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Abstract
Obsessive Compulsive Disorder (OCD) affects around 4.1% of the population and is a source of significant distress and impairment. Despite the negative impacts OCD has on a person’s quality of life, help-seeking and diagnosis are often delayed by over 5 years from symptom onset. One reason for this delay could be due to stigma surrounding the disorder. It is important to understand public attitudes toward OCD so that efforts can be made to target and reduce this stigma. One of the ways in which these attitudes can be investigated is by looking at differences in attitudes across different OCD symptom subtypes. Thus, the goal of this study is to investigate whether any differences in attitudes exist between three OCD subtypes; symmetry-, harm-, and scrupulosity-OCD. Undergraduate students (n = 87) were randomly assigned to a vignette depicting one of the three OCD subtypes. They were then given the Attitudes Questionnaire (AQ-27) which measures attitudes toward the vignette character across 6 factors; Fear, Help/Interact, Responsibility, Forced Treatment, Empathy, and Negative Emotions. Participants were also asked about their religious affiliation to see if religious participants differed from non-religious participants in their attitudes toward the scrupulosity-OCD vignette character. Significant differences in scores for two of the six AQ-27 subfactors, Forced Treatment and Fear, were found between the conditions with those in the harming OCD condition having the highest scores. The impact of participants’ religious affiliation on attitudes toward the scrupulosity vignette character was not significant. These findings suggest that individuals with harm-related obsessions may face greater stigma and thus may be less likely to seek treatment. Future research should replicate this study with a larger sample size and a greater number of OCD symptom subtypes.
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Not All OCD Is Viewed the Same: How Symptom Subtypes Shape Stigma
Obsessive-compulsive disorder (OCD) is characterized by the presence of obsessions, or unwanted or intrusive thoughts, ideas, images, and urges that cause substantial distress, and/or compulsions, which are repetitious behaviors or mental acts done to reduce or eliminate the anxiety or distress brought on by the obsessive thoughts, images, or urges (American Psychological Association, 2013). The lifetime prevalence of OCD is 4.1% and 12-month OCD prevalence is 3.0% (Stein et al., 2025). OCD has been shown to be highly persistent. Stein and colleagues (2025) found that almost 75% of participants with lifetime OCD still qualified for an OCD diagnosis one year later. Help-seeking and recognition of OCD is often delayed by more than 5 years from symptom onset (Bey et al., 2025), which is concerning given that people suffering from OCD experience significant functional impairments and diminished quality of life compared to healthy individuals (Huppert et al., 2009). One reason for this delay may be related to stigma. 
Stigma 
Research investigating public attitudes and perceptions of mental disorders has suggested an overall negative evaluation of those with psychiatric disorders. Specifically, people express an increased desire for social distance and endorse beliefs that mentally ill individuals are unpredictable, dangerous, or violent. They may also exhibit feelings of uncertainty and fear regarding these individuals (Angermeyer & Dietrich, 2006). These negative attitudes and perceptions toward mental disorders can result in the individual becoming isolated and may contribute to the development of self-stigma and shame surrounding one’s diagnosis, serving as a barrier to seeking treatment (Bay et al., 2025). Understanding and combating negative perceptions and attitudes toward people with mental disorders is needed to promote help-seeking behaviors in this vulnerable population.  
Literature pertaining to public attitudes and perceptions toward individuals with OCD in general is sparse as most studies compare attitudes and perceptions among different OCD subtypes. This makes sense given the heterogenous nature of the disorder’s symptomology and the accompanying challenge of creating a single “catch-all” description of the disorder’s many manifestations. One study by Coles and colleagues (2013) utilized a vignette depicting a more prototypical and well-known presentation of OCD (i.e. checking and washing compulsions) and found that 14.7% of respondents said that an OCD vignette character should avoid disclosing their symptoms due to stigma. While this does not necessarily reflect public perceptions of the disorder in general, it suggests that fear of stigmatization may inhibit help-seeking behaviors in those with OCD.  
A vignette-based study by Ponzini and colleagues (2024) investigated public attitudes toward several OCD symptom presentations and found that the distress experienced by the character was trivialized, and the characters themselves were regarded as a nuisance regardless of obsessional content. The minimization of suffering experienced by those with OCD may delay seeking treatment due to feeling like they should be able to manage these symptoms on their own. This may contribute to the fact that only 19% of people with persistent OCD symptoms seek treatment (Stein et al., 2025). Understanding public attitudes and perceptions of OCD can help educators, advocates, and professionals develop more tailored intervention techniques to address stigma surrounding OCD. One important consideration in developing these techniques is understanding any differences in attitudes and perceptions across OCD subtypes. 

Obsessive-Compulsive Disorder Subtypes 
While OCD subtypes have not been officially defined by the American Psychiatric Association and do not appear in the OCD DSM-V criteria, research on OCD symptomology generally agree that the heterogenous nature of the disorder warrants differentiation (McKay et al., 2004, Chaves et al., 2024, Coles et al., 2025, Lahey et al., 2024, Ponzini & Steinman, 2022, Ponzini et al., 2024, Simonds & Thorpe, 2003, Lee & Kwon, 2003). Multiple subtypes concerning obsessional thematic content have been identified and investigated, including obsessions concerning contamination (e.g. contraction of a disease from people/objects), harm/aggression (e.g. inflicting violence on self/others), religiosity/scrupulosity (e.g. acting against one’s morals/religious doctrine), sexual (e.g. attraction to or sexual acts involving family, children, or inanimate objects), symmetry/just right (e.g. perceptions of incompleteness and a need for exactness/perfection) (Ponzini & Steinman, 2021, McKay et al., 2003, Lee & Kwon, 2004), and hording (e.g. fear of losing important information or belongings) (Lee & Kwon, 2004).  
These subtypes can further be grouped into reactive and autogenous obsessions (Lee & Kwon, 2003, Ponzini et al., 2024). Reactive obsessions result from identifiable external stimuli, and the associated thoughts and actions are seen as rational by the person experiencing them (e.g., fearing contamination after hearing someone cough) (Lee & Kwon, 2003). Reactive OCD subtypes include symmetry/ “just right”-, hording-, and contamination-related obsessions. Conversely, autogenous obsessions come into consciousness abruptly and are brought on by symbolic, less readily identifiable stimuli (e.g., seeing a knife in the kitchen), and the subsequent thoughts, images, and urges are seen as abhorrent and egodystonic (i.e., inconsistent with one’s self-concept) by the person experiencing them (Lee & Kwon, 2003). Autogenous obsessions are characteristic of harm/aggression- and sexual-related obsessions. Interestingly, religiosity/scrupulosity OCD seems to be seen as both abhorrent (e.g., extreme religiosity, fears of killing God) and rational (e.g. avoiding damnation), giving it characteristics of both reactive and autogenous obsessions (Ponzini et al., 2024). 
Characters in vignettes depicting harm- and sexual-OCD obsessions (e.g. autogenous) are associated with greater stigma, perceptions of dangerousness, desire for social distance, fear, and are less likely to be correctly identified as having OCD compared to vignettes depicting contamination or symmetry/just right OCD (e.g. reactive) (Ponzini et al., 2024, Lahey at al., 2024, Chaves et al., 2024, Simonds & Thorpe, 2003).  
The Current Study 
The current study aims to replicate the study by Ponzini and colleagues (2024), which found that attitudes and perceptions differ across symmetry/just right-, contamination-, harm/aggression-, sexual-, and religiosity/scrupulosity-OCD subtypes according to whether the obsessions portrayed in the vignette were reactive or autogenous in nature. Three OCD subtypes characterized as either reactive, autogenous, or mixed (symmetry/just right-, harm/aggression-, and religiosity/scrupulosity-OCD, respectively) will be investigated to assess differences in attitudes and perceptions held by the public. Additionally, participants’ religious affiliation will be examined to see if participant religiosity impacts their perceptions of the religiosity/scrupulosity vignette character. Therefore, the current study aims to investigate how undergraduates’ attitudes/perceptions of OCD differ between OCD subtypes.
Method
Participants
Approximately 87 students, who were enrolled in an introduction to psychology course in an urban, Western university participated in the study. The mean age of the sample was 22.55 (SD = 7.58). Regarding gender identity, 52% of the sample were women, 33% men, and 15% non-binary. Additionally, 47% of the sample were White, 11% Latine/Chicane, 13% more than one racial or ethnic category, 8% Asian, 14% Black or African American, 4% American Indigenous, and 4% preferred not to say. Regarding religious identity, 9% were Protestant, 12% were Roman Catholic, 2% Jewish, 2% Muslim, 3% Buddhist, 1% Hindu, 2% Lutheran, 1% Baptist, 5% Atheist, 9% Christian, 3% Catholic, 5% preferred not to say, 3% identified as spiritual, and 34% identified as nothing in particular. Those who identified as nothing in particular or preferred not to say were not included in the religiosity MANOVA analysis. Lastly, 74% of the sample were freshmen, 18% were sophomores, 5% were juniors, and 3% were seniors.
Measures
Demographic Questionnaire
	The demographics questionnaire assesses gender, race/ethnicity, and religious identity.
Attitudes Questionnaire Short Form
The Attitudes Questionnaire (AQ-27; Corrigan et al., 2003) is designed to assess public attitudes toward people with mental illnesses based on the extent to which responders endorse stigmatized, prejudiced, and discriminatory ideas in response to a vignette character. This 27-item questionnaire contains six factors: Fear/Dangerousness (perceived dangerousness and feelings of fear toward the character), Help/Interact (willingness to help/interact with the character), Responsibility (the extent to which the responder feels the character is responsible for their mental illness/symptoms), Forced Treatment (the extent to which the individual endorses forced treatment of the character), Empathy (extent to which the individual feels empathy/pity toward the character), and Negative Emotions (extent to which the person is irritated, aggravated, or angered by the character). Responses are scored on a 9-point Likert scale ranging from 1 to 10 with response options changing based on the item. An example item for the Fear/Dangerousness factor is “I would feel unsafe around John”. An example item for the Help/Interact factor is “If I were an employer, I would interview John for a job”. An example item for the Responsibility factor is “I would think that it was John’s own fault that he is in the present condition”. An example item for the Forced Treatment factor is “How much do you agree that John should be forced into treatment with his doctor even if he does not want to?” An example item for the Empathy factor is “How much sympathy would you feel for John?” An example item for the Negative Emotions factor is “How irritated would you feel by John?”
Brown (2008) found excellent internal consistency reliability for the Fear/Dangerousness factor (α =.93), the Help/Interact factor had good internal consistency reliability (α =.82), the Responsibility factor had inadequate internal consistency reliability (α =.60), the Forced Treatment factor had adequate internal consistency reliability (α =.79), the Empathy factor had adequate internal consistency reliability (α =.77), and the Negative Emotions factor had good internal consistency reliability (α =.81). Brown (2008) also calculated intraclass correlation coefficients (ICC) for each factor to assess test-retest reliability. The Fear/Dangerousness and Responsibility factors had good test-retest reliability (ICC = .86 and .80, respectively). The Help/Interact factor had excellent test-retest reliability (ICC = .90). The remaining factors, Forced Treatment, Empathy, and Negative Emotions, all had adequate test-retest reliability (ICC = .74, .76, and .75, respectively). The convergent validity was good in a previously published sample (Brown, 2008). Question 5, “If I were in charge of John’s treatment, I would require him to take his medication” was removed as it did not significantly load onto the 6-factor structure recommended by Brown (2008). Higher scores indicate greater endorsement for the given factor. 
Procedure
This study was approved by the local Institutional Review Board. All participants provided informed consent. The study was conducted online by undergraduate college students and course credit was given as compensation. Participants completed an online survey via Qualtrics where they were given the demographics questionnaire, and were randomly assigned to read one of three vignettes, each depicting a different OCD subtype (i.e. symmetry/just right OCD, harm OCD, and religiosity/scrupulosity OCD; Ponzini et al., 2024). After reading the vignette, participants filled out the Attitudes Questionnaire in response to the character, “John”. Full vignettes are provided in the appendix.
Results
Preliminary Examination
Data initially consisted of 106 participants, and it was evaluated to detect any univariate outliers. Two participants were age outliers (Z = 3.76 and 5.22), but their data was retained due to the already-limited sample size. Eighteen participants were removed after withdrawing their permission to use their data in the final analyses. One participant was removed as they did not fill out the AQ-27. After these procedures, the sample size was 87. Sample sizes were similar across symmetry (n = 28), harming (n = 29) and scrupulosity (n = 30) OCD conditions. 
Participants were then categorized as either religious (i.e. Protestant, Roman Catholic, Jewish, Muslim, Buddhist, Hindu, Christian, Catholic, Baptist, or Lutheran; n = 40) or non-religious (i.e. atheist, agnostic; n = 9). Participants who identified as spiritual, nothing in particular, or those who preferred not to say (n = 38) were not included in the second MANOVA analysis assessing differences in scores based on religious affiliation.
MANOVA Analysis
A one-way multivariate analysis of variance (MANOVA) was conducted to test whether there are mean differences between the three vignette conditions on the six AQ-27 subscales. A statistically significant MANOVA effect was obtained, Wilks’ Lambda = 0.62, F(12, 150) = 3.35, p < .001. Analyses indicated that the Forced Treatment and Fear subscales of the AQ-27 had significant mean differences between vignette conditions. 
Therefore, two one-way ANOVAs were conducted as follow-up tests to the MANOVA and Tukey post hoc tests were conducted. There was a significant difference between conditions on the Forced Treatment subscale factor. Participants in the harming OCD condition (M = 14.07, SD = 6.60) scored significantly higher than those in the symmetry OCD condition (M = 9.96, SD = 5.83; p = .05) but not those in the scrupulosity OCD condition (M = 11.04, SD = 6.21). There was no statistically significant difference in Forced Treatment subscale scores between the symmetry and scrupulosity OCD conditions (p = .79).  
For the Fear subscale factor, participants in the harming OCD condition (M = 32.17, SD = 15.49) scored significantly higher than those in the symmetry OCD (M = 16.92, SD = 9.36; p < .001) and scrupulosity OCD conditions (M = 20.41, SD = 11.33; p < .01). Participants in the scrupulosity OCD condition did not significantly differ from those in the symmetry OCD condition on their Fear subscale scores (p = .55). 
The second MANOVA investigating whether any differences in AQ-27 scores exist between religious and non-religious participants assigned to the scrupulosity OCD condition (n = 12 and 4, respectively) did not yield statistically significant results, Wilks’ Lambda = 0.44, F(12, 40) = 1.68, p = .11. 
Discussion
Significant differences in attitudes were observed between the three vignette conditions, particularly for the Forced Treatment and Fear subscales. Participants exposed to the harming OCD condition reported the highest levels on both subfactors, followed by the scrupulosity condition and then the symmetry condition. This pattern suggests that symptom presentations involving intrusive thoughts about harming others may elicit stronger negative reactions and perceptions of dangerousness compared to other symptom subtypes. Perhaps this reflects a tendency for people to conflate thoughts involving harm with a desire to carry out those harmful acts.
These findings mirror those found by Ponzini et al. (2024) such that autogenous obsessions were associated with greater negative attitudes compared to mixed or reactive obsessions, which did not significantly differ from one another. In the present study, autogenous obsessions were represented through the harming OCD vignette while mixed and reactive obsessions were represented through the scrupulosity and symmetry vignettes, respectively. The consistency in these findings suggests that categorizing obsessional content as autogenous, mixed, or reactive may be a useful approach in future stigma research. Because this framework reflects how individuals perceive their intrusive thoughts (e.g. as irrational or morally abhorrent versus rational and stimulus-driven), it may be more useful than thematic categories such as harming, sexual, or contamination obsessions. Individuals with OCD may have autogenous, reactive, or mixed obsessions that span multiple themes, meaning that thematic labels alone may not fully capture how these symptoms influence stigma.
Future research should attempt to replicate Ponzini et al. (2024)’s findings using a larger sample size. Although the sample was ethnically representative, it was obtained from a single Western university, so generalizability is limited. Future researchers should collaborate with universities in other regions to obtain more generalizable findings, and efforts should be made to achieve more regionally and culturally representative samples. 
Although the AQ-27 is a relatively brief measure, it was administered at the end of a larger group of surveys, so participants may have been fatigued by the time they reached the vignette and AQ-27 survey. Future research should replicate this study independently to avoid fatigue effects. Another limitation is that studies using the AQ-27 are inconsistent in whether a 6- or 9-factor structure is used (Freidberg & Ahmed, n.d.), thus limiting the extent to which comparisons can be made across studies. Future studies should consider using the more reliable 6-factor structure proposed by Brown (2008) as opposed to the original 9-factor structure proposed by Corrigan et al. (2003). 
The second hypothesis regarding differences in attitudes between religious and non-religious participants in the religiosity vignette condition was not supported. A larger sample size may be needed to address this question adequately since only 4 participants in the condition identified as non-religious. Future research should measure the magnitude of participants’ religiousness (i.e., importance of religion, service attendance, prayer frequency, etc.) in addition to religious affiliation. Adding a continuous religiousness variable would allow for more nuanced statistical analyses and would ensure that every participants’ data can be included in the analysis regardless of whether they fit into religious or non-religious categories. 
Future research may also benefit from examining a larger number of OCD symptom subtypes to validate the autogenous, mixed, and reactive structure in OCD-related stigma research. Examining multiple subtypes within the categories of autogenous, reactive, and mixed obsessions would allow for a more reliable analysis of differences in attitudes between them. Since autogenous obsessions are seen as disturbing by both the individual experiencing them (Lee & Kwon, 2003) and others (Ponzini et al., 2024, Lahey at al., 2024, Chaves et al., 2024, Simonds & Thorpe, 2003), stigma serves as a salient barrier to treatment (Bay et al., 2025). Although reactive obsessions are associated with less stigma than autogenous or mixed, these symptoms and the subsequent distress they cause to the person experiencing them are still trivialized (Ponzini et al., 2024). 
It is important to understand the nature of these attitudes to help mitigate stigma among professionals, students, and clinicians who may interact with these individuals, as well as the individuals themselves. Once these attitudes have been identified, intervention techniques can be formulated to target and diminish stigmatized attitudes toward individuals within this vulnerable population.
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Appendix
OCD Subtype Vignettes
Symmetry OCD: 
For five years, John has had frequent, unwanted thoughts about things being uneven. 
When pictures of his children look crooked, he becomes extremely distressed. 
John has uncontrollable, anxiety-provoking thoughts about the alignment of his pictures. 
He fears that if he does not fix the pictures, something bad will happen to his children. 
John spends hours each day moving the pictures to look even. 
He feels relieved when the pictures look “just right.” 
But, the thoughts and anxiety quickly return. 
Even though he knows his fears are unjustified, he cannot get rid of them. 
As a result, John has difficulty completing day-to-day tasks and has relationship problems. 
Scrupulosity OCD: 
For five years, John has had frequent, unwanted thoughts about offending God. 
When he reads his children the Bible, he becomes extremely distressed. 
John has uncontrollable, anxiety-provoking thoughts about cursing God’s name. 
He fears that if he impulsively says God’s name in vein, God will punish his children. 
John spends hours each day reciting his prayers. 
He feels relieved when he believes he has prayed enough times. 
But, the thoughts and anxiety quickly return. 
Even though he knows his fears are unjustified, he cannot get rid of them. 
As a result, John has difficulty completing day-to-day tasks and has relationship problems. 
 
Harming OCD: 
For five years, John has had frequent, unwanted thoughts about violent acts. 
When he cooks with his children in the kitchen, he becomes extremely distressed. 
John has uncontrollable, anxiety-provoking thoughts about impulsively stabbing his children. 
He fears that having these thoughts means he is a bad person who would act on an aggressive urge. 
John spends hours each day counting all of the knives in his kitchen. 
He feels relieved when he sees that no knives are missing. 
But, the thoughts and anxiety quickly return. 
Even though he knows his fears are unjustified, he cannot get rid of them. 
As a result, John has difficulty completing day-to-day tasks and has relationship problems. 
Note. Vignettes copied directly from Appendix A in Ponzini, G. T., Signorelli, M., Claydon, E. A., Lilly, C., & Steinman, S.A. (2024). Stereotypes and OCD-symptom presentations: A mixed-methods evaluation using male-character vignettes. Clinical Psychological Science, 12(4) 663 –685. https://doi.org/10.1177/21677026231192893  


	
	
	



