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OBSESSIVE-COMPULSIVE DISORDER AND PROPENSITY 
TO GUILT FEELINGS AND TO DISGUST

Francesca D’Olimpio, Teresa Cosentino, Barbara Basile, Katia Tenore, 
Andrea Gragnani and Francesco Mancini

Abstract

Objective: According to a large scientific literature, propensity to guilt feeling and to disgust plays an important role 
in pathogenesis and maintenance of OCD. However it is still not completely clear whether OC patients show greater guilt 
and disgust propensity, when compared to healthy subjects and other anxiety disorders, whether checkers and washers 
OCD subtypes show some differences in their guilt and disgust propensity, whether there is an association between guilt 
and disgust propensity and OC symptoms severity. The aim of the present research is to answer to these questions. 

Method: We recruited 73 OCD patients (11 washers, 49 checkers, 13 both), 19 other-anxiety disorders patients and 
87 non-clinical controls (NCC). 

Results: Results confirmed that OCD patients were more prone to guilt feelings and disgust than both anxious and 
NCC. There were no differences between OC subtypes. Propensity to guilt feelings and to disgust was significantly 
correlated with OC symptom severity. Moreover, propensity to guilt feelings was significantly correlated to disgust 
propensity only in OCD group. 

Conclusions: These findings are in line with results of other research suggesting that OCD patients suffer of 
deontological guilt, which is strictly connected to disgust. 
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Introduction
Recent cognitive models of obsessive–compulsive 

disorder (OCD) suggest that the goal of OC symptoms 
is the prevention or neutralization from the possibility 
of feeling guilty or being contaminated by disgusting 
substances (Salkovskis 1985; Rachman 1993, 2002, 
2006; van Oppen and Arntz 1994; Salkovskis and 
Forrester 2002; Mancini and Gangemi 2004, 2011). 
For example, the goal of compulsive gas tap closure 
checking might be to prevent an explosion of which one 
would feel responsible of, thus allow to avoid guilt. The 
compulsive repetition of prayers and formulas, could, as 
well, be an attempt to neutralize blasphemous intrusive 
thoughts, to keep one’s own conscience morally clean. 
On the other hand, washing compulsions seem to be 
an attempt to neutralize contamination by disgusting 
substances.

Responsibility and guilt in OC behaviours
Some studies (Lopatka and Rachman 1995, Shafran 

1997) show that when experimentally decreasing 

feelings of responsibility, thus preventing the possibility 
of being guilty, OCD patients report a decreased 
urge to carry out their rituals. Helping the patient, 
within therapy, to decrease his sense of responsibility 
connected to his specific symptomatology (Ladouceur 
et al. 1996, Vos et al. 2012) reduce symptoms’ severity. 
Jónsson and colleagues (2011) found that OC beliefs 
related to inflated responsibility are predictive and 
mediate individual and group cognitive behavioral 
therapy outcome for OCD. These authors showed 
that changes in Inflated Responsibility (described by 
Salkovskis and Forrester (2002) as the belief that “one 
has pivotal power to provoke or to prevent subjectively 
crucial negative outcomes. The outcomes may be 
actual, that is real word, or moral”) were significantly 
associated with OC symptoms severity decrease. 

In the same way, when patients learn to accept 
the possibility of being guilty, obsessive symptoms’ 
decrease, even when guilt acceptance does not directly 
refer to the patient’s symptomatic domain (Cosentino 
et al. 2012). 

The Inflated Responsibility, predict the development 
of OCD symptoms after controlling for pre-existing 
OCD symptoms, anxiety, and depression (Abramowitz 
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The majority of these studies, showing controversial 
results, used the Responsibility/Threat Estimation 
subscale of the Obsessive Belief Questionnaire (OBQ). 
This instrument includes 16 items dealing with concerns 
related to harm prevention (towards oneself or others), 
inaction consequences, and responsibility for bad things 
happening. Because this subscale is highly related to 
both responsibility and threat, we guess that it could be 
scarcely suitable to measure guilt propensity in OCD 
population. 

In summary, the hypothesis that OCD pathology 
is characterized by an excessive propensity to guilt 
and responsibility is supported by many, but not by all 
studies. 

Specifically considering the role of guilt in OCD, at 
least three questions remain still unclear:
- Do OCD patients show greater guilt propensity, when 

compared both to healthy subjects and other anxiety 
disorders patients?

- Do checkers and washers OCD subtypes show some 
differences in their guilt propensity?

- Is there an association between guilt propensity and 
OC symptoms severity?

Disgust and OC behaviours
OCD patients with washing symptoms often refer 

that the feeling or the idea that something dangerous 
(i.e., for their health, like germs and viruses) or 
disgusting might contaminate them drives them to 
their washing compulsions. This led many authors 
(Rachman 2004, Tolin et al. 2006a) to hypothesize that 
OCD patients are particularly sensitive to feelings of 
disgust. In the last years many studies, using both self-
report questionnaires (Muris et al. 2000, Mancini et 
al. 2001, Charash and McKay 2002, Woody and Tolin 
2002, Schienle et al. 2003, Thorpe et al. 2003, Cisler 
et al. 2009, Cisler et al. 2010, Olatunji et al. 2010) and 
behavioral (avoidance) tasks (Tsao and McKay 2004, 
Deacon and Olatunji 2007, Olatunji et al. 2007a) have 
focused on the role of propensity to disgust in OCD 
patients, investigating whether disgust proneness 
is specific to these patients, and, expressly, to the 
washing subtype. Most of these studies showed that the 
propensity to experience disgust is indeed associated 
with OCD symptoms. 

For instance, compared to NCC and GAD patients, 
OCD participants were found to be more strongly 
endorsed disgust propensity (Olatunji et al. 2011) and 
Olatunji (2010) found that changes in disgust predicted 
changes in OCD contamination-based symptoms across 
a 12-week period of intensive treatment, controlling for 
age, gender, depressive symptoms and negative affect. 
This relationship was specific for disgust propensity 
(i.e., a heightened frequency and intensity of disgust 
experiences), and not for other variables. However, an 
exaggerated propensity toward disgust has also been 
observed in small animal phobia (Mulkens et al. 1996), 
in other specific phobias (Olatunji et al. 2007a, Olatunji 
et al. 2007b), in spider fear (Mulkens et al. 1996, de 
Jong and Merckelbach 1998, Thorpe and Salkovskis 
1998, Olatunji et al. 2007c, Olatunji and Deacon 
2008), and in blood-injection injury phobia (de Jong 
and Merckelbach 1998, Olatunji et al. 2006, Olatunji 
et al. 2007c). Moreover, Muris and colleagues (1999) 
found that the association between disgust levels and 
OCD symptoms among children lost its significance 
when controlling for trait anxiety and Woody and Tolin 
(2002) found that disgust levels among adult OCD 

et al. 2006).
Induction of responsibility in normal individuals 

leads to an increase in OCD-like behaviors, especially 
when subjects are induced to think that they are not 
kept up with their own responsibility both in adults 
(Ladouceur et al. 1995, Ladouceur et al. 1997, Bouchard 
et al. 1999, Mancini et al. 2004) and in children (Reeves 
et al. 2010).

Induction of responsibility and fear of guilt, in a 
non symptomatic domain, leads to subjective OCD-like 
experiences and drives toward checking behaviors more 
in OCD patients, than in healthy controls and in non-
OC anxious patients, also in OCD patients with a low 
score on the Checking subscale of the Padua Inventory 
(Arntz et al. 2007). These data support the hypothesis 
that overall OC patients, even if not within the checking 
subtype category, are specifically sensitive to feeling of 
responsibility and guilt.

OCD patients and control subjects with OCD-
like symptoms tend to score higher on measures of 
responsibility and guilt (Steketee et al. 1991; Freeston 
et al. 1992, 1993, Frost et al.1994; Rhéaume et al. 
1995b; Ladouceur et al. 1995; Rhéaume et al. 1995a; 
Rachman et al. 1995; Shafran et al. 1996; Steketee et 
al. 1998; Wilson and Chambless 1999; Menzies et al. 
2000; Salkovskis et al. 2000). This association seems to 
be specific for OCD, especially for checkers, and does 
not characterize other anxiety disorders (Salkovskis et 
al. 2000, Foa et al. 2001, Foa et al. 2002).

Beliefs about responsibility have been found to 
share consistent relations with OCD symptom severity 
(Wheaton et al. 2010, Viar et al. 2011). 

Not Just Right Experience (NJRE) is “the feeling 
that things are not the way they should be” (Coles et al. 
2003), and it is more frequent and intense in OC patients 
than in other patients and in non-clinical controls (Sica 
et al. 2012) and, moreover, some order and symmetry 
rituals are aimed at decreasing such negative feeling 
(Coles and Horng 2006). Mancini and colleagues (2008) 
found that the induction of guilt feelings in non-clinical 
subjects, implies an increase in NJRE, suggesting that 
NJRE is more intense and frequent in OC patients 
because they are more prone to guilt feelings. 

Moreover, “Neuroimaging studies have demonstrated 
that guilt induction in NCC increased brain activity in 
areas proximal to regions of interest identified in OCD 
research subjects” (Shapiro and Stewart 2011).

However, some previous findings seem to contradict 
these results from at least three standpoints.

First, levels of responsibility seem to be inconsistently 
related to OCD symptoms (Calleo et al. 2010, Myers et 
al. 2008, Tolin et al. 2008, Fergus and Wu 2010, Fergus 
and Wu 2011).

Second, some studies show that guilt and 
responsibility proneness are not specific to OCD, but 
they are also involved in Major Depressive Disorder 
(Bybee et al. 1996, Fuchs 2002, Belloch et al. 2010), in 
PTSD (Wilson et al. 2006, Hathaway et al. 2010, Viar 
et al. 2011), and in other anxious patients (Tolin et al. 
2006b).

Third, it still remains unclear whether guilt and 
responsibility proneness are specific to the checkers 
OCD subtype. In fact, some authors found a positive 
association between guilt and inflated responsibility 
and OC symptoms also in OCD patients with washing 
symptoms (Menzies et al. 2000, OCCWG 2005, Coles 
and Horng 2006, Sica et al. 2006, Tolin et al. 2008, 
Taylor et al. 2010). In fact, beliefs pertaining to inflated 
responsibility and to the overestimation of the likelihood 
of threat predicted the contamination related with OCD 
(Wheaton et al. 2010).
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the use of data for statistical purposes only. Participants 
were requested to fill in the following measures in a 
balanced order:

Beck Depression Inventory
The BDI (Beck et al. 1996) is a 21-item questionnaire 

where subjects rate themselves (on a scale from 0 
to 3) according to the extent to which they exhibit 
cognitive, affective, somatic, and vegetative symptoms 
of depression. The BDI has been used in both clinical 
and non-clinical samples. Beck and colleagues (1996) 
established in a meta-analytic review the psychometric 
properties of the BDI, showing that the BDI is a reliable 
and valid measure of depression.

 State Trait Anxiety Inventory - Form Y
The STAI (Spielberg 1983) consists of two scales 

of 20 items, aiming at measuring state and trait anxiety. 
The STAI State subscale asks respondents to rate how 
they feel ‘right now . . . at this moment’ using a 4-point 
scale (1 = Not at all, 4 = Very much so) in response to a 
series of self-descriptive statements. The Trait subscale 
asks to rate how they “generally” feel using a 4-point 
scale (1 = Almost never, 4 = Almost always) in 
response to the 20 self-descriptive statements. Factor 
analytic validation of the state/trait distinction has been 
demonstrated, and the psychometric properties are well 
documented (Spielberg 1983).

Disgust Scale
The Disgust Scale (DS, Haidt et al. 1994) consists 

of 32 items measuring attitudes toward seven domains 
of disgust elicitors: Food, Animals, Body products, Sex, 
Envelope Violations, Death, and Hygiene, and a further 
subscale referring to the domain of Magical Thinking 
(Haidt et al. 1994). The DS gives a total score, from 
0 (minimal disgust sensitivity) to 32 (maximal disgust 
sensitivity).

Guilt Inventory

The Guilt Inventory (GI, Jones et al. 2000, 
Kugler and Jones 1992) is a self-report scale asking 
to responders to rate their agreement to 45-item on 
a 5-point Likert-type scale (from a 1 = Strongly 
disagree to 5 =Strongly agree). It was designed to 
assess the following domains: state-guilt, defined as 
‘‘present guilty feelings based on current or recent 
transgressions’’; trait-guilt, defined as ‘‘a continuing 
sense of guilt beyond immediate circumstances’’; moral 
standards, defined as ‘‘subscription to a code of moral 
principles without reference either to specific behaviors 
or overly specific beliefs’’. The GI has good reliability 
and validity (Kugler and Jones 1992). 

Padua Inventory - Revised version
The Padua Inventory - Revised Version (PI-R, van 

Oppen et al. 1995) consists of 41 items. Each item 
is rated on a 5-point scale according to the degree of 
disturbance caused by the thought or behaviour (0=”not 
at all”, 4= “very much”). The PI-R gives a global score, 
from 0 to 164, indicating the presence of obsessive–
compulsive features, and five sub-scale scores:

(a) Impulses: for example, violent impulses directed 

patients were not significantly higher than those of 
patients with social phobia.

Further, is disgust propensity specific for washers or 
does it play a role also in the checking OCD subtype? 

It seems that disgust propensity is more intense for 
contamination obsessions and washing compulsions 
(Muris et al. 2000, Olatunji et al. 2004, Tolin et 
al. 2006a), even when controlling for anxiety and 
depression (Thorpe et al. 2003, Olatunji et al. 2007c, 
Moretz and McKay 2008).

However, some authors (Mancini et al. 2001, 
Schienle et al. 2003, Thorpe et al. 2003, Berle et al. 
2012) showed that disgust propensity predicts also 
checking symptoms.

So, to conclude, some doubts remain unsolved:
- Do OCD patients show greater disgust/guilt propensity, 

when compared to other than OCD anxiety disorders 
and to NCC?

- Do checkers and washers OCD subtypes show some 
differences in their disgust/guilt propensity?

- Is there an association between disgust/guilt propensity 
and OC symptoms severity?
The aim of this study is to clarify the three main 

questions regarding relationship between OCD, guilt 
and disgust.

Methods 
Participants

We recruited 92 patients and 87 non-clinical controls 
(NCC). From the patients group, 73 had diagnosis of 
OCD and 19 of other-anxiety disorders (AD). OCD 
sample was sub-divided into different groups, according 
to specific symptomatology. One group included 
patients with a washer subtype symptomatology 
(N=11), another group of OCD patients (N=49) 
showed check- symptoms, and the last group included 
both washer and checker symptoms (N=13). Age of 
the OCD sample ranged from 16 to 53 years, with an 
average of 31.61 years (s.d. = 8.4). 42% of the sample 
were males. Patients suffering from other-than OCD 
anxiety disorder satisfied the DSM IV criteria for panic 
disorder (PD, N=15), general anxiety disorder (GAD, 
N=2) and social phobia (SP, N=2). AD patients ranged 
from 23 to 57 years, with an average age of 36.16 years 
(s.d.=9.5). Around 39% of the AD sample was males. 
Overall, patients’ disease duration was about 10 years 
and all of them were recruited from a private center 
of cognitive psychotherapy in Rome. All patients 
underwent The Structured Clinical Interview for the 
DSM IV (SCID-IV; First et al. 1996) administered by 
a trained clinical psychologist. Exclusion criteria for all 
groups were a diagnosis of bipolar disorder, substance 
abuse, pervasive developmental disorders, mental 
retardation, or current or past central nervous system 
diseases. Further exclusion criterion for OCD patients 
was history or current GAD diagnosis. Non-clinical 
controls were recruited from different specialization 
schools in Italy and from general population. Their age 
ranged from 20 to 59 years (mean age=32.64, s.d.= 
6.95) and 33% of the sample were males. Groups were 
not significantly (F(2,163)= 2.46; p=.09) different on 
years of education (OCD=16.5, AD=16.8 NCC=17.02).

Procedure and instruments
The questionnaires were administered individually. 

The subjects were guaranteed privacy, anonymity, and 
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and disgust, after controlling for the possible effect of 
anxiety and depression. 

Moreover, we ran a 4-step hierarchic regression 
on the OCD group. Demographic measures (age and 
gender) were entered first, at the second step we inserted 
state and trait anxiety and depression, at the third step 
guilt-trait was introduced, and, finally in the fourth step, 
disgust was entered as possible explanatory variables.

Results
M/ANOVAs showed that the three subgroups of 

OCD patients (washers, checkers and mixed group) 
did not differ in trait and state anxiety (Lambda=.97, 
F(4,98)=.42, p=.79; η2

p =.017), in levels of depression 
(F(2,70)=.02, p=.98; η2

p =.001), of guilt (Lambda= 
.96, F(6,136)=.38, p=.88; η2

p = .017) and of disgust 
(F(2,70)=1.6, p=.21; η2

p = .04). According to these 
results, even if showing 2 different kinds of symptoms, 
we considered OCD subgroup as a homogenous group.

ANCOVA on the DS score in OCD and NCC, showed 
no significant effects of trait anxiety and depression. 
Furthermore, OCD patients showed significantly higher 
disgust total scores (F(1,158)=13.4, p=.001; η2

p = .08). 
Single sample t test showed that OCD patients were 

significantly more prone to disgust than patients with 
other AD (t(18)=-2.7, p=.015). 

MANCOVA on guilt scores, controlling for the effect 
of trait anxiety and depression levels, showed a covariate 
effect for trait anxiety (Lambda=.9, F(3,134)=4.96, 
p=.003; η2

p =.10) and a non significant effect for 
depression (Lambda=.96, F(3,134)=1.7, p=.16; η2

p 
=.04). When considering the role of trait anxiety, OCD 
patients (figure 1) were significantly more sensitive to 
guilt than NCC (Lambda=.92; F(3,134)=3.57, p=.016; 
η2

p =.07), in guilt-state (F(1,136)=8.5, p=.004; η2
p =  

.06), guilt-trait (F(1,136)=5.2, p=.02; η2
p = .04) and in 

the moral standard subscales (F(1,136)=6.3, p=.013; η2
p 

= .04). 
When considering the difference on the GI between 

the two clinical groups, t Student test showed that OCD 
patients had significantly higher guilt feelings (figure 
1) than other AD patients (state: t(18)=-4.8, p<.001; 
trait: t(18)=-6.3, p<.001; moral standard: t(18)=-5.1, 
p<.001).

Correlation analyses showed a significant 
association between OCD severity and both guilt and 
disgust. In particular, coefficients on OCD group (table 

against animals and objects, unaccountable urge to kill 
oneself and others; fear of losing control over antisocial 
or sexual urges. Scored between 0 and 28.

(b) Washing: for example, stereotyped cleaning 
activity, severe preoccupation with dirt, unrealistic fear 
of contamination, etc. Scored between 0 and 40.

(c) Checking: for example, checking whether doors 
have been closed, gas and other taps turned off, etc. 
over and over. Scored between 0 and 28.

(d) Rumination: for example, reduced capacity 
to remove undesirable thoughts, difficulty in making 
simple decisions, uncertainty concerning one’s 
responsibility in the case of incidents, rumination over 
unlikely hazards, etc. Scores between 0 and 44.

(e) Precision: for example, feeling yourself obliged 
to follow a particular order in doing something, 
counting letters, money, numbers for no reason, etc. 
Scored between 0 and 24.

The PI-R factorial structure is invariant across 
various clinical samples (i.e. obsessive–compulsive, 
panic disorder and social phobic patients) and normal 
subjects (van Oppen et al. 1995).

Data analyses
First of all, descriptive statistics were calculated 

(mean, standard deviation, minimum and maximum) 

for groups of participants. Furthermore, we controlled 
for levels of anxiety and depression in the 3 OCD 
subgroups (i.e., washers, checkers and mixed group, 
that is with both checking and washing symptoms), 
using the STAY-Trait and the BDI. To check whether 
the OCD subgroups would show any difference in the 
intensity of guilt and disgust propensity, ANOVAs were 
conducted among the three OCD groups, using the GI 
and DS scores. 

Afterwards, we run an ANCOVA on the DS scores 
and a MANCOVA on the 3 guilt subscales scores 
with groups (OCD vs. NCC) as between factor, after 
controlling for the effect of anxiety and depression. 

Furthermore, additional single sample t tests were 
ran on the AD group, with the mean score of OCD 
group as referring score, both on GI and DS scores.

Correlation and Partial correlation analyses were 
separately ran on NCC and OCD groups, in order to 
investigate the associations between: 1) guilt and the 
PI-R subscales and total scores, 2) disgust and the 
PI-R subscales and total scores, and 3) guilt scores 

Table 1. Reports mean scores and standard errors in each test, for the NCC sample, for the AD and the three OCD 
subgroups

NCC AD
OCD
Checkers Washers Mixed

STAI-Y
State 36.4 (1.7) 44.9 (3.7) 37.7 (2.7) 34.4 (5.2) 37.4 (4.8)
Trait 37.5 (1.1) 49.6 (2.4) 54.2 (2.1) 54.9 (4.3) 51.9 (3.8)

BDI 5.6 (.9) 12.9 (2.1) 14.4 (1.6) 14.0 (3.0) 12.5 (2.8)
PI-R Total score 16.1 (1.9) 23.0 (4.0) 53.8 (2.9) 58.9 (5.6) 60.3 (5.1)

GUILT

State 26.8 (.5) 31.2 (1.2) 34.2 (.9) 33.9 (1.7) 34.1 (1.5)
Trait 50.7 (.9) 52.2 (1.9) 63.2 (1.4) 63.3 (2.6) 62.8 (2.4)
Moral 
Standard 44.7 (.6) 45.7 (1.4) 52.9 (1) 51.6 (1.9) 50.4 (1.7)

DS 17.1 (.6) 17.6 (1.2) 20.0 (.8) 20.5 (1.6) 21.7 (1.5)
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trait, and that this association might be better explained 
by a specific kind of guilt, not assessed through the GI, 
which is more related to disgust.

Discussion
The aim of this study was to answer the following 

questions:
- Do checkers and washers OCD subtypes show some 
differences in their guilt and disgust propensity?
- Do OC patients show greater guilt and disgust 
propensity, when compared both to non clinical control 
participants and other anxiety disorders patients?
- Is there an association between guilt, disgust 
propensity, and OC symptoms severity?

2) showed high positive significant associations among 
PI-R total and subscales scores and Disgust scale score. 
It is interesting to observe that this pattern still remained 
significant for the OCD group, when controlling for 
the possible effect of trait anxiety and depression. 
Furthermore, the correlation between the DS and the GI 
showed a significant positive association, but only in 
the OCD patients. This association remained significant 
also when controlling for anxiety and depression.

Results from hierarchical regression showed that 
the total score of the PI-R was explained by guilt trait 
in the third step, even after partialling for anxiety and 
depression (table 3). When, instead, considering both 
guilt and disgust as possible predictors of symptoms’ 
severity, guilt wasn’t anymore significant. These results 
suggest that disgust plays a role in mediating the 
association between OCD symptoms’ severity and guilt 

Figure 1. Means (and standard errors) of the three subscales of the Guilt Inventory in the NCC, AD and OCD 
groups

Table 2. Correlation coefficients (Pearson) among disgust scale and guilt scale (three subscales) and PI-R total 
and subscales in the OCD and NCC groups. Values in brackets report r-coefficients partialled for trait anxiety 
(STAI-Y) and depression (BDI). Only significant scores are shown (p<.05)

Impulses Washing Checking Rumination Precision PI-Total DS

DS
OCD - .53 (.38) .26 (.31) .39 (.33) .35 (.44) .52 (.40) 1
NCC - .28 (.27) - - - - 1

GI

State

OCD - - -.28 .68 (.43) .25 .52 .30

NCC - - - - - - -

GI

Trait

OCD - .39 .32 .57 (.43) .27 .59 (.37) .49 (.45)

NCC - - .31 - - .30 -

GI

MS

OCD - - - .32 - .34 .24

NCC - - .26 - - .22 -
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with checking symptoms show not only intense guilt 
feelings but high disgust propensity too. 

One possible objection is that there are some other 
categories of patients, like MDD, PTSD or specific 
phobias, that show an exaggerated guilt and disgust 
propensity (Berle and Phillips 2006, Olatunji et al. 
2007a, Olatunji et al. 2007b), even when not showing 
OC symptoms. This objection deserves a comment. 
Recently Reuven and colleagues (2013) showed that 
Lady Macbeth effect was particularly prominent 
among participants with OCD. This is coherent with 
our results, our OC patients had a high propensity 
either to guilt feelings either to disgust. As matter of 
fact, GI and DS were highly correlated in OCD group 
but not in the NCC group. It seems, then, that a high 
correlation between feeling of guilt and disgust may be 
a characteristic of OCD. But how can we explain this 
characteristic? We suggest that the strong correlation 
between guilt feelings and disgust, we observed in 
OCD, may depend on a specific kind of guilt feeling, 
namely deontological guilt feeling, that seems to be 
specific for OCD. 

Some evidence seems to support this idea. For the 
sake of clarity: deontological guilt, arises when one 
violates an inner moral rule, while altruistic guilt arises 
if one does not behave altruistically (Mancini 2008). 
In non-clinical sample, recent fMRI data highlighted 
that deontological guilt induction, but not altruistic 
guilt one, is associated with insulae activation, and, it 
is commonly known, that this brain area is specifically 
involved in the experience of disgust (Basile et al. 2011). 
Some behavioral data, in non-clinical participants 
(D’Olimpio and Mancini 2012), suggest that the 
induction of deontological guilt, more than altruistic 
guilt, triggers towards cleaning behavior and, in turn, 
these behaviors reduce feelings of deontological, but 
not altruistic, guilt.

The results of this study suggest the following. 
All the investigated OCD symptomatology, 

including washers, checkers and mixed group, seem 
to have an inflated propensity either to guilt feelings, 
either to disgust. Therefore, checkers and washers seem 
to manifest similar propensity to guilt and disgust. To 
get a better understanding of these results, we have to 
consider that most of our patients with the washing 
manifestations had a past history of checking symptoms, 
and vice versa. Patients with washing symptoms might 
be driven by three different types of goals. First, they 
might be motivated by the avoidance of contamination 
by disgusting, but not dangerous, substances. For 
instance, one of our OCD patients felt the urge to wash 
himself after having defecated or urinated, but this was 
not to avoid potential illness or contamination, rather, 
his main purpose was to avoid the feeling of disgust 
toward himself. In fact, he reported that these disgust 
feelings were very similar to the feelings of guilt he 
felt after sexual sins. Second, OCD patients may avoid 
or neutralize moral contamination, i.e. moral disgust 
(Rachman 2006), which is associated with guilt feelings. 
Third, OCD patients may fear that being contaminated 
might be dangerous for one’s own or others’ health. 
Therefore not preventing or neutralizing contamination 
could imply not being up to their own responsibilities, 
and, then, being guilty. These reports suggest why OCD 
washers might, like checkers do, show an exaggerated 
propensity toward guilty feelings. 

When considering intense disgust propensity in 
checkers OCD patients, one has to consider the so 
called Lady Macbeth effect: “A threat to one’s moral 
purity induces the need to clean oneself. Physical 
cleaning alleviates the upsetting consequences of un-
deontological behavior and reduces threats to one’s 
moral self-image” (Zhong and Liljenquist 2006). 
Therefore, it seems not surprising that OCD patients 

Table 3. Results from hierarchical multiple regression analyses performed on PI-R total scores in OCD patients, 
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#4). *P<0.05, **P<0.01

PI – R Tot
Step #1 Step #3 Step #4
R2 (adjusted)

β for Age

β for Gender

.01

.09

.12
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β for Trait  Anxiety        .45*

β for Depression            .37*

β for Trait Guilt            .15

β for Disgust                 .24*

Step #2
R2 (adjusted) .50*

β for State Anxiety .02
β for Trait Anxiety .45*

β for Depression .56*

Multiple R .80
F (df = 7,45) 11.2**
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Further, in another study involving OC patients, 
an abnormal pattern of insula activation was observed 
in patients, when compared to healthy controls, when 
confronted with deontological, but not altruistic, guilt 
stimuli (Basile et al. 2013).

Results from another study (Mancini and Gangemi 
2011) using the trolley dilemmas suggest a stronger 
propensity to respect inner moral norms, than altruism, 
in OCD patients, more than in other anxious patients or 
in a non-clinical group. Finally, Ottaviani and colleagues 
(2013) showed that moral disgust is interpreted as a 
metaphor in non-clinical subjects, while it induced the 
physiological reactions of disgust in subjects with high 
OC symptoms propensity.

The results we observed in this study, as well, seem 
to go in the same direction. Namely, inflated propensities 
to guilt and disgust feelings are associated with OC 
symptoms severity, thus suggesting their specific role 
in OCD pathology. Further, results from hierarchical 
regression showed that when considering both guilt 
and disgust as possible predictors of OC symptoms’ 
severity, guilt was not significant anymore, thus 
suggesting that the type of guilt that explains OCD is 
specifically associated with disgust. Finally, as already 
mentioned, propensity to guilty feelings is correlated 
with propensity to disgust, only in OC patients, but not 
in healthy participants.

Conclusions
Taken all together, our data suggest that OC patients 

tend to score higher on guilt and disgust measures, than 
NCC and other-anxious patients. Moreover our results 
suggest that there could be a specific kind of guilt, or 
a specific feature of guilt involving deontological and 
moral aspects, that explains OCD symptomatology. As 
deontological guilt and disgust are strictly connected, 
we suggest that this association might explain why GI 
and DS are associated only in OCD, and not in NCC. As 
well, this might explain the why checkers and washers 
are both prone to guilt and to disgust. We can speculate 
that there could be a difference between depressed 
patients and OCD in terms of the kind of guilt they 
are prone to. In this view, a considerable amount of 
data (O’Connor et al. 1999, O’Connor et al. 2002, 
O’Connor et al. 2007) suggest that depressed patient 
are affected by interpersonal guilt, which seems very 
close to altruistic guilt. In the same line, preliminary 
data on other-anxiety disorders from our study could 
us to speculate that in specific phobia patients disgust 
should not be associated to guilt. 

Acknowledgement
We wish to thank Luca Cieri, Giuseppe Romano, 

Claudia Perdighe and Angelo Saliani for their help in 
data recruitment.

References
Abramowitz JS, Khandker M, Nelson C, Deacon B, Rygwall 

R (2006). The role of cognitive factors in the pathogenesis 
of obsessions and compulsions: a prospective study. 
Behaviour Research and Therapy 44, 9, 1361-1374.

Arntz A, Voncken M, Goosen ACA (2007). Responsibility 
and obsessive-compulsive disorder: An experimental test. 
Behaviour Research and Therapy 45, 3, 425-435.



Propensity to guilt feelings and to disgust

Clinical Neuropsychiatry (2013) 10, 3, Suppl.1 27

compulsive checking: An experimental analysis. Behaviour 
Research and Therapy 33, 6, 673-684.

Mancini F (2008). I sensi di colpa altruistico e deontologico. 
Cognitivismo Clinico 5, 2, 123-144.

Mancini F, D’Olimpio F, Cieri L (2004). Manipulation of 
responsibility in non-clinical subjects: does expectation 
of failure exacerbate obsessive-compulsive behaviors? 
Behaviour Research and Therapy 42, 4, 449-457.

Mancini F, Gangemi A (2004). Fear of guilt of behaving 
irresponsibly in obsessive-compulsive disorder. Journal 
of Behavior Therapy and Experimental Psychiatry 35, 2, 
109-120.

Mancini F, Gangemi A (2011). Fear of deontological guilt 
and fear of contamination in obsessive compulsive patient. 
Psicoterapia Cognitiva e Comportamentale 17, 3, 395-404.

Mancini F, Gangemi A, Perdighe C, Marini C (2008). Not 
Just Right Experience: Is it influenced by guilt emotion?. 
Journal of Behaviour Therapy and Experimental Psychiatry 
39, 2, 162-176.

Mancini F, Gragnani A, D’Olimpio F (2001). The connection 
between disgust and obsessions and compulsions in a non-
clinical sample. Personality and Individual Differences 31, 
7, 1173-1180.

Menzies RG, Harris LM, Cumming SR, Einstein DA (2000). 
The relationship between inflated personal responsibility 
and exaggerated danger expectancies in obsessive-
compulsive concerns. Behaviour Research and Therapy 
38, 10, 1029-1037.

Moretz MW, McKay D (2008). Disgust sensitivity as 
a predictor of obsessive-compulsive contamination 
symptoms and associated cognitions. Journal of Anxiety 
Disorders 22, 4, 707-715.

Mulkens SAN, de Jong PJ, Merckelbach H (1996). Disgust 
and spider phobia. Journal of Abnormal Psychology 105, 
3, 464–468.

Muris P, Merckelbach H, Nederkoorn S, Rassin E, Candel I, 
Horselenberg R (2000). Disgust and psychopathological 
symptoms in a non-clinical sample. Personality and 
Individual Differences 29, 6, 1163-1167. 

Muris P, Merckelbach H, Schmidt H, Tierney S (1999). 
Disgust sensitivity, trait anxiety and anxiety disorders 
symptoms in normal children. Behaviour Research and 
Therapy 37, 10, 953-961. 

Myers SG, Fisher PL, Wells A (2008). Belief domains of the 
Obsessive Beliefs Questionnaire - 44 (OBQ-44) and their 
specific relationship with obsessive–compulsive symptoms. 
Journal of Anxiety Disorders 22, 3, 475-484.

O’Connor LE, Berry JW, Lewis T, Mulherin K, Crisostomo 
PS (2007). Empathy and depression: the moral system 
on overdrive. In Farrow T, Woodruff P (Eds) Empathy 
and Mental Illness, 49-75. Cambridge University Press, 
Chicago. 

O’Connor LE, Berry JW, Weiss J (1999). Interpersonal guilt, 
shame and psychological problems. Journal of Social and 
Clinical Psychology 18, 1, 181-203

O’Connor LE, Berry JW, Weiss J (2002). Guilt, fear, 
submission, and empathy in depression. Journal of Affective 
Disorders 71, 1, 19-27. 

Obsessive Compulsive Cognitions Working Group 
(2005). Psychometric validation of the Obsessive Belief 
Questionnaire and the Interpretation of Intrusions 
Inventory: Part 2, factor analyses and testing of a brief 
version. Behaviour Research and Therapy 43, 11, 1527-
1542.

Olatunji BO (2010). Changes in disgust correspond with 
changes in symptoms of contamination-based OCD: a 

anxiety and obsessive–compulsive disorder share cognitive 
processes? Cognitive Therapy and Research 34, 2, 168-
176.

Fergus TA, Wu KD (2011). Searching for specificity between 
cognitive vulnerabilities and mood and anxiety symptoms. 
Journal of Psychopathology and Behavioral Assessment 
33, 4, 446-458.

First MB, Spitzer RL, Gibbon M, Williams, JBW (1996). 
Structured Clinical Interview for Axis I DSM–IV 
disorders—Patient edition. New York State Psychiatric 
Institute, Biometrics Research Department, New York.

Foa EB, Amir N, Bogert KVA, Molnar C, Przeworski A 
(2001). Inflated perception of responsibility for harm 
in obsessive–compulsive disorder. Journal of Anxiety 
Disorders 15, 4, 259-275.

Foa EB, Sacks MB, Tolin DE, Prezworski A, Amir N 
(2002). Inflated perception of responsibility for harm in 
OCD patients with and without checking compulsions: a 
replication and extension. Journal of Anxiety Disorders 16, 
4, 443-453.

Freeston MH, Ladouceur R, Gagnon F, Thibodeau N 
(1993). Beliefs about obsessional thoughts. Journal of 
Psychopathology & Behavioral Assessment 15, 1, 1-21.

Freeston MH, Ladouceur R, Thibodeau N, Gagnon F (1992). 
Cognitive intrusions in a non-clinical population: II. 
Associations with depressive, anxious, and compulsive 
symptoms. Behaviour Research and Therapy 30, 3, 263-
271.

Frost RO, Steketee G, Cohn L, Griess K (1994). Personality 
traits in subclinical and non-obsessive-compulsive 
volunteers and their parents. Behaviour Research and 
Therapy 32, 1, 47-56.

Fuchs T (2002). The phenomenology of shame, guilt and the 
body in body dysmorphic disorder and depression. Journal 
of Phenomenological Psychology 33, 2, 223-243.

Haidt J, McCauley C, Rozin P (1994). Individual differences 
in sensitivity to disgust: a scale sampling seven domains 
of disgust elicitors. Personality and Individual Differences 
16, 5, 701-713.

Hathaway LM, Boals A, Banks JB (2010). PTSD symptoms 
and dominant emotional response to a traumatic event: an 
examination of DSM-IV criterion A2. Anxiety, Stress & 
Coping 23, 1, 119-126.

Jones WH, Schratter AK, Kugler K (2000). The guilt 
inventory. Psychological Reports 87, 1039-1042

Jónsson H, Hougaard E, Bennedsen BE (2011). Dysfunctional 
beliefs in group and individual cognitive behavioral therapy 
for obsessive compulsive disorder. Journal of Anxiety 
Disorders 25, 4, 483-489.

Kugler K, Jones WH (1992). On conceptualizing and assessing 
guilt. Journal of Personality and Social Psychology 62, 2, 
318–327.

Ladouceur R, Léger E, Rhéaume J, Dubé D (1996). Correction 
of Inflated Responsibility in the Treatment of Obsessive-
Compulsive Disorder. Behaviour Research and Therapy 
34, 10, 767-774.

Ladouceur R, Rhéaume J, Aublet F (1997). Excessive 
responsibility in obsessional concerns: A finegrained 
experimental analysis. Behaviour Research and Therapy 
35, 5, 423-427.

Ladouceur R, Rhéaume J, Freeston M, Aublet F, Jean K, 
Lachance S, Langlois F, De Pokomandy-Morin K (1995). 
Experimental manipulation of responsibility: An analogous 
test for models of obsessive-compulsive disorder. 
Behaviour Research and Therapy 33, 8, 937-946.

Lopatka C, Rachman S (1995). Perceived responsibility and 



Francesca D’Olimpio et al.

28 Clinical Neuropsychiatry (2013) 10, 3, Suppl. 1

theoretical definition of responsibility. Behaviour Research 
and Therapy 33, 2, 159-169.

Salkovskis PM (1985). Obsessive-compulsive problems: a 
cognitive-behavioral analysis. Behaviour Research and 
Therapy 23, 5, 571-583.

Salkovskis PM, Forrester E (2002). Responsibility. In 
Frost RO, & Steketee G (Eds.) Cognitive approaches to 
obsessions and compulsions. Elsevier Science, Oxford.

Salkovskis PM, Wroe AL, Gledhill A, Morrison N, Forrester 
E, Richards C (2000). Responsibility attitudes and 
interpretations are characteristic of obsessive–compulsive 
disorder. Behaviour Research and Therapy 38, 4, 347-372.

Schienle A, Stark R, Walter B, Vaitl D (2003). The connection 
between disgust sensitivity and blood related fears, faintness 
symptoms and obsessive-compulsiveness in a non-clinical 
sample. Anxiety Stress Coping 16, 185-193.

Shafran R (1997). The manipulation of responsibility in 
obsessive-compulsive disorder. British Journal of Clinical 
Psychology 36, 3, 397-407.

Shafran R, Watkins E, Charman T (1996). Guilt in obsessive-
compulsive disorder. Journal of Anxiety Disorders 10, 2, 
509–516.

Shapiro LJ, Stewart SE (2011). Pathological guilt: A persistent 
yet overlooked treatment factor in obsessive-compulsive 
disorder. Annals of Clinical Psychiatry 23, 1, 2-9.

Sica C, Caudek C, Chiri LR, Ghisi M, Marchetti I (2012). 
“Not just right experiences” predict obsessive–compulsive 
symptoms in non-clinical Italian individuals: A one-year 
longitudinal study. Journal of Obsessive-Compulsive and 
Related Disorders 1, 3, 159-167.

Sica C, Taylor S, Arrindell WA, Sanavio E (2006). A cross-
Cultural test of the cognitive theory of obsessions and 
compulsions: A comparison of Greek, Italian, and American 
individuals. A preliminary study. Cognitive Therapy and 
Research 30, 5, 585-597.

Spielberger CD (1983). Manual for the State-Trait Anxiety 
Inventory. Consulting Psychologists Press, Palo Alto, CA.

Steketee G, Frost RO, Cohen I (1998). Beliefs in obsessive-
compulsive disorder. Journal of Anxiety Disorders 12, 6, 
525-537.

Steketee G, Quay S, White K (1991). Religion and guilt in 
OCD patients. Journal of Anxiety Disorders 5, 4, 359-367.

Taylor S, Coles ME, Abramowitz JS, Wu KD, Olatunji BO, 
Timpano KR (2010). How are dysfunctional beliefs related 
to obsessive-compulsive symptoms? Journal of Cognitive 
Psychotherapy 24, 3, 165-176.

Thorpe SJ, Patel SP, Simonds LM (2003). The relationship 
between disgust sensitivity, anxiety and obsessions. 
Behaviour Research and Therapy 41, 12, 1397-1409. 

Thorpe SJ, Salkovskis PM (1998). Studies on the role of 
disgust in the acquisition and maintenance of specific 
phobias. Behaviour Research and Therapy 36, 9, 877-893.

Tolin DF, Brady RE, Hannan S (2008). Obsessional beliefs 
and symptoms of Obsessive-Compulsive Disorder in 
a clinical sample. Journal of Psychopathology and 
Behavioral Assessment 30, 1, 31-42.

Tolin DF, Woods CM, Abramowitz JS (2006a). Disgust 
sensitivity and obsessive-compulsive symptoms in a 
non-clinical sample. Journal of Behavior Therapy and 
Experimental Psychiatry 37, 1, 30-40.

Tolin DF, Worhunsky P, Maltby N (2006b). Are obsessive 
beliefs specific to OCD?: a comparison across anxiety 
disorders. Behavior Research and Therapy 44, 4, 469-480.

Tsao SD, McKay D (2004). Behavioral avoidance tests and 
disgust in contamination fears. Distinctions from trait 
anxiety. Behaviour Research and Therapy 42, 2, 207-216.

prospective examination of specificity. Journal of Anxiety 
Disorders 24, 3, 313-317.

Olatunji BO, Cisler JM, Deacon B, Connolly K, Lohr JM 
(2007a). The Disgust Propensity and Sensitivity Scale-
Revised: Psychometric properties and specificity in relation 
to anxiety disorder symptoms. Journal of Anxiety Disorders 
21, 7, 918-930.

Olatunji BO, Cisler JM, McKay D, Phillips M (2010). Is 
disgust associated with psychopathology? Emerging 
research in the anxiety disorders. Psychiatry Research 175, 
1, 1-10.

Olatunji BO, Deacon B (2008). Specificity of disgust 
sensitivity in the prediction of fear and disgust responding 
to a brief spider exposure. Journal of Anxiety Disorders 22, 
2, 328-336.

Olatunji BO, Lohr JM, Sawchuk CN, Tolin DF (2007b). 
Multimodal assessment of disgust in contamination-related 
obsessive-compulsive disorder. Behaviour Research and 
Therapy 45, 2, 263-276.

Olatunji BO, Sawchuk CN, Lohr JM, de Jong PJ (2004). 
Disgust domains in the prediction of contamination fear. 
Behaviour Research and Therapy 42, 1, 93-104.

Olatunji BO, Tart CD, Ciesielski BG, McGrath PB, Smits JA 
(2011). Specificity of disgust vulnerability in the distinction 
and treatment of OCD. Journal of Psychiatric Research 45, 
9, 1236-1242.

Olatunji BO, Williams N, Lohr J, Connolly K, Cisler J, 
Meunier S (2007c). Structural differentiation of disgust 
from trait anxiety in the prediction of specific anxiety 
disorder symptoms. Behaviour Research and Therapy 45, 
1, 3002-3017.

Olatunji BO, Williams NL, Sawchuk CN, Lohr JM (2006). 
Disgust, anxiety, and fainting symptoms associated with 
blood-injection-injury fears: a structural model. Journal of 
Anxiety Disorders 20, 1, 23-41.

Ottaviani C, Mancini F, Petrocchi N, Medea B, Couyoumdjian 
A (2013). Autonomic correlates of physical and moral 
disgust. International journal of psychophysiology: 
official journal of the International Organization of 
Psychophysiology 15 [Epub ahead of print].

Rachman S (1993). Obsessions, responsibility and guilt. 
Behaviour Research and Therapy 31, 2, 149-154.

Rachman S (2002). A cognitive theory of compulsive 
checking. Behaviour Research and Therapy 40, 6, 625-639.

Rachman S (2004). Fear of contamination. Behaviour 
Research and Therapy 42, 11, 1227-1255.

Rachman S (2006). Fear of contamination: assessment and 
treatment. Oxford University Press Inc., New York.

Rachman S, Thordarson DS, Shafran R, Woody SR (1995). 
Perceived responsibility: structure and significance. 
Behaviour Research and Therapy 33, 7, 779–784.

Reeves J, Reynolds S, Wilson C, Coker S (2010). An 
experimental manipulation of responsibility in children: 
A test of the inflated responsibility model of obsessive 
compulsive disorder. Journal of Behaviour Therapy and 
Experimental Psychiatry 41, 3, 228-233.

Reuven O, Liberman N, Dar R (2013). 
The Effect of Physical Cleaning on Threatened 
Morality in Individuals With Obsessive-Compulsive 
Disorder. Clinical Psychological Science XX, X, 1-6.

Rhéaume J, Freeston MH, Dugas MJ, Letarte H, Ladouceur 
R (1995a). Perfectionism, responsibility and obsessive-
compulsive symptoms. Behaviour Research and Therapy 
33, 7, 785-794.

Rhéaume J, Ladouceur R, Freeston MH, Letarte H (1995b). 
Inflated responsibility and its role in OCD. Validation of a 



Propensity to guilt feelings and to disgust

Clinical Neuropsychiatry (2013) 10, 3, Suppl.1 29

Hale LR (2010). The relationship between obsessive 
beliefs and symptom dimensions in obsessive-compulsive 
disorder. Behaviour Research and Therapy 48, 10, 949-954.

Wilson JP, Drozdek B, Turkovic S (2006). Posttraumatic 
Shame and Guilt. Trauma Violence 7, 2, 122-141.

Wilson KA, Chambless DL (1999). Inflated perceptions 
of responsibility and obsessive–compulsive symptoms. 
Behaviour Research and Therapy 37, 4, 325-335.

Woody SR, Tolin DF (2002). The relationship between disgust 
sensitivity and avoidant behaviour: studies of clinical and 
non-clinical samples. Journal of Anxiety Disorders 16, 5, 
543-559.

Zhong C, Liljenquist K (2006). Washing away your sins: 
threatened morality and physical cleansing. Science 313, 
5792, 1451-1452.

Van Oppen P, Arntz A (1994). Cognitive therapy for obsessive-
compulsive disorder. Behaviour Research and Therapy 32, 
1, 79-87.

Van Oppen P, Hoekstra R, Emmelkamp PMG (1995). The 
structure of obsessive-compulsive symptoms. Behaviour 
Research and Therapy 33, 1, 15-23.

Viar MA, Bilsky SA, Armstrong T, Olatunji BO (2011). 
Dimensions of Obsessive-Compulsive Disorder: An 
examination of specific associations. Cognitive Therapy 
and Research 35, 2, 108-117.

Vos SPF, Huibers MJH, Arntz A (2012). Experimental 
investigation of targeting responsibility versus danger 
in cognitive therapy of obsessive-compulsive disorder. 
Depression and Anxiety 29, 7, 629-637.

Wheaton MG, Abramowitz JS, Berman NC, Riemann BC, 


