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ABSTRACT

OBJECTIVE
To estimate the risk of all cause and cause specific 
mortality in people with obsessive-compulsive 
disorder (OCD) compared with matched unaffected 
people from the general population and with their 
unaffected siblings.
DESIGN
Population based matched cohort and sibling cohort 
study.
SETTING
Register linkage in Sweden.
PARTICIPANTS
Population based cohort including 61 378 people with 
OCD and 613 780 unaffected people matched (1:10) 
on sex, birth year, and county of residence; sibling 
cohort consisting of 34 085 people with OCD and 
47 874 unaffected full siblings. Cohorts were followed 
up for a median time of 8.1 years during the period 
from 1 January 1973 to 31 December 2020.
MAIN OUTCOME MEASURES
All cause and cause specific mortality.
RESULTS
4787 people with OCD and 30 619 unaffected people 
died during the study period (crude mortality rate 
8.1 and 5.1 per 1000 person years, respectively). In 
stratified Cox proportional hazards models adjusted 
for birth year, sex, county, migrant status (born in 
Sweden versus abroad), and sociodemographic 
variables (latest recorded education, civil status, and 
family income), people with OCD had an increased 
risk of all cause mortality (hazard ratio 1.82, 95% 
confidence interval 1.76 to 1.89) and mortality due 
to natural causes (1.31, 1.27 to 1.37) and unnatural 
causes (3.30, 3.05 to 3.57). Among the natural 

causes of death, those due to endocrine, nutritional, 
and metabolic diseases, mental and behavioural 
disorders, and diseases of the nervous, circulatory, 
respiratory, digestive, and genitourinary systems 
were higher in the OCD cohort. Conversely, the risk of 
death due to neoplasms was lower in the OCD cohort 
compared with the unaffected cohort. Among the 
unnatural causes, suicide showed the highest hazard 
ratio, followed by accidents. The results were robust to 
adjustment for psychiatric comorbidities and familial 
confounding.
CONCLUSIONS
Non-communicable diseases and external causes 
of death, including suicides and accidents, were 
major contributors to the risk of mortality in people 
with OCD. Better surveillance, prevention, and early 
intervention strategies should be implemented to 
reduce the risk of fatal outcomes in people with OCD.

Introduction
Obsessive-compulsive disorder (OCD) is a usually 
chronic and disabling psychiatric disorder affecting 
about 2% of the population.1 2 OCD is characterised by 
intrusive thoughts, urges, or images that trigger high 
levels of anxiety and other distressing feelings—known 
as obsessions—that the person tries to neutralise by 
engaging in repetitive behaviours or rituals—known as 
compulsions. These symptoms are time consuming and 
impairing and result in a poor quality of life.3 OCD is also 
associated with substantial socioeconomic adversity, 
including academic underachievement and labour 
market marginalisation.4 5 In severe cases, people with 
OCD may struggle to maintain their personal hygiene, 
follow a healthy lifestyle, or even leave their home.6 7 
OCD has also been associated with substantial risk of 
alcohol and substance use disorders.8 All these factors 
can, in turn, increase the risk of a range of somatic 
diseases that have been associated with OCD.9

Data on the risk of mortality in OCD are scarce. 
A study carried out in the United States using data 
from the Epidemiologic Catchment Area Program 
reported that people with OCD (n=389, of whom 113 
had died) had a 22% lower risk of death compared 
with unaffected people (adjusted proportional hazard 
ratio 0.78, 95% confidence interval 0.63 to 0.95).10 
By contrast, a population based study in Denmark 
with a follow-up of nearly 10 years reported that the 
risk of mortality was approximately twofold higher in 
people with OCD (n=10 155, of whom 110 had died), 
compared with general population controls (mortality 
rate ratio 2.00, 95% confidence interval 1.65 to 2.40) 
and with their unaffected full siblings (1.87, 1.07 to 
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Previous studies on specific causes of death in OCD have mainly focused on 
unnatural causes (eg, suicide), but little is known about specific natural causes

WHAT THIS STUDY ADDS
People with OCD had an increased risk of death due to a wide range of natural 
causes of death, many of which can be classed as non-communicable and 
preventable
People with OCD had a lower risk of death due to neoplasms
External causes of death, including suicides and accidents, are major 
contributors to the risk of death in OCD
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3.27).11 Unfortunately, these studies included too few 
outcomes to inspect specific causes of death. Some 
other studies have specifically focused on deaths due 
to suicide,12 13 transport accidents,14 and substance 
use8; however, to the best of our knowledge, no 
studies have focused on specific natural causes of 
death in OCD. A better understanding of the specific 
causes of death in OCD, both natural and unnatural, 
would be clinically useful, as it would help to generate 
hypotheses about potential strategies for prevention 
and early intervention.

This population based cohort study linked 
prospectively collected data from the Swedish 
national registers over a 48 year period to describe 
the association between OCD and all cause and cause 
specific mortality in more than 60 000 people with a 
diagnosis of OCD, compared with matched individuals 
without OCD. We adjusted for a range of measured 
confounders, including sociodemographic variables 
and psychiatric comorbidities, given the associations 
between these variables and both the exposure and the 
outcomes under study.1 4 5 15 16 Additionally, to further 
adjust for unmeasured familial confounding, we used 
a sibling control design comparing people with OCD 
with their unaffected full siblings.

Methods
Study design and data sources
Using the unique national identification numbers 
assigned to Swedish citizens,17 we linked several 
Swedish population based registers. The National 
Patient Register includes diagnostic information on 
people admitted to a Swedish hospital since 1969, 
with complete data coverage for psychiatric disorders 
from 1973. From 2001, the register also contains data 
on outpatient consultations in specialised care.18 
Diagnoses are based on ICD-8, ICD-9, and ICD-10 
(international classification of diseases, eighth (1969-
86), ninth (1987-96), and 10th revisions (1997 
onwards). The Cause of Death Register contains 
a record of all deaths in Sweden since 1952, with 
compulsory reporting nationwide.19 Each record 
contains the date of death and codes for underlying and 
contributory causes of death, also using ICD codes. The 
Cause of Death Register covers more than 99% of all 
deaths in Swedish residents, including those occurring 
abroad, resulting in minimal loss of information. 
Sociodemographic data came from the Census 
Register, containing data from 1960, the Swedish Total 
Population Register, containing data on all Swedish 
inhabitants since 1968,20 and the Longitudinal 
Integration Database for Health Insurance and Labour 
Studies Register, which annually integrates data 
on the labour market, education, and social sectors 
from all people living in Sweden since 1990.21 Dates 
of immigration into and emigration out of Sweden 
came from the Migration Register.20 We identified 
full siblings via the Multi-Generation Register, which 
connects every person born in Sweden from 1932, and 
registered as living in the country from 1961, to their 
parents.22

Matched cohort
We used a matched cohort design to estimate the risk 
of all cause and cause specific death in people with a 
diagnosis of OCD, compared with unaffected people 
from the general population. The study population 
included people who lived in Sweden at any time 
between 1973 and 2020 at the age of 6 years and 
older. We excluded people who died or emigrated 
before 1973 or their 6th birthday, whichever occurred 
last, and those who were born after 31 December 2014 
(that is, less than six years before the study end on 31 
December 2020).

We defined people with OCD as those who were 
given a diagnosis of OCD between 1 January 1973 and 
31 December 2020 at the age of 6 years or older. They 
entered the cohort on the date of their first registered 
OCD diagnosis. We matched each person with OCD 
on sex, birth year, and county of residence at the time 
of the first OCD diagnosis with 10 unaffected people 
who had never had a diagnosis of OCD by the date 
of diagnosis of the person with OCD. To be eligible 
for matching, the unaffected people should be alive 
and living in Sweden at the age of 6 years or older at 
the date when their counterparts with OCD entered 
the cohort. We assigned them the same cohort entry 
date as the matched people with OCD. At the time of 
matching, we further excluded all people who had 
emigrated and then returned to Sweden between their 
6th birthday or 1997, whichever came later, and the 
cohort entry date to allow for a more complete register 
coverage. We followed up people with OCD and the 
corresponding matched unaffected people from the 
cohort entry date until the date of the outcome (that 
is, death), emigration from Sweden, or the end of the 
study (that is, 31 December 2020), whichever occurred 
first. If unaffected people received a diagnosis of OCD 
after they had entered the cohort, they were also 
censored.

Sibling cohort
We considered full siblings (that is, those sharing 
the same mother and father) of people with OCD for 
inclusion if they were singleton births, were living 
in Sweden between 1973 and 2020 at the age of 6 
years and older, and had never received a diagnosis 
of OCD during the study period. We created family 
identification numbers to allow linkage between 
siblings with shared parents, making each family a 
stratum with differentially affected siblings. For family 
strata in which more than one sibling had a diagnosis 
of OCD, we chose one random sibling with OCD and all 
the unaffected siblings. We followed each sibling from 
1 January 1973, the date of the 6th birthday, or date of 
immigration to Sweden, whichever came last, until the 
date of death, emigration from Sweden, or the end of 
the study period, whichever occurred first.

Diagnosis
We identified people with a diagnosis of OCD, 
according to the Swedish ICD (ICD-8 code: 300.3; 
ICD-9: 300D; ICD-10: F42), from the National Patient 
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Register as those having at least one record of inpatient 
or outpatient care between 1 January 1973 and 31 
December 2020, if recorded at the age of 6 years or 
older, to avoid diagnostic misclassification.14 23 ICD 
codes for OCD have been previously validated by 
comparing registered diagnoses with information 
from clinical records,24 showing excellent inter-rater 
reliability (κ=0.98) and moderate to excellent validity 
(positive predictive value of 0.55 in ICD-8, 0.64 in  
ICD-9, and 0.91-0.96 in ICD-10).

Outcomes
For those people who died between 1973 and 2020, 
we extracted both all cause mortality data and, 
separately, the specific underlying cause of death 
from the Cause of Death Register. Specific causes 
of death were reported by group following the ICD 
chapters, provided that the number of deaths among 
the people with OCD was greater than 10 (to minimise 
the risk of identification of individuals). We combined 
the groups with small numbers of deaths and the 
causes of death classified as “codes for special 
purposes” in the ICD under an “other causes of death” 
category. Additionally, we grouped the specific causes 
of death into natural causes (all causes except those 
classified under the “external causes of morbidity 
and mortality” group) and unnatural causes (those 
classified as “external causes of morbidity and 
mortality”). We further divided this last category 
into accidents, suicides, and other unnatural causes 
of death. See supplementary table A for the specific 
groups and ICD codes.

Covariates
For each study participant, we extracted country 
of birth (Sweden or abroad) from the Swedish Total 
Population Register. Additionally, we retrieved 
several sociodemographic variables from the Census 
Register or the Longitudinal Integration Database 
for Health Insurance and Labour Studies Register by 
using register records corresponding to the end of the 
follow-up (that is, latest registered). These included 
highest achieved level of education, categorised 
into elementary education (≤9 years), secondary 
education (10-12 years), and higher education (>12 
years); civil status, classified into single, married or 
cohabiting, and divorced or widowed; and family 
income level, classified into lowest 20%, middle, and 
top 20%.

Information on psychiatric disorders other than OCD 
came from the National Patient Register. We grouped 
lifetime comorbid disorders into autism spectrum 
disorders, attention-deficit/hyperactivity disorder, and 
Tourette syndrome and chronic tic disorder (hereafter 
neurodevelopmental disorders); schizophrenia 
and other psychotic disorders (hereafter psychotic 
disorders); bipolar disorders; major depressive 
disorder, persistent mood disorder, and unspecified 
mood disorder (hereafter depressive disorders); 
phobic, anxiety, reaction to severe stress, and 
adjustment disorders (hereafter anxiety disorders); 

eating disorders; and substance use disorders. See 
supplementary table B for specific ICD codes.

Statistical analyses
We calculated mortality rates per 1000 person years for 
affected and matched unaffected people. Additionally, 
we calculated the survival curves by exposure status 
by using Kaplan-Meier survival estimates.

We used stratified Cox proportional hazards regression 
analyses to estimate hazard ratios with 95% confidence 
intervals for time to death in people with a diagnosis of 
OCD, compared with matched unaffected people without 
a diagnosis of OCD, taking time in years after the cohort 
entry date as the underlying time scale. We did the 
analysis first for all causes of mortality as an outcome 
and then separately for each specific cause. The initial 
model (model 1—minimally adjusted model) adjusted 
for the matching variables, including birth year, sex, and 
county of residence at the time of the first OCD diagnosis 
(and at the corresponding time for the unaffected people) 
as covariates. A second model (model 2) additionally 
controlled for migrant status (born in Sweden versus 
abroad) and sociodemographic variables (that is, latest 
recorded education, civil status, and income). We marked 
missing data on these covariates as unknown and then 
included them in the Cox models as nominal variables. 
Given that OCD is slightly more prevalent in women 
than in men,25 and because some causes of death have 
shown differential risks by sex,26-28 we were interested 
in describing the associations of interest in men and in 
women, separately. Therefore, were repeated models 
1 and 2 stratifying by sex. To explore the contribution 
of different groups of psychiatric comorbidities on the 
association between OCD and mortality, we repeated 
model 2 with additional adjustment for the above 
mentioned groups of psychiatric comorbidities, one 
group at a time (model 3).

We did two sensitivity analyses. Because the 
validity of the ICD-8 and ICD-9 codes for OCD in the 
National Patient Register is somewhat lower than that 
for the ICD-10 codes,24 we first repeated model 2 in 
a sub-cohort after excluding people who had died or 
emigrated from Sweden before 1997 (when the ICD-10 
was implemented) and people with a diagnosis of OCD 
made using ICD-8 and/or ICD-9 codes only, as well as 
their corresponding matched unaffected people. In the 
second sensitivity analysis, we did a complete record 
analysis of model 2, in which we excluded people with 
missing data on the selected covariates.

Finally, to account for potential familial 
confounding, we compared the people with OCD 
with their unaffected full siblings. Stratified Cox 
proportional hazards regression models were adjusted 
first for sex, birth year, age at the start of follow-up 
for each sibling, and sibling order (model 1) and then 
additionally for migrant status and sociodemographic 
variables (education, civil status, family income; 
model 2). 

We used SAS version 9.4 for data management and 
analyses. All tests used two tailed significance set at 
P<0.05.
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Patient and public involvement
The board of the Swedish OCD Association (Svenska 
OCD-förbundet) reviewed our study plans and 
endorsed the research by providing a statement 
in grant applications. No individual patients were 
involved in the design of the study, the interpretation, 
or the write-up of results because this is a retrospective 
analysis of already collected data.

Results
Matched cohort description
We initially identified 16 121 414 people living in 
Sweden between 1 January 1973 and 31 December 
2020. Of these, 15 557 510 were available for matching 
after exclusion of 563 904 people who had emigrated or 
died before age 6, were born after 31 December 2014, 
or had missing or conflicting county information. In 
this resulting cohort, 63 851 people had a diagnosis 
of OCD. We further excluded 2473 people who had 
emigrated between their 6th birthday or 1997 and the 
cohort entry date, had received a diagnosis before age 
6, had conflicting diagnostic information (for example, 
diagnosis of OCD made after death or emigration), 
or had missing county information in the year of 
diagnosis. We matched the remaining 61 378 people 
with OCD one to 10 with 613 780 unaffected people on 
sex, birth year, and county.

Table 1 shows demographic and clinical 
characteristics of the population based cohorts. The 
median follow-up time was 8.1 (interquartile range 
3.9-13.3) years. The median age at first diagnosis of 
OCD was 26.7 (18.4-38.7) years. People with OCD were 
more likely than the matched unaffected cohort to be 
born in Sweden, be less educated, be single, and have a 
lower family income. People with OCD also had higher 
rates of other lifetime psychiatric disorders, compared 
with unaffected people (85.7% v 19.6%).

All cause and cause specific mortality analyses
A total of 4787 people with OCD and 30 619 unaffected 
people died during the follow-up (crude mortality rate 
8.1 and 5.1 per 1000 person years, respectively). Figure 
1shows the survival curves by OCD status during the 
follow-up period.

Minimally adjusted risk estimates (model 1) 
showed that people with OCD had a twofold risk of 
all cause mortality compared with the unaffected 
cohort (hazard ratio 2.00, 95% confidence interval 
1.94 to 2.07) (table 2). This risk remained generally 
unchanged after adjustment for migrant status and 
all sociodemographic variables in model 2 (hazard 
ratio 1.82, 1.76 to 1.89) (fig 2). Model 2 estimates 
also showed an increased risk for both natural (hazard 
ratio 1.31, 1.27 to 1.37) and unnatural causes of 

Table 1 | Baseline characteristics and follow-up data of study participants. Values are numbers (percentages) of participants unless stated otherwise
Characteristic Population based matched cohort* Sibling cohort*

People with OCD  
(n=61 378)

Matched unaffected controls 
(n=613 780)

People with OCD  
(n=34 085)

Unaffected full siblings 
(n=47 874)

Female sex 35 493 (57.8) 354 930 (57.8) 19 582 (57.5) 23 590 (49.3)
Country of birth:
 Sweden 54 824 (89.3) 508 781 (82.9) 32 720 (96.0) 45 700 (95.5)
 Abroad 6554 (10.7) 104 999 (17.1) 1365 (4.0) 2174 (4.5)
Highest achieved level of education:
 Elementary education 14 771 (24.1) 102 952 (16.8) 7369 (21.6) 7340 (15.3)
 Secondary education 24 349 (39.7) 244 966 (39.9) 13 592 (39.9) 19 045 (39.8)
 Higher education 18 548 (30.2) 228 991 (37.3) 11 206 (32.9) 18 544 (38.7)
 Unknown 3710 (6.0) 36 871 (6.0) 1918 (5.6) 2945 (6.2)
Civil status:
 Single 45 330 (73.9) 374 024 (60.9) 26 210 (76.9) 30 553 (63.8)
 Married or cohabiting 10 808 (17.6) 188 581 (30.7) 5661 (16.6) 13 467 (28.1)
 Divorced or widowed 3137 (5.1) 31 139 (5.1) 1067 (3.1) 1733 (3.6)
 Unknown 2103 (3.4) 20 036 (3.3) 1147 (3.4) 2121 (4.4)
Family income level:
 Lowest 20% 24 357 (39.7) 122 961 (20.0) 10 003 (29.3) 6896 (14.4)
 Middle 28 297 (46.1) 352 707 (57.5) 17 823 (52.3) 28 689 (59.9)
 Top 20% 6843 (11.2) 117 221 (19.1) 5123 (15.0) 10 183 (21.3)
 Unknown 1881 (3.1) 20 891 (3.4) 1136 (3.3) 2106 (4.4)
Any lifetime psychiatric comorbidities 52 586 (85.7) 120 493 (19.6) 27 549 (80.8) 12 624 (26.4)
 Neurodevelopmental disorders 20 202 (32.9) 33 287 (5.4) 11 436 (33.6) 4497 (9.4)
 Psychotic disorders 6636 (10.8) 6621 (1.1) 3421 (10.0) 851 (1.8)
 Bipolar disorders 6618 (10.8) 7648 (1.2) 3676 (10.8) 1045 (2.2)
 Depressive disorders 31 007 (50.5) 47 222 (7.7) 16 977 (49.8) 5716 (11.9)
 Anxiety disorders 39 811 (64.9) 67 422 (11.0) 15 541 (45.6) 5180 (10.8)
 Eating disorders 6534 (10.7) 10 115 (1.7) 3894 (11.4) 1156 (2.4)
 Substance use disorders 11 529 (18.8) 30 976 (5.1) 6130 (18.0) 3531 (7.4)
Median (IQR) follow-up time, years 8.1 (3.9-13.1) 8.1 (3.9-13.3) 8.0 (3.9-13.0) 8.2 (4.0-13.4)
No of deaths (mortality per 1000 person years) 4787 (8.1) 30 619 (5.1) 1503 (4.7) 1261 (2.7)
Median (IQR) age at death, years 69.4 (53.9-80.9) 78.00 (65.8-86.6) 58.7 (44.4-69.1) 64.9 (52.6-74.1)
IQR=interquartile range; OCD=obsessive-compulsive disorder.
*All differences between individuals with OCD and matched unaffected individuals/siblings are significant at P<0.001, except for sex in the population based matched cohort (P=1.0), as it was 
used as a matching variable.
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death (3.30, 3.05 to 3.57). Furthermore, people 
with OCD, compared with unaffected people, had 
an increased risk of the following specific causes of 
death: endocrine, nutritional, and metabolic diseases; 
mental and behavioural disorders; diseases of the 
nervous system; diseases of the circulatory system; 
diseases of the respiratory system; diseases of the 
digestive system; diseases of the genitourinary system; 
symptoms, signs, and abnormal clinical laboratory 
findings; and external causes of morbidity and 
mortality. Among the last group, which represents the 
unnatural causes, the risks of death due to accidents 
and suicides were higher in people with OCD. Within 
the mental and behavioural disorders group, the most 
common specific causes of death were, in this order, 
unspecified dementia, vascular dementia, and mental 
and behavioural disorders due to use of alcohol, in 
both affected and unaffected people. The risk of death 

due to neoplasms was lower in people with OCD than 
in unaffected people (fig 2).

Analyses stratified by sex and adjusted for birth 
year, county of residence, migrant status, and all 
sociodemographic variables (model 2) showed that 
women and men with OCD had a similar increase in risk 
of all cause mortality (hazard ratio 1.79 (1.71 to 1.88) 
and 1.83 (1.74 to 1.93), respectively) and of natural 
causes of death (1.31 (1.24 to 1.37) and (1.31 (1.23 to 
1.38)), compared with their unaffected counterparts. 
By contrast, the risk of death due to unnatural causes 
was higher among women with OCD compared with 
unaffected women (hazard ratio 4.01, 3.55 to 4.53) 
than among men with OCD compared with unaffected 
men (2.87, 2.58 to 3.20) (supplementary tables C  
and D).

Further adjustment for psychiatric comorbidities 
(model 3) overall attenuated the magnitude of the 
risk of death estimates. For example, the estimates 
for the risk of all cause mortality now ranged from a 
hazard ratio of 1.53 (1.48 to 1.59) after adjustment 
for substance use disorders to 1.81 (1.74 to 1.87) after 
adjustment for eating disorders (table 3).

The sensitivity analysis excluding people with a 
diagnosis of OCD made using older ICD versions (ICD-
8 and ICD-9) and the corresponding unaffected people 
showed similar results to those in the main analyses 
(hazard ratio for all cause mortality 1.83, 1.75 to 1.91; 
supplementary table E). Similarly, the results of the 
sensitivity analysis using complete records (that is, 
excluding people with missing data in the selected 
covariates) were similar to those in the main analysis 
(hazard ratio for all cause mortality 1.82, 1.76 to 1.89; 
supplementary tableF).

Table 2 | Minimally adjusted hazard ratios with 95% confidence intervals (CIs) for all cause and cause specific mortality among people with  
obsessive-compulsive disorder (OCD), compared with matched unaffected people

Cause of death
No (%) people with OCD  
(n=61 381)

No (%) matched unaffected 
people (n=613 810)

Hazard ratio (95% CI)—model 
1, minimally adjusted*

All cause mortality 4787 (7.80) 30 619 (4.99) 2.00 (1.94 to 2.07)
Natural causes of death 3707 (6.04) 28 302 (4.61) 1.53 (1.47 to 1.58)
 Certain infectious and parasitic diseases 67 (0.11) 488 (0.08) 1.36 (1.06 to 1.76)
 Neoplasms 781 (1.27) 8546 (1.39) 0.90 (0.83 to 0.97)
  Diseases of the blood and blood-forming organs and certain disorders involving 

the immune mechanism
12 (0.02) 105 (0.02) 1.14 (0.63 to 2.07)

 Endocrine, nutritional, and metabolic diseases 143 (0.23) 759 (0.12) 1.88 (1.57 to 2.24)
 Mental and behavioural disorders 252 (0.41) 1475 (0.24) 1.72 (1.51 to 1.97)
 Diseases of the nervous system 149 (0.24) 1135 (0.18) 1.31 (1.10 to 1.56)
 Diseases of the circulatory system 1539 (2.51) 11 205 (1.83) 1.45 (1.38 to 1.53)
 Diseases of the respiratory system 362 (0.59) 1935 (0.32) 1.88 (1.68 to 2.11)
 Diseases of the digestive system 155 (0.25) 1057 (0.17) 1.45 (1.23 to 1.72)
 Diseases of the musculoskeletal system and connective tissue 16 (0.03) 154 (0.03) 1.02 (0.61 to 1.72)
 Diseases of the genitourinary system 59 (0.10) 352 (0.06) 1.66 (1.26 to 2.19)
 Congenital malformations, deformations, and chromosomal abnormalities 18 (0.03) 105 (0.02) 1.68 (1.02 to 2.77)
  Symptoms, signs, and abnormal clinical and laboratory findings, not elsewhere 

classified
124 (0.20) 763 (0.12) 1.64 (1.36 to 1.98)

 Other natural causes of death† 30 (0.05) 223 (0.04) 1.33 (0.91 to 1.95)
Unnatural causes of death (external causes of morbidity and mortality) 1079 (1.76) 2303 (0.38) 4.77 (4.43 to 5.13)
 Accidents 319 (0.52) 1184 (0.19) 2.66 (2.35 to 3.01)
 Suicides 741 (1.21) 1007 (0.16) 7.44 (6.76 to 8.19)
 Other unnatural causes of death 19 (0.03) 112 (0.02) 1.67 (1.02 to 2.71)
*Adjusted for all matching variables (sex, birth year, and county of residence at time of OCD diagnosis). Model 2 is reported in figure 2. 
†Includes all groups with small number of deaths (≤10) in OCD cohort and causes of death classified in ICD as “codes for special purposes.”
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Fig 1 | Kaplan-Meier survival curves (with 95% confidence intervals) in people with 
obsessive-compulsive disorder (OCD) and matched unaffected people
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Sibling analysis
Table 1 shows the characteristics of the sibling cohorts. 
The median follow-up time was 8.1 (interquartile range 
3.9-13.2) years. Among all study participant with OCD, 
34 085 people had 47 874 unaffected full siblings. 
People with OCD, compared with their unaffected 
full siblings, were more likely to be women, be born 
in Sweden, be less educated, be single, have a lower 
family income, and have a significantly higher rate of 
lifetime psychiatric comorbid disorders (table 1).

A total of 1503 people with OCD and 1261 unaffected 
siblings had died during the follow-up, corresponding 
to a crude mortality rate of 4.7 and 2.7 per 1000 person 
years, respectively. Figure 3 shows the survival curves 
by OCD status during the follow-up period.

The adjusted risks (model 2) of all cause mortality 
(hazard ratio 1.85, 1.67 to 2.03), death from natural 
causes (1.51, 1.35 to 1.68), and death from unnatural 
causes (3.10, 2.52 to 3.80) were well in line with the 
risks observed in the main population based cohort 
analysis. Regarding the specific causes of death, 
the pattern also remained the same overall, but the 
estimates were less precise owing to limited power 
(table 4; fig 4).

Discussion
In this population based matched cohort and sibling 
cohort study, people with OCD had a higher mortality 
rate than did matched unaffected people (8.1 v 5.1 per 

1000 person years) and had an 82% increased risk of 
all cause mortality. The excess mortality was higher for 
both natural (31% increased risk) and, particularly, 
unnatural causes of death (3.3-fold increased risk). The 
risk of all cause mortality was similar in both women 
and men, although women with OCD had a higher 
relative risk of dying due to unnatural causes than did 
men with OCD, likely due to the lower baseline risk 
among women in the general population. Adjustment 
for different groups of psychiatric comorbidities 
attenuated the risks only slightly. The main results 
were also robust to adjustment for unmeasured familial 
confounding.

Comparison with other studies
To the best of our knowledge, only two previous studies 
had specifically examined risk of all cause mortality 
in OCD and reached opposing conclusions.10 11 Our 
all cause mortality estimates are in line with the 
results from Meier and colleagues in a Danish cohort 
study (n=10 155 cases of OCD) reporting that people 
with OCD had a twofold higher risk of dying than 
the general population.11 By contrast, Eaton and 
colleagues reported a protective effect of OCD for risk 
of death in a US based population survey.10 However, 
the survey was based on a small sample of cases and 
subjected to specific sampling methods. Results from 
nationwide register based studies are more likely to 
provide reliable and generalisable estimates.

All cause mortality

Natural causes of death

  Certain infectious and parasitic diseases

  Neoplasms

  Diseases of the blood and blood-forming organs and certain disorders involving immune mechanism

  Endocrine, nutritional, and metabolic diseases

  Mental and behavioural disorders

  Diseases of the nervous system

  Diseases of the circulatory system

  Diseases of the respiratory system

  Diseases of the digestive system

  Diseases of the musculoskeletal system and connective tissue�

  Diseases of the genitourinary system

  Congenital malformations, deformations, and chromosomal abnormalities

  Symptoms, signs, and abnormal clinical and laboratory findings, not elsewhere classified

  Other natural causes of death

Unnatural causes of death

  Accidents

  Suicides

  Other unnatural causes of death

1.82 (1.76 to 1.89)

1.31 (1.27 to 1.37)

1.22 (0.93 to 1.58)

0.87 (0.80 to 0.94)

0.96 (0.52 to 1.77)

1.54 (1.28 to 1.86)

1.63 (1.42 to 1.87)

1.20 (1.01 to 1.43)

1.36 (1.28 to 1.43)

1.69 (1.51 to 1.90)

1.20 (1.01 to 1.43)

1.02 (0.60 to 1.73)

1.52 (1.15 to 2.02)

0.66 (0.34 to 1.30)

1.39 (1.14 to 1.69)

1.27 (0.82 to 1.97)

3.30 (3.05 to 3.57)

1.92 (1.68 to 2.19)

4.90 (4.40 to 5.46)

1.35 (0.80 to 2.26)

542 31 6

Causes of death Hazard ratio
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Hazard ratio
(95% CI)

Fig 2 | Hazard ratios adjusted for sex, birth year, county of residence, and migrant status and latest recorded education, civil status, and family 
income, with 95% confidence intervals (CIs), for all cause and cause specific mortality among people with obsessive-compulsive disorder compared 
with matched unaffected people
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Table 3 | Hazard ratios with 95% confidence intervals (CIs) for all cause and cause specific mortality among people with obsessive-compulsive disorder 
(OCD), compared with matched unaffected people, further adjusted for different groups of psychiatric comorbidities

Cause of death

Hazard ratio (95% CI) of model 3 plus additional adjustment for specific disorder group*
Neuro- 
developmental 
disorders

Psychotic 
disorders

Bipolar 
disorders

Depressive 
disorders

Anxiety 
disorders

Eating 
disorders

Substance 
use disorders

All cause mortality 1.74 (1.68 to 
1.81)

1.64 (1.58 to 
1.70)

1.72 (1.66 to 
1.78)

1.55 (1.50 to 
1.61)

1.61 (1.55 to 
1.68)

1.81 (1.74 to 
1.87)

1.53 (1.48 to 
1.59)

Natural causes of death 1.29 (1.24 to 
1.34)

1.22 (1.17 to 
1.27)

1.27 (1.22 to 
1.32)

1.19 (1.15 to 
1.25)

1.23 (1.18 to 
1.29)

1.31 (1.26 to 
1.36)

1.17 (1.13 to 
1.22)

  Certain infectious and parasitic diseases 1.19 (0.91 to 
1.55)

1.23 (0.94 to 
1.62)

1.21 (0.93 to 
1.59)

1.12 (0.84 to 
1.49)

1.05 (0.78 to 
1.40)

1.22 (0.94 to 
1.59)

1.06 (0.81 to 
1.39)

  Neoplasms 0.86 (0.80 to 
0.93)

0.85 (0.78 to 
0.91)

0.86 (0.80 to 
0.93)

0.86 (0.80 to 
0.94)

0.83 (0.77 to 
0.90)

0.87 (0.80 to 
0.94)

0.83 (0.77 to 
0.90)

  Diseases of the blood and blood-forming organs and 
certain disorders involving the immune mechanism

0.94 (0.50 to 
1.76)

0.94 (0.50 to 
1.75)

0.87 (0.45 to 
1.66)

0.83 (0.43 to 
1.61)

1.01 (0.52 to 
1.93)

0.96 (0.52 to 
1.76)

0.97 (0.52 to 
1.79)

  Endocrine, nutritional, and metabolic diseases 1.48 (1.23 to 
1.79)

1.48 (1.22 to 
1.80)

1.44 (1.19 to 
1.75)

1.30 (1.06 to 
1.60)

1.38 (1.12 to 
1.69)

1.54 (1.27 to 
1.85)

1.39 (1.15 to 
1.68)

  Mental and behavioural disorders 1.61 (1.40 to 
1.85)

1.43 (1.24 to 
1.66)

1.53 (1.32 to 
1.76)

1.45 (1.25 to 
1.69)

1.44 (1.24 to 
1.68)

1.56 (1.36 to 
1.80)

1.39 (1.21 to 
1.61)

  Diseases of the nervous system 1.17 (0.98 to 
1.40)

1.14 (0.95 to 
1.37)

1.19 (1.00 to 
1.43)

1.03 (0.85 to 
1.24)

1.12 (0.93 to 
1.36)

1.21 (1.01 to 
1.44)

1.19 (0.99 to 
1.42)

  Diseases of the circulatory system 1.33 (1.26 to 
1.41)

1.29 (1.22 to 
1.37)

1.32 (1.25 to 
1.40)

1.26 (1.19 to 
1.34)

1.32 (1.24 to 
1.40)

1.36 (1.28 to 
1.44)

1.27 (1.20 to 
1.34)

  Diseases of the respiratory system 1.68 (1.49 to 
1.89)

1.54 (1.36 to 
1.73)

1.58 (1.40 to 
1.78)

1.43 (1.26 to 
1.62)

1.43 (1.26 to 
1.62)

1.66 (1.48 to 
1.87)

1.50 (1.33 to 
1.69)

  Diseases of the digestive system 1.18 (0.99 to 
1.41)

1.15 (0.96 to 
1.38)

1.18 (0.99 to 
1.41)

1.03 (0.85 to 
1.24)

1.05 (0.87 to 
1.27)

1.19 (1.00 to 
1.42)

0.85 (0.70 to 
1.03)

  Diseases of the musculoskeletal system and connective 
tissue

0.98 (0.57 to 
1.69)

1.01 (0.59 to 
1.74)

0.92 (0.53 to 
1.60)

0.82 (0.46 to 
1.44)

1.09 (0.62 to 
1.91)

1.02 (0.60 to 
1.73)

1.02 (0.60 to 
1.74)

  Diseases of the genitourinary system 1.52 (1.14 to 
2.02)

1.34 (1.00 to 
1.81)

1.37 (1.02 to 
1.84)

1.24 (0.91 to 
1.69)

1.33 (0.99 to 
1.80)

1.52 (1.15 to 
2.02)

1.50 (1.13 to 
2.00)

  Congenital malformations, deformations, and 
chromosomal abnormalities

0.69 (0.35 to 
1.39)

0.62 (0.31 to 
1.24)

0.72 (0.36 to 
1.45)

0.74 (0.36 to 
1.51)

0.70 (0.34 to 
1.43)

0.66 (0.33 to 
1.30)

0.68 (0.34 to 
1.35)

  Symptoms, signs, and abnormal clinical and laboratory 
findings, not elsewhere classified

1.30 (1.06 to 
1.60)

1.30 (1.06 to 
1.60)

1.35 (1.10 to 
1.65)

1.18 (0.95 to 
1.46)

1.12 (0.90 to 
1.39)

1.40 (1.15 to 
1.71)

1.21 (0.99 to 
1.48)

  Other natural causes of death† 1.16 (0.78 to 
1.73)

1.27 (0.85 to 
1.90)

1.12 (0.74 to 
1.67)

0.83 (0.53 to 
1.30)

0.92 (0.59 to 
1.42)

1.20 (0.82 to 
1.78)

1.18 (0.79 to 
1.75)

Unnatural causes of death (external causes of morbidity 
and mortality)

2.98 (2.75 to 
3.24)

2.89 (2.65 to 
3.14)

2.96 (2.72 to 
3.21)

2.17 (1.98 to 
2.37)

2.19 (2.00 to 
2.39)

3.19 (2.94 to 
3.46)

2.53 (2.32 to 
2.76)

  Accidents 1.72 (1.50 to 
1.98)

1.77 (1.54 to 
2.04)

1.80 (1.57 to 
2.26)

1.55 (1.34 to 
1.79)

1.37 (1.18 to 
1.59)

1.90 (1.66 to 
2.17)

1.43 (1.24 to 
1.65)

  Suicides 4.43 (3.96 to 
4.96)

4.14 (3.70 to 
4.64)

4.27 (3.82 to 
4.78)

2.68 (2.38 to 
3.02)

2.95 (2.61 to 
3.32)

4.66 (4.17 to 
5.19)

3.75 (3.33 to 
4.21)

  Other unnatural causes of death 1.20 (0.70 to 
2.08)

1.42 (0.82 to 
2.45)

1.41 (0.83 to 
2.39)

1.60 (0.91 to 
2.84)

1.22 (0.70 to 
2.14)

1.39 (0.82 to 
2.35)

1.16 (0.67 to 
1.99)

*Adjusted for all matching variables (sex, birth year, county of residence at time of OCD diagnosis), migrant status (Swedish born v born abroad), latest recorded highest level of education, family 
income level, and civil status, and specified group of psychiatric comorbidities. 
†Includes all groups with small number of deaths (≤10) in OCD cohort and causes of death classified in ICD as “codes for special purposes.”

We report, for the first time, on the specific 
causes of death in people with OCD, compared with 
unaffected people. Among the specific natural causes 
of death, people with OCD had increased risks due 
to respiratory system diseases (69% increased risk), 
mental and behavioural disorders (63%), endocrine, 
nutritional, and metabolic diseases (54%), diseases 
of the genitourinary system (52%), diseases of the 
circulatory system (36%), diseases of the nervous 
system (20%), and diseases of the digestive system 
(20%). Most of these causes can be classified as non-
communicable diseases (for example, cardiovascular 
diseases, diabetes, chronic respiratory diseases, 
mental disorders, neurological disorders), which are 
often related to potentially modifiable behavioural 
risk factors. An unexpected finding in our study was 
that the risk of death due to neoplasms was 13% 
lower in the OCD cohort, compared with the matched 

unaffected people. A paradoxical observation has been 
previously described by which people with psychiatric 
conditions, including those with OCD,29-31 have lower 
or similar cancer incidence compared with unaffected 
people but higher cancer related mortality rates, likely 
attributed to lower detection rates in the psychiatric 
groups,32 33 which we did not find in our study. These 
results are intriguing and should be replicated.

Among all causes of death, deaths due to unnatural 
causes had the highest risk estimates. This risk seemed 
to be mainly driven by a nearly fivefold increased risk of 
suicide. The increased risk of death by suicide in OCD 
has been previously reported at the population level 
by our group, using different methods and smaller 
albeit partially overlapping cohorts,12 13 and others.11 
Altogether, these more recent and methodologically 
sound results should settle previous claims that 
people with OCD have a relatively low risk of dying 
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by suicide.34-36 The risk of death due to accidents was 
also higher in people with OCD than in unaffected 
people (92% increased risk). These findings extend 
previous work from our group showing a marginal risk 
of transport accidents in women with OCD,14 and they 
suggest that other kinds of accidents (for example, 
falls) may also be contributors to mortality in both 
women and men with OCD. More needs to be done to 
understand the reasons behind these excess deaths, as 
they are potentially preventable.

Clinical and policy implications
Our results have clinical and public health implications. 
Non-communicable diseases and external causes 
of death, including suicides and accidents, were the 
most relevant contributors to the excess mortality 
in our OCD cohort. These causes of death can be 
conceptualised as preventable and/or treatable.37 
Hence, prevention strategies, better surveillance, and 
early intervention strategies should be prioritised to 
avoid fatal outcomes. Specifically, prevention focused 
on the reduction of four major risk factors—namely, 
tobacco use, harmful use of alcohol, unhealthy diet, 
and physical inactivity—is thought to be crucial for the 

control of non-communicable diseases.38 Furthermore, 
modification of lifestyle factors in people at risk has 
also been suggested as an effective strategy to prevent 
cognitive impairment and dementia.39 Significant 
efforts should also be made to promote early detection 
and improve access to specialist treatment for people 
with OCD. People with psychiatric disorders are 
known to be less likely to seek help for health related 
problems and to attend medical check-ups, and they 
are also less likely to receive health interventions and 
prescriptions for non-psychiatric drugs, potentially 
leading to delays in the detection and treatment of 
diseases.32  33  40  41 A better integration of mental and 
physical healthcare services, the prioritisation of 
prevention while strengthening treatment, and the 
optimisation of intervention synergies across social-
ecological levels have been recently proposed as 
priority action points to prevent premature mortality 
in people with psychiatric disorders.42

Strengths and limitations of study
The study had some notable strengths. To the best of 
our knowledge, this is the largest study of mortality 
in people with OCD to date. We followed up a cohort 
of more than 60 000 people with OCD, of whom 
almost 5000 had died, and corresponding matched 
unaffected people throughout the study period. 
Additionally, this is the first study to be sufficiently 
powered to systematically investigate specific natural 
causes of death in OCD. The ICD codes for OCD have 
excellent reliability and good validity.24 The Swedish 
Cause of Death Register has an outstanding nationwide 
coverage.19 We systematically adjusted for lifetime 
psychiatric comorbidities and ruled out potential 
familial confounding. 

However, some limitations should be considered 
when interpreting the results. Firstly, the National 
Patient Register includes only diagnoses made in 
specialist care, with information from outpatient 
care available only from 2001 onwards, which may 
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Fig 3 | Kaplan-Meier survival curves (with 95% confidence intervals) in people with 
obsessive-compulsive disorder (OCD) and their unaffected siblings

Table 4 | Hazard ratios with 95% confidence intervals (CIs) for all cause and cause specific mortality among people with obsessive-compulsive disorder 
(OCD), compared with unaffected full siblings

Cause of death
No (%) people with OCD 
(n=34 085)

No (%) unaffected full siblings 
(n=47 874)

Hazard ratio (95% CI)—model 1, 
minimally adjusted*

All cause mortality 1503 (4.41) 1261 (2.63) 2.26 (2.07 to 2.47)
Natural causes of death 1027 (3.01) 1054 (2.20) 1.80 (1.62 to 1.99)
  Certain infectious and parasitic diseases 21 (0.06) 22 (0.05) 1.34 (0.64 to 2.81)
  Neoplasms 274 (0.80) 415 (0.87) 1.19 (1.00 to 1.41)
  Endocrine, nutritional, and metabolic diseases 57 (0.17) 40 (0.08) 2.70 (1.65 to 4.42)
  Mental and behavioural disorders 66 (0.19) 46 (0.10) 2.21 (1.45 to 3.37)
  Diseases of the nervous system 48 (0.14) 62 (0.13) 1.19 (0.78 to 1.83)
  Diseases of the circulatory system 353 (1.04) 298 (0.62) 2.19 (1.83 to 2.63)
  Diseases of the respiratory system 85 (0.25) 63 (0.13) 2.48 (1.72 to 3.59)
  Diseases of the digestive system 59 (0.17) 49 (0.10) 2.02 (1.30 to 3.14)
  Symptoms, signs, and abnormal clinical and laboratory findings, not 

elsewhere classified
29 (0.09) 24 (0.05) 1.78 (0.97 to 3.26)

  Other causes of death† 35 (0.10) 35 (0.07) 1.36 (0.70 to 2.66)
Unnatural causes of death (external causes of morbidity and mortality) 476 (1.40) 207 (0.43) 4.09 (3.39 to 4.93)
  Accidents 129 (0.38) 89 (0.19) 2.81 (2.04 to 3.86)
  Suicides 345 (1.01) 112 (0.23) 5.05 (3.99 to 6.40)
*Adjusted for sex, birth year, age at start of follow-up for each sibling, and sibling order. Model 2 is reported in figure 4. 
†Includes all groups with small number of deaths (≤10) in OCD or sibling cohorts and causes of death classified in the ICD as “codes for special purposes.”
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have resulted in the inclusion of people with OCD at 
the more severe end of the spectrum. Secondly, the 
frequency of some of the specific causes of death was 
relatively low, particularly in the sibling cohort, which 
may have led to underpowered estimates for those 
specific outcomes. Thirdly, our second analytical 
model adjusted for, among other covariates, the 
last registered level of education, civil status, and 
family income level, and a third model additionally 
adjusted for psychiatric comorbidities, one at a time. 
These covariates could potentially act as mediators 
rather than confounders, most likely driving the 
association estimates down when controlled for. 
However, we took a parsimonious approach including 
also a minimally adjusted model that did not include 
sociodemographic variables or comorbidities, and 
the results were broadly comparable. Fourthly, 
variables known to be associated with several non-
communicable diseases (for example, sedentary 
lifestyle, unhealthy diet, smoking) were not available 
in the registers, so we could not explore their effect 
on the associations. Finally, the study was based in 
Sweden, and whether our findings generalise to other 
settings with different populations, with different 
health systems and medical practices, and where 
discrepancies in lifestyle behaviours and use of 
services may exist is unclear.

Conclusions
In this population based matched cohort and sibling 
cohort study, non-communicable diseases and 
external causes of death, including suicides and 
accidents, were major contributors to the risk of 
mortality in people with OCD. Better surveillance, 
prevention, and early intervention strategies should 

be implemented to reduce the risk of fatal outcomes 
in people with OCD.

AUTHOR AFFILIATIONS
1Centre for Psychiatry Research, Department of Clinical 
Neuroscience, Karolinska Institutet, SE-11330 Stockholm, Sweden
2Stockholm Health Care Services, Region Stockholm, Stockholm, 
Sweden
3Department of Medical Epidemiology and Biostatistics, Karolinska 
Institutet, Stockholm, Sweden
4School of Medical Sciences, Örebro University, Örebro, Sweden
5Department of Psychological and Brain Sciences, Indiana 
University, Bloomington, IN, USA
6Department of Global Public Health and Primary Care, University of 
Bergen, Bergen, Norway
7Department of Biomedicine, Aarhus University, Aarhus, Denmark
8Department of Clinical Sciences, Lund University, Lund, Sweden
Contributors: LFC and DMC conceived the study. LFC, KI, AS, and DMC 
designed the methods. LFC wrote the first draft of the manuscript. KI 
did the analyses and produced the original figures. PL, HL, RKH, ZC, 
BMD, and IB contributed to the methods. All authors contributed to 
the interpretation of the results and critical revision of the manuscript 
for important intellectual content and approved the final version. LFC 
and KI are the guarantors. The corresponding author attests that all 
listed authors meet authorship criteria and that no others meeting the 
criteria have been omitted.
Funding: The study was supported by grants from the Swedish 
Research Council for Health, Working Life and Welfare (FORTE; 
grant number 2015-00569), Region Stockholm (ALF funding; grant 
numbers 20160143 and 20180078), the Swedish Society of 
Medicine (Svenska Läkaresällskapets; grant number SLS-879801), 
and Karolinska Institutet (grant reference FS-2018:0007), all awarded 
to LFC. The funders had no role in considering the study design or in 
the collection, analysis, and interpretation of data, the writing of the 
report, or the decision to submit the article for publication.
Competing interests: All authors have completed the ICMJE uniform 
disclosure form at www.icmje.org/disclosure-of-interest/ and declare: 
support from the Swedish Research Council for Health, Working Life 
and Welfare, Region Stockholm, the Swedish Society of Medicine, and 
Karolinska Institutet; LFC receives royalties for contributing articles 
to UpToDate and Wolters Kluwer Health and for editorial work from 
Elsevier, outside the submitted work; HL has received additional 

All cause mortality

Natural causes of death

  Certain infectious and parasitic diseases

  Neoplasms

  Endocrine, nutritional, and metabolic diseases

  Mental and behavioural disorders

  Diseases of the nervous system

  Diseases of the circulatory system

  Diseases of the respiratory system

  Diseases of the digestive system

  Symptoms, signs, and abnormal clinical and laboratory findings, not elsewhere classified

  Other natural causes of death 

Unnatural causes of death

  Accidents

  Suicides

1.85 (1.67 to 2.03)

1.51 (1.35 to 1.68)

1.18 (0.49 to 2.81)

1.16 (0.96 to 1.40)

2.34 (1.30 to 4.21)

1.62 (1.01 to 2.61)

1.08 (0.68 to 1.73)

1.91 (1.57 to 2.33)

1.86 (1.21 to 2.87)

1.55 (0.93 to 2.57)

1.72 (0.76 to 3.86)

1.36 (0.61 to 3.00)

3.10 (2.52 to 3.80)

2.15 (1.51 to 3.07)

3.77 (2.91 to 4.90)

542 31

Causes of death Hazard ratio
(95% CI) (log scale)

Hazard ratio
(95% CI)

Fig 4 | Hazard ratios adjusted for sex, birth year, age at start of follow-up for each sibling, sibling order, and migrant status and latest recorded 
education, civil status, and family income, with 95% confidence intervals (CIs), for all cause and cause specific mortality among people with 
obsessive-compulsive disorder compared with their unaffected full siblings

http://www.icmje.org/disclosure-of-interest/


RESEARCHRESEARCH

10 doi: 10.1136/bmj-2023-077564 | BMJ 2024;384:e077564 | the bmj

grants from Shire/Takeda in the previous three years and receives 
personal fees from Shire and Takeda, Evolan, and Medici, all outside 
the submitted work; CR receives royalties for books or book chapters 
to Natur och Kultur, Studentlitteratur, and Albert Bonniers Förlag, 
outside the submitted work; DMC receives royalties for contributing 
articles to UpToDate and Wolters Kluwer Health, receives occasional 
payments from funding agencies as an external grant reviewer, and 
is part owner of Scandinavian E-Health, AB, all outside the submitted 
work; no other relationships or activities that could appear to have 
influenced the submitted work.
Ethical approval: The study was approved by the Swedish Ethical 
Review Authority (reference number 2020-06540). The requirement 
for informed consent was waived because the study was register 
based and the included individuals were not identifiable at any time.
Data sharing: No additional data available. The Public Access to 
Information and Secrecy Act in Sweden prohibits individual level data 
being publicly available. Researchers who are interested in replicating 
this study can apply for individual level data through Statistics Sweden 
(https://www.scb.se/en/services/ordering-data-and-statistics/
ordering-microdata/) and the National Board of Health and Welfare 
(https://www.socialstyrelsen.se/en/statistics-and-data/registers/).
The lead author (the manuscript’s guarantor) affirms that this 
manuscript is an honest, accurate, and transparent account of the 
study being reported; that no important aspects of the study have 
been omitted; and that any discrepancies from the study as planned 
(and, if relevant, registered) have been explained.
Dissemination to participants and related patient and public 
communities: As this is a register based study based on de-identified 
data, the results of the study will not be fed back to individual patients 
but will be widely disseminated among members of the Swedish OCD 
Association and other international interest organisations as well 
as social media. The research findings will be widely disseminated 
to the wider community through press releases, social media 
platforms, presentations at international forums, and reports to 
relevant government agencies, academic societies, and national and 
international interest organisations.
Provenance and peer review: Not commissioned; externally peer 
reviewed.
This is an Open Access article distributed in accordance with the 
terms of the Creative Commons Attribution (CC BY 4.0) license, which 
permits others to distribute, remix, adapt and build upon this work, 
for commercial use, provided the original work is properly cited. 
See: http://creativecommons.org/licenses/by/4.0/.

1  Ruscio AM, Stein DJ, Chiu WT, Kessler RC. The epidemiology of 
obsessive-compulsive disorder in the National Comorbidity Survey 
Replication. Mol Psychiatry 2010;15:53-63. doi:1038/mp.2008.94 

2  American Psychiatric Association. The Diagnostic and Statistical 
Manual of Mental Disorders. 5th ed. American Psychiatric 
Association, 2013, DSM-5.

3  Moritz S. A review on quality of life and depression in obsessive-
compulsive disorder. CNS Spectr 2008;13(Suppl 14):16-22. 
doi:1017/S1092852900026894 

4  Pérez-Vigil A, Fernández de la Cruz L, Brander G, et al. Association 
of obsessive-compulsive disorder with objective indicators of 
educational attainment: A nationwide register-based sibling 
control study. JAMA Psychiatry 2018;75:47-55. doi:1001/
jamapsychiatry.2017.3523 

5  Pérez-Vigil A, Mittendorfer-Rutz E, Helgesson M, Fernández 
de la Cruz L, Mataix-Cols D. Labour market marginalisation in 
obsessive-compulsive disorder: a nationwide register-based 
sibling control study. Psychol Med 2019;49:1015-24. doi:1017/
S0033291718001691 

6  Albert U, Maina G, Bogetto F, Chiarle A, Mataix-Cols D. Clinical 
predictors of health-related quality of life in obsessive-compulsive 
disorder. Compr Psychiatry 2010;51:193-200. doi:1016/j.
comppsych.2009.03.004 

7  Garnaat SL, Boisseau CL, Yip A, et al. Predicting course of illness 
in patients with severe obsessive-compulsive disorder. J Clin 
Psychiatry 2015;76:e1605-10. doi:4088/JCP.14m09468 

8  Virtanen S, Kuja-Halkola R, Sidorchuk A, et al. Association of 
obsessive-compulsive disorder and obsessive-compulsive 
symptoms with substance misuse in 2 longitudinal cohorts 
in Sweden. JAMA Netw Open 2022;5:e2214779. doi:1001/
jamanetworkopen.2022.14779 

9  Fernández de la Cruz L, Isomura K, Lichtenstein P, Rück C, Mataix-
Cols D. Morbidity and mortality in obsessive-compulsive disorder: 
A narrative review. Neurosci Biobehav Rev 2022;136:104602. 
doi:1016/j.neubiorev.2022.104602 

10  Eaton WW, Roth KB, Bruce M, et al. The relationship of mental 
and behavioral disorders to all-cause mortality in a 27-year 
follow-up of 4 epidemiologic catchment area samples. Am J 
Epidemiol 2013;178:1366-77. doi:1093/aje/kwt219 

11  Meier SM, Mattheisen M, Mors O, Schendel DE, Mortensen PB, 
Plessen KJ. Mortality among persons with obsessive-compulsive 
disorder in Denmark. JAMA Psychiatry 2016;73:268-74. doi:1001/
jamapsychiatry.2015.3105 

12  Fernández de la Cruz L, Rydell M, Runeson B, et al. Suicide in 
obsessive-compulsive disorder: a population-based study of 36 788 
Swedish patients. Mol Psychiatry 2017;22:1626-32. doi:1038/
mp.2016.115 

13  Sidorchuk A, Kuja-Halkola R, Runeson B, et al. Genetic and 
environmental sources of familial coaggregation of obsessive-
compulsive disorder and suicidal behavior: a population-based birth 
cohort and family study. Mol Psychiatry 2021;26:974-85. doi:1038/
s41380-019-0417-1 

14  Mataix-Cols D, Fernández de la Cruz L, Brander G, et al. Hit-and-run: a 
Swedish nationwide cohort study of serious transport accidents and 
convictions due to traffic offenses in obsessive-compulsive disorder. 
Soc Psychiatry Psychiatr Epidemiol 2022;57:1817-27. doi:1007/
s00127-021-02182-x 

15  Lewer D, Jayatunga W, Aldridge RW, et al. Premature mortality 
attributable to socioeconomic inequality in England between 2003 
and 2018: an observational study. Lancet Public Health 2020;5:e33-
41. doi:1016/S2468-2667(19)30219-1 

16  Walker ER, McGee RE, Druss BG. Mortality in mental disorders 
and global disease burden implications: a systematic review and 
meta-analysis. JAMA Psychiatry 2015;72:334-41. doi:1001/
jamapsychiatry.2014.2502 

17  Ludvigsson JF, Otterblad-Olausson P, Pettersson BU, Ekbom A. 
The Swedish personal identity number: possibilities and pitfalls in 
healthcare and medical research. Eur J Epidemiol 2009;24:659-67. 
doi:1007/s10654-009-9350-y 

18  Ludvigsson JF, Andersson E, Ekbom A, et al. External review and 
validation of the Swedish national inpatient register. BMC Public 
Health 2011;11:450. doi:1186/1471-2458-11-450 

19  Brooke HL, Talbäck M, Hörnblad J, et al. The Swedish cause of death 
register. Eur J Epidemiol 2017;32:765-73. doi:1007/s10654-017-
0316-1 

20  Ludvigsson JF, Almqvist C, Bonamy AKE, et al. Registers of the 
Swedish total population and their use in medical research. Eur J 
Epidemiol 2016;31:125-36. doi:1007/s10654-016-0117-y 

21  Ludvigsson JF, Svedberg P, Olén O, Bruze G, Neovius M. The 
longitudinal integrated database for health insurance and labour 
market studies (LISA) and its use in medical research. Eur J 
Epidemiol 2019;34:423-37. doi:1007/s10654-019-00511-8 

22  Ekbom A. The Swedish multi-generation register. Methods Mol 
Biol 2011;675:215-20. doi:1007/978-1-59745-423-0_10 

23  Isomura K, Brander G, Chang Z, et al. Metabolic and cardiovascular 
complications in obsessive-compulsive disorder: A total 
population, sibling comparison study with long-term follow-up. Biol 
Psychiatry 2018;84:324-31. doi:1016/j.biopsych.2017.12.003 

24  Rück C, Larsson KJ, Lind K, et al. Validity and reliability of chronic 
tic disorder and obsessive-compulsive disorder diagnoses in the 
Swedish National Patient Register. BMJ Open 2015;5:e007520. 
doi:1136/bmjopen-2014-007520 

25  Fawcett EJ, Power H, Fawcett JM. Women are at greater risk of OCD 
than men: A meta-analytic review of OCD prevalence worldwide. J Clin 
Psychiatry 2020;81:19r13085. doi:4088/JCP.19r13085 

26  Kolip P, Lange C. Gender inequality and the gender gap in life 
expectancy in the European Union. Eur J Public Health 2018;28:869-
72. doi:1093/eurpub/cky076 

27  Crimmins EM, Shim H, Zhang YS, Kim JK. Differences between 
men and women in mortality and the health dimensions of the 
morbidity process. Clin Chem 2019;65:135-45. doi:1373/
clinchem.2018.288332 

28  Avdic D, Hägglund P, Lindahl B, Johansson P. Sex differences 
in sickness absence and the morbidity-mortality paradox: a 
longitudinal study using Swedish administrative registers. BMJ 
Open 2019;9:e024098. doi:1136/bmjopen-2018-024098 

29  Shen CC, Hu LY, Hu YW, et al. The risk of cancer in patients with 
obsessive-compulsive disorder: A nationwide population-based 
retrospective cohort study. Medicine (Baltimore) 2016;95:e2989. 
doi:1097/MD.0000000000002989 

30  Chong SA, Abdin E, Nan L, Vaingankar JA, Subramaniam M. 
Prevalence and impact of mental and physical comorbidity in the 
adult Singapore population. Ann Acad Med Singap 2012;41:105-14. 
doi:47102/annals-acadmedsg.V41N3p105 

31  Subramaniam M, Abdin E, Vaingankar J, et al. Obsessive-compulsive 
disorder in Singapore: Prevalence, comorbidity, quality of life and 
social support. Ann Acad Med Singap 2020;49:15-25. doi:47102/
annals-acadmedsg.2019185 

https://www.scb.se/en/services/ordering-data-and-statistics/ordering-microdata/
https://www.scb.se/en/services/ordering-data-and-statistics/ordering-microdata/
https://www.socialstyrelsen.se/en/statistics-and-data/registers/
http://creativecommons.org/licenses/by/4.0/


RESEARCHRESEARCH

the bmj | BMJ 2024;384:e077564 | doi: 10.1136/bmj-2023-077564 11

32  Kisely S, Crowe E, Lawrence D. Cancer-related mortality in people 
with mental illness. JAMA Psychiatry 2013;70:209-17. doi:1001/
jamapsychiatry.2013.278 

33  Kisely S, Forsyth S, Lawrence D. Why do psychiatric patients 
have higher cancer mortality rates when cancer incidence is 
the same or lower?Aust N Z J Psychiatry 2016;50:254-63. 
doi:1177/0004867415577979 

34  Coryell W. Obsessive-compulsive disorder and primary unipolar 
depression. Comparisons of background, family history, course, and 
mortality. J Nerv Ment Dis 1981;169:220-4. doi:1097/00005053-
198104000-00003 

35  Goodwin DW, Guze SB, Robins E. Follow-up studies in obsessional 
neurosis. Arch Gen Psychiatry 1969;20:182-7. doi:1001/
archpsyc.1969.01740140054006 

36  Kringlen E. Obsessional neurotics: A long-term follow-up. Br J 
Psychiatry 1965;111:709-22. doi:1192/bjp.111.477.709 

37  OECD/Eurostat. Avoidable mortality: OECD/Eurostat lists of 
preventable and treatable causes of death. 2019. https://www.oecd.
org/health/health-systems/Avoidable-mortality-2019-Joint-OECD-
Eurostat-List-preventable-treatable-causes-ofdeath.pdf (accessed 9 
August 2023).

38  Varghese C. Reducing premature mortality from non-communicable 
diseases, including for people with severe mental disorders. World 
Psychiatry 2017;16:45-7. doi:1002/wps.20376 

39  Kivipelto M, Mangialasche F, Ngandu T. Lifestyle interventions  
to prevent cognitive impairment, dementia and Alzheimer disease. 
Nat Rev Neurol 2018;14:653-66. doi:1038/s41582-018- 
0070-3 

40  Roberts L, Roalfe A, Wilson S, Lester H. Physical health care of 
patients with schizophrenia in primary care: a comparative study. 
Fam Pract 2007;24:34-40. doi:1093/fampra/cml054 

41  Hippisley-Cox J, Parker C, Coupland C, Vinogradova Y. Inequalities 
in the primary care of patients with coronary heart disease 
and serious mental health problems: a cross-sectional study. 
Heart 2007;93:1256-62. doi:1136/hrt.2006.110171 

42  O’Connor RC, Worthman CM, Abanga M, et al. Gone Too Soon: 
priorities for action to prevent premature mortality associated with 
mental illness and mental distress. Lancet Psychiatry 2023;10:452-
64. doi:1016/S2215-0366(23)00058-5 

Web appendix: Supplementary tables

https://www.oecd.org/health/health-systems/Avoidable-mortality-2019-Joint-OECD-Eurostat-List-preventable-treatable-causes-ofdeath.pdf
https://www.oecd.org/health/health-systems/Avoidable-mortality-2019-Joint-OECD-Eurostat-List-preventable-treatable-causes-ofdeath.pdf
https://www.oecd.org/health/health-systems/Avoidable-mortality-2019-Joint-OECD-Eurostat-List-preventable-treatable-causes-ofdeath.pdf



