

2) Body Image Concern Inventory – BICI (Italian version, Luca et al., 2011)  

The BICI (Cronbach’s alpha = .94) is a self-report measure designed to assess dysmorphic 

concerns during the previous week, e.g., body dissatisfaction, checking and camouflaging 

behavior, or avoidance of social activities. It consists of 19 items rated on a 5-point scale 

anchored by 1 (never) and 5 (always).  

3) Warwick-Edinburgh Mental Well-Being Scale – WEMWBS (Italian version, Gremigni 

& Stewart-Brown, 2011; Stewart-Brown, 2013)  

This instrument (Cronbach’s alpha = .92) comprises 14 positively worded items representing 

both hedonic and eudemonic aspects of well-being (e.g., positive affect, satisfying relationships, 

and positive functioning) to be rated on a 4-points-scale (totally disagree – totally agree) for the 

last two weeks.  

2.3 Statistical Analysis 

We computed exploratory as well as confirmatory factor analyses to investigate the factor 

structure of the QASD. Moreover, to validate the QASD, we computed Pearson correlations 

between self-disgust and the other assessed variables (symptoms of depression, anxiety, and 

somatization, body image concerns, mental well-being, age). The factor analyses were conducted 

with JASP (version 0.14.1); the remaining analyses with SPSS (version 25). 
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3. Results 

3.1 Factor analyses 

Before the exploratory factor analysis (EFA), item 12 was excluded from further analyses due 

to multicollinearity with item 4 and item 13 (see Table 1). For the remaining 13 items, we used 

a principal axis estimation with an oblique (oblimin) rotation method. Afterward, item 8 had to 

be excluded because the shared variance with the other variables was too low (communality: 

.253). For the remaining 12 items, the conducted parallel analysis, an inspection of the scree 

plot, as well as the eigenvalues > 1 criterion, indicated a single factor structure (Bartlett’s test: 

x²(91) = 475.127, p <.001, Kaiser-Meyer-Olkin test: .948). The fit of the single factor structure 

was assessed by subsequent confirmatory factor analysis (CFA). For parameter estimation, we 

used diagonal weighted least squares (DWLS), due to violations of the normality assumption at 

the item level (Muthén, 1993). Overall, the one factor solution showed a good fit (CFI: .99, TLI 

.99, RMSEA: .027 (CI .008 - .041), SRMR: .052) and very good internal consistency 

(McDonald´s omega = .92 [.91 - .93]). 

Table 1. Correlation matrix for the 14 self-disgust items 

Variable  I_01  I_02  I_03  I_04  I_05  I_06  I_07  I_08  I_09  I_10  I_11  I_12  I_13  I_14  

1. I_01    —                             

2. I_02    0.340   —                           

3. I_03    0.438   0.427   —                         

4. I_04    0.476   0.471   0.582   —                       

5. I_05    0.410   0.589   0.549   0.632   —                     

6. I_06    0.417   0.461   0.576   0.498   0.586   —                   

7. I_07    0.498   0.536   0.649   0.695   0.713   0.684   —                 

8. I_08    0.378   0.457   0.372   0.367   0.485   0.340   0.408   —               

9. I_09    0.372   0.499   0.509   0.472   0.653   0.643   0.636   0.386   —             

10. I_10    0.377   0.438   0.500   0.623   0.502   0.516   0.648   0.306   0.482   —           

11. I_11    0.417   0.425   0.488   0.535   0.566   0.591   0.630   0.326   0.598   0.532   —         

12. I_12    0.455   0.464   0.599   0.807   0.634   0.529   0.725   0.382   0.537   0.650   0.595   —       

13. I_13    0.424   0.457   0.549   0.693   0.636   0.536   0.685   0.382   0.533   0.608   0.605   0.795   —     

14. I_14    0.280   0.360   0.383   0.475   0.357   0.420   0.511   0.230   0.358   0.585   0.423   0.460   0.484   —   
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3.2 Associations of the QASD with other questionnaires 

Means and standard deviations for the administered questionnaires are depicted in Table 2. The 

QASD showed positive correlations with reported symptoms of depression, anxiety, 

somatization, and body image concerns, as well as a negative correlation with mental well-being. 

The QASD correlated negatively with age (r = -.18, p <.001).  

Table 2. Mean scores (standard deviations) and intercorrelations for the administered 

questionnaires (n = 1053) 
 

 

Mean (SD) 

 

QASD 

BSI 

Somatization 

BSI 

Depression 

BSI 

Anxiety 

 

BICI 

QASD 0.92 (.80) -     

Somatization 1.68 (.55) .378 -    

Depression 1.93 (.75) .674 .458 -   

Anxiety 1.82 (.67) .526 .557 .704 -  

BICI 2.30 (.85) .597 .332 .499 .412 - 

WEMWBS 1.85 (.59) -.452 -.258 -.589 -.439 -.273 

Note: all p < .001; QASD: Scale for the Assessment of Self-disgust; BSI: Brief Symptom Inventory; 

BICI: Body Image Concern Inventory, WEMWBS: Warwick-Edinburgh Mental Well-Being Scale 

4. Discussion 

Some people experience self‐disgust as an enduring cognitive-affective orientation towards the 

self, which is associated with considerable psychological and behavioral consequences. Self-

disgust is today being recognized as a characteristic feature of a wide range of mental health 

problems (Powell et al., 2015).  

Within the literature, the operationalization of the construct of self-disgust has been done in 

heterogeneous ways. The use of visual analogue scales has been the most frequently employed 

measure of self-disgust in the absence of alternative standardized self‐disgust scales (Abdul‐

Hamid et al., 2014). Psychometric measures to assess self-disgust have only recently been 

developed (Overton et al., 2008; Schienle et al., 2014a) and are not yet available in many 

languages.  

The present study aimed to fill the gap in the Italian literature concerning the assessment of self-

disgust. For this purpose, the German QASD developed by Schienle et al. (2014a) was 

translated, adapted, and validated. The final version of the Italian QASD consists of 12 items 

to be rated on a 5-points Likert scale (0 - “totally disagree” – 4 - “totally agree”). In contrast to 
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the original German version (Schienle et al., 2014a) and Overton’s “Self-Disgust Scale” (2008), 

exploratory and confirmatory factor analysis showed that the Italian scale comprises a one-

factor structure. A two-factor model (personal and behavioral scales) did not adequately fit our 

data. Future studies may further inquire about the nature of the differences in the construct in 

different countries. However, a strong association between the two QASD subscales has been 

previously observed. In a study by Schienle, Schwab, and collaborators (2020), personal and 

behavioral self-disgust’s scores displayed a very high intercorrelation (r = .79), which led the 

authors to choose a global measure of self-disgust for their further analyses, instead of the two 

sub-scores.  

Similar to other results (Ille et al., 2014; Overton et al., 2008; Schienle et al., 2014a; Schienle & 

Wabnegger, 2019), in our sample the scores of self-reported self-disgust for mentally healthy 

individuals were very low. Nevertheless, significant correlations with the three subscales of the 

BSI-18, a measure of psychological and physical distress, were found. In particular, we observed 

a small but significant correlation between the QASD scores and the BSI’s subscale 

“Somatization”. Examples of symptoms include faintness, nausea, and upset stomach, which 

are associated with parasympathetic activation, typical for the emotion of disgust (Schienle et 

al., 2003). The BSI subscale “Anxiety” showed a moderate correlation with the QASD mean 

score. In previous studies, anxiety has been found to be a predictor of behavioral self-disgust 

for patients with eating disorders (Ille et al., 2004), and significantly correlated with scores on 

the Self-Disgust Scale in patients suffering from insomnia (Ypsilanti et al., 2018). The authors 

hypothesized that negative ruminations and maladaptive thought control strategies typical for 

anxiety may play a role in the development of self-disgust in people with insomnia.  

The BSI subscale “Depression” showed a substantial correlation with the QASD scores (r = 

.67). Evidence of the role of self-disgust in the etiology and maintenance of depressive 

symptoms is widespread (e.g., Overton et al., 2008; Powell et al., 2014; Schienle et al., 2014a; 

Simpson et al., 2010; Surguladze et al., 2010). For clinical purposes, it is nonetheless crucial to 

remember that self-disgust can exist also outside of depressive experience and that therapies for 

depression do not automatically affect self-disgust. When this residual emotional experience 

remains unaddressed, the risk for depressive relapse gets higher (Powell et al., 2014).  

Self-disgust also correlated positively with a measure of body image concerns (I-BICI). The 

moderate correlation rules out the possibility that the construct of personal self-disgust (i.e., 

disgust directed at bodily features perceived as diseased or unattractive by society) simply 

overlaps with dysmorphic concerns. Empirical studies examining the specific relationship 
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between self-disgust and body image disturbances (i.e., maladaptive attitudes and behaviors 

directed toward a disliked aspect of one’s own body) are still few, but all found consistent 

relations between the two constructs (e.g., Cash et al., 2004). 

The QASD scores negatively correlated with a measure of well-being. It may be reasonable to 

identify social withdrawal which typically accompanies the experience of self-disgust as being 

one of the causes for reduced well-being. Indeed, mental well-being includes the capacity for 

mutually satisfying and enduring relationships (Tennant et al., 2007). Also, the contrary can be 

supposed: interpersonal sensitivity can result in a critical position towards one’s behavior, thus 

leading to an internalized feeling of inferiority or self-disgust (Ille et al., 2014).  

4.1 Limitations and strengths of the present investigation 

Some limitations of the present study have to be acknowledged. Our sample was not 

representative of the general population because of the predominance of women among the 

respondents. However, the investigation of gender effects would have been useful. Additionally, 

our highly educated sample does not match the most recently reported socio-demographic 

characteristics of the country (ISTAT, 2019).  

Even though we investigated a self-selected sample, the sample size was large and the variance 

in reported self-disgust and the other selected variables was sufficient. Therefore, we can draw 

solid conclusions from the present data set. 

5. Conclusions 

Taken together, these and previous results convey the high risk of self-disgust to trigger major 

consequences for health and social outcomes. We would like to stress the importance of 

including a measure of trait self-disgust in the psychological assessment (especially for 

psychopathologies that have an association with self-disgust) to thoughtfully choose the best 

therapeutic path. The QASD, given its brevity and good psychometric qualities, comprises a 

reliable and easy-to-administer instrument for this purpose. 

To conclude, the Italian version of the QASD captures the trait construct of self‐disgust and 

has sound psychometric properties. 
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Appendix 

Si prega di indicare il suo grado di accordo con le seguenti 

affermazioni: 
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1. 
Non piaccio particolarmente alla maggior parte delle 

persone. 
     

2. Faccio cose che trovo disgustose.      

3. Mi sento umiliato.      

4. Mi trovo ripugnante.      

5. Mi vergogno di come mi comporto.      

6. Mi sento in colpa.      

7. Mi vergogno di me stesso.      

8. Mi pento del mio comportamento.      

9. Mi infastidisce guardarmi.      

10. Odio alcuni aspetti della mia personalità.      

11. Non riesco a sopportarmi.      

12. 
Mi sento a disagio nel toccare le parti del mio corpo 

che non mi piacciono. 
     

 

 

 

 

 

 

 

 

  


