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Abstract 

Shame is an overwhelming emotion in which one views themselves negatively (internal 

shame) or believes that others see them in a negative light (external shame). Higher levels of 

shame have been associated with mental health concerns such as anxiety and depression. 

Research suggests that shame is linked to Obsessive-Compulsive Disorder (OCD); however, 

there is limited evidence exploring this relationship. This study explored the relationship 

between types of shame (internal shame and external shame) and OCD symptomology and 

severity. Adult participants recruited from Facebook and a University population took part in 

an online survey measuring OCD symptom severity, OCD dimensions, internal shame, 

external shame, depression and anxiety. Measures of internal shame and external shame were 

positively correlated with OCD symptoms, OCD profiles, depression and anxiety. 

Hierarchical regression analyses showed that both internal and external shame are related to 

OCD symptom severity when controlling for depression and anxiety. Internal and external 

shame were positively correlated with all four OCD symptom dimensions, and the harm 

dimension was more strongly correlated with shame than other profiles. The findings suggest 

that shame may be an important factor to address when providing intervention for people 

with OCD.   

 

 

 

Keywords: Obsessive-Compulsive Disorder, Shame, Internal Shame, External Shame, 
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Current research suggests that shame and Obsessive-Compulsive Disorder are 

positively linked (Weingarden & Renshaw, 2014). However, the literature in this area is 

limited. Varieties of shame may be differentially related to anxiety and depression, which are 

commonly comorbid with OCD (Cândea & Szentagotai-Tătar, 2018; Kim et al., 2011), 

however there does not appear to be any current research investigating how different types of 

shame identified in the literature are related to OCD symptom severity.  As both OCD and 

shame have links with depression and anxiety, it is not clear how shame, OCD, and 

depression and anxiety are associated.  This study will attempt to address this gap in the 

research, which may have implications for treatment of OCD, in that it may be desirable to 

address shame explicitly when providing psychological interventions for OCD.   

Obsessive-Compulsive Disorder (OCD) as defined in the DSM-5 is characterised by 

experiencing obsessions and compulsions (American and Psychiatric Association, 2013). 

Obsessions include undesirable and repetitive thoughts or images, and compulsions are 

actions performed in an attempt to alleviate these obsessions. Research suggests that there are 

four symptom dimensions of OCD: contamination, harm, taboo thoughts and symmetry 

(Abramowitz et al., 2010; Wetterneck et al., 2014). Obsessions about contamination often 

lead to compulsions such as handwashing and cleaning. Obsessions about causing harm and 

making mistakes are often paired with compulsions that involve constantly checking that the 

harm obsession did not take place and that the mistake was not made. The taboo thoughts 

profile includes obsessions about experiencing intrusive thoughts regarding religion, sex, and 

violence, and are often associated with compulsions regarding mental rituals, avoidance of 

places and situations, and/or repeating special routines in an attempt to get rid of the thought. 

Finally, obsessions regarding symmetry and order often lead to compulsions like rearranging 

and having an order for things. Studies have found that some profiles show less symptom 

reductions after OCD interventions than others. Namely, Berman et al. (2019) suggested that 



taboo obsessions are associated with less symptom reduction following Exposure with 

Response Prevention. Chase et al.’s (2015) study measuring treatment outcome differences 

based on symptom dimensions for a clinical OCD group showed no significant differences. 

However, they reported that the taboo thoughts dimension had significantly greater severity 

both at admission and discharge than the other symptom profiles.  Therefore, it is important 

to investigate factors such as shame that may contribute to OCD symptom severity as 

targeting this emotion during intervention may help to increase symptom reduction across the 

OCD dimensions.  

Shame is a common emotion characterised as a self-focussed, overwhelming negative 

view of oneself, that differs from guilt (Tangney et al., 1992). Research has found that shame 

is linked to a number of negative interpersonal experiences such as increased irritability, 

suspiciousness, resentment, anger and the blaming of others for negative events (Boudewyns 

et al., 2013; Tangney et al., 1992). Two particular types of shame identified in the literature 

include internal shame and external shame. Internal shame involves a negative view of 

oneself and includes the tendency to have global negative self-judgments about being bad, 

inferior and imperfect (Matos et al., 2021; Matos et al., 2014). In contrast, external shame 

relates to the belief that others view us negatively (Matos et al., 2021). This type of shame is 

concerned with the opinion and judgments that others may make of us (Gilbert, 2014; Goss et 

al., 1994). External shame has also been labelled ‘stigma awareness’, where one is aware that 

they might be judged by others if their actions are revealed (Cândea & Szentagotai-Tătar, 

2018). Research has found that external shame is associated with greater maladaptive 

outcomes than internal shame, such as increased depression and social anxiety (Cândea & 

Szentagotai-Tătar, 2018; Kim et al., 2011). Goffnett et al.’s (2020) study investigating 

interventions to reduce shame showed that Cognitive Behavioural Therapy, mindfulness 

strategies and Acceptance and Commitment therapy have shown to lead to shame reduction. 



Other authors have found that increases in self-compassion may help to reduce internal and 

external shame (Callow et al., 2020; Sedighimornani et al., 2019). 

Current literature, albeit limited, has shown a positive relationship between shame and 

OCD (Szentágotai-Tătar et al., 2020; Weingarden & Renshaw, 2014). In their conceptual 

review of shame and Obsessive-Compulsive Related Disorders, Weingarden and Renshaw 

(2014) reported positive links between shame and OCD symptoms in both clinical and 

nonclinical samples (Fergus et al., 2010; Tangney and Dearing, 2002). For example, Becker 

et al.’s (2013) comparison study reported greater levels of general shame in the OCD group 

versus the non-clinical controls. In this experimental study the two groups were required to 

rate their levels of shame following positive, negative or ambiguous performance feedback 

on a task. The OCD group rated themselves as experiencing higher levels of shame compared 

to the non-clinical group after receiving both ambiguous and negative feedback, with medium 

(r = .39) to large effects (r = .45). Another study found that in a sample of South Korean 

participants (Kim et al., 2013), those with an OCD diagnosis reported significantly higher 

scores on the defectiveness/shame subscale on the Young Schema Questionnaire, version 3, 

compared with the non-clinical group. This study reported a large effect size (d = 1.69), and 

the results remained significant after controlling for depression, suggesting that the presence 

of shame in OCD is not due to comorbid depression. This suggests that shame contributes to 

OCD independently of depression and that this may be an important factor to consider during 

OCD treatment as this may lead to reductions in OCD symptoms.  

Based on previous findings, a positive relationship with shame and OCD is supported; 

however, there does not appear to be current research investigating internal and external 

shame with OCD in particular. It is important to understand how these types of shame relate 

to OCD as targeting these types of shame in OCD treatment may lead to improved treatment 

outcomes.    



Previous studies have made an attempt to explain the relationship between OCD and 

shame by using a cognitive-behavioural framework. Previous authors have proposed that 

certain obsessions and compulsions may trigger shame, where compulsions are performed in 

an attempt to alleviate this distressing emotion (Szentágotai-Tătar et al., 2020; Valentiner & 

Smith, 2008). This cognitive-behavioural perspective originates from Valentiner and Smith’s 

(2008) study which investigated the relationship between shame-proneness, obsessions and 

thought-action fusion (TAF; the belief that the thoughts we have are morally equivalent to 

acting on these thoughts) in predicting compulsions.  The cognitive-behavioural framework 

of OCD and shame suggests that people with OCD may experience symptom-based shame 

based on their obsessions, which leads them to perform compulsions. Therefore, focussing on 

shame reduction in people with OCD may lead to a reduced desire to perform compulsions 

and might reduce OCD symptom severity.  

While the literature regarding the relationship between shame and OCD is limited, the 

research about the relationship between shame and different OCD profiles is even more so. 

However, this may be an important link in understanding the role that shame plays in the 

development and maintenance of OCD. Previous studies have found the taboo thoughts 

profile and the responsibility for harm profile to be more stigmatised and shamed than the 

contamination and symmetry dimension (Cole & Warman, 2019; Durna et al., 2019; Simonds 

& Thorpe, 2003). McCarty et al.’s (2016) study looked at the differences in stigma and 

recognition in the OCD profiles. The study required participants to view vignettes on 

different OCD dimensions. The results found that the taboo thoughts and responsibility for 

harm vignettes were less likely to be recognised as OCD and that participants held more 

stigma towards these profiles than the contamination and symmetry profile; and these 

findings have been supported by similar studies (Homonoff & Sciutto, 2019; Simonds & 

Thorpe, 2003).   



 Although studies have often found the taboo thoughts dimension to be related to 

shame, Wetterneck et al. (2014) found that shame proneness was significantly correlated with 

both the harm (r = 0.41) and symmetry (r = 0.35) dimensions of OCD and had nonsignificant 

correlations with the contamination (r = 0.10) and taboo thoughts (r = 0.14) dimensions. 

Wetterneck et al. (2014) suggested that harm is correlated with shame-proneness due to the 

negative self-evaluation one might have if they believe they have harmed others and also the 

interpretation that they will be more stigmatised and judged by others for having obsessions 

and compulsions related to the harm profile. They theorised that the correlation between 

shame and symmetry may be due to the similarity between symmetry and perfectionism, as 

perfectionism has a strong link with shame. Overall, research findings are equivocal 

regarding which OCD profiles are most associated with shame, which is important to explore 

as it may be more important to address shame in people with certain symptom profiles. 

Furthermore, it is important to explore how these types of shame may relate to OCD profiles 

as it may be essential to understand how shame is manifesting (i.e., whether it is due to one 

judging themselves or due to one believing others are judging them), as this may have 

implications for the treatment approach.  

One aspect that makes it difficult to determine if shame is independently related to 

OCD is due to the associations both OCD and shame share with depression. OCD is often 

paired with comorbid disorders like depression (Besiroglu et al., 2007; Mondal & Kumar, 

2020; Wetterneck et al., 2020). Research has found that up to 50% of people with OCD also 

experience Major Depressive Disorder (MDD) and 17% experience comorbid Dysthymic 

Disorder (Crino & Andrews, 1996; Yap et al., 2012).  Both Torres et al. (2015) and Tükel et 

al. (2002) found that MDD was the most common comorbid disorder with OCD.  Many 

studies have found evidence to suggest a causal model between OCD and comorbid major 

depression, where people with OCD are at a greater risk of developing depression 



(Tadayonnejad et al., 2020; Yap et al., 2012). Studies have also shown the link between OCD 

and depressive symptomology. One of the earlier studies in this area is a prospective 

longitudinal study investigating the nature of OCD and comorbid depressive symptoms at 

admission, a 6-month follow up and then 12 months after the first follow up (Zitterl et al., 

2000). The results showed that many patients with OCD had comorbid depression at 

admission and at a 6-month follow up. However, by the final follow up reductions in 

obsessive and compulsive symptoms, based on treatments targeting OCD symptomology, 

seemed to show parallel reductions in depressive symptoms. This finding supports the idea 

that depressive symptoms occur secondary to OCD.  

Many studies have also found a link between types of shame (internal and external 

shame) and depression. Balsamo et al. (2015) reported that external shame was significantly 

positively correlated with two measures of depression: the Beck Depression Inventory-II (r = 

.45) and the Teate Depression Inventory (r = .47). Proeve et al.’s (2018) study also showed 

that external shame was significantly positively correlated with depressive symptoms and 

stress. Callow et al.’s (2020) study also suggested that external shame was positively 

correlated with the depression subscale of the Depression and Anxiety Stress Scales (DASS 

21). In addition, a meta-analysis shows that external shame is more strongly linked to 

depressive symptoms than internal shame (Kim et al., 2011). Their review found a positive 

correlation between external shame and depressive symptoms, with a large effect size (r = 

.56), compared with a moderate effect size for internal shame (r = .42). As depression is 

linked to both types of shame and OCD it is important to establish if the relationship between 

shame and OCD is due to the presence of depression, or whether shame shares an 

independent relationship with OCD. This has implications for treatment for people with OCD 

as it may be important to target shame specifically to aid in reducing OCD symptoms and 

severity.   



The relationship between OCD and shame is also unclear due to both being related to 

anxiety. OCD was classified previously in the DSM-III, DSM-III-R and the DSM-IV 

diagnostic manuals as an anxiety disorder (Diagnostic and Statistical Manual of Mental 

Disorders 3rd ed.; DSM-III; American Psychiatric Association, 1980; American Psychiatric 

Association, 1987; American Psychiatric Association, 1994). The basis for this grouping was 

that obsessions create distress, discomfort and anxiety, while compulsions are an attempt to 

alleviate this anxiety (Krzanowska & Kuleta, 2017; Tükel et al., 2002). The DSM-5 now 

classifies OCD under the new category of Obsessive Compulsive and Related Disorders 

(OCRDs) (American Psychiatric Association, 2013), as there is evidence to suggest that these 

disorders differ to anxiety disorders in presentation both behaviourally and psycho-

pathologically. Research shows that anxiety disorders and OCRDs vary in comorbidity, 

progression of illness, genetic risk factors, cognitive and emotional processing, intervention 

approaches and pharmacological treatment (Van Ameringam et al., 2014). However, while 

there are distinct differences between OCD and anxiety disorders, studies have found that 

patients with OCD often have comorbid anxiety disorders. Tükel et al. (2002) reported that 

up to 40% to 60% of people with OCD also meet diagnostic criteria for another anxiety 

disorder. In particular OCD has been found to be comorbid with Panic Disorder, Simple 

Phobia, Social Phobia and Generalised Anxiety Disorder (Reddy et al., 2020; Tükel et al., 

2002; Welkowitz et al., 2000).  In addition, OCD has been found to be associated with 

symptoms of anxiety, which overall reduces one’s quality of life (Remmerswaal et al., 2020).  

The relationship between OCD and anxiety disorders and symptoms may be 

explained by the Intolerance of Uncertainty (IU). IU is a trait where one perceives uncertainty 

to be negative and dangerous and has been found to be an important factor in OCD and GAD 

(Pinciotti et al., 2021). IU has been found to be related to all of the OCD symptom 

dimensions and has also been associated with OCD checking behaviours (Lopez et al., 2016; 



Pinciotti et al., 2021). López-Solà et al. (2016) identified IU as a potential explanation for 

OCD symptoms being a risk factor for developing panic disorder and symptoms of GAD. 

They explained this by suggesting that IU is a shared trait in OCD, panic disorder and GAD, 

meaning that people with OCD experience IU (through checking behaviours and obsessional 

thoughts), which makes room for anxiety and worry.   

Studies have also found both internal shame and external shame to relate to symptoms 

of anxiety and anxiety disorders (Szentágotai-Tătar et al., 2020), including Social Anxiety 

Disorder and Generalised Anxiety Disorder (Fergus et al., 2010; Matos et al., 2013). Cândea 

and Szentagotai-Tătar’s (2018) meta-analysis showed that external shame seems more 

strongly correlated with Social Anxiety Disorder than internal shame. Another study 

investigating the association between external shame and depression and anxiety found that 

external shame was positively correlated with the anxiety subscale of the DASS 21 (Callow 

et al., 2020). The relationship between shame and anxiety and shame and OCD makes it 

difficult to determine whether shame co-occurs with OCD due to their relationship with 

anxiety. This is important to investigate as if shame shares an independent relationship with 

OCD it may be an important emotion to target during intervention and may lead to greater 

OCD symptom reduction.  

1.1 Aims and hypotheses 

As previous research suggests an association between OCD and shame this study 

attempts to explore this association further with three research questions. The first aim of this 

study is to investigate whether increased shame (internal shame and external shame) is 

associated with increased OCD symptoms. The second aim is to investigate the relationship 

between internal and external shame with OCD, depression and anxiety, given that both 

shame and OCD are associated with depression and anxiety symptoms. In particular this 

research question aims to discover whether shame will be significantly associated with 



severity in OCD symptoms, when controlling for depression and anxiety.  The third aim of 

this study is to investigate how shame relates to the four OCD symptom profiles. This study 

uses a non-clinical sample, a common approach for investigating OCD symptoms in previous 

literature. The findings for these questions may help to address whether strategies for 

managing shame in conjunction with effective OCD intervention (like Exposure and 

Response Prevention) may be more beneficial in reducing OCD symptom severity.  

2. Method 

2.1 Participants  

The sample comprised 208 participants, of whom 65 withdrew early. With the 

incomplete responses excluded, the final sample was 143 participants. Of these, there were 

101 females (70.6%), 41 males (28.7%) and 1 who preferred not to disclose their gender 

(.70%). Participants’ ages ranged from 19-66 (M = 39.34, SD = 15.81), and 22 did not specify 

their age. Participants’ highest level of formal education ranged from currently in high school 

(N=2), graduated high school (N=15), completing TAFE or another technical diploma (N=8), 

finishing their undergraduate degree (N=49) or completing a postgraduate degree (N=65). 

Participants mostly spoke English as their first language (N=126) (88.1%), but others 

reported French (N=1), Guajarati (N=1), Hindi (N=1), Mandarin Chinese (N=1), Malayam 

(N=1), Sinhalese (N=2), Tamil (N=2), and Telugu (N=1) as their first language, and 5 people 

did not specify.  

2.2 Procedure 

The study was approved by The Human Research Ethics Sub-Committee, School of 

Psychology at the University of Adelaide. Participants were recruited using the Unified 

website through University of Adelaide, and through Facebook.  Participants completed an 

online survey via Qualtrics. Participants were eligible if they had both a good command of 



English and were aged at least 18 years. This was checked by the investigator.  Participants 

were made aware that participation in the survey was voluntary and of their right to withdraw 

at any time.  

The approximate 20-minute survey asked participants to report on their demographic 

information (age, gender, highest education level, first language, country of birth) and to 

complete self-report measurements of OCD symptoms and dimensions, internal shame, 

external shame, symptoms of depression and symptoms of anxiety.  

2.3 Measures  

Yale Brown Obsessive Compulsive Scale (Y-BOCS; Goodman et al., 1989).  

The Yale Brown Obsessive Compulsive Scale (Y-BOCS) measures symptom severity 

of obsessions and compulsions over 10 items. Participants rate items on a 5-point Likert 

scale, where higher ratings indicate greater symptom severity and disturbance on obsessions 

and compulsions respectively. Higher total scores (ranging from 0-40) suggest greater overall 

OCD symptom severity. Storch et al. (2015) determined clinical cut-off scores for the Y-

BOCS in an adult sample where 0-13 = mild symptoms, 26-34 = moderate symptoms and 35-

40 = severe symptoms. The Y-BOCS demonstrated good internal consistency (α = 0.89). The 

Y-BOCS shows good test-retest reliability ranging between .81 to .97.  

Dimensional Obsessive-Compulsive Scale (DOCS; Abramowitz et al., 2010) 

The Dimensional Obsessive-Compulsive Scale (DOCS) is a 20-item self-report 

measure that investigates the level of distress from obsessions and compulsions using four 

themes of OCD; contamination, harm, taboo thoughts and symmetry. The scale includes five 

items per dimension and asks participants to report on the approximate amount of time they 

spend occupied by obsessions and compulsions, avoidance, related distress, impact on 

functioning and difficulty ignoring obsessions and resisting compulsions. Participants rate 

items on a 5-point Likert scale ranging from 0 (no symptoms) to 4 (extreme symptoms). 



Abramowitz et al.’s study (2010) indicated that a cutoff score of 21 correctly classified 70% of 

people with OCD and 70% of participants with other anxiety disorders. They also found that a 

cutoff score of 18 correctly classified 78% of people with OCD and 78% of nonclinical adults.  

The DOCS shows high internal consistency ranging from 0.90 to 0.94 (Wetterneck et al., 

2014), and shows strong internal consistency within the subscales for contamination (α = 0.96), 

harm (α = 0.93), taboo thoughts (α = 0.93) and symmetry (α = 0.95).  

Experience of Shame Scale (ESS; Andrews et al., 2002).  

The Experience of Shame Scale (ESS) is a 25-item self-report questionnaire consisting 

of eight properties of shame: four areas of characterological shame (personal habits, manner 

with others, sort of person [you are] and personal ability), three areas of behavioural shame 

(doing something wrong, saying something stupid, and failure in competitive situations) and 

bodily shame (feeling ashamed of [your] body or any part of it). Participants rate each item 

on a 4-point Likert-type scale, which ranges from 1 (not at all) to 4 (very much). Participants 

rate each item based on their attitude in the last year, e.g. “Have you tried to cover up or 

conceal any of your personal habits?”. The ESS has high internal consistency (α = .92), and 

test-retest reliability over a period of 11 weeks (r =.83) and has also demonstrated good 

construct validity on characterological, behavioural and bodily shame. (Vizin et al., 2016). 

Other as Shamer Scale (OAS; (Goss et al., 1994). 

The Other as Shamer Scale (OAS) is an 18-item scale that measures levels of external 

shame (Balsamo et al., 2014). The OAS asks participants to rate items based on how they 

believe others perceive them. Items are rated on a 5-point Likert-type scale, where 

participants are asked to rate from 0 (never) to 4 (almost always) based on the frequency that 

they experience particular events (Goss et al., 1994). For example, one item asks participants 

to what extent they feel “Other people see [them] as small and insignificant” (Balsamo et al., 

2014). The scale has high internal consistency (α= .94) (Goss et al., 1994). Confirmatory 



factor analysis represents a hierarchical model with OAS as a second-order factor and 

inferiority, emptiness and mistake as three-first order factors (Balsamo et al., 2014).  

Penn State Worry Questionnaire (PSWQ; Meyer et al., 1990).  

The Penn State Worry Questionnaire (PSWQ) is a 16-item scale that measures the 

presence, engagement with and level of distress associated with worries. This 5-point Likert 

scale ranges from 1 (Not very typical of me) to 5 (Very typical of me). The level of worry is 

determined by summing the participants’ responses into a total score. This scale has shown 

high internal consistency ranging from 0.91 to 0.97 in eight different studies and has also 

demonstrated high test-retest reliability, convergent validity and divergent validity (Meyer et 

al., 1990). The PSWQ has been shown to accurately differentiate Generalised Anxiety 

Disorder from other anxiety disorders using a clinical sensitivity score of 50 (Stanley et al., 

2003). The PSWQ has also shown to effectively distinguish from those with OCD (Brown et 

al., 1992).  

Center for Epidemiologic Studies Depression Scale – Revised (CESD-R; Eaton et al., 2004; 

Radloff, 1977) 

The Center for Epidemiologic Studies Depression Scale – Revised (CESD-R) is the 

revised version of the Center for Epidemiologic Studies Depression Scale (Eaton et al., 2004; 

Radloff, 1977), comprising 20 items about how often participants have felt a certain way (i.e., 

“I felt sad”) on a 5-point Likert scale ranging from 0 (Not at all/Less than 1 day) to 4 (Nearly 

every day for two weeks), where higher scores indicate greater levels of depressive 

symptoms. Van Dam and Earleywine (2011) assessed the psychometric properties of the 

CESD-R in the general population and found high internal consistency (α = .92-.93), strong 

factor loadings and convergent and divergent validity. The CESD-R also has a strong clinical 

cut-off point at 16 which helps to classify depressed participants.  

 



2.4 Design and Analysis 

This was a correlational study. IBM Statistical Package for the Social Sciences 

(SPSS) Statistics 27 was used to perform data analysis. Pearson’s correlations were 

conducted to investigate research questions one, two and three. Hierarchical multiple 

regression analysis was conducted to further explore the second research question. Using 

G*Power, a priori analysis indicated that a sample size of 98 would be sufficient to detect a 

significant effect with 6 predictors using a power of .80, an alpha of .05 and a medium effect 

size (f2 = 0.15). 

3. Results 

Analysis of histograms, kurtosis and skew revealed that the Y-BOCS, DOCS, ESS, 

OAS and PSWQ were normally distributed. The CESD-R was positively skewed, so 

bootstrapping was used in results to account for normality (Psaradakis & Vávra, 2020). 

Visual inspection of scatterplots indicated that these measures were linearly related.  

Table 1 includes descriptive statistics for the measures used in the study. There was 

high internal consistency as shown in Table 1. On average participants experienced a mild 

level of OCD symptoms and severity of symptoms, depressive symptoms and anxiety 

symptoms.   

Independent samples t-tests of gender differences revealed no significant differences 

(shown in Appendix A) across all measures except for the PSWQ t(137) = -2.78, p = .006, 

where females (M = 50.86) had significantly higher scores than males (M = 43.7). 

Age was significantly negatively correlated with the Y-BOCS (r = -.32, 95% CI -.47, 

-.18), DOCS (r = -.18, 95% CI -.35, -.004), ESS (r = -.49, 95% CI -.62, -.34), OAS (r = -.33, 

95% CI -.45, -.17), CESD-R (r = -.38, 95% CI -.54, -.22) and PSWQ (r = -.38, 95% CI = -



.53, -.21) based on 1000 bootstrapping resamples with bias corrected and accelerated 

confidence intervals.  

The results showed significant group education differences with OCD symptoms, 

internal shame and depression. One-way ANOVAS showed scores for Y-BOCS F(3, 135) = 

2.88, p = .038, ESS F(3, 132) = 5.93, p = .001 and the CESD-R, F(3, 130) = 2.70, p = .047, 

decreased with higher education levels, while there were no significant group differences 

between education level and scores on the DOCS, OAS or PSWQ (see Appendix B). Tukey’s 

HSD determined that the Y-BOCS contained significant differences between being in 

Highschool/being a Highschool Graduate (M = 11.65, SD = 7.02) and completing a 

Postgraduate degree (M = 8.35, SD = 5.97); the ESS showed significant difference between 

completing an Undergraduate degree (M = 57.46, SD = 16.28) and completing a Postgraduate 

degree (M = 46.05, SD = 13.18). Tukey’s HSD based on 1000 bootstrap samples determined 

that the CESD-R showed significant differences between completing High School (M = 

15.12, SD = 15.19) and a Postgraduate degree (M = 7.41, SD = 11.22). 

3.1 Tests of Research Questions 1 and 2: Bivariate Relationships of Measures  

OCD symptom severity as measured using the Y-BOCS was significantly positively 

correlated with internal shame and external shame, and internal shame had a stronger 

correlation than external shame. 

Both internal shame and external shame were associated with anxiety and depression. 

Pearson’s correlations showed a moderate correlation between internal shame and depression 

and a strong correlation between internal shame and anxiety. Pearson’s correlations revealed 

a moderate correlation between external shame with depression and anxiety. Table 2 shows 

the correlations for the Y-BOCS, DOCS, ESS, OAS, CESD-R and PSWQ. 

 



 Table 1 

Internal Consistency, Means, Standard Deviations and Confidence Intervals for Measures of OCD Symptoms, OCD Dimensions, External 

Shame, Internal Shame, Depression and Anxiety 

    95% Confidence Interval for ICC 

Measures α Mean SD  Lower Bound Upper Bound 

Y-BOCS .88 8.32 5.94 .84 .91 

DOCS .90 10.92 8.12 .87 .92 

ESS .96 51.40 15.5 .94 .97 

OAS .95 19.85 12.95 .94 .96 

CESD-R 

PSWQ 

.94 

.94 
 

9.61 

48.76 

11.62 

14 

.92 

.93 

.95 

.96 

  

Notes: Y-BOCS = Yale-Brown Obsessive-Compulsive Scale, DOCS = Dimensional Obsessive-Compulsive Scale, ESS = Experience of Shame 

Scale, OAS = Other as Shamer Scale, CESD-R = Center for Epidemiologic Studies Depression Scale – Revised, PSWQ = Penn State Worry 

Questionnaire  



Table 2  

Summary of Correlations for Scores on Y-BOCS, DOCS, ESS, OAS, CESD-R and PSWQ with 1000 resamples and bias corrected confidence 

intervals 

 
 1 2 3 4 5 6 

1. Y-BOCS       

2. DOCS .62**  

[.51, .71] 

     

3. ESS .61**  

[.49, .72] 

.49**  

[.35, .61] 

    

4. OAS .51**  

[.33, .65] 

.46**  

[.26, .62] 

.68**  

[.59, .77] 

   

5. CESD-R .52**  

[.39, .63] 

.41**  

[.24. .56] 

.57**  

[.45, .68] 

.53**  

[.39, .67] 

  

6. PSWQ .61**  

[.50, .71] 

.42**  

[.26, .57] 

.66**  

[.56, .75] 

.58**  

[.45, .69] 

.58**  

[.44, .69] 

 

Notes: Y-BOCS = Yale-Brown Obsessive-Compulsive Scale, DOCS = Dimensional Obsessive-Compulsive Scale, ESS = Experience of Shame 

Scale, OAS = Other as Shamer Scale, CESD-R = Center for Epidemiologic Studies Depression Scale – Revised, PSWQ = Penn State Worry 

Questionnaire,  

** p<0.01



3.2 Research Question Two: Linear Hierarchical Regression  

A three-stage hierarchical multiple regression was conducted with the Y-BOCS as the 

dependent variable. Age, gender and education levels were entered at the first stage of the 

regression to control for demographic influences. The CESD-R and PSWQ were entered at 

the second stage, and the OAS or the ESS was entered at the final stage. Table 3 shows the 

summary of the hierarchical regression analysis for variables including external shame 

predicting the Y-BOCS derived from 1000 resamples and bias corrected confidence intervals.   

The hierarchical multiple regression revealed that in the first Model, demographic 

factors including age, gender and education level contributed significantly to the regression 

model, F(5, 108) = 3.94, p = < .005) and accounted for 15.4% of the variance in OCD 

symptoms on the Y-BOCS. In the second model, where the CESD-R and PSWQ were 

introduced, this explained 43.4% of the variance, and significantly contributed to the 

regression model, F(2, 106) = 11.59, p < .001).  

The final model introduced the measure of external shame, which accounted for 

46.2% of the variance in the Y-BOCS, and significantly contributed to the regression model, 

F(1, 105) = 11.27, p < .001). In the final model the CESD-R was no longer a specific 

predictor, indicating that the external shame measure is contributing to variance in OCD 

severity independently of depression.  

Table 4 shows the summary of the hierarchical regression for variables including 

internal shame predicting the Y-BOCS based off of 1000 resamples and bias corrected 

confidence intervals.  

The hierarchical multiple regression revealed that in the first Model, demographic 

factors including age, gender and education level contributed significantly to the regression 

model, F(5, 107) = 3.68, p < .005) and accounted for 14.7% of the variance in OCD 

symptoms on the Y-BOCS. In the second model, where the CESD-R and PSWQ were 



introduced, this explained 42.5% of the variance, and significantly contributed to the 

regression model, F(7, 105) = 11.07, p < .001).  

The final model introduced the measure of internal shame, which accounted for 

49.7% of the variance in the Y-BOCS, and significantly contributed to the regression model, 

F(8, 104) = 12.83, p < .001. Similarly to the previous regression by the final model, the 

CESD-R was no longer a predictor of OCD symptom severity, indicating that internal shame 

contributes to variance in OCD symptom severity independently of depression. 

 

 

 



Table 3  

Summary of Hierarchical Regression Analysis for Variables (demographic variables, depression and anxiety measures and external shame measure) 

predicting Y-BOCS  

  Unstandardized Coefficients Standardised Coefficient 

 Variable B SE B β 

 

Model 1 (Constant) 12.55 [9.38, 15.86] 1.96  

 Age -.12 [-.19, -.05] .04 -.31** 

 Gender .80 [-1.40, 3.10] 1.17 .06 

 Education 1 -1.62 [-4.30, 1.23] 1.69 -.12 

 Education 2 -.91 [-2.57, .88] .96 -.10 

 Education 3 -.05 [-1.88, 1.73] .99 .01 

 Model 2    

Model 2 (Constant) -1.13 [-6.59, 3.63] 2.59  

 Age -.03 [-.09, .03] .04 -.07 

 Gender -.62 [-2.47, 1.41] .99 -.05 

 Education 1 -2.04 [-3.93, -.18] 1.42 -.15 

 Education 2 .17 [-1.42, 1.51] .82 .02 

 Education 3 .21 [-1.37, 1.68] .83 .03 



 CESD-R .12 [-.01, .20] .05 .20* 

 PSWQ .20 [.12, .28] .04 .48** 

 Model 3    

Model 3 (Constant) -1.05 [-6.71, 4.02] 2.53  

 Age -.02 [-.08, .04] .03 -.06 

 Gender -.78 [-2.51, 1.21] .98 -.06 

 Education 1 -1.93 [-3.85, .09] 1.39 -.14 

 Education 2 -.06 [-1.53, 1.34] .81 -.05 

 Education 3 .01 [-1.62, 1.45] .82 .00 

 CESD-R .07 [-.06, .16] .05 .13 

 PSWQ .16 [.08, .25] .04 .39** 

 OAS .11 [.00, .20] .05 .22* 

 

Notes: CESD-R = Center for Epidemiologic Studies Depression Scale – Revised, PSWQ = Penn State Worry Questionnaire, OAS = Other as 

Shamer Scale 

 Model 1, R2 = .15, adjusted R2 = .12, Model 2, R2 = .43, adjusted R2 = .40, Model 3, R2 = .46, adjusted R2 = .42. 

*p ≤ .05, **p ≤ .01



Table 4 

Summary of Hierarchical Regression Analysis for Variables (demographic variables, depression and anxiety measures and internal shame 

measure) predicting Y-BOCS  

  Unstandardized Coefficients Standardised Coefficient 

 Variable B SE B β 

 

Model 1 (Constant) 12.30 [9.38, 15.86] 1.99  

 Age -.11 [-.19, -.05] .04 -.29** 

 Gender .91 [-1.40, 3.10] 1.18 .07 

 Education 1 -1.71 [-4.30, 1.23] 1.69 -.12 

 Education 2 -.76 [-2.57, .88] .97 -.08 

 Education 3 -.16 [-1.88, 1.73] 1 .02 

 Model 2    

Model 2 (Constant) -1.16 [-6.59, 3.63] 2.60  

 Age -.03 [-.09, .03] .04 -.07 

 Gender -.56 [-2.47, 1.41] 1 -.44 

 Education 1 -2.09 [-3.93, -.18] 1.42 -.15 

 Education 2 .23 [-1.42, 1.51] .83 .03 



 Education 3 .17 [-1.37, 1.68] .84 .02 

 CESD-R .11 [-.01, .20] .05 .20* 

 PSWQ .20 [.12, .28] .04 .48** 

 Model 3    

Model 3 (Constant) -5.78 [-6.71, 4.02] 2.72  

 Age -.00 [-.08, .04] .03 -.01 

 Gender -.04 [-2.51, 1.21] .95 -.00 

 Education 1 -2.22 [-3.85, .09] 1.34 -.16 

 Education 2 -.62 [-1.53, 1.34] .81 -.07 

 Education 3 .40 [-1.62, 1.45] .79 .05 

 CESD-R .05 [-.06, .16] .05 .09 

 PSWQ .11 [.08, .25] .04 .26** 

 ESS .16 [.00, .20] .04 .42** 

 

Notes CESD-R = Center for Epidemiologic Studies Depression Scale – Revised, PSWQ = Penn State Worry Questionnaire, ESS = Experience of 

Shame Scale   

Model 1, R2 = .15, adjusted R2 = .12, Model 2, R2 = .43, adjusted R2 = .40, Model 3, R2 = .50, adjusted R2 = .46. 

*p ≤ .05, **p ≤ .01



3.3 Research Question Three: Bivariate Relationships of Shame and OCD Profiles 

The final research question aimed to explore how shame would correlate with the 

OCD symptom profiles. Internal shame was significantly correlated with the Harm profile of 

OCD, as was external shame. Table 5 shows the correlations between the OCD symptoms 

profiles with measures of internal and external shame.  

Steiger’s (1980) method for comparing elements of a correlation matrix was used to 

determine whether one type of shame had stronger correlations with OCD symptom profiles. 

The results showed no significant differences between the OAS and ESS on symptom profile 

measures.  

However, this analysis showed significant differences between shame with specific 

OCD profiles. A 2-tailed p-test showed statistically significant differences when comparing 

the OAS-Harm profile with the OAS-Taboo Thoughts profile, z = -1.98, p = .048 and the 

OAS-Contamination profile with the OAS-Harm profile, z = 2.04, p = .041. A 2-tailed p-test 

showed statistically significant differences when comparing the ESS-Contamination profile 

with the ESS-harm profile, z = -3.29, p = .001.  

  



Table 5  

Summary of Correlations for Scores on the subscales of the DOCS (Contamination, Harm, Symmetry and Mindfulness) and shame measures, 

with 1000 resamples and bias corrected confidence intervals 

 ESS OAS 

1. Contamination .17* [.00,.31] .25** [.03, .43] 

2. Harm  .46** [.30, .60] .43** [.23, .58] 

3. Taboo Thoughts .34** [.16, .50] .27** [.11, .44] 

4. Symmetry  .32** [.18, .44] .35** [.18, .49] 

 

Notes: ESS = Experience of Shame Scale, OAS = Other as Shamer Scale, Contamination (N = 143), Harm (N = 142), Taboo Thoughts (N = 

141), Symmetry (N=141) 

* p<0.05, **p<0.01



4. Discussion 

This study investigated the relationship between types of shame with symptoms of 

OCD, and how shame contributes to symptom severity in OCD. The first aim of this study 

was to investigate whether increased shame was associated with increased OCD symptom 

severity. Although to our knowledge previous studies have not investigated the relationship 

between OCD symptom severity and types of shame specifically, our results support previous 

findings that increases in shame are associated with increases in OCD symptoms 

(Weingarden & Renshaw, 2014). These findings could be explained using Valentiner and 

Smith’s (2008) cognitive-behavioural framework suggesting that the relationship between 

OCD and shame is due to the thought-action fusion (TAF). Although this idea was 

formulated with respect to shame more generally, it could also arguably apply to specific 

types of shame. For example, if someone has the thought about causing harm to someone 

else, it may to them feel morally equivalent to actually performing this obsession and bring 

about internal and/or external shame, causing compulsions to be performed in an attempt to 

alleviate this distress.  

Furthermore, the relationship between types of shame and OCD symptoms may be 

linked to whether compulsions are overt or covert. Covert obsessions may be linked to higher 

rates in external shame as one may be more aware of others observing and judging their 

obsessions, whereas overt obsessions may relate to more negative views of oneself, leading to 

increased internal shame.  

As depression and anxiety have associations with both shame and OCD, the second 

aim of this study was to explore the relationship between types of shame with OCD, 

depression and anxiety. Specifically, this research question investigated whether shame 

contributes to OCD symptom severity, when controlling for depression and anxiety. The 



results suggest that both internal and external shame significantly contribute to OCD 

symptom severity, independently of depression and anxiety. This implies that the relationship 

between OCD and shame is not just due to their mutual relationship with anxiety and 

depression. 

These findings indicate that it is important to target shame when providing 

interventions for OCD, as this suggests that shame is uniquely related to OCD. As shame 

seems to have an independent relationship with OCD this indicates that the presence of 

shame is associated with worse OCD symptom severity. This provides further support that it 

may be important to focus on reducing types of shame during intervention for people with 

OCD as this may result in greater reductions in the severity of OCD symptoms and 

improvements in quality of life.    

The final research question explored how types of shame relate to the OCD profiles: 

symmetry, contamination, responsibility for harm and taboo thoughts. The results showed 

significant correlations between the different OCD profiles and types of shame, indicating 

that increases in internal and external shame are associated with increases in different OCD 

dimension symptomology.  

Our results reflected Wetterneck et al.’s (2014) previous study, however our study 

had stronger correlations for the harm profile with types of shame. While this study replicated 

to an extent the effect in Wetterneck et al.’s (2014) article for the symmetry profile with the 

measure of external shame, it also showed a slightly lower correlation between internal 

shame and symmetry. The present results also showed a significant correlation with both 

types of shame and the taboo thoughts and contamination dimension of OCD, which 

contradicts previous findings where there were nonsignificant correlations for these measures 

(Wetterneck et al., 2014).   



The third research question also explored whether the OCD dimensions had stronger 

links with types of shame than others. While there were no significant differences between 

external shame and internal shame with OCD profiles, the harm profile had stronger links 

with internal and external shame when compared to other symptom profiles. In particular, 

both internal and external shame seemed to share stronger links with the harm dimension 

compared with the contamination dimension, and external shame also seemed to be more 

strongly related to the harm profile than the taboo-thoughts profile. 

These findings may be explained by the cognitive-behavioural framework of shame 

and OCD. For example, if someone has a harm obsession (i.e., a thought about harming 

another) the thought-action fusion (TAF) suggests that they will equate this to actually 

carrying out the obsessional thought and feel as if they have committed the harmful act. This 

belief may then lead to thoughts about being defective or a bad person, which may help to 

explain the link between OCD and the defectiveness/shame schema. Additionally, as the 

harm profile is less recognised by the wider community as OCD and is more stigmatised by 

others, this may lead people with these profiles to internalise their experiences in fear that 

they are a bad person for having these thoughts and/or that they will be misunderstood by 

others. If people are aware that they are more likely to be judged by others based on their 

obsessions they may experience greater external shame (stigma awareness). These may have 

serious implications for treatment as people may not share their obsessions and/or 

compulsions with their therapist in the fear of being judged meaning that specific symptoms 

are not being targeted in treatment, or they may not seek help in the first place. Addressing 

shame for people with these obsessions may help people view themselves in a more 

compassionate manner and lead to less self-criticism. Further, this may help to normalise the 

experiences associated with the harm obsession and in particular this may help people to feel 



less judged by others, and to be more forthcoming with information in therapy, leading to 

better treatment outcomes.  

Overall, these findings suggest that shame, and more specifically internal and external 

shame, may be an important aspect to consider when providing treatment for OCD, and 

particularly for the harm dimension. It may be useful to focus on strategies to reduce these 

types of shame in conjunction with a widely used OCD intervention such as Exposure and 

Response Prevention (ERP). By using shame-reduction strategies, such as CBT (tailored to 

shame), mindfulness exercises and/or Compassion Focussed Therapy, combined with ERP 

this may lead to greater decreases in OCD symptom severity than by using ERP alone. This 

approach may help to reduce the distress that accompanies shame when obsessions occur and 

as a result people may pay less attention to obsessions and may be less likely to perform 

compulsions.  

This study had several limitations. First, the sample was a convenience sample 

recruited through the University of Adelaide Unified website and through Facebook. 

Therefore, the majority of participants are Australian (N = 74.8%) raising concerns with 

respect to the extent to which this sample could be said to be representative of the wider 

population, as well as how applicable these findings may be in other cultures.  

Second, all measures on this study were self-report measures making room for bias 

and error in the results. There is a chance that participants rated items in a socially desirable 

way, affecting the overall accuracy of the results.  

Another limitation is that this study did not fully assess other comorbidities (types of 

anxiety, depression), and rather only measured symptoms of these disorders. This study used 

the PSWQ, which largely measures symptoms of Generalised Anxiety Disorder and therefore 

it is unclear the extent to which these findings can be generalised to other anxiety disorders 

that are associated with OCD such as Social Anxiety Disorder and Panic Disorder.  



Another limitation is that this study did not measure stigma, which has commonly 

been linked to OCD and might have helped to explain some of the findings in this study 

(Fennell & Liberato, 2007; McCarty et al., 2016). Including a measure of stigma in this study 

might have helped to understand if the relationship between shame and OCD dimensions can 

be further explained by stigma as it is commonly linked to the individual OCD profiles and 

shame.  

The overall findings add weight to the current literature as it helps to understand the 

relationship between OCD and shame. In particular this study suggests that shame contributes 

to OCD symptom severity, independently of factors such as depression. Further, this study 

suggests that it may be particularly useful to target internal and external shame during OCD 

treatment for all symptom profiles, but particularly those with obsessions and compulsions 

relating to the harm dimension. This study should be replicated with a clinical sample to see 

if it generalises to a clinical population. Overall, this study suggests that it may be useful to 

treat shame through treatment approaches such as Compassion-Focussed Therapy in 

conjunction with interventions such as ERP or Cognitive Behavioural Therapy to effectively 

reduce OCD symptoms and severity. The implied negative impact that types of shame have 

on exacerbating OCD symptoms deserves further attention.  
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Appendices 

Appendix A 

 

Independent samples t-test used to indicate significant gender differences on the 

various measures revealed nonsignificant differences between males and females on the Y-

BOCS t(142) = -.79, p = .43, DOCS t(142) = .09, p = .93, ESS t(139) = -1.11, p = .27,  

 

Appendix B 

 

One-way ANOVA revealed no significant group differences for education level and 

scores on the DOCS F(3, 135) = .60, p = .62; the OAS F(3, 131) = .09, p = .97 and the 

PSWQ F(3, 130) = 1.78, p = .15. 
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