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Abstract

Background: Psychiatric disorders, including skin-picking disorder (SPD), may be concep-
tualized as manifestations of a dysregulated behavioral immune system or maladaptive
emotion schema, in which disgust—typically elicited by external threats—is directed to-
ward the self. Method: A total of 147 females (mean age = 32 years) with SPD completed
disorder-specific measures of automatic and focused skin-picking, as well as scales assess-
ing self-disgust and disgust sensitivity. Correlation and path analyses were conducted to
examine whether misdirected disgust toward one’s own body (self-disgust) and difficulties
in regulating disgust (disgust sensitivity) are associated with pathological skin picking.
Results: Self-disgust was substantially correlated with focused skin-picking. The path
analysis indicated a direct path from self-disgust to focused skin-picking and an indirect
path from disgust sensitivity, mediated by self-disgust, to focused skin-picking. Similar
associations were not present for automatic skin-picking. Limitations: Due to the cross-
sectional design of the study, the results should be interpreted as associative rather than
causal and do not allow conclusions about temporal or directional mediation processes.
Conclusions: Assessment of both disgust-related traits should be integrated into the diag-
nostic process for SPD. Disgust regulation training, as well as compassion-based strategies,
may be beneficial in modifying pathological skin-picking.

Keywords: self-disgust; disgust sensitivity; skin-picking disorder; body-focused repetitive
behaviors; focused; automatic

1. Introduction

Disgust is a basic emotion that—from an evolutionary perspective—has emerged as an
adaptive mechanism to protect humans from disease [1,2]. Within this framework, disgust
constitutes a central component of the behavioral immune system [3], which serves to
detect, avoid, and withdraw from threats originally related to pathogens and parasites.
Disgust can also motivate hygiene-related behaviors intended to eliminate such threats [4].

In several psychopathologies, disgust emerges as a predominant emotional response.
Patients diagnosed with specific phobias (e.g., spider phobia, blood-injection-injury phobia)
or obsessive—compulsive disorder (OCD) with washing/cleaning symptoms often report
excessive and difficult-to-control feelings of disgust when exposed to disorder-relevant
stimuli [5,6]. This pattern suggests both an elevated propensity for disgust and heightened
disgust sensitivity.

Disgust responses in the aforementioned psychopathologies are elicited by stimuli
present in the external environment. However, in certain psychiatric disorders, the self
can become the target of this basic emotion. Self-disgust is defined as the tendency to
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experience disgust when evaluating one’s own personal characteristics and behaviors [7].
Persistently elevated self-disgust is dysfunctional and has been associated with a range
of mental disorders and related symptoms, including depression, borderline personality
disorder, eating disorders, trauma-related symptoms, and suicidal ideation [7-10].

Self-disgust can be conceptualized as an autoimmune-like dysfunction of the behav-
ioral immune system [3]. By analogy, an autoimmune disease involves a misdirected
immune response in which the body attacks its own healthy cells, tissues, or organs rather
than targeting harmful invaders such as bacteria or viruses. Similarly, in self-disgust, the
behavioral immune system treats normal internal characteristics as foreign and disgusting.
This is often accompanied by exaggerated and difficult-to-regulate responses, reflecting
elevated disgust propensity and disgust sensitivity toward internal disgust elicitors.

Another conceptualization of self-disgust has been provided by Overton et al. [11]. In
their framework, self-disgust is described as a stable pattern of disgust-based cognitive-
affective responding to the self. This emotion schema is characterized by a maladaptive and
persistent self-focused generalization of what is otherwise an adaptive disgust response.
Thus, self-disgust can be understood as a trait-like construct and measured as such [7].
The model further suggests that self-disgust may develop through the internalization of
others’ disgust reactions and early experiences of criticism, rejection, or abuse. Self-disgust
is marked by strong visceral disgust feelings and urges to withdraw or “get rid of” the
perceived disgusting parts of oneself [11].

Considering these models, self-disgust may contribute to psychopathologies involving
body-focused repetitive behaviors (BFRBs). One example is skin-picking disorder (SPD),
which is characterized by repetitive and excessive manipulation of one’s own skin (e.g.,
squeezing, scratching) resulting in visible wounds. SPD is a relatively common psychiatric
disorder, with prevalence estimates ranging from 3% to 5% in the general population and a
female predominance (female-to-male odds ratio = 1.45) [12]. The disorder typically has its
onset during adolescence (puberty), although for some individuals, symptoms may emerge
later. According to Lin et al. [13], skin-picking severity peaks at the transition to adulthood.

Manifestations of SPD vary with respect to the individual’s level of awareness. Specifi-
cally, individuals may engage in either automatic or focused skin-picking. The automatic
subtype occurs outside of conscious awareness, typically while the person is engaged
in other activities. In contrast, the focused subtype involves intentional behavior (e.g.,
performed in front of a mirror) and often has the quality of a ritual [14].

Pathological skin picking is associated with functional impairment and/or clinically
significant distress [15]. A qualitative study [16] found that participants’ distress was partly
mediated by beliefs about changes in their appearance resulting from skin-picking. Central
emotional experiences in this context included shame, guilt, and embarrassment, which are
self-conscious emotions and conceptually related to self-disgust [17].

To date, only a limited number of studies have examined self-disgust in BFRB disorders.
Research on SPD has shown that individuals with self-reported pathological skin picking,
as well as those with a clinical diagnosis of SPD [18,19], exhibit elevated levels of self-
disgust. However, the relationship between self-disgust and pathological skin picking,
including its directionality, has not yet been investigated.

For the present investigation, path analysis was used to estimate the pattern of di-
rect associations between self-disgust and skin-picking behavior, while accounting for
behavioral subtypes (focused vs. automatic picking) and disgust sensitivity (i.e., the ca-
pacity to regulate disgust), as well as the associations among these variables. Based on the
conceptualization of self-disgust [3,11], it was tested whether disgust regulation deficits
are associated with elevated self-disgust, which is in turn linked to greater skin-picking
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severity. A competing model, based on the findings of [16], tested whether a specified path
leading from pathological skin-picking to self-disgust would be supported by the data.

2. Materials and Methods
2.1. Participants

Data were derived from an online survey conducted in two German-speaking coun-
tries (Germany, Austria) that had been advertised on social media and in self-help groups
for BFRBs. Inclusion criteria for participation were a minimum age of 18 years and a self-
reported primary diagnosis of SPD. All participants were informed that the data collection
was anonymous, that the study could be terminated at any time without giving reasons,
and that publication of the anonymized data was planned. All participants provided their
informed consent. The survey was approved by the ethics committee of the university. The
survey was open to all genders. Since the majority of respondents indicated female sex
(87%), data analysis was restricted to females (1 = 147).

2.2. Questionnaires
The survey included the following questionnaires:

(@) The Milwaukee Inventory for the Dimensions of Adult Skin-picking (MIDAS, [14])
consists of 12 items, which assess focused picking (‘I pick my skin when I am experi-
encing a negative emotion, such as stress, anger, frustration, or sadness’; 6 items) and
automatic picking (‘I don’t notice that I have picked my skin until after it happened’;
6 items). Items are rated from 1 (“not true for any of my picking”) to 5 (“true for
all of my picking”). Both subscales demonstrated very good internal consistency
(focused; Cronbach’s « = 0.90; automatic: « = 0.87). Across all items, two data points
were missing.

(b) The subscale Personal Self-Disgust of the Questionnaire for Assessing Self-Disgust
(QASD, [20]) consists of 9 items (o« = 0.90) and focuses on disgust elicited by one’s
own physical appearance and personality; e.g., ‘I find myself repulsive’. The items are
rated on 5-point scales (0 = never; 4 = always). Possible mean scores range between
0 and 4. According to an ROC (Receiver Operating Characteristic) analysis, the cut-off
score that differentiated between clinical and nonclinical groups was 0.39. This score
was associated with a sensitivity of 83% (correct identification of individuals with a
diagnosis of a mental disorder) and 75% specificity (correct identification of healthy
individuals). The AUC was 0.89, indexing excellent classifying accuracy.

(c) The Scale for the Assessment of Disgust Sensitivity (SADS; [21]) is a 7-item scale
assessing difficulties in regulating one’s own feelings of disgust (e.g., ‘Experiencing
disgust is stressful for me’). Items are rated on 5-point Likert scales (1 = not at all;
5 = very much). The internal consistency of the scale was o = 0.88. Across all items,
28 data points were missing.

2.3. Statistical Analysis

Associations between questionnaire scores were assessed with Pearson’s correlations.

For the path analysis, the primary model was based on the assumption that difficulties
in regulating disgust (Disgust Sensitivity) contribute to increased self-directed disgust (Self-
Disgust), which in turn is linked to skin-picking behavior (Focused Picking and Automatic
Picking). A competing model tested whether disgust sensitivity is directly linked with
pathological skin-picking behavior (automatic and focused), with self-disgust emerging
as a correlate. Both models were estimated using maximum likelihood (listwise deletion)
with Satorra-Bentler scaled x? tests to account for non-normality. Standard errors and
confidence intervals were obtained via bias-corrected bootstrapping with 2000 iterations.

https://doi.org/10.3390/psychiatryint7030117


https://doi.org/10.3390/psychiatryint7030117

Psychiatry Int. 2026, 7, 117

40f9

Path analysis allows for the simultaneous estimation of all specified relationships
among observed variables, enabling direct evaluation of both direct and combined as-
sociations within a single model. This approach provides an efficient framework for
testing complex dependency structures, allowing for a comprehensive assessment of the
relationships between variables.

Model fit was evaluated using %2, SRMR, CFI and RMSEA. For all analyses, results
were considered statistically significant if p < 0.05. All analyses were carried out with
JAMOVI (v 2.7.13.0) and the pathj-package (v 1.1.1).

Post hoc Monte Carlo power analyses were conducted to evaluate whether the sample
size was sufficient to detect the hypothesized associations. Using 1000 Monte Carlo repli-
cations and the observed sample size (n = 147), population parameters were fixed to the
empirically observed path coefficients. Power was estimated for all paths and combined
associations in the final path model.

3. Results
3.1. Descriptive Statistics and Correlations

Mean scores on the questionnaires, as well as participants’ sociodemographic charac-
teristics, are presented in Table 1.

Table 1. Participant characteristics.

Variable M [95% CI] (SD) Skewness; Kurtosis
Age (years) 31.75 (13.00) 1.14; 0.36
Education (years) 12.24 (2.13) 0.49; —0.23
Automatic skin-picking 17.54 [16.75, 18.34] (4.85) 0.31; —0.22
Focused skin-picking 17.63 [16.32, 18.94] (7.98) —0.01;, —1.28
Self-disgust 1.04 [0.88, 1.20] (0.97) 0.77, —0.45
Disgust sensitivity 1.89 [1.76, 2.03] (0.74) 0.90; 0.99

Note: Means [confidence intervals] (standard deviations).

Disgust sensitivity and self-disgust were substantially correlated with each other
(Table 2). Self-disgust was associated with focused but not with automatic skin-picking.
Participants’ age was neither correlated with the degree of focused/automatic skin-picking,
disgust sensitivity, nor self-disgust (all r < 0.09).

Table 2. Pearson correlations.

Automatic Focused Self-Diseust
Skin-Picking Skin-Picking &
Automatic }
skin-picking
Focused -

skin-picking 033 )

Self-disgust 0.16 0.59 *** -
Disgust sensitivity 0.12 0.22* 0.51 ***

Note: * p < 0.05, ** p < 0.001.

3.2. Post Hoc Power Analysis

Post hoc power analysis showed excellent power for the combined association via
Self-Disgust (power = 1.00), whereas power for paths involving Automatic Picking was
low (power ~ 0.32-0.35).
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Disgust Sensitivity

3.3. Path Model

The path model showed excellent fit indices for Model 1: SRMR = 0.02, CFI = 1.00, and
RMSEA = 0.00 [CI: 0.00-0.17], RMSEAp = 0.555; x> = 1.58, p = 0.454. Explained variance for
Self-Disgust was R? = 0.26; Focused Picking: R? = 0.30; Automatic Picking: R? = 0.02.

The direct paths from Disgust Sensitivity to Self-Disgust (B = 0.60 [0.38, 0.87], SE = 0.10;
= 0.51) and from Self-Disgust to Focused Picking (B = 4.37 [3.11, 5.63], SE = 0.65; § = 0.54)
were statistically significant (p < 0.001; see Figure 1). The path from Self-Disgust to Au-
tomatic Picking did not reach statistical significance. Moreover, the association pattern
linking disgust sensitivity to self-disgust and, in turn, to focused picking was statistically
significant, as the 95% bootstrapped confidence interval for this combined association did
not include zero (B = 2.63 [1.69, 3.77], SE = 0.56; 3 = 0.28, p < 0.001). The corresponding
combined association from disgust sensitivity through self-disgust to automatic picking
was not statistically significant. Detailed statistical values for all direct and combined paths

are provided in Appendix A.

Automatic Picking
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0.54
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Figure 1. Path diagram including standardized beta estimates for both direct and combined associa-

tions between manifest variables.

Model 2 showed a poor fit (SRMR = 0.14, RMSEA = 0.42 [0.32, 0.54], RMSEAp < 0.001,
CFI = 0.52; x> = 44.55, p < 0.001) and is thus not further considered.

4. Discussion

This analysis focused on self-disgust in individuals with pathological skin-picking.
Mean self-disgust scores for these participants exceeded the clinical cut-off, indicating
dysfunctional levels of self-loathing. According to Powell et al. [22], self-disgust is a self-
conscious emotion that targets core aspects of the self. Unlike guilt or embarrassment,
which are typically transient and linked to discrete behaviors, self-disgust can become
enduring and motivates behaviors that directly or indirectly harm the body.
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This conceptualization is consistent with empirical evidence. Clinical interviews
and reports from online support forums indicate that individuals with skin-picking
disorder (SPD) frequently experience disgust when viewing their skin in a mirror. Such
visual inspection amplifies the disgust-driven urge to pick—for example: “I must get
anything dirty out of my body, so I pick and pick!” (see [23], p. 1778). This aligns
with findings from the path analysis, which identified a direct association between
self-disgust and focused skin-picking, as well as a pattern in which disgust sensitivity
was related to self-disgust, which in turn was related to focused skin-picking. These
associations may reflect a dysregulated behavioral immune system, characterized by
difficulties in down-regulating disgust directed toward one’s own body, which in turn
may be linked to focused skin-picking.

It is notable that levels of automatic skin-picking were not correlated with self-disgust.
This finding aligns with the concept of self-disgust as a conscious emotional schema, a
cognitive-affective structure of which individuals are clearly aware [11]. Moreover, the
model that tested whether skin-picking severity is linked to self-disgust was not significant.
Anderson and Clarke [23] suggested that patients perceive the damage caused by skin-
picking as disgusting. This view was not supported by the path analysis. However, the
present study did not address a potentially relevant factor in this context: experienced
stigmatization. A large-scale study involving over 5000 dermatological patients (e.g., with
psoriasis or atopic dermatitis) demonstrated that visible skin alterations are associated
with perceived stigmatization [24]. Individuals with these conditions frequently report
being stared at or treated differently by others. Therefore, future research should consider
including this construct.

Additional limitations of the present study include the reliance on self-reported
diagnoses provided by a relatively small convenience sample. However, 38 percent
indicated having received clinical verification of their diagnosis. Furthermore, the
dataset included only female participants, limiting the generalizability of the findings.
We also lacked data on comorbid psychopathology (e.g., depression, anxiety disorders),
which precluded adjustment for these potentially confounding variables. Moreover,
the post hoc power analysis indicated that not all paths were adequately powered,
particularly those involving automatic picking. Finally, this study had a cross-sectional
design, and we acknowledge the concern regarding temporal ordering [25]. However,
we note that our aim was not to make causal claims but to examine whether the observed
pattern of associations is consistent with a theoretically specified indirect pathway. As
recommended by some authors [26], cross-sectional indirect effects can be informative as
preliminary, theory-driven evidence when interpreted strictly as associative rather than
temporal or causal mediation. It also should be noted that longitudinal mediation models
taking time into account bring problems of their own, such as choosing measurement
intervals and the number of measurement occasions.

Future research should nevertheless implement longitudinal designs in order to en-
able causal inferences. In addition, future research on self-disgust and skin-picking could
employ complementary qualitative methodologies to further investigate related lived expe-
riences and potential causal mechanisms. For example, interpretative phenomenological
analysis could help elucidate how individuals with SPD make sense of their experiences of
disgust, and how disgust is embodied, narrated, and regulated.

5. Conclusions

The computed analyses demonstrated that self-disgust is strongly associated with
focused skin-picking, with potentially mediating effects of disgust sensitivity.
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The present findings (correlational, path-analytical) have important clinical impli-
cations. First, given the clear link between self-disgust and the severity of skin-picking
disorder (SPD), particularly with respect to focused skin-picking, the assessment of this
emotion schema should be incorporated into standard diagnostic procedures for this psy-
chiatric condition. Second, interventions targeting disgust regulation may represent a
promising therapeutic avenue for modifying skin-picking behavior. As outlined in the
model proposed by Overton et al. [11], self-disgust typically develops early in an individ-
ual’s developmental history and acquires trait-like characteristics. It is therefore persistent
and may be difficult to modify directly. However, targeting emotion regulation in response
to external disgust stimuli may constitute a feasible first step. For example, strategies such
as perspective taking and cognitive reappraisal have been shown to effectively reduce the
intensity of disgust responses [27]. In a second step, compassion-based approaches may be
beneficial by aiming to replace rejection with care (e.g., “this part of me deserves kindness,
not expulsion”). A study by Powell et al. [22] demonstrated that self-affirming trait kindness
regulates disgust toward one’s physical appearance. Accordingly, self-compassion practices
(e.g., imagery-based interventions) targeting disgust toward one’s own body, thoughts, or
memories may help to reduce self-disgust and associated pathological skin-picking.
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Appendix A

Table A1l. Parameter estimates for the direct associations.

95% Confidence Interval

Dependent variable Predictor Estimate SE Lower Upper & z P
Self-Disgust Disgust Sensitivity 0.60 0.10 0.38 0.78 0.51 582  <0.001
Automatic Picking Self-Disgust 0.76 0.62 —0.43 2.01 0.13 1.22 0.221
Focused Picking Self-Disgust 4.37 0.65 3.11 5.63 0.54 6.78  <0.001

Table A2. Parameter estimates for the combined associations.
95% Confidence Interval
Description Estimate SE Lower Upper & z |4
Disgust Sensitivity = Self-Disgust 0.46 0.41 —0.22 1.35 0.07 113 0.258
= Automatic Picking
Disgust Sensitivity = Self-Disgust —, /5 0.56 1.69 3.77 0.28 473 <0.001

= Focused Picking
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