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S everal mental disorders have consistently been found to
be associated with a shortened life expectancy, but little
is known about whether this association can also be ob-

served for obsessive-compulsive disorder (OCD), which is a ma-
jor mental health condition accompanied by severe distress,
high levels of disability, and disruption of a person’s social and
occupational functioning.1,2 The World Health Organization has
ranked OCD as one of the 10 most disabling medical condi-
tions worldwide.2 The prevalence rates of psychiatric comor-
bidities in persons with OCD are strikingly high (up to 80%)3-5

and are considered one of the most important factors that can
worsen the outcome for persons with OCD. Persons with the

disorder still have long delays in accessing effective treat-
ments; if untreated, OCD generally persists and becomes
chronic.6,7

Thus, many reasons exist to believe that OCD is associated
with an increased health burden and an increased risk of mor-
tality. However, to the best of our knowledge, only 1 study8 has
compared the mortality of persons who received a diagnosis of
OCD with the mortality of controls from the general popula-
tion. This population-based study8 was of limited sample size
(N = 389), and its results highly depended on the statistical mod-
els used to analyze the data. Whether OCD is associated with
increased mortality, therefore, remained unclear.

IMPORTANCE Several mental disorders have consistently been found to be associated with
decreased life expectancy, but little is known about whether this is also the case for
obsessive-compulsive disorder (OCD).

OBJECTIVE To determine whether persons who receive a diagnosis of OCD are at increased
risk of death.

DESIGN, SETTING, AND PARTICIPANTS Using data from Danish registers, we conducted a
nationwide prospective cohort study with 30 million person-years of follow-up. The data
were collected from Danish longitudinal registers. A total of 3 million people born between
1955 and 2006 were followed up from January 1, 2002, through December 31, 2011. During
this period, 27 236 people died. The data were analyzed primarily in June 2015.

MAIN OUTCOMES AND MEASURES We estimated mortality rate ratios (MRRs), adjusted for
calendar year, age, sex, maternal and paternal age, place of residence at birth, and somatic
comorbidities, to compare persons with OCT with persons without OCD.

RESULTS Of 10 155 persons with OCD (5935 women and 4220 men with a mean [SD] age of
29.1 [11.3] years who contributed a total of 54 937 person-years of observation), 110 (1.1%)
died during the average follow-up of 9.7 years. The risk of death by natural or unnatural
causes was significantly higher among persons with OCD (MRR, 1.68 [95% CI, 1.31-2.12] for
natural causes; MRR, 2.61 [95% CI, 1.91-3.47] for unnatural causes) than among the general
population. After the exclusion of persons with comorbid anxiety disorders, depression, or
substance use disorders, OCD was still associated with increased mortality risk (MRR, 1.88
[95% CI, 1.27-2.67]).

CONCLUSIONS AND RELEVANCE The presence of OCD was associated with a significantly
increased mortality risk. Comorbid anxiety disorders, depression, or substance use disorders
further increased the risk. However, after adjusting for these and somatic comorbidities, we
found that the mortality risk remained significantly increased among persons with OCD.
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To compare rare events, such as premature death, among
persons with OCD and healthy controls, large sample sizes are
needed. The longitudinal Danish registers offer such a unique
opportunity. We conducted a population-based study to in-
vestigate the prevalence and risks of premature mortality
among 10 155 persons who received a diagnosis of OCD. We
compared persons who received a diagnosis of OCD with per-
sons from the general population and unaffected siblings (ie,
controls). In addition, we examined the added effects of psy-
chiatric and physical comorbidities on mortality rates among
persons with OCD. This study design will enable us to adjust
for potential confounding factors in an unprecedented man-
ner, thus advancing our understanding of the underlying
causes of premature mortality among persons with OCD.

Method
Study Setting
Using data from Danish registers, we conducted a nationwide
prospective cohort study. The main exposure variable was de-
fined as the first psychiatric inpatient or outpatient contact for
OCD. The outcome variable was defined as death by any natu-
ral cause (disease or medical condition) or unnatural cause (sui-
cide, accident, or homicide) within the follow-up period. The
cohort consisted of people born in Denmark between Janu-
ary 1, 1955, and November 31, 2006. The follow-up period
started on the participants first birthday or January 1, 2002,
whichever came later. The follow-up period ended on the date
of emigration from Denmark, the date of death, or December
31, 2011, whichever came first. This information provided us
with a maximum follow-up period of 10 years and a maxi-
mum age of 57 years for the cohort members. We focused on
this 10-year period because during this period, the causes of
death were grouped based on the same coding procedure. We
particularly focused on young age groups, to avoid dilution of
the findings by large mortality effects among older people. Data
on cohort members were collected by linking 4 Danish popu-
lation registers (see the eAppendix in the Supplement). All resi-
dents of Denmark, including immigrants, get a unique per-
sonal identification number that is used in all national registers,
which enables us to link data across these registers. Our study
was approved by the Danish Data Protection Agency. The in-
vestigators were blind to the identity of study members, and
because the study did not result in any contact with the par-
ticipants, no written informed consent was required accord-
ing to Danish law.

Exposure Variables
The main exposure variable was defined as first contact due
to OCD. Using the Danish Psychiatric Central Register9 and the
Danish National Patient Register,10 we identified all patients
who received a diagnosis of OCD based on the ICD-8 (code
300.39) and the ICD-10 (code F42). These registers compre-
hensively represent psychiatric hospital admissions to inpa-
tient and outpatient facilities because private psychiatric hos-
pitals do not exist in Denmark. The date of onset was defined
as the day of the first contact for the diagnosis in question.

Outcome Variables
The outcome of interest was time to death. The date and cause
of death were identified from the Danish Register of Causes
of Death.11 All-cause mortality was defined using ICD-10 codes
A00 through Y98 and was categorized into the following
groups: deaths from diseases and physical conditions (natu-
ral death; ICD-10 codes A00-R99) and deaths from external
causes (unnatural death; ICD-10 codes V01-Y98). Unnatural
causes of death comprised suicides (ICD-10 codes X60-X84 and
Y87.0), homicides (ICD-10 codes X85-Y09 and Y87.1), and ac-
cidents (ICD-10 codes V01-X59, Y10-Y86, Y87.2, and Y88-
Y89). Natural causes included death by cancer (ICD-10 codes
C00-D48), cardiac diseases (ICD-10 codes I00-I99), respira-
tory diseases (ICD-10 codes J00-J99), digestive conditions
(ICD-10 codes K00-K93), and remaining causes (ie, deaths by
other somatic illnesses such as infections and nervous disor-
ders, but also unknown causes).

Covariates
Data on age, sex, calendar period, maternal and paternal age
at time of birth, and place of residence at time of birth were
derived from the Danish Civil Registration System.11 Somatic
comorbidities were assessed using the Charlson Comorbidity
Index, which refers to a sum score built on 19 severe chronic
diseases weighted from 1 to 6 corresponding to the severity of
the disease.12 We further assessed the most common psychi-
atric comorbidities in persons with OCD and derived informa-
tion on anxiety disorders (ICD-10 codes F40.00-F40.20,
F41.00-F41.10, and F43.00-F43.10), depression (ICD-8 codes
296.x9, 298.09, 298.19, 300.49, and 301.19 and ICD-10 codes
F32.00-F33.99, F34.10-F34.90, and F38.00-F39.99), and sub-
stance use disorders (ICD-8 codes 291.xx, 303.xx, 304.xx,
571.09, and 571.1x and ICD-10 codes F10-F16, F18, F19, I85, and
K70) from the Danish Psychiatric Central Register9 and the Dan-
ish National Patient Register.10

Sibling Control Studies
We performed additional analyses that used unaffected full sib-
lings of patients as controls to account for possible familial con-
founding. In these analyses, we identified as cases those per-
sons with OCD who also had full siblings without OCD, and we
compared those persons with their unaffected full siblings

At a Glance

• We conducted a large-scale prospective cohort study to examine
the mortality risk among persons who received a diagnosis
of obsessive-compulsive disorder (OCD).

• Persons with OCD had double the risk of premature death
compared with the general population.

• Around 40% of all deaths among persons with OCD were attributed
to unnatural causes, with increased mortality rates observed for
both suicides and accidents among persons with OCD.

• Sibling-control analyses revealed no familial confounding for
causes of death because risk estimates remained significantly
elevated among siblings.

• These findings present new information on long-term outcomes
of OCD, which might help to improve the clinical management
of OCD in psychiatry and primary care services.
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using logistic regression for matched design. Comparisons of
siblings raised in the same family will automatically match on
many unmeasured shared factors, including cultural back-

ground, parental characteristics, child-rearing practices, and—
particularly for monozygotic twins—genetics.13

Data Analyses
Mortality rate ratios (MRRs) were calculated for all causes, as
well as for natural and unnatural causes of death separately.
We fitted 2 statistical models to these outcomes, using the log-
linear Poisson regression with the GENMOD procedure in SAS,
version 9.3 (SAS Institute Inc). In the first model, we adjusted
for demographic characteristics; in the second model, we ad-
justed additionally for somatic comorbidity. We also aimed to
disentangle the effects of pure OCD and comorbid anxiety dis-
orders, depression, and substance use disorders on mortality
risk. In our sensitivity analyses, we assessed differences in the
association of mortality with OCD by sex, age at death, and time
since diagnosis. A more detailed description can be found in
the eAppendix in the Supplement.

Results
From January 1, 2002, to December 31, 2011, a total of 3 270 650
persons were included in the study cohort contributing
31 213 252 person-years at risk. For 51 373 cohort members
(1.6%), follow-up was ended before the end of the study; 50 521
emigrated from Denmark, and 852 were lost to follow-up. The
mean follow-up time for the cohort members was 9.7 years. A
total of 27 236 persons in our cohort died during the fol-
low-up period, corresponding to a mortality rate of 8.7 deaths
per 10 000 person-years.

Within this cohort, we identified 10 155 persons with OCD,
40 439 with anxiety disorders, 76 202 with depression, and
134 787 with substance use disorders. Persons who received a
diagnosis of OCD (5935 females and 4220 males with a mean
[SD] age of 29.1 [11.3] years) contributed a total of 54 937 person-
years of observation. Of the 10 155 persons with OCD, 1810
(17.8%) received a comorbid diagnosis of an anxiety disorder,
2682 (26.4%) received a comorbid diagnosis of depression, and
1362 (13.4%) received a comorbid diagnosis of a substance use
disorder. A total of 110 persons with OCD (1.1%) died during the
follow-up period, including 82 persons (1.5%) with comorbid
anxiety disorders, depression, or substance use disorders.
Table 1 shows the details of the mortality rates for a priori se-
lected covariates.

All-Cause Mortality Rates Among Persons With OCD
Adjusted for sociodemographic variables, the all-cause MRR
for persons with OCD was 2.14 (95% CI, 1.76-2.57) compared
with persons from the general population without this diag-
nosis (Table 2). Additional adjustment for somatic comorbid-
ity reduced the MRR to 2.00 (95% CI, 1.65-2.40). Although di-
agnoses of OCD were consistently associated with higher
mortality rates, time since first diagnosis did not have a sig-
nificant effect (eTable in the Supplement). The interaction be-
tween sex and OCD, although clinically relevant, was not sta-
tistically significant (P = .63). The fully adjusted MRR for
women with OCD (1.63 [95% CI, 1.26-2.06]) was only margin-
ally lower than the MRR for men (1.75 [95% CI, 1.30–2.31])

Table 1. General Description of the Study Cohort

Covariate
No. of
Deaths Person-years

Rate
per 10 000
Person-years

Calendar year

2002-2005 8928 12 022 230 7.4262

2006-2010 14 915 15 994 350 9.3252

2011 3393 3 196 672 10.6142

Age, y

<20 1877 11 466 668 1.6369

20-29 2564 5 517 319 4.6472

30-39 5342 6 735 067 7.9316

40-50 12 546 6 289 005 19.9491

>50 4907 1 205 193 40.7155

Maternal age, y

<25 12 088 10 335 691 11.6954

25-29 7915 11 089 582 7.1373

30-34 4600 6 858 201 6.7073

35-40 646 215 264 30.0096

>40 1987 2 714 514 7.3199

Paternal age, y

<35 21 054 24 428 081 8.6188

35-39 1117 394 972 28.2805

40-44 4773 6 306 711 7.5681

45-49 192 57 139 33.6023

50-55 69 180 255 37.7971

>55 31 8094 38.3014

Sex

Female 9138 15 169 221 6.0240

Male 18 098 16 044 031 11.2802

Place of residence

Capital 5284 4 731 846 11.1669

Capital suburb 2344 3 444 079 6.8059

Provincial city 3368 3 931 412 8.5669

Provincial town 8990 10 087 298 8.9122

Rural area 7250 9 018 616 8.0389

Somatic comorbidity

0 10 414 27 083 415 3.845

1 3663 2 831 430 12.937

2 3638 801 920 45.366

3 1908 246 314 77.462

≥4 7613 250 173 304.310

Anxiety disorders

Yes 979 246 508 39.7147

No 26 257 30 966 744 8.4791

Depression

Yes 2290 437 423 52.3521

No 24 946 30 775 829 8.1057

Substance abuse

Yes 8747 947 062 92.3593

No 18 489 30 266 189 6.1088

Obsessive-compulsive
disorder

Yes 110 54 936 20.0234

No 27 126 31 158 316 8.7059
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(Table 2). Restricting the cohort to persons younger or older
than 45 years of age resulted in MRRs similar to those ob-
tained from the overall cohort.

Causes of Death Among Persons With OCD
Of the 110 persons with OCD who died during the follow-up
period, 66 (60.0%) died of natural causes, and 44 (40.0%) of
unnatural causes. Among persons with OCD, the MRRs were
1.88 (95% CI, 1.46-2.37) for natural causes and 2.64 (95% CI,
1.93-3.52) for unnatural causes of death compared with per-
sons without OCD and were adjusted for sociodemographic
variables (Table 2). Taking somatic comorbidities into ac-
count reduced the MRRs among persons with OCD to 1.68 (95%
CI, 1.31-2.12) for natural causes and 2.61 (95% CI, 1.91-3.47) for
unnatural causes of death compared with persons without OCD
(Table 2). The MRRs for natural causes were only signifi-
cantly elevated among men (1.69 [95% CI, 1.19-2.30]) com-
pared with women (1.37 [95% CI, 0.94-1.93]). In contrast, the
MRRs for unnatural causes of death were slightly higher among
women (3.15 [95% CI, 1.87-4.94]) than men (2.23 [95% CI, 1.49-
3.20]) (Table 2). The cause-specific MRRs were highest for sui-
cides (3.02 [95% CI, 1.85-4.63]) and accidents (2.09 [95% CI,
1.31-3.13]) among persons with OCD.

To account for familial effects, we compared patients with
OCD and their unaffected siblings (n = 14 834) with regard to
all-cause mortality (MRR, 1.87 [95% CI, 1.07-3.27]), natural
causes (MRR, 1.91 [95% CI, 1.08-3.36]), and unnatural causes
of death (MRR, 3.81 [95% CI, 1.13-12.78]). We found no evi-
dence of familial confounding for causes of death (because the
risk estimates were significant and of the same magnitude as
those for the controls from the general population) (Table 3).

Influence of Comorbid Anxiety Disorders, Depression,
and Substance Use Disorders
Comorbid anxiety disorders, depression, and substance use dis-
orders had a significant effect on the mortality among per-
sons with OCD (Table 4). The MRRs of persons with OCD and
a comorbid diagnosis of anxiety disorders or depression (2.47
[95% CI, 1.57-3.65]) and of persons with OCD and a comorbid
diagnosis of substance use disorder (6.32 [95% CI, 4.26-
8.97]) were higher than those of persons with only OCD (1.88
[95% CI, 1.27-2.67]). Persons with OCD and several comorbidi-
ties (ie, OCD with substance use disorder and either anxiety
disorder or depression) further had an increased risk for pre-
mature mortality (MRR, 5.47 [95% CI, 3.78-7.60]). Persons with
OCD and comorbid anxiety disorders or depression (MRR, 2.04

[95% CI, 1.18-3.26] for natural causes of death; MRR, 4.12 [95%
CI, 1.77-7.99] for unnatural causes of death), persons with OCD
and a comorbid diagnosis of substance use disorder (MRR, 4.73
[95% CI, 2.91-7.20] for natural causes of death; MRR, 15.29 [95%
CI, 7.34-27.61] for unnatural causes of death), and persons with
OCD and both comorbidities (MRR, 2.51 [95% CI, 1.45-4.01] for
natural causes of death; MRR, 29.38 [95% CI, 17.51-45.74] for
unnatural causes of death) also had higher MRRs for natural
and unnatural causes of death than those persons with only
OCD (MRR, 1.66 [95% CI, 0.99-2.58] for natural causes of death;
MRR, 2.61 [95% CI, 1.35-4.47] for unnatural causes of death).
The additional exclusion of common comorbidities such as
schizophrenia, attention-deficit/hyperactivity disorder, or con-
duct disorder still resulted in an increased MRR among per-
sons with only OCD (1.71 [95% CI, 1.10-2.51]) (Figure).

Discussion
In this nationwide prospective cohort study, the risk of pre-
mature death among persons with OCD was doubled com-
pared with the general population. Around 40% of all deaths
among persons with OCD were attributed to unnatural causes,
with increased mortality rates observed for both suicides and
accidents among persons with OCD. The estimates seemed not
to be confounded by factors shared by the siblings because the
risk estimates remained significantly elevated in between-
siblings analyses. These findings present new information on
long-term outcomes of OCD, which should be taken into ac-
count in the clinical management of OCD in psychiatry and pri-
mary care services.

Our results also showed that comorbid anxiety disorders
or depression, as well as substance use disorders, had a strong
influence on the risk of premature death among persons with
OCD. In particular, comorbid substance use disorders were ob-
served to increase mortality risk to a large extent. However,
the excess mortality observed to be associated with OCD was
only partly explained by these comorbid conditions. The mor-
tality rate was still increased by almost 90% among persons
with OCD only compared with those persons without OCD
(MRR, 1.88), when we excluded persons who received a

Table 2. Mortality Rate Ratios of Persons With Obsessive-Compulsive
Disorder (2002-2011)

Obsessive-
Compulsive
Disorder

Mortality Rate Ratio (95% CI)a

All
Causes

Unnatural
Causes

Natural
Causes

General
population

2.00 (1.65-2.40) 2.61 (1.91-3.47) 1.68 (1.31-2.12)

Men 1.75 (1.30-2.31) 2.23 (1.49-3.20) 1.69 (1.19-2.30)

Women 1.63 (1.26-2.06) 3.15 (1.87-4.94) 1.37 (0.94-1.93)

a Adjusted for calendar year, age, maternal and paternal age, place of residence
at time of birth, and somatic comorbidity.

Table 3. MRRs of Persons With Obsessive-Compulsive Disorder
Compared With Population and Sibling Controls (2002-2011)

Cause of
Mortality

Population Controls
Sibling Controls,
OR (95% CI)c

MRR
(95% CI)a

MRR
(95% CI)b

All 2.14 (1.76-2.57) 2.00 (1.65-2.40) 1.87 (1.07-3.27)

Unnatural 2.64 (1.93-3.52) 2.61 (1.91-3.47) 3.81 (1.13-12.78)

Natural 1.88 (1.46-2.37) 1.68 (1.31-2.12) 1.91 (1.08-3.36)

Abbreviations: MRR, mortality rate ratios; OR, odds ratio.
a Adjusted for calendar year, sex, age, maternal and paternal age, place of

residence at time of birth, and the interaction of age with sex.
b Adjusted for calendar year, sex, age, maternal and paternal age, place of

residence at time of birth, somatic comorbidity, and the interaction of age with
sex.

c Adjusted for sex, age, and birth order.
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comorbid diagnosis of anxiety disorder, depression, or
substance use disorder.

Among persons with OCD, the highest MRRs were ob-
served for deaths due to unnatural causes (ie, accidents, homi-
cides, and suicides). This pattern of high mortality due to un-
natural causes is comparable to that among persons with other
severe mental disorders.14-17 A recent meta-analysis18 revealed
a significant association of OCD and suicidality with an effect
size of 0.66. However, most of the studies included in this
meta-analysis18 focused on suicidal ideation/behavior and not
on actually completed suicides. In our study, the risk of com-
mitting suicide was tripled among persons with OCD. The risk
of suicide among psychiatric patients has been studied
before,19-22 whereas less attention has been given to the risk and
prevention of accidental deaths, even though the latter is more
common. Interestingly, we observed that the risk of death by
accidents was doubled among persons with OCD. Ours is the first
study pinpointing an increased risk for serious accidents among
persons with OCD because we are unaware of any prior studies
examining the risk of accidents among persons with OCD. The
reason for a higher risk of accidents could be due to the notion
that patients with OCD may have problems controlling their
impulsivity,23 or that engaging in obsessions and compulsions
may evoke problems of attention, documented in neuropsy-
chological examinations.24 Interestingly, the risk for unnatu-
ral deaths among persons with OCD remained significantly el-
evated after the exclusion of cases with comorbid anxiety
disorders, depression, or substance use disorders.

With regard to absolute numbers, most persons with OCD
(ie, 66 of 110 [60.0%]) died of natural causes of death. Thus,
the escalation of deaths from diseases and medical condi-
tions among persons with OCD is an important component of
the observed excess mortality risk. Interestingly, the effects of
comorbid anxiety disorders, depression, or substance use dis-
orders on mortality risk due to natural causes among persons

with OCD were less pronounced, despite the fact that most per-
sons with these comorbidities died of natural causes. Severe
psychiatric disorders have been shown to be associated with
an increased risk of somatic comorbidity,25,26 and psychiatric
patients might be underdiagnosed and undertreated for medi-
cal conditions.27 Physical complications and health prob-
lems have been described in relation to severe enduring OCD,
as well as milder forms of the disorder.28-30 Other hazardous
unhealthy lifestyles such as physical inactivity,31 increased
smoking,32 unhealthy eating patterns,29,33 as well as stress and
biological dysregulation,34-36 might have further contributed
to the observed excess mortality among persons with OCD. In
some cases, the compulsive thoughts and rituals themselves
might become harmful.29 We also cannot entirely exclude the
possibility that the medication used to treat OCD, such as an-
tidepressants and antipsychotics, have contributed to higher
mortality rates.

Importantly, the all-cause mortality risk among persons
with OCD in our study lies within the range reported for
mental disorders in a recent meta-analysis.37 Mortality rates
among persons with OCD seemed to be lower than among
persons with psychoses37-39 or substance use disorders,40,41

but the MRRs were of the same magnitude as those observed
among persons with mood and anxiety disorders37,42,43 or
attention-deficit/hyperactivity disorder,44 which indicates
that a general psychopathological factor may be underlying
the increased mortality risk of mental disorders. The present
findings, therefore, make an important contribution to the
literature by showing that the mortality risk of OCD is highly
comparable to that of more commonly examined mental dis-
orders, which marks the need for more prevention and
medical care for persons with OCD.

We studied a nationwide population-based cohort that in-
cluded all persons born in Denmark between 1955 and 2006,
with almost complete follow-up data for up to 57 years. Thus,

Table 4. Mortality Rate Ratio of Persons With Obsessive-Compulsive
Disorder Stratified by Comorbidities (2002-2011)

Diagnosis

Mortality Rate Ratio (95% CI)a

All
Causes

Unnatural
Causes

Natural
Causes

OCD 1.88
(1.27-2.67)

2.61
(1.35-4.47)

1.66
(0.99-2.58)

Substance use disorders 4.92
(4.77-5.07)

11.57
(10.92-12.26)

3.66
(3.53-3.79)

Anxiety disorders
or depression

2.36
(2.22-2.51)

6.95
(6.28-7.67)

1.49
(1.37-1.62)

Substance use disorders
and anxiety disorders
or depression

5.89
(5.59-6.30)

25.51
(23.39-27.77)

3.49
(3.27-3.72)

Anxiety disorders
or depression and OCD

2.47
(1.57-3.65)

4.12
(1.77-7.99)

2.04
(1.18-3.26)

Substance use disorders
and OCD

6.32
(4.26-8.97)

15.29
(7.34-27.61)

4.73
(2.91-7.20)

Substance use disorders,
OCD, and anxiety disorders
or depression

5.47
(3.78-7.60)

29.38
(17.51-45.74)

2.51
(1.45-4.01)

Abbreviation: OCD, obsessive-compulsive disorder.
a Adjusted for calendar year, sex, age, maternal and paternal age, place of

residence at time of birth, somatic comorbidity, and the interaction of age with
sex.

Figure. Mortality Rate Ratios of Persons With Pure or Comorbid OCD
(2002-2011)
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Mortality rate ratios were adjusted for calendar year, age, sex, maternal and
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indicates OCD without comorbidities. Comorbidities include anxiety disorders,
depression, and substance abuse disorders.
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our findings are unlikely to be explained by biases in the se-
lection of the study population or nondifferentiated attrition
during follow-up. However, there are 2 main limitations in this
study. First, we used patient registers to identify persons with
OCD because it was necessary to use routinely collected data
to provide precision for the fairly rare outcomes investigated.
Despite a generally acceptable accuracy of diagnoses for men-
tal disorders in the registers,45-51 the included persons treated
at hospitals probably have more severe symptoms and greater
impairment than do those treated by psychiatrists and pedia-
tricians in private practices. Thus, although our data on OCD
diagnoses are of good quality50 and were obtained indepen-
dently of the outcome, our findings might not be representa-
tive of the entire spectrum of OCD but of only those persons
with more severe OCD. Second, some of the causes of death
may be prone to misclassification. It is possible that some ac-
cidental deaths, in fact, were suicides, whereas most deaths
classified as suicides reflect true suicides. This potential mis-
classification might lead to an underestimation of the cases of
suicide in our cohort and thereby might have resulted in an
underestimation of the observed MRRs for suicide.

Conclusions

Obsessive-compulsive disorder is a common mental disorder
known to cause severe impairment across a person’s life span.
However, to the best of our knowledge, this is the first study re-
porting an increased mortality risk among persons with
OCD. We have found an increased risk of death by both natural
and unnatural causes among persons with OCD. The co-
occurrence of anxiety disorders or depression and substance use
disorders resulted in a further increased risk of death. We found
no familial confounding in mortality among persons with OCD,
strengthening the hypothesis that OCD lies on the causal path-
way to premature death. These findings represent an impor-
tant first step toward identifying the underlying mechanisms
for the risk of premature death among persons with OCD and
stress the importance of using a thorough diagnostic process to
identify comorbidities and accompanying problems. More-
over, our results emphasize that a focused effort on improving
long-term outcomes among persons with OCD, including tar-
geted treatment and suicide prevention, is essential.
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