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A B S T R A C T

Introduction. Disgust may be involved in sexual problems by disrupting sexual arousal and motivating avoidance of
sexual intercourse. To test whether heightened disgust for sexual contaminants is related to sexual dysfunctions, the
Sexual Disgust Questionnaire (SDQ) has recently been developed. Previous research showed that particularly
women with vaginismus display a generally heightened dispositional disgust propensity and heightened disgust
toward stimuli depicting sexual intercourse.
Aim. To determine the psychometric properties of the SDQ and test whether heightened disgust toward sexual
stimuli is specific to vaginismus or can be observed in other sexual dysfunctions as well.
Methods. First, a large sample of undergraduates and university employees completed the SDQ (N = 762) and
several trait disgust indices. Next, women with vaginismus (N = 39), dyspareunia (N = 45), and men with erectile
disorder (N = 28) completed the SDQ and were compared to participants without sexual problems (N = 70).
Main Outcome Measure. SDQ to index sexual disgust.
Results. The SDQ proved a valid and reliable index to establish disgust propensity for sexual stimuli. Supporting
construct validity of the SDQ, sexual disgust correlated with established trait indices. Furthermore, sexual disgust
and willingness to handle sexually contaminated stimuli were associated with sexual functioning in women, but not
in men. Specifically women with vaginismus displayed heightened sexual disgust compared to women without sexual
problems, while men with erectile disorders demonstrated a lower willingness to handle sexually contaminated
stimuli compared to men without sexual problems.
Conclusions. The SDQ appears a valid and reliable measure of sexual disgust. The pattern of SDQ-scores across
males and females with and without sexual dysfunctions corroborates earlier research suggesting that disgust
appraisals are involved especially in vaginismus and supports the view that the difficulty with vaginal penetration
experienced by women in vaginismus may partly be due to disgust-induced defensive reflexes that could disrupt
sexual arousal. van Overveld M, de Jong PJ, Peters ML, van Lankveld J, Melles R, and ter Kuile MM. The
Sexual Disgust Questionnaire; a psychometric study and a first exploration in patients with sexual dysfunc-
tions. J Sex Med 2013;10:396–407.
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Introduction

M ost current psychological views of sexual
behavior consider sexual dysfunction to be a

consequence of a negative emotional reaction to
erotic stimulation, which then becomes the focus

of attention [1,2]. In line with this, there is con-
siderable evidence that anxiety and (fear of) pain
are involved in various sexual dysfunctions [3–5].
Recently, it has been argued that disgust may simi-
larly play a role in the development of sexual dys-
functions [6].
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Disgust involves strong negative affect [7] that
may disrupt the development of sexual arousal.
In addition, disgust may motivate withdrawal
from particular sexual behaviors or avoidance of
particular sex-related stimuli, which, in turn, may
inadvertently influence the generation and/or
maintenance of sexual arousal or lack thereof. In
addition, disgust may give rise to strong defensive
reflexes that are associated with its function to
prevent hazardous pathogens entering the body
[8]. These types of reflexes may also be elicited in
sexual contexts and may—logically—have disrupt-
ing effects. For example, disgust may elicit retch-
ing during oral sex or kissing, or flinching of the
pelvic floor muscles during attempts of sexual
intercourse, which, in turn, may also disrupt sexual
arousal. Thus, disgust could be associated with
various sexual dysfunctions.

Therefore, the Sexual Disgust Questionnaire
(SDQ) has recently been developed as an index of
disgust propensity for sexual stimuli [9]. The
SDQ was based on the Disgust Questionnaire
(DQ) [10], which was originally designed to assess
food rejection tendencies following trace con-
tamination of these food items. The approach to
assess disgust in the DQ is based on the central
feature of disgusting stimuli, namely, that they
readily transfer their offensive characteristics to
other stimuli by brief contact [11]. The DQ con-
sists of items such as: “Imagine your favorite
soup. How much would you like to eat this soup
after it has been stirred by a used fly swatter?”
This questionnaire was modified to test the
strength of individuals’ tendencies to avoid physi-
cal contact with certain objects (e.g., a towel) after
it has been in contact with certain sexual stimuli
(e.g., sperm of the partner). Since contamination
potency of particular sexual stimuli may vary as a
function of the source of the potential contami-
nants, three possible sources were differentiated:
the self, the partner, and an unknown person. In a
preliminary study, the SDQ demonstrated good
reliability for the total scale (a = 0.90) while less
than satisfactory levels were found for the three
subscales representing the three sources of con-
tamination (a between 0.50–0.65) [9]. In support
of the validity of the SDQ, higher levels of dis-
positional disgust propensity (as indexed by the
Disgust Scale; DS [12]) were associated with
lower willingness ratings (indexed by the SDQ)
for contacting stimuli contaminated by an
unknown person.

Given its strong defensive function to shield the
individual from contamination, disgust could be

involved in several sexual dysfunctions. For
example, in problems with sexual penetration like
vaginismus (i.e., a persistent or recurrent difficulty
to allow vaginal entry of the penis, a finger, and/or
any object, despite the woman’s expressed wish to
do so) [13], or in complaints related to the genera-
tion of sexual arousal (e.g., erectile disorder). The
unique contribution of disgust in vaginismus may
lie in the strong defensive function of disgust
which could be associated with the inability to
experience vaginal penetration. One of the defin-
ing behavioral features of vaginismus is the inabil-
ity to engage in intercourse, which is typically
accompanied by strong defensive reactions [13].
One interpretation of such defensive behaviors is
that they may be the result of disgust-related
defensive reflexes. Additionally, since feelings of
disgust may logically interfere with the generation
and/or maintenance of sexual arousal, heightened
disgust for sexual stimuli might well be involved in
sexual arousal disorders such as male erectile dis-
order. Thus, a logical assumption is then that
disgust is not necessarily restricted to sexual func-
tioning in women. By producing penile flaccidity,
disgust could protect a man from penetrating a
woman suffering from contagious genital disease
that accompanies some sexually transmitted dis-
eases (e.g., the “ fishy” smell in case of chlamydia
or bacterial vaginosis).

So far, research has mainly focused on the role
of disgust in lifelong vaginismus [9,14]. In support
of the view that disgust may indeed be involved in
vaginismus, women with lifelong vaginismus
reported heightened levels of dispositional disgust
propensity (i.e., individual’s tendency to experi-
ence disgust more readily) compared to women
without sexual dysfunctions [9]. However, the
finding that women with vaginismus displayed
heightened levels of disgust propensity may not
indicate that disgust is generally involved in sexual
dysfunctions.

In support of the idea that disgust could be
involved in sexual (dys)functions, via affecting
sexual arousal levels, women with vaginismus or
dyspareunia frequently report disturbances in
sexual arousal during intercourse [15–17].
However, women with vaginismus did not demon-
strate lower willingness ratings on the SDQ com-
pared to women without sexual dysfunctions [9].
One testable explanation for the absence of a dif-
ference in SDQ scores between women with and
without a sexual dysfunction might be that “will-
ingness” ratings were used rather than directly
asking for subjective disgust. It may be questioned
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whether willingness ratings are a proper candidate
for investigating the potential to evoke disgust
responses in sexual dysfunctions.

Thus, several issues require further consider-
ation. First, the original SDQ might have lacked
sufficient sensitivity to detect relevant differences
in sexual disgust since the willingness to touch
stimuli may also be influenced by factors other
than disgust (e.g., culture, religion). In addition, it
might be that the current SDQ lacked adequate
psychometric qualities in terms of subscale reli-
ability and factor structure, which could also con-
tribute to its insensitivity as a measure of
individual differences in disgust propensity for
sexual stimuli. It seems, therefore, important to
supplement the willingness items of the original
SDQ with questions directly asking for partici-
pants’ feelings of disgust for these contaminants.
This would allow to establish whether the willing-
ness ratings to handle sexual contaminants are in
fact associated with levels of disgust. Second, it
seems important to evaluate the psychometric
properties of the SDQ in terms of subscale reli-
ability and factor structure, and to test whether the
hypothesized three factors distinction (i.e., self,
partner, unknown person) is appropriate. Third, it
seems important to investigate whether disgust for
sexual stimuli might be specifically involved in
vaginismus or can be best considered as a more
general feature of sexual dysfunctions. Although
studies have mainly focused on the role of disgust
in vaginismus compared to dyspareunia [14,18],
this strict demarcation between these disorders is
not without debate and there is a significant
overlap of dyspareunia with vaginismus in terms of
symptoms [19–21]. However, several differences
may be observed. Compared to women with dys-
pareunia or without sexual problems, women with
vaginismus seem to endorse stronger conservative
sexual moral standards [14], display more negative
deliberate appraisals of sexual intercourse stimuli
[18,22], demonstrate harm-avoidant personality
traits [23], and tend to have more negative image
of their body [17]. Most important with regard to
the phenomenological level, women with lifelong
vaginismus are characterized by a consistent
inability for vaginal penetration. Consequently,
they have never had sexual intercourse, whereas in
women with dyspareunia, sexual intercourse is still
possible [24]. While pain tends to be observed in
both women with vaginismus and dyspareunia
upon penetration attempts, a disgust-related
defensive reaction to sexual stimuli could be spe-
cific to women with vaginismus and thus present a

defining feature on the basis of which women with
dyspareunia could be distinguished from women
with vaginismus.

Accordingly, the first aim of this study was to
evaluate the psychometric characteristics of the
current SDQ. Second, associations were explored
between (sexual) arousal and scores on the current
version of the SDQ in individuals without sexual
complaints. The first part of the study relied on a
large non-clinical group of women and men
without sexual problems. Both genders were
included to explore whether the levels of sexual
disgust were similar for men and women with and
without sexual problems. The second part of the
study focused on treatment-seeking individuals
and tested whether sexual disgust might be
involved in women with sexual problems. To
follow-up previous findings [9], again a group of
women was selected who were suffering from life-
long vaginismus. For the purpose of this paper, the
term vaginismus will be used in lieu of lifelong
vaginismus. To examine whether heightened levels
of disgust toward sexual stimuli would be specific
to women with lifelong vaginismus, two other
clinical groups were also included. One group con-
sisted of women suffering from superficial dys-
pareunia (i.e., pain during sexual activities
associated with vaginal penetration, with the
vulvar vestibule as main focal point for pain). The
other clinical group was comprised of men with
erectile disorder (i.e., inability to achieve or main-
tain an erection during sexual intercourse) [24].
Male erectile disorder was selected as these are
among the most prevalent sexual dysfunctions in
men [25]. The inclusion of erectile disorder has
the additional benefit that it allows to explore
whether there might be gender differences in the
relevance of sexual disgust for the development of
sexual dysfunctions (e.g., [26]).

Aims
The current study investigated the psychometric
properties of the SDQ and examined whether
sexual disgust is specifically elevated in a clinical
sample of women with vaginismus or also in indi-
viduals with other sexual dysfunctions (dyspareu-
nia, erectile disorder). More specifically, we
examined whether the SDQ can be considered as a
valid and reliable index of sexual disgust, and
tested whether the levels of disgust for stimuli
contaminated with sexual byproducts are associ-
ated both with vaginismus and other sexual com-
plaints (i.e., dyspareunia and erectile disorder).

398 van Overveld et al.

J Sex Med 2013;10:396–407



Methods

Participants

This study consisted of two parts: a study on the
psychometric properties of the SDQ, and a clinical
study to examine the role of sexual disgust in clini-
cal groups with sexual dysfunctions. The first part
relied on a large sample of students and university
employees from Maastricht University (N = 762;
67.5% women) who were recruited in two waves.
The mean age of participants was 27.93 years
(SD = 10.15).

The participants of the clinical study were
recruited at three Dutch sexology centers: the
Center of Sexology at the Maastricht University
Medical Center, the outpatient clinic for psycho-
somatic gynecology and sexology of Leiden Uni-
versity Medical Center, and ProPsy in Sittard
(only men were recruited at ProPsy). For inclusion
in a clinical group, general inclusion criteria
included the following: heterosexual orientation,
aged over 18 years, in a heterosexual relationship
for at least 3 months, and sexual complaints caused
considerable distress in the individual.

Women with vaginismus and dyspareunia
underwent a structured interview by a senior sex-
ologist and each woman was questioned about her
medical history and current somatic complaints
by a gynecologist using a standardized form.
Special attention was paid to possible signs of a
co-occurring vaginal infection and/or problems
with urination and defecation. The physical
examination of women suffering from vaginismus
consisted of a thorough examination of the exter-
nal genitals, the vaginal vestibule and the hymenal
orifice to rule out congenital hymenal abnormali-
ties like a hymen semilunaris altus. The touch test
with a moistened cotton wool swab was also per-
formed to assess signs of provoked vestibulodynia
(PVD). In women with dyspareunia, a similar
examination was performed. A bacterial culture of
the vaginal discharge was taken if appropriate.
Women suffering with vaginismus were explicitly
informed that the physical examination procedure
would be limited to external examination of the
vulva (external genitalia). Although some women
with lifelong vaginismus were very anxious, none
refused the investigation and an external examina-
tion was possible for all of them.

For the vaginismus group, women were
required to have a diagnosis of lifelong vaginismus;
thus, women who, despite multiple attempts, were
never able to experience vaginal intercourse. A
woman was excluded when she reported to have

had vaginal penetration with thrusting or vaginal
penetration involving the entire length of the
penis at any time (cf. [27]).

For the dyspareunia group (acquired and life-
long dyspareunia), women were required to: expe-
rience pain during in more than 50% of
intercourse (attempts) for at least the past 6
months; pain during intercourse is the primary
complaint and pain is limited to intercourse and
other activities involving vestibular pressure. In
the dyspareunia group, women reported that they
had full intercourse at least at one attempt during
the last 6 months. Most of these women had inter-
course on a regular basis (weekly).

For male erectile disorder (acquired and life-
long type), the following inclusion criteria were
used: problems with maintaining or obtaining an
erection in at least 50% of intercourse attempts,
lasting at least 6 months, and which is not better
accounted for by a medical condition or substance
use (e.g., medication). The men with an erectile
disorder did not receive a physical examination.

This led to a group of women with vaginismus
(N = 39) with a mean age of 31.46 (SD = 7.55;
range 20–51 years), dyspareunia (N = 45) with a
mean age of 28.94 (SD = 7.67; range 19–57), and
men with erectile disorder (N = 28) with a mean
age of 53.29 (SD = 11.04; range 29–73). To acquire
a representative control group for the clinical
groups, participants in the clinical groups were
matched to participants from the non-clinical
study.

Control participants were selected from the
non-clinical research population participating in
the psychometric study. To ensure that they did
not score within the clinical range, standard cut-
off criteria for healthy functioning for women
(FSFI > 26.55) and men (IIEF > 25) were used.
For each person in the clinical groups, the age of
the match was allowed to deviate with a maximum
of 2 years. Next, for vaginismus and dyspareunia, a
combined control group was randomly selected
from the pool of matched persons for the mean
number of women with vaginismus and dyspareu-
nia (N = 42), with a mean age of 30 years
(SD = 8.11; range 19–57). For men with erectile
disorder, a control group of 28 men was randomly
selected with a mean age of 52 years (SD = 8.90;
range 29–64).

Measures
SDQ; [9]
The SDQ assesses participants’ willingness to
handle contaminants in the sexual domain, which
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was proposed to indicate an individual’s disgust
propensity toward sexually contaminated items
(SDQ-W). For the current study, a disgustingness
scale was added (SDQ-D) to assess how disgusted
participants imagined to be if they were to handle
the same nine items (for full SDQ, see [9]). In both
scales, the items cover three types of contaminants
for which subscales may be derived: Self, Partner,
and Unknown. On a scale from 0 (= certainly not
willing) to 8 (= certainly willing; range 0–72 for
the total score, 0–24 for the subscales), participants
rate their willingness (SDQ-W) to handle nine
contaminated items. Higher scores on SDQ-W
indicate higher levels of willingness to handle
sexually contaminated items, higher scores on
SDQ-D indicate higher levels of disgust toward
those items.

Disgust Propensity and Sensitivity Scale-Revised
(DPSS-R; [28])
This index measures disgust propensity (i.e., a ten-
dency to experience disgust more readily) and sen-
sitivity (i.e., a tendency to consider experiencing
disgust negatively). Two subscales on disgust
propensity (DPSS-RP) and disgust sensitivity
(DPSS-RS) can be obtained. Participants rate 12
propositions on the frequency of experiencing
bodily sensations on a scale from 1 (= never) to 5
(= always; range: 12–60 and 6–30 for each sub-
scale). Higher scores indicate higher levels of
disgust propensity and disgust sensitivity. The
DPSS-R demonstrated good construct validity
[28,29] as well as predictive validity [29]. Also in
the current sample, internal consistency was satis-
factory for both disgust propensity (a = 0.81) and
sensitivity (a = 0.75).

DS; [12]
The 32-item DS measures disgust propensity for
various disgust elicitors. On the first part, partici-
pants rate their agreement with 16 propositions
using a dichotomous scoring format (0 = false,
1 = true). On the second part, participants indicate
how disgusted they are by 16 objects (0 = not dis-
gusting at all to 2 = extremely disgusting).
Although the 32-item version was administered, in
line with recent recommendations [30], only 25
items were used for the analyses. Higher total
scores (range 0–25) indicate higher disgust pro-
pensity levels. The DS has demonstrated good
construct validity and discriminant validity for
various disgust types (e.g., [31]). Internal consis-
tency is high for the total score (a = 0.84 [12]; in
the current study a = 0.78).

Female Sexual Functioning Index (FSFI; [32])
The FSFI is a brief, self-report index measuring
sexual function in women. In this study, the sub-
scales on subjective arousal (AR) and lubrication
(LU; as a proxy of physiological arousal) were
used, as well as the total score as a global indication
of sexual function. Participants complete 19 items
on sexual feelings and responses of the past 4
weeks using various Likert-type scoring formats.
Higher scores indicate better sexual function
(range 2–36). Construct validity is good [32] as
well as discriminant, convergent, divergent, and
predictive validity [33]. Internal consistency for
the total score is high in volunteers from the
general population (0.95 [32]; 0.97 current study)
and in women with sexual arousal disorder (0.93)
[32]. Internal consistency is also high for the sub-
scales (Current study: AR: 0.95).

International Index of Erectile Function
(IIEF; [34])
The IIEF measures participants’ erectile function
and its effect on their sex life over the past 4 weeks.
The Erectile Function (EF) subscale was used as a
proxy for sexual arousal, and the total score as a
global index of erectile function. The IIEF consists
of 15 items and uses various Likert-type scoring
formats. Eight items are rated on a 5-point Likert
scale (1–5) while seven items included a “does not
apply” option, thus, a 6-point Likert-scale (0–5).
Higher scores reflect higher levels of erectile func-
tion (range 8–75). It has demonstrated good con-
vergent, divergent, and discriminant validity [35].
Internal consistency for the total score is high in
various samples (a = 0.73–0.99 [35]; in the current
study a = 0.96 for the total score, EF: a = 0.92).

Procedure
During 2 years, a large questionnaire study was
conducted at Maastricht University. In both
recruitment waves for these studies, participants
were recruited via advertisements in the university
paper and posters throughout the university build-
ings. Participants were told the study was about sex
and sexual acts and only served scientific purposes.
In the first wave (in the first year), only the current
version of the SDQ was administered (N = 458).
During the second wave, participants additionally
completed the DPSS-R, DS and, depending on
gender, the FSFI or IIEF (N = 304). These last
two questionnaires were administered to verify
that the control groups were in the normal range
of sexual functioning. Participants were allowed to
complete the questionnaire at home (after making
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strict appointments for returning the question-
naire) or were given the opportunity to complete it
in small groups in a conference room at the
department. On behalf of another study, several
other questionnaires on emotion were adminis-
tered. Participants were informed that they could
win 50 euros via a lottery for their participation.
However, it was emphasized that completing the
SDQ (the last questionnaire in the package) was
strictly optional and that refusing to complete the
SDQ did not affect their chances to enter in that
lottery.

The three clinical groups were recruited at the
three sexology centers. All participants in the clini-
cal groups met the inclusion criteria for vaginismus,
dyspareunia, or erectile disorder, and were
treatment-seeking at the time of the study. They
were invited for the current study before treatment
was started and were told the study was about sex
and sexual acts and only served scientific purposes.
All women with vaginismus and dyspareunia
received the current SDQ at the end of the diag-
nostic procedure and were allowed to complete the
questionnaire at home. Approximately 10–20%
refused participation in the present study. Men with
erectile disorder received the SDQ during the
intake procedure, as part of a larger package of
questionnaires that the clinical groups are generally
asked to complete upon their first appointment at
the sexology center. They were allowed to com-
plete the questionnaires at home, and were encour-
aged to bring the package back with them on their
next appointment. Approximately 25% of the men
refused to take part in the study and did not return
the package. Participation was strictly voluntary for
all clinical groups. They did not enter the lottery.
Finally, the research has been conducted following
APA ethical standards and was approved by the
ethical committee at Maastricht University.

Data Analyses
Using the Statistical Package for Social Sciences
(SPSS version 17.0; SPSS Inc., Chicago, IL, USA),
missing data were computed using regression
analyses following recommendations by Schafer
and Graham [36], unless more than 10% of values
was missing (N = 4). If more than 10% was missing,
the data were removed from the analyses. Prelimi-
nary analyses on the SDQ in the non-clinical
sample consisted of item analyses for normality and
linearity. Further analyses were performed on an
item-by-item basis to retain items with adequate
psychometric properties. Items in which more than
65% of participants used only the first response

alternative and items that demonstrated low corre-
lations with all other items (r � 0.35) were
excluded from factor analyses (for SDQ-W: 1, 3, 6;
for SDQ-D: 1, 3, 6). For items with skewed distri-
butions (�-1 or �1), log transformations were
applied (for SDQ-W: 5, 8, 9; for SDQ-D: 2, 4, 7).
Since three of the six Self- and Partner-items from
both the willingness and disgustingness scale were
deleted, the remaining items were collapsed into a
new subscale (familiar sources of contamination).
Next, in the non-clinical sample, confirmatory
factor analyses (CFA) compared a two-factor model
(Familiar vs. Unknown) to a one-factor model.
CFA was performed with LISREL 8.54 using
weighted least-squares estimation. Latent variables
were free to correlate, and secondary item-loadings
were not allowed. Separate analyses were per-
formed for willingness and disgustingness.

A series of bivariate correlations were used to
examine in the non-clinical sample whether the
willingness to approach sexually contaminated
stimuli (SDQ-W) was associated with disgust of
these stimuli (SDQ-D). Only correlation coeffi-
cients with at least a medium effect size (r > 0.30)
were considered interesting. To establish conver-
gent validity of the SDQ, correlations with
DPSS-R and DS were examined as well as with
indices on sexual functioning (FSFI or IIEF) in the
non-clinical sample. Next, to compare between
clinical groups and control participants without
sexual problems, SDQ-subscales were constructed
in the clinical sample (and their matched controls)
in line with the findings from the CFA (see Appen-
dix for the current version of the SDQ). To evalu-
ate whether the clinical groups and their respective
control groups responded differently to the ques-
tionnaires, their scores were subjected to a series
of one-way Multivariate Analyses of Variance
(MANOVA). As women generally report higher
levels of disgust propensity than men (e.g., [26]),
the analyses were performed separately for men
and women. Where appropriate, effect sizes were
calculated (eta-squared; h2). Generally, effect sizes
of 0.01 are considered small effects, 0.06 medium
effects, and 0.14 or higher as large effects [37].

Results

Factor Analyses
Model fit was assessed using absolute and incre-
mental fit indices. The chi-square test (c2/d.f.) is an
absolute fit index. Generally, a ratio below 3 is con-
sidered acceptable. Table 1 shows that this ratio was
poor for the one-factor models of SDQ-W and
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SDQ-D. The two-factor model performed mark-
edly better although the ratio was still above 3.

To assess incremental fit indices, cut-off criteria
for good fit by Hu and Bentler [38] were used:
Comparative Fit Index (CFI) > 0.95, Tucker-Lewis
Index (TLI) > 0.95, and Root Mean Square Error
of Approximation (RMSEA) < 0.06. According to
these criteria, the one-factor models for SDQ-W
and SDQ-D did not fit well, while model fit was
acceptable for the two-factor models.

Next, a likelihood ratio test was used to evaluate
whether the two-factor structure has additional
value compared to a one-factor model by compar-
ing the difference in chi-square values of the
models. The two-factor models fit the data signifi-
cantly better than the one-factor models
(P < 0.001). Additionally, the Expected Cross-
Validation Index (ECVI) provides a descriptive
evaluation of competing models. The model with
the lowest value fits best. The ECVI was lowest for
the two-factor models. A two-factor solution
appeared superior to a one-factor solution.

Thus, the CFA supports the internal validity of
a SDQ with the subscales willingness_familiar
(items 1, 2, 4); willingness_unknown (items 3, 5,
6); disgustingness_familiar (items 7, 8, 10); and
disgustingness_unknown (items 9, 11, 12) (see
Appendix). In line with the findings from the CFA,
the subscales for familiar and unknown were con-
structed for the SDQ-W and SDQ-D. Table 2
presents descriptive statistics and internal consis-
tencies of the subscales. In accordance with criteria
by Nunnally [39], internal consistency was good
for both the total scales of SDQ-W (a = 0.75) and
SDQ-D (a = 0.76), and acceptable for the sub-
scales of SDQ-W (a = 0.59–0.82) and SDQ-D
(a = 0.59–0.81) in the non-clinical research popu-
lation. Also, in the clinical sample, internal consis-
tency was good for the total scale of SDQ-W
(a = 0.75) and SDQ-D (a = 0.74), while lower for
the subscales of SDQ-W (a = 0.49–0.82) and
SDQ-D (a = 0.59–0.83).

Intercorrelations of SDQ Subscales and Correlations
with General Disgust Indices
Bivariate correlations were computed between the
subscales of the SDQ for the entire sample. There
were only moderate correlations between the
scales for familiar and unknown (r = 0.41 for
SDQ-W, r = 0.38 for SDQ-D). This supports the
view that the two scales are measuring related but
not identical constructs. Consistent with the
assumption that the motivation to approach sexual
stimuli is strongly associated with disgust, Table 3
shows that correlations between SDQ-W and
SDQ-D were high.

Correlations of SDQ Subscales with
Sexual Functioning
To determine whether lower willingness
(SDQ-W) and higher disgustingness (SDQ-D)
were associated with lower levels of sexual arousal
in the non-clinical population, bivariate correla-
tions were calculated between either the subjective
arousal scale (AR) and the physiological arousal
scale (LU) of the FSFI (N = 186) or the erectile
function (EF) of the IIEF (N = 109) with both
subscales of the SDQ. In women, higher levels of

Table 1 Confirmatory factor analyses for willingness (SDQ-W) and disgustingness (SDQ-D) in the non-clinical sample

c2 d.f. c2/d.f. AIC CFI TLI RMSEA ECVI

One factor
Willingness 237.27 9 26.36 296.28 0.87 0.78 0.19 0.38
Disgust 505.12 9 56.12 476.73 0.72 0.55 0.25 0.63

Two factors
Willingness 53.11 8 6.63 77.53 0.97 0.95 0.08 0.10
Disgust 33.00 8 4.13 57.78 0.98 0.97 0.06 0.08

Valid N 761

Abbreviations: SDQ-W = Sexual Disgust Questionnaire-Willingness; SDQ-D = Sexual Disgust Questionnaire-Distgustingness; d.f. = degrees of freedom;
AIC = Akaike Information Criterion; CFI = Comparative Fit Index; TLI = Tucker-Lewis Index; RMSEA = Root Mean Square Error of Approximation; ECVI = Expected
Cross-Validation Index

Table 2 Means, standard deviations, range and internal
consistency of the SDQ-W and SDQ-D scales in the
non-clinical sample

Means
Actual
range

Cronbach’s
alpha

SDQ-W
Familiar 10.37 (6.18) 0–24 0.82
Unknown 7.23 (4.86) 0–24 0.59
Total 17.60 (9.30) 0–46 0.75

SDQ-D
Familiar 9.16 (5.80) 0–24 0.81
Unknown 15.12 (5.15) 0–24 0.59
Total 24.28 (9.15) 0–48 0.76

Valid N 761

Note: Standard deviations are presented in parentheses.
Abbreviations: SDQ-W = Sexual Disgust Questionnaire-Willingness; SDQ-
D = Sexual Disgust Questionnaire-Disgustingness
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willingness to approach stimuli contaminated by
familiar sources (SDQ-W) were significantly
negatively associated with levels of AR (r = 0.32;
P < 0.01) and LU (r = 0.31; P < 0.01). Additionally,
higher levels of AR and LU were associated with
significantly lower levels of disgustingness
(SDQ-D) (both r = -0.32; P < 0.01) for familiar
sources of contamination. For men, no significant
correlations were observed between levels of will-
ingness (SDQ-W) or disgustingness (SDQ-D) and
the EF-scale (all r < 0.15).

Group Differences in SDQ-Willingness
For women, a 2 (Source: familiar, unknown) ¥ 3
(Group: Vaginismus, Dyspareunia, Controls)
MANOVA was performed. This revealed neither a
significant Source ¥ Group interaction (F(1,123) =

0.75, P = 0.48, h2 = 0.01) nor a main effect of Group
(F(1,123) = 0.61, P = 0.55, h2 = 0.01). This indicates
that women with vaginismus or dyspareunia were
not less willing to expose themselves to sexual stimuli
compared to control participants. For men, a 2
(Source: familiar, unknown) ¥ 2 (Group: Male Erec-
tile Disorder, Control group) MANOVA was per-
formed. This showed a significant Source ¥ Group
interaction (F(1,54) = 6.51, P = 0.01, h2 = 0.08).
Specific contrasts using independent sample t-tests
showed that men with erectile disorder scored lower
on willingness toward familiar-stimuli than control
participants (t(54) = 2.01, P = 0.04; h2 = 0.08).

Means and standard deviations for all question-
naires are presented in Table 4.

Group Differences in SDQ-Disgustingness
For women, a 2 (Source: familiar, unknown) ¥ 3
(Group: Vaginismus, Dyspareunia, Control group)
MANOVA was performed. A significant Source ¥
Group interaction term (F(2,123) = 3.71, P = 0.03,
h2 = 0.03) was found. A series of contrasting inde-
pendent sample t-tests were then performed.
As expected, overall, participants scored higher
on SDQ-unknown compared to SDQ-familiar
(F(1,123) = 95.15, P < 0.01, h2 = 0.42). Yet, only
women with vaginismus scored significantly
higher on SDQ-familiar compared to participants
with dyspareunia (t(82) = 2.49, P = 0.02; h2 = 0.07)
and control participants without sexual pro-
blems (t(79) = 1.99, P = 0.05; h2 = 0.05). In men,
a 2 (Source: familiar, unknown) ¥ 2 (Group: Erec-
tion Disorder, Control group) MANOVA wasper-
formed and revealed no significant interactions
(F(1,54) = 2.42, P = 0.13, h2 = 0.03).

Discussion

The main findings of the present study were: (i)
CFA supported a two-factor structure of the

Table 3 Bivariate correlations between SDQ-subscales
in the non-clinical population and in a subsample of those
participants who also completed general disgust indices
(DPSS-R, DS)

Indices

SDQ-W SDQ-D

Familiar Unknown Familiar Unknown

SDQ-W
Familiar
Unknown 0.41**
Total 0.88** 0.80**

SDQ-D
Familiar -0.69** -0.28**
Unknown -0.33** -0.57** 0.40**
Total -0.63** -0.49** 0.86** 0.81**

Valid N 762
Disgust propensity indices

DPSS-RP (a = 0.81) 0.00 -0.09 0.08 0.22**
DPSS-RS (a = 0.75) -0.04 -0.07 0.08 0.13*
DS total (a = 0.78) -0.37** -0.35** 0.34** 0.43**

Valid N 304

*P < 0.05, **P < 0.01
Abbreviations: SDQ = Sexual Disgust Questionnaire; W = Willingness;
D = Disgustingness; DPSS-RP = Disgust Propensity and Sensitivity Scale-
Revised Propensity; DPSS-RS = Disgust Propensity and Sensitivity Scale-
Revised Sensitivity; DS = Disgust Scale

Table 4 Means, standard deviations of all questionnaires in the clinical sample (individuals with vaginismus,
dyspareunia, erectile disorder and their age-matched participants from the non-clinical sample)

Indices
Vaginismus
(N = 39)

Dyspareunia
(N = 45)

Controls
(N = 42) ED (N = 28)

Controls
(N = 28)

SDQ-W
Familiar 7.95 (5.40) 9.53 (6.08) 9.48 (6.77) 9.32 (7.62)* h2 = 0.08 13.57 (7.54)
Unknown 6.33 (4.40) 6.29 (4.58) 6.90 (4.50) 7.25 (4.51) 7.18 (5.20)
Total 14.28 (7.95) 15.82 (8.80) 16.38 (9.65) 16.57 (10.62) 20.75 (11.47)
SDQ-D
Familiar 12.77 (6.11)* h2 = 0.05 9.49 (5.93) 10.90 (6.50) 10.29 (7.65) 6.89 (6.62)
Unknown 16.36 (4.23) 16.96 (5.61) 16.93 (4.10) 14.79 (4.57) 14.50 (6.21)
Total 29.12 (5.58) 26.44 (9.13) 27.83 (8.82) 25.07 (11.21) 21.39 (9.29)

*P < 0.05, **P < 0.01
Abbreviations: SDQ = Sexual Disgust Questionnaire; W = Willingness; D = Disgustingness; ED = Erectile Disorder
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current version of the SDQ; (ii) the two-factor
model demonstrated moderate internal consis-
tency and good convergent validity; (iii) women
with vaginismus reported higher levels of disgust
for stimuli contaminated with sexual byproducts
related to familiar persons than women with dys-
pareunia and women without sexual problems; and
(iv) men with erectile disorder demonstrated lower
willingness to approach stimuli contaminated with
sexual byproducts related to familiar persons than
men without sexual problems.

Originally, the SDQ was designed to measure
three sources of contamination: self, partner, and
unknown persons [9]. Yet, the current analyses
revealed that several items did not demonstrate
adequate psychometric properties. These items
were removed from the current version of the
SDQ. Next, CFA did not support the previously
suggested three factor structure [9] and the
remaining items for Self and Partner loaded on
one factor. CFA revealed that the resulting two-
factor structure (familiar/unknown) fitted the data
well and significantly better than a one-factor
baseline model. Moreover, the internal consis-
tency of the subscales based on the two factor
models were low to moderate and the resulting
subscales (SDQ-W, SDQ-D) correlated meaning-
fully with an established trait disgust propensity
index (DS). Further attesting to the validity of the
current SDQ, negative correlations were observed
between disgustingness (SDQ-D) and willingness
(SDQ-W). Thus, participants’ reported willing-
ness to handle particular sexually contaminated
stimuli was associated with the intensity of disgust
they reported when asked to imagine a situation
where they would actually have close physical
contact with these stimuli. Yet, although both
SDQ-scales were associated, they were certainly
not equivalent, since only 52% of the variance in
willingness-scores (familiar-source) was shared by
the variance in disgustingness. This underlines the
relevance of adding the disgustingness ratings to
the original SDQ. Together, the psychometric
data indicate that the SDQ is a valid instrument to
measure disgust for sexual contaminants, with the
notion that the relatively low internal consistency
may warrant further revision.

In line with the view that experiencing disgust
may interfere with sexual functioning and disrupt
sexual arousal [6], women reporting relatively high
levels of sexual disgust (as indexed by the SDQ-
disgustingness scale) also displayed relatively low
levels of sexual arousal (as indexed by the FSFI-AR
and FSFI-LU). This is in line with previous work

suggesting that a lack of arousal negatively impacts
healthy sexual functioning in women with dys-
pareunia [15,16]. Supporting further the potential
relevance of disgust in vaginismus, treatment-
seeking women with vaginismus not only showed
heightened trait disgust (as indexed by the DS) but
also heightened disgust for sexual by-products (as
indexed by SDQ-D) compared to healthy control
participants. Interestingly, women with dyspareu-
nia did not show similarly enhanced levels of trait
disgust and disgust for sexual contaminants. Thus,
enhanced disgust seems especially relevant for
vaginismus and not a general characteristic of
women with sexual dysfunctions. A critical differ-
ence between both types of dysfunctions is that
women with lifelong vaginismus are characterized
by a consistent inability for vaginal penetration,
whereas in women with dyspareunia, sexual inter-
course is still possible [24]. While pain tends to be
observed in both women with vaginismus and dys-
pareunia upon penetration attempts, disgust-
related defensive reflexes that preclude sexual
intercourse may be specific to women with
vaginismus.

It should be acknowledged, however, that the
SDQ examines disgust toward sexual by-products
(e.g., sperm) and does not directly refer to sexual
penetration or sexual organs. It remains, therefore,
to be established, whether women with vaginismus
would also report heightened disgust toward
sexual intercourse and/or their partner’s penis.
Accordingly, it would be interesting to extend the
original SDQ by adding items that reflect disgust
for specific sexual stimuli (e.g., penis) and/or
behaviors (e.g., sexual penetration).

In line with previous findings [9], women with
vaginismus did not report lower willingness to
handle sexual contaminants compared to the
women in the control group (SDQ-W). This
casts doubt on the validity of using willingness
ratings as an indirect measure of disgust. Indeed,
one may question whether willingness ratings are
a proper candidate for investigating the potential
to evoke disgust responses in sexual dysfunctions.
First, it has been argued that reporting imaginary
behavioral levels might simply not be a valid
method for measuring actual approach-avoidance
behavior (e.g., [40]). In addition, the willingness
to touch stimuli may also be influenced by factors
other than disgust (e.g., culture, religion). To
arrive at more final conclusions regarding the
validity of the willingness vs. the disgustingness
ratings it would be important to test the prognos-
tic value of both dimensions for predicting indi-
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vidual’s actual disgust responsivity when
confronted with relevant sexual stimuli (e.g.,
[41,42]).

Pointing to a potential gender difference
regarding the relevance of disgust in sexual dys-
function, there was no convincing relationship
between disgust for sexual contaminants and
sexual arousal in the non-clinical men. Casting
further doubt on the relevance of sexual disgust in
men, the treatment-seeking participants with
erectile disorder also did not show heightened
disgust toward sexual contaminants, although it
should be acknowledged that these men did show
a lowered willingness to handle stimuli that were
potentially contaminated by a familiar person
(SDQ-W). However, as already mentioned above,
factors other than disgust may also be responsible
for this reduced willingness to touch “contami-
nated” stimuli in men. For example, men with
erectile disorder may wish to avoid these stimuli
because of their negative associations, such as per-
formance anxiety. Future research using implicit
measures of disgust such as EMG (e.g., [19])
during behavioral tasks would be helpful to arrive
at more solid conclusions regarding the role of
heightened sexual disgust and avoidance in erec-
tile disorder.

Several implications for clinical practice can be
derived from the present findings. First, the
present findings indicate that the role of disgust
for sexual contaminants appears most pronounced
for women suffering from vaginismus. Hence,
treatments on vaginismus may improve by focus-
ing on specific disgust elements. Previous research
has already indicated that both fear and disgust
may be effectively reduced using exposure in vivo
treatment in specific phobias [43]. In a similar vein,
exposure has proven effective in reducing fear
levels in women with lifelong vaginismus as well
[27]. Thus, future research should consider the
application of exposure in vivo to objects of sexual
disgust (e.g., a woman’s vagina or the partner’s
penis) in women with vaginismus, and investigate
whether sexual disgust can thus be reduced, and
whether this coincides with a reduction of clinical
symptoms [44,45]. Second, the current version of
the SDQ may be an effective tool to examine
whether treatments may successfully reduce sexual
disgust in a clinical group with sexual dysfunctions.
It would be interesting to see whether residual
sexual disgust can predict relapse of clinical symp-
toms in the long term.

Yet, a number of limitations need to be consid-
ered. First, only convergent and construct validity

of the SDQ were explored. Future research should
test other forms of validity (i.e., predictive validity,
divergent validity) as well as test-retest reliability.
In particular, research should explore discriminant
validity to examine whether the associations
between disgust propensity and sexual dysfunc-
tions are not fully attributed to a harm-avoidance
conceptualization of vaginismus by measuring fear
and pain-avoidance (e.g., [23,50]). Second, the
current SDQ covered a limited number of sexual
by-products and not specific sex stimuli (e.g., a
penis). The current SDQ could be extended to
cover a wider range of sexual stimuli and contexts
(e.g., using sweat as sexual contaminant or chang-
ing the context to one’s own home). Germane to
this, it would be important to test the relationship
between SDQ-scores and actual disgust responsiv-
ity when confronted with relevant sexual stimuli
(e.g., in the context of behavioral approach tasks
[31]). This might help to shed light on the issue of
whether SDQ-disgust or SDQ-willingness ratings
are the most relevant scales for indexing sexual
disgust.

Third, the present findings are correlational in
nature. It remains to be established whether
enhanced disgust presents a causal factor or a con-
sequence of suffering from a sexual dysfunction.
Fourth, sexual relationship status was not assessed
for the control participants without sexual prob-
lems. Moreover, there may be other marked dif-
ferences between control and clinical samples that
were not controlled for (e.g., number of years in a
relationship, cultural and religious backgrounds,
moral values). For example, research showed that
conservative attitudes were associated with lower
thresholds for experiencing disgust for sexual
stimuli [46] and African-American individuals
have demonstrated elevated levels of disgust pro-
pensity compared to white individuals [47]. Future
research should take such factors into account.
Finally, the current study focused on a limited
number of sexual dysfunctions. It would be impor-
tant to test whether heightened disgust is espe-
cially relevant for lifelong vaginismus or might
also be involved in other dysfunctions such as
hypoactive sexual desire disorder, or problems
associated with reduced sexual arousal.

Conclusions

The current study showed that the SDQ is a helpful
instrument to investigate the role of domain-specific
disgust in sexual dysfunctions. To increase its sensi-
tivity as a comprehensive index of sexual disgust, it

Disgust Propensity in Sexual Dysfunctions 405

J Sex Med 2013;10:396–407



might be worthwhile to include additional items.
The findings showed that sexual disgust was
involved particularly in lifelong vaginismus. Future
studies are necessary to delineate further the role of
sexual disgust also in other sexual dysfunctions.
Improving the understanding of the role of disgust in
sexual dysfunctions is not only relevant from a theo-
retical stance, it may also provide fresh clues to
improve currently available treatment options (e.g.,
[48]) and help lower help-seeking barriers in women
with vaginismus (e.g., [49]).
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Appendix

Sexual Disgust Questionnaire (SDQ)
SDQ-W
To what extent are you willing to:
1. Use a towel for your face after it has been used to wipe off

sperm/vaginal fluids from yourself after sexual intercourse and
smells accordingly.

2. Use a towel for your face after it has been used to wipe off
sperm from your partner after sexual intercourse and smells
accordingly.

3. Lie beneath bedclothes in a hotel, that look unwashed and
below which previous guests may have had sexual intercourse.

4. Lie beneath bedclothes below which you have masturbated the
day before and which show obvious smudges.

5. Use a towel for your face that has been thoroughly cleaned after
it has been used following sexual intercourse to wipe off sperm/
vaginal fluids of an unknown person (e.g., a towel in a hotel).

6. Touch a soiled, unwashed towel, that is possibly used to wipe off
sperm/vaginal fluid of an unknown person after sexual inter-
course (e.g., a towel in a hotel).

Certainly
not willing

Probably
not willing

Maybe willing,
maybe not

Probably
willing

Certainly
willing

0 1 2 3 4 5 6 7 8

SDQ-D
To what extent are you disgusted when you would:

7. Use a towel for your face after it has been used to wipe off
vaginal fluids from yourself after sexual intercourse and smells
accordingly.

8. Use a towel for your face after it has been used to wipe off
sperm from your partner after sexual intercourse and smells
accordingly.

9. To lie beneath bedclothes in a hotel, that look unwashed and
below which previous guests may have had sexual intercourse.

10. Lie beneath bedclothes below which you have masturbated
the day before and which show obvious smudges.

11. Use a towel for your face that has been thoroughly cleaned after
it has been used following sexual intercourse to wipe off sperm/
vaginal fluids of an unknown person (e.g., a towel in a hotel).

12. Touch a soiled, unwashed towel, that is possibly used to wipe
off sperm/vaginal fluid of an unknown person after sexual
intercourse (e.g., a towel in a hotel).

No disgust
at all Some disgust Disgust

Strong
disgust

Extreme
disgust

0 1 2 3 4 5 6 7 8
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