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Abstract
Although a growing number of studies have examined the frequency of suicidal thoughts and
behaviors in individuals with Obsessive Compulsive Disorder (OCD), there is controversy
about the frequency and burden of suicidality in OCD. This is the first systematic review
aimed at examining the association between suicidality and OCD and at providing evidence
about psychological mechanisms that may underlie suicidality in those with OCD. Five
electronic bibliographic databases were searched up to April 2014: Medline, PsycINFO,
Embase, Web of Science and CINAHL. Meta-analysis using random effects models was
conducted. Forty-eight studies were included in the systematic review. The pooled effect size
across 30 independent comparisons revealed a moderate to high, significant association
between suicidality and OCD (Hedges’ g= 0.66, 95% confidence interval 0.49 to 0.82) which
persisted across different types of suicidality including suicidal ideation and suicide attempts.
Comorbid Axis I disorders, increased severity of comorbid depressive and anxiety symptoms,
increased severity of obsessions, feelings of hopelessness and past history of suicide attempts
were associated with worsening levels of suicidality in OCD. There was no indication for
publication bias but the methodological quality of the studies was low. The theoretical,
research and clinical implications of these findings are emphasized.

Keywords: Obsessive Compulsive disorder; suicidality; systematic review; meta-analysis;
depression, comorbidities.
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1. Introduction
Obsessive Compulsive Disorder (OCD), together with four related disorders, forms a
separate chapter of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5),
named as Obsessive-Compulsive and Related Disorders (APA, 2013). OCD is characterized
by repetitive overt and covert acts which can be obsessions (i.e., intrusive recurrent thoughts),
compulsions (i.e., repetitive behaviors in response to obsessions), or both (APA, 2004). The
lifetime prevalence of OCD has been estimated to range between 1.5% and 3.5% with an
equal gender distribution (Crino, Slade, & Andrews, 2005; Kessler, Chiu, Demler,
Merikangas, & Walters, 2005; Ruscio, Stein, Chiu, & Kessler, 2010).
OCD is a major mental health condition accompanied by severe distress, high levels of
disability, and disruption of the person’s social and occupational functioning (Crino et al.,
2005; Veale & Roberts, 2014). The World Health Organization has ranked OCD as one of the
10 most handicapping conditions by lost income and decreased quality of life (Veale &
Roberts, 2014). OCD has been found to have a profound impact on mood, with feelings of
depression and overwhelming anxiety states being common phenomena among those
suffering from OCD (Marcks, Weisberg, Dyck, & Keller, 2011; Veale & Roberts, 2014). The
prevalence rates of psychiatric comorbidities in those with OCD are strikingly high (up to
80%) and are considered as one of the most important factors that worsen disability in OCD
(Angst et al., 2004; Levy, McLean, &Foa, 2013; Lochner et al., 2014). Mood disorders, in
particular, in those with OCD have been linked with more severe and persistent OCD
symptoms, more incapacitating feelings of hopelessness and/or helplessness, and the
experience of suicidal thoughts and behaviors (Angst et al., 2004; Levy et al., 2013; Marcks
et al., 2011; Torres et al., 2013; Veale & Roberts, 2014).
With regards to suicidality (e.g., this term will be used hereafter to describe behaviors
ranging from suicidal thoughts/ideation to suicide attempts and completed suicides), the
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current evidence concerning OCD is largely unsystematic and inconclusive. A recent
systematic review which examined the relationship between Anxiety Disorders and
suicidality failed to find evidence that the risk for suicide attempts is heightened in those with
OCD (Kanwar et al., 2013). However, this review only included four OCD studies in the
synthesis mainly because it restricted its focus to studies with pure anxiety samples. Studies
with OCD individuals who also had depressive or non-anxiety comorbidities were excluded
from the review (Kanwar et al., 2013).Given the high rates of comorbid mood disorders in
OCD, only a minority of OCD individuals, potentially the milder cases do not experience
concurrent non-anxiety mental health problems (Lochner et al., 2014). Additionally, in the
light of recent advances in the diagnosis and classification of OCD (OCD not classified as an
anxiety disorder in DSM-5) the rationale for the above restriction has become weak and
might be misleading with respect to the actual magnitude of suicidality problems in patients
suffering from OCD.
Over the past decade, cumulative evidence suggests that suicidality in OCD is a
significantly underrated phenomenon (Fawzy & Hashim, 2011; Kamath, Reddy, & Kandavel,
2007). We decided, therefore, to undertake the first compressive systematic review of the
literature to explore the relationship between suicidality and OCD. Our overarching aim was
to increase the understanding of the severity and the mechanisms of suicidality in OCD. To
this end, this systematic review had two specific objectives: i. to systematically evaluate and
quantify the association between OCD and suicidality, and ii. to identify factors that may
worsen suicidality in OCD. Comorbidities (mainly depressive disorders but also other severe
psychiatric disorders) were anticipated to comprise the core precipitating factors for
suicidality in OCD. Disorder-specific (certain OCD symptoms) and emotio-cognitive factors
(i.e., hopelessness) also were hypothesized to adversely affect suicidality in OCD.
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2. Methods
The presentation of this systematic review conforms to the Preferred Reporting Items
for Systematic Reviews and Meta-Analyses (PRISMA) statement (Moher, Liberati, Tetzlaff,
& Altman, 2009).
2.1. Eligibility criteria
We included studies which:
a) Employed a quantitative research design. Studies with any type of quantitative
research design were included.
b) Were conducted using adult samples (18 years and over). Although we focused on
adults, two large community surveys which examined the association between OCD
and suicidality recruited participants aging between 16 to 65 years (de Haan, Sterk,
Wouters, & Linszen, 2011; Sareen et al., 2005). We decided to include those studies
in this review because the vast majority of their sample (>80%) were adults.
c) Included a measure of OCD.
d) Included a measure of suicidality (e.g., suicidal thoughts, suicidal plans, suicidal
attempts and completed suicides).
e) Either reported an outcome measure of the association between OCD and suicidality
or examined factors that may underlie suicidality in OCD.
f) Were written in English language and were published in a peer-reviewed journal.
Studies written in other languages and grey literature were excluded from this review.
2.2. Data sources and search strategy
Five electronic bibliographic databases were searched: Medline, PsycINFO, Embase,
Web of Science and CINAHL. The search was conducted from inception to March 2014.Our
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search strategy included combinations of text-words and MeSH terms organized in two
search blocks: suicide (suicide, suicid*, self*harm*) and OCD (OCD, obsessive*compulsive).
Our search strategy is presented in appendix 1. We also checked the reference lists of the
included studies for additional eligible studies.
2.3. Study selection
Two reviewers (IA and MP) independently screened the titles and abstracts of the
identified citations. Next, the full-texts of potentially eligible studies identified during
title/abstract screening were accessed and assessed. High inter-rater agreement was achieved
for title/abstract and full-text screening (kappa=.93 and .95, respectively). Disagreements
were discussed until consensus was reached.
2.4. Data extraction
An electronic data extraction form was developed and piloted in five randomly selected
studies and modified where necessary. The following descriptive information was extracted:
study characteristics (country, design, and recruitment), participant characteristics (age,
gender, primary and secondary diagnoses), suicidality outcome (type of suicidality including
thoughts, attempted and completed suicides, screening tool for suicidality), OCD outcome
(screening tool for OCD). Moreover, we extracted quantitative data of i. the association
between OCD and suicidality, ii. factors associated with suicidality in OCD. Data extraction
was performed by two authors (IA and MP) independently. High inter-rater agreement
(kappa= .91) was revealed on 750 data points checked.
2.5. Appraisal of methodological quality
The methodological quality of the studies was rated by two researchers (IA, MP) using
criteria adapted from guidance on the assessment of observational studies (CRD, 2009) and
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the Quality Assessment Tool for Quantitative Studies (Thomas, Ciliska, Dobbins, & Micucci,
2004). Any disagreements were resolved by discussion. Six criteria were deemed essential for
assessing the quality of the review. Each study was awarded one point for each criterion met.
We did not exclude studies on the basis of their methodological quality but we used it as a
framework for the synthesis of the results(Blakemore, et al., 2014; Panagioti, Gooding, &
Tarrier, 2012).These five key criteria were: (i) methodological design (prospective=1 crosssectional=0), (ii) response rate at baseline (70% and over=1, <70% or not reported=0),(iii)
response rate at follow-up (if applicable, 70% and over=1, <70% or not reported=0),
(iv)screening tool for OCD (psychometrically validated clinical interview=1; self-report/not
reported=0), (v) screening tool for suicidality (psychometrically validated clinical
interview/self-report=1; other/not reported=0), and (vi) control for confounding factors in the
analysis (controlled=1, not controlled/not reported=0).
2.6. Data analyses
We first examined the relationship between suicidality and an OCD diagnosis. A
proportion of the included studies provided information about the association of OCD with
more than one mode of suicidality (e.g., suicide attempts and suicidal ideation). In these
cases, the mode of suicidality that was most proximal to completed suicide (suicide attempts)
was entered in the analyses. Outcomes across studies were expressed in Hedges’ g(the
standardized mean difference, d, corrected for small sample bias) and meta-analytically
synthesized using Comprehensive Meta-Analysis version 2.2 (www.meta-analysis.com/)
(Borenstein, Hedges, Higgins, & Rothstein, 2005). Subgroup analyses were performed to
examine the association of OCD with different types of suicidality (i.e., suicide attempts and
suicidal ideation). Sensitivity analysis was performed to examine whether the strength of the
association between OCD and suicidality differed when retaining only studies with high
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methodological quality in the analyses. Where possible, the pooled effects of identified
factors associated with suicidality in OCD were calculated.
Heterogeneity was evaluated using the Q statistic and the I2statistic. The Q statistic
provides an estimate of whether differences between meta-analyzed studies are greater than
would be expected by chance. Statistically significant results indicate the presence of
heterogeneity. The I2 statistic provides a quantitative measure of the degree of between study
differences caused by factors other than sampling error. Higher I2 values represent greater
heterogeneity (Higgins, Thompson, Deeks, & Altman, 2003). Publication bias was examined
using a test of funnel plot asymmetry (Egger’s test) (Egger, Davey Smith, Schneider, &
Minder, 1997)and the Rosenthal's fail safe N (FSN) (Rosenthal, 1979). The Egger’s test
reveals whether or not the funnel plot is symmetric and indicates the existence/absence of a
significant publication bias, and the FSN provides an estimate of the number of studies with
statistically non-significant results are needed for a meta-analyzed finding to become
statistically non-significant.
3. Results
The searches yielded 530 relevant citations. Of these, 428 citations were excluded
following title and abstract inspection. The full texts for 102 citations were retrieved. Fortyeight studies met the inclusion criteria of the review following full-text inspection. The
PRISMA flow chart for the studies is presented in Fig. 1.
3.1. Descriptive characteristics of the included studies
Table 1 summarizes the characteristics of the 48 studies included in this review. As
shown, the majority of studies were conducted in the US (22.9%) and Brazil (22.9%),
followed by Europe (16.7%). Forty-two studies provided information about the gender
characteristics of their sample. The gender distribution was equal across the studies.
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Twenty-five studies were predominately composed by females whereas 17 studies were
predominately composed by males. The mean age of the study samples ranged from 21.7
to 38.9 years.
The most widely used tools (n=37) for assigning a diagnosis of OCD were the
Structured Clinical Interview for DSM-IV or DSM-III-R (SCID) and/or the Yale-Brown
Obsessive Compulsive Scale (Y-BOCS). Only two studies used self-reports as the primary
diagnostic tool for OCD and one study provided no information about the tool used for the
diagnosis of OCD.
The most frequently reported modes of suicidality were suicidal ideation (n=36)
and/or attempts (n=40). A small portion of the studies reported data on suicidal plans
(n=6), a mixed/unspecified outcome of suicidality (n=5), and completed suicides (n=2).
Twenty studies provided data on more than one type of suicidality. Suicidality was mainly
assessed (n=21) through validated self-report questionnaires (i.e., Beck Suicidal Ideation
Scale or Scale for Suicidal Ideation) or self-report items designed by the authors for the
purposes of the studies. Additionally, 11 studies utilized open-ended questions as part of
clinical interviews to obtain information about previous suicide attempts. Despite that, a
considerable number of studies (n=16) failed to provide any information about the tools
used to assess suicidality (see Table 1).
3.2. Rates of suicidal ideation in OCD
Twenty-five studies reported data on the percentage of OCD participants who
experienced suicidal ideation, attempts, and completed suicides. Across 18 studies, the
overall rates of suicidal ideation ranged from 4.1% to 63.5% (M=29.2%, SD = 17.4) with
current rates (past year suicidal ideation) ranging from 4.1% to 52.3%, (n=13, M= 18.9%,
SD = 12.2), and lifetime rates ranging from 31.7% to 63.5% (n=9, M= 44.23%, SD =
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11.99). In total, 22 studies reported rates of suicidal attempts in OCD ranging from 1% to
46.3% with a mean of 13.37% (SD = 9.79).Only two studies provided rates with regard to
complete suicides (M = 5.73, SD = 1.03) (Hantouche et al., 2003; Preiffer, Ganoczy, Ilgen,
Zivin, &Valenstein, 2009).
3.3. Meta-analysis: suicidality and OCD
Among the 48 studies included in this review, 25 studies (providing 30independent
comparisons) reported data on the association between suicidality and an OCD diagnosis.
The remaining 23 studies mainly compared suicidal OCD patients with non-suicidal OCD
patients to identify potential mechanisms of suicidality in OCD.
3.3.1. Overall association between suicidality and OCD
The pooled effect size across the 30 relevant comparisons indicated a moderate,
significant association between suicidality and OCD but exhibited high heterogeneity
(g=0.66, 95% CI= 0.49-0.82, Q= 191.39, I2 = 84.8%, p< 0.0001).The individual effect
sizes across 28 studies ranged from small to high and had a positive direction indicating
that OCD was associated with higher levels of suicidality. Only two studies reported
small, non-significant effect sizes with a negative direction indicating an inverse
relationship between OCD and suicidality (see forest plot in Fig. 2).
3.3.2. Publication bias
We found no evidence of publication bias. No funnel plot asymmetry was identified
(Egger test p =0.791; Fig. 3). In addition, the FSN test indicated that as many as 1056
studies would be necessary to nullify the present significant effects.
3.3.3. Subgroup analysis of the association between OCD and different types of suicidality
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A subgroup analysis was undertaken to examine the association between OCD and
different modes of suicidality which were suicidal ideation, suicide attempts, and
completed suicides. Six studies reported data on suicidal ideation, 22 studies reported data
on suicide attempts and two studies reported data on completed suicides. The pooled
effect sizes indicated a high, significant association between OCD and suicidal ideation
(g=0.86, 95% CI=0.22-1.51), a moderate, significant association between OCD and
suicide attempts (g=0.64, 95% CI=0.47-0.80), and a small, non-significant association
between OCD and completed suicides (g=0.21, 95% CI=-0.08-0.49). The heterogeneity
was high for both suicidal ideation and suicide attempts (Q=87.11, I2 = 94.3%, p < 0.0001
and Q=94.89, I2 =77.9%, p < 0.0001, respectively). No heterogeneity was observed for
studies with completed suicides (Q=0.15, I2=0%, p= 0.695) but this subgroup only
included two studies (see forest plot in Fig. 4).
3.3.4. Sensitivity analysis
The methodological quality of the studies was generally low. Among the 25 studies
included in the pooled analysis, only five studies met at least four of these quality criteria
(Peles et al., 2009; Phillips et al., 2007; Sareen et al., 2005; Tavares et al., 2012; ten Have
et al., 2009) (see Figure 5). A sensitivity analysis based on these five studies showed that
the magnitude of the pooled effect size increased considerably compared with the larger
pooled analysis (g=1.09, 95% CI=0.39-1.80, Q= 37.01, I2 =59.2%, p < 0.0001) indicating
a stronger association between suicidality and OCD across studies with sound
methodological quality (see forest plot in Fig. 5).
3.4. Potential mechanisms of suicidality in OCD
In addition to examining the magnitude of the association between OCD and
suicidality, potential drivers of suicidality in OCD were examined. A total of 30 studies
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examined factors that might underlie suicidality in OCD. The key factors discussed in the
literature as potentially implicated in the development of suicidality in OCD include:
3.4.1. Comorbid Axis I psychiatric disorders
Fourteen studies (providing 22 independent comparisons) were identified which
compared the levels of suicidality in OCD groups with Axis I comorbidities with OCD
groups without Axis I comorbidities. The most common comorbidities were mood
disorders (n=10). The pooled effect size indicated moderate, significant increases in
suicidality in the OCD groups with comorbidities, compared to OCD groups without
comorbidities but exhibited moderate levels of heterogeneity (g=0.51, 95% CI=0.35-0.67,
Q=45.36, I2 = 53.7%, p =0.002). With only one exemption, which reported a negative,
non-significant effect size, all the effect sizes had a positive direction and ranged from
small to high (See forest plot in Fig. 6).
3.4.2. Severity of depressive symptoms
Ten studies reported data on the severity of depressive symptoms (measured using
the Beck Depression Inventory) in the OCD groups with suicidality and the OCD groups
without suicidality. The pooled effect size indicated high, significant increases in the
severity of depressive symptoms in OCD groups with suicidality compared to OCD
groups without suicidality (g=0.72, 95% CI=0.56-0.89). No substantial heterogeneity was
observed (Q=14.78, I2 = 39.1%, p =0.097). All the effect sizes had a positive direction and
ranged from moderate to high (see forest plot in Fig. 7).
3.4.3. Severity of anxiety symptoms
Three studies reported data on the severity of anxiety symptoms (measured using the
Beck Anxiety Inventory) in the OCD groups with suicidality and the OCD groups without
suicidality. The pooled effect size indicated moderate significant increases the severity of
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anxiety symptoms in OCD groups with suicidality compared to OCD groups without
suicidality(g=0.46, 95% CI=0.27-0.66, Q=0.46, I2 = 0%, p =0.795) (see forest plot in Fig.
7).
3.4.4. Hopelessness
Only two studies examined the levels of hopelessness (measured using the Beck
Hopelessness Scale) in the OCD groups with suicidality and the OCD groups without
suicidality. The pooled effect size indicated high, significant increases in the levels of
hopelessness in OCD groups with suicidality compared to OCD groups without suicidality
(g=0.70, 95% CI=0.33-1.06; Q=0.88, I2 = 0%, p = 0.345) (see forest plot in Fig. 7).
3.4.5. Past history of suicidality
Three studies provided data on past history of suicidality (suicide attempts or
persistent suicidal ideation) in the OCD groups with current suicidality and the OCD
groups without current suicidality. The pooled effect size indicated moderate significant
differences on the rates of a past history of suicidality in OCD groups with current suicidal
ideation compared to OCD groups without current suicidal ideation (g=0.64, 95%
CI=0.13-1.16, Q=4.48 I2=55.1%, p =0.107)(see forest plot in Fig. 7).
3.4.6. OCD-specific factors
Thirteen studies examined the role of OCD-specific factors in relation to suicidality
including overall severity of OCD symptoms, OCD symptom clusters (i.e., obsessions and
compulsions), and individual OCD symptoms.
Nine studies compared the overall OCD symptom severity in the OCD groups with
suicidality with the OCD groups without suicidality. The pooled effect size indicated
medium significant differences on the overall OCD symptom severity in OCD groups
with suicidality compared to OCD groups without suicidality, but the heterogeneity was
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high (g=0.44, 95% CI=0.13-0.75, Q=67.25, I2 = 86.6%, p <0.0001). With one exception
which was a negative, non-significant effect size, all the effect sizes had a positive
direction and ranged from small to high (see forest plot in Fig. 8).
Five studies reported data on the severity of obsessions and compulsions in the OCD
groups with suicidality and the OCD groups without suicidality. The pooled effect sizes
indicated small and significant differences on the effects of severity of obsessions in the
OCD groups with suicidality, compared OCD groups without suicidality(g=0.32, 95%
CI=0.05-0.59),and small but non-significant differences on the severity of compulsions in
OCD groups with suicidality, compared to OCD groups without suicidality(g=0.25, 95%
CI=-0.04-0.55). Moderate heterogeneity was observed (Q=6.87, I2 = 41.8%, p =0.03 and
Q=7.95, I2 = 49.7%, p =0.02 for both obsessions and compulsions) (see forest plot in
Figure 8).
Moreover, preliminary evidence suggests that suicidality in OCD is particularly
heightened by the experience of aggressive and sexual obsessions (DellOsso et al., 2012).
Other individual symptoms identified as predictors of suicidality in OCD include hoarding
(Chakraborti et al., 2012) and symmetry/ordering symptoms (Alonso et al., 2010).
3.4.7. Other factors associated with suicidality in OCD
Other factors found to be implicated in the development of suicidality in OCD
include adverse family relationships, and a number socio-demographic predictors
including being male, unmarried and unemployed (Fawzy et al., 2011). Additionally,
Moreira et al. (2013) demonstrated that women with premenstrual worsening of OCD
symptoms have significantly higher rates of suicidal ideation compared to women without
premenstrual worsening OCD symptoms. The small number, and the heterogeneous
populations/outcomes, of these studies do not allow any firm conclusions to be reached.
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4. Discussion
The vast majority of studies discussed in this review found that the incidence of
suicidality in OCD is considerably higher than expected in the general population (median
rates of suicidal ideation=27.9%, median rates of suicide attempts=10.3%). Consistent
with this, the meta-analysis confirmed that an OCD diagnosis was associated with
substantially increased levels of suicidality. Evidence was also obtained that the
association between OCD and suicidality pertains across different types of suicidality,
including suicidal ideation, and attempts. The only exception to this trend was completed
suicides. Two studies examined the impact of OCD on completed suicides among
individuals diagnosed with psychoses and major depression, but neither of these studies
evidenced a significant contribution of OCD on completed suicides) (Hantouche et al.,
2003; Preiffer et al., 2009). Additionally, this review demonstrated that the elevated levels
of suicidality in OCD tended to coexist with comorbidities (comorbid Axis I diagnoses
and the severity of depressive and anxiety symptoms), generic risk factors for suicidality
(past history of suicidality), emotion-cognitive risk factors for suicidality (hopelessness)
and OCD-specific adversities (the severity of OCD symptoms and mainly obsession
symptoms).
4.1. Key research, theoretical and methodological implications
A major contribution of this systematic review to the extant literature is that it
established a strong link between an OCD diagnosis and suicidality. This review confirms
and expands the findings of a growing number of recent studies showing that suicidal
thoughts and behaviors in OCD are far more frequent problems than suggested in the past
(Peles et al., 2009; Phillips et al., 2007; Sareen et al., 2005; Tavares et al., 2012); patients
with OCD have been historically viewed as being at low risk for suicide (Khan,
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Leventhal, Khan, & Brown, 2002; Torres et al., 2011). The present findings contrast the
findings of a previous systematic review which examined the association between anxiety
disorders and suicidality (Kanwar et al., 2013). The later review failed to demonstrate a
statistically significant association between OCD and suicide risk, but it was based on a
small number of OCD studies (four studies), focused exclusively on suicide attempts and
excluded studies which comprised OCD participants with non-anxiety comorbidities
(Kanwar et al., 2013).
Another important contribution of this systematic review is that it provided evidence
about the mechanisms which may underlie the association of OCD with suicidality. These
mechanisms comprised an amalgam of comorbidity, generic/transdiagnostic and OCDspecific factors, with the evidence being stronger for comorbidity factors. In particular, we
found that suicidal OCD individuals experienced a significantly greater severity of
depressive and anxiety symptoms compared to non-suicidal OCD individuals. Similarly,
the co-occurrence of OCD with other comorbid Axis I diagnoses (mainly depression,
bipolar disorder and psychoses) was associated with substantially increased severity of
suicidality compared to OCD alone. Thus, these findings suggest that depression and other
Axis I diagnoses have a major impact on suicidality in those with OCD. It is uncertain
however whether the concurrent presence of psychiatric comorbidities, especially
depression, partly or fully account for the elevated levels of suicidality in those with OCD.
To date, no study has applied mediation analyses to examine the potential mediating role
of depression and other comorbidities in the link between OCD and suicidality. Generic
factors such as a past history of suicidality and feelings of hopelessness which have been
identified as core risk factors for suicidality across a range of psychiatric populations were
also found to be strongly associated with suicidality in OCD (O’Connor & Nock, 2014).
However, despite the consistency of the findings, only three studies have currently
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examined the impact of past history of suicidality and hopelessness on current suicidality
in OCD (Alonso, et al., 2010; Balci & Sevincok, 2010; Kamath, Reddy, & Kandavel,
2007). With regards to OCD specific factors, the findings were less consistent compared
to comorbidity and generic factors. The overall severity of OCD symptoms was found to
have a significant contribution to suicidality in our meta-analysis but there is also
evidence that this contribution is rendered non-significant after accounting for
comorbidities in the analysis (Phillips et al., 2008; Sareen et al., 2005). Despite this,
obsessions have been found to be more strongly implicated in suicidality compared to
compulsions, suggesting that severe obsessions could act as an OCD-specific mechanism
leading to suicidality (DellOsso et al., 2011; Philips et al., 2008). Ultimately, more
research is needed to investigate the mechanisms of suicidality in OCD, especially after
accounting for the presence of comorbidities in the analyses (particularly depression).
Future longitudinal studies applying mediational analyses would be a crucial step for
disentangling the psychological architecture of suicidality in OCD.
Another noteworthy observation is that none of studies included in this review was
guided by a coherent theoretical model of suicide. The work of our research group has
focused on examining the applications of two contemporary theories of suicide, namely
Cry of Pain Model and Schematic Appraisals Model of Suicide, in a range of clinical
groups (Johnson, Gooding, & Tarrier, 2008; Panagioti, Gooding, Taylor, & Tarrier,
2012a, Panagioti, Gooding, & Tarrier, 2013, 214; Taylor, Gooding, Wood, & Tarrier,
2011). As a result of this theory-driven approach, negative appraisals of defeat and
entrapment have repeatedly found to be the main drivers of suicidality among individuals
with PTSD, psychoses and para-suicidal individuals (Panagioti al., 2012a; Taylor, et al.,
2011). The consistency of the findings across different research groups suggests that these
processes could actually be generic and trans-diagnostic (Conceicao et al., 2012) and
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therefore applicable to OCD. Additionally, other theoretical perspectives of suicide such
as the interpersonal psychological theory (particularly the concepts of perceived
burdensome and thwarted belongingness) (Joiner et al., 2009), hopelessness theories
(Beck, Brown, Berchick, Stewart, & Steer, 1990) and the integrated motivationalvolitional perspective of suicide are potentially useful frameworks for understanding
suicidality in OCD (O’Connor, 2011). Overall, future studies are encouraged to follow a
theory-guided research paradigm in the investigation of the mechanisms of suicidality in
OCD.
Methodologically, this review was predominately comprised of cross-sectional
studies, conducted among diverse research populations using diverse methods for
assessing suicidality. Although we endeavored to control for methodological constrains in
the analyses, these constraints are indicative of the lack of well-articulated and systematic
investigations in this research area. Moreover, the analytical approach of this review was
based on the argument that various forms of suicidality lie on a continuum (from mild
suicidal thoughts to severe attempts with a willingness to die and completed suicides) and
are underpinned by the same psychological mechanisms (van Os, Linscott, MyinGermeys, Delespaul, & Krabbendam, 2009). We acknowledge, however, that there is also
evidence that completed suicides might represent different phenomena than suicidal
ideation and suicide attempts (Beautrais, 2001). To our knowledge, no previous study has
examined the rates and mechanisms of completed suicides among individuals with a
primary diagnosis of OCD. The examination of whether completed suicides in OCD
comprise a clinically important problem is a fruitful research direction.
4.2. Limitations
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This is the first review which systematically evaluated the association between
suicidality and OCD and also was conducted and reported in line with current guidance
(Moher et al., 2009). Despite this, a number of limitations should be noted. First, the
heterogeneity of the studies included in this review was high. Although random effect
models were applied to adjust for between-study variations, uncontrolled factors might
alter the strength of the association between OCD and suicidality (Higgins et al., 2003). A
second and related limitation is that we only applied basic subgroup and sensitivity
analyses to explore potential sources of heterogeneity. There are a large number of factors
on which studies differ, and it is possible, in theory, to use meta-regression techniques to
explore these factors, but the small number and poor data reporting of the studies included
in this review did not allow the use of this technique (Thompson & Higgins, 2002).Third,
the present review mainly comprised cross-sectional studies which preclude any causal
inferences to be made. A related point is that the methodological quality of the bulk of
studies was low (Thomas et al., 2004). Although a sensitivity analysis based on a small
number of higher-quality prospective studies replicated the overall findings, more
methodologically succinct studies are needed to investigate suicidality in OCD. Moreover,
a number of substantial revisions of the way that OCD is conceptualized have been
incorporated in DSM-5 but these developments could not be taken into account in the
current analyses since none of the included studies used DSM-5 to assign an OCD
diagnosis (the majority of studies used DSM-IV-TR or DSM-IV criteria to diagnose
OCD). Two key revisions that may affect future research on the association between OCD
and suicidal behavior are that i. OCD is not conceptualized as an anxiety disorder
anymore but rather is included in a separate chapter of DSM-5 named as Obsessive
Compulsive Related Disorders and ii. two new disorders have been proposed, namely
hoarding and excoriation, which were viewed as symptoms of OCD in previous versions
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of the DSM (APA, 2013). It should be noted, however, that this is an inherent research
difficulty in the area of OCD (Torres et al., 2011).
4.3. Clinical implications
This review suggests that suicidality in OCD individuals should not be overlooked
as a rare incident in clinical practice. Particularly the presence of comorbidities in those
with OCD might be indicative of an increased vulnerability to suicidality. With regards to
treatment of suicidality, a systematic review has shown that Cognitive Behavioral Therapy
(CBT) reduced suicidality irrespective of diagnostic group (Tarrier, Taylor, & Gooding,
2008). More recently, a trial evaluated the efficacy of a suicide prevention intervention
that has been intentionally derived from an empirically validated theoretical model of
suicide in patients with psychoses who experienced suicidality. This intervention led to
significant reductions in proxy measures of suicide including suicidal ideation and suicide
probability (Tarrier et al., 2014). Although the suicide prevention intervention has the
potential to be applied trans-diagnostically and could be beneficial for OCD individuals
experiencing suicidal ideation, any recommendations at this stage would be speculative
since the evidence about the mechanisms of suicidality in OCD is rudimentary.
4.4. Conclusion
In conclusion, this study presented the first comprehensive quantitative synthesis of
the literature concerning suicidality and OCD. Our findings suggest that suicidality in
those with OCD, especially in OCD subgroups with concurrent comorbidities, is a valid
problem which has not yet received appropriate research attention. At present, the depth
and quality of research evidence about the psychological drivers of suicidality in patients
with OCD are low and hence, there is a dearth of theory-guided prospective studies to
improve understanding of suicidality in OCD.
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Table 1

Table 1
Descriptive characteristics of the studies included in the review.
Study

Country

Study
Design

Screening tool for OCD

Men (%)

Age (years)

Alonso et al.,
(2010)

Spain

Prospective Structured Clinical
cohort
Interview for DSM-IV
Axis I DisordersClinician Version
(SCID-CV), Yale–
Brown Obsessive–
Compulsive Scale (YBOCS)

Item 3 of the HDRS, the Suicidal
Beck Suicide Intent Scale ideation &
(SIS)
Suicide
attempts

Individuals with 225
OCD

57.34%

M= 31.3 (SD
=18.8), range:
18 - 65

Anderson et
al., (2010)

USA

Crosssectional

The behavioral section of Suicidal
the Unified Huntington’s ideation
Disease Rating Scale
(UHDRS)

Individuals with 445
Huntington
disease

49.6%

n/r

Angst et al.,
(2004)

Switzerland

Prospective The Structured
Open-ended questions as Suicide
cohort
Psychopathological
part of the clinical
attempts
Interview, Rating of the interview
Social Consequences for
Epidemiology (SPIKE)

General
Population

430

44.14 %

M=20

Angst et al.,
(2005)

Switzerland

Prospective The Structured
Open-ended questions as Suicide
cohort
Psychopathological
part of the clinical
attempts
Interview, Rating of the interview
Social Consequences for
Epidemiology (SPIKE)

General
Population

274

44.14 %

M=20

The behavioral section
of the Unified
Huntington’s Disease
Rating Scale (UHDRS)

Screening tool for
suicidality

Mode of
Suicidality

Target
Population

Sample
size N

Balci &
Sevincok,
(2010)

Turkey

Crosssectional

The Yale-Brown
Obsessive-Compulsive
Scale (Y-BOCS)

The Scale for Suicidal
Ideation (SSI)

Benvenuti et
al.,(2009)

Italy

Crosssectional

The Structured Clinical
Interview for DSM- IV
Axis I Disorders, the
Obsessive-Compulsive
Spectrum Self-Report
questionnaire, the
Obsessive-Compulsive
Spectrum Self-Report
(OBS-SR)

The Mood Spectrum Self- Suicidality
Re- port questionnaire

Bolton et
al.,(2007)

Canada

Prospective The National Institute of The National Institute of Suicide
cohort
Mental Health
Mental Health Diagnostic attempts
Diagnostic Interview
Interview Schedule (DIS)
Schedule (DIS)

Chakraborty
et al., (2012)

India

Crosssectional

The Y-BOCS checklist n/r
and severity rating scale,
the Mini International
Neuropsychiatry
Interview plus, the
Structured Clinical
Interview for DSM-IV
Axis I Disorders, the
Global Assessment of
Functioning (GAF) scale
and the SI-R

Suicidal
ideation &
Suicide
attempts

Individuals with 23
OCD

45.5 %

M = 33.71
(SD = 11.51)

Mixed sample 221
of
schizophrenia,
psychotic mood
disorders, nonpsychotic mood
disorders

n/r

M = 38.93
(SD = 11)

Institutionalized 33
and community
participants

37 %

n/r

51.5 %

n/r

Suicidality & Individuals with 20
suicide
OCD
attempts

Chen &
Dilsaver
(1995)

USA

Crosssectional

The Diagnostic
Interview Schedule
based on the DSM-III
Diagnostic criteria

Conceico et
al., (2012)

Brazil

Crosssectional

de Haan et
al.,(2011)

The
Netherlands

DellOsso et
al.,(2012)

DeVylder et
al.,(2012)

n/r

Suicidal
ideation &
Suicide
attempts

Individuals with 5659
Bipolar,
Unipolar and
any other Axis I
disorder

n/r

Range 18 65+

The Yale-Brown
Questions as part of
Obsessive-Compulsive clinical interview
Scale (Y-BOCS), the
Dimensional Yale–
Brown Obsessive–
Compulsive Scale (DYBOCS), the Yale
Obsessive-Compulsive
Disorder Natural History
Questionnaire

Suicidal
ideation &
Suicide
attempts

Individuals with 109
OCD

42.7 %

M = 34.4 (SD
= 12.7)

Crosssectional

DSM-IV diagnosis was n/r
based on the SCID-I +
open-ended questions,
SCID-P, the Yale-Brown
Obsessive-Compulsive
Scale (Y-BOCS),

Completed
suicides

Individuals with 16
schizophrenia
or related
disorders

85.8 %

Range 15 - 28

Italy

Crosssectional

The ObsessiveCompulsive Spectrum
Self-Report (OBS-SR)

The Mood Spectrum-Self Yale-Brown
Report (MOODS-SR)
Obsessivelifetime version
Compulsive
Scale (YBOCS),

Individuals with 289
mood disorders,
panic disorder
or
schizophrenia

41.65 %

Range 18 - 60

USA

Crosssectional

The Yale-Brown
Obsessive Compulsive
Scale (Y-BOCS)

1 item from the Beck
Depression Inventory II
(BDI-II)

Individuals at
high risk for
psychosis

60%

Range 14 - 27

Suicidal
ideation

12

The Beck’s Suicide
Ideation Scale, lifetime
suicide attempts were
assessed by a direct
question as part of the
interview

Suicidal
ideation &
suicide
attempts

Psychiatric
outpatients

21

61%

M= 29.1 (SD
= 6.5), range
20 - 50

Prospective Interviews using the
cohort
SPIKE

It is not specified

Suicidal
ideation &
suicide
attempts

General
Population

191

49.41 %

M=20

Brazil

Crosssectional

The SCID-I, Yale
Obsessive–Compulsive
Disorder Natural History
Questionnaire, the DYBOCS, the Yale–Brown
Obsessive–Compulsive
Scale (Y-BOCS)

The Beck Depression and
Anxiety Inventories (BDI
& BAI), the Brown
Assessment of Beliefs
Scale (BABS)

Suicidal
ideation &
suicide
attempts

Individuals with 917
OCD

43.05%

n/r

Brazil

Crosssectional

The SCID-I, Yale
Obsessive–Compulsive
Disorder Natural History
Questionnaire, the DYBOCS, the Yale–Brown
Obsessive–Compulsive
Scale (Y-BOCS)

The Brown Assessment
of Beliefs Scale (BABS),
Beck Depression and
Anxiety Inventories
(respectively Beck-D and
Beck-A) and the Global
Clinical Impressions
Scale (CGI)

Suicidal
ideation &
suicide
attempts

Individuals with 47
OCD

43.65%

n/r

Fawzy &
Hashim,
(2011)

Egypt

Crosssectional

Fineberg et
al.,(2013)

UK

Fontenelle et
al.,(2012)

Gentil et
al.,(2009)

Semi-structured
psychiatric interview,
the Yale– Brown
Obsessive–Compulsive
Scale (YBOCS)

Goes et
al.,(2012)

USA

Crosssectional

Diagnoses were based
n/r
on Diagnostic and
Statistical Manual of
Mental Disorders third
edition revised (DSMIII-R) and fourth edition
(DSM-IV) criteria

Suicide
attempts

Individuals with 1167
bipolar disorder
and major
depression

n/r

n/r

Goodwin et
al.,(2012)

USA

Crosssectional

The screening
questionnaire included
two OCD items, one
cognitive and one
behavioral, with a 1month reference period
(Based on DSM-IV)

n/r

Suicidal
ideation

General
population

1241

32.92%

Range 21 55+

Hagen et al.,
(2013)

Norway

Crosssectional

The SCID-I and the
Positive and Negative
Syndrome Scale
(PANSS)

Questions as part of the
clinical interview

Suicidal
ideation &
suicide
attempts

Psychiatric
outpatients

26

56.91%

n/r

Hantouche et
al., (2003)

France

Crosssectional

A questionnaire that
included 250 items was
prepared for selfassessment

n/r

Suicidal
ideation,
suicide
attempts,
completed
suicides

Patients with
OCD

302

43.9%

n/r

Hung et al.,
(2010)

China

Crosssectional

The Y-BOCS

The Beck Scale for
Suicide Ideation (BSS)

Suicidal
ideation

Outpatients
with OCD

58

64.1%

n/r

Kamath et al., India
(2007)

Crosssectional

The Structured Clinical
Interview for DSM-IV
Axis I and II disorders

The Scale for Suicide
Ideation (SSI)

Suicidal
ideation &
suicide
attempts

Individuals with 100
OCD

59%

n/r

Koyuncu et
al., (2010)

Turkey

Crosssectional

The Y-BOCS & the
SCID-I/CV

n/r

Suicide
attempts

Individuals with 35
Bipolar disorder

35,7%

n/r

Krüger et al.,
(2000)

Germany

Crosssectional

The Structured Clinical n/r
Interview for DSM-III-R
(SCID)

Suicide
attempts

Individuals with 10
Bipolar disorder

-

n/r

Megalhães et
al., (2010)

Brazil

Crosssectional

The SCID

Suicide
attempts

Individuals with 259
Bipolar disorder

29.34%

n/r

Mahasuar et
al., (2011)

Australia

Crosssectional

The Structured Clinical The Scale for Suicidal
Interview for DSM-IV
Ideation (SSI)
Axis I, the Y-BOCS and
the Clinical Global
Impression-severity
(CGI-S)

Suicidal
ideation &
suicide
attempts

Individuals with 34
Bipolar disorder

72.53%

n/r

Maina et al.,
(2007)

Italy

Crosssectional

The Structured Clinical
Interview for the DSMIV Axis I Disorders
(SCID- I) and the YaleBrown Obsessive
Compulsive Scale (YBOCS)

Suicidal
ideation &
suicide
attempts

Individuals with 58
OCD

64.66 %

n/r

n/r

The Item 3 of the
Hamilton Rating Scale
for Depression (HDRS)

Mohammadi
et al.,(2011)

Iran

Crosssectional

The Schedule for
n/r
Affective Disorders and
Schizophrenia (SADS)
based on the Diagnostic
and Statistical Manual of
Mental Disorders (DSMIV)

Suicide
attempts

General
population

Moreira et
al.,(2013)

Brazil

Crosssectional

The SCID-I, the Yale
Item from Beck
Obsessive–Compulsive Depression Inventory II
Disorder Natural History (BDI-II)
Questionnaire, the DYBOCS, the Yale–Brown
Obsessive–Compulsive
Scale (Y-BOCS)

Suicidal
ideation &
suicide
attempts

Norton et al.,
(2007)

USA

Crosssectional

A self-report version of
the Y-BOCS was used.

The ASIQ is a 25-item
self-report measure

Peles et al.,
(2009)

Israel

Crosssectional

The Yale-Brown
Obsessive Compulsive
Scale

A structured
questionnaire

Perugi et al.,
(1997)

Italy

Crosssectional

Preiffer et al.,
(2009)

USA

Crosssectional

43.65 %

Range 18 - 65

Individuals with 455
OCD

0%

n/r

Suicidal
ideation

Undergraduate
students

28.3 %

M = 21.68,
(SD = 3.88)

Suicide
attempts

Patients in
67
Methadone
maintenance tre
atment

76 %

Mean = 37.9
(SD= 9.1)

A specially constructed A question as part of the
OCD Questionnaire and clinical interview
a semi-structured indepth interview

Suicide
attempts

OCD

345

44.35 %

n/r

It is not specified

Completed
suicide

Patients with
depression

1892

91.9%

Range 18 - 65

Suicide mortality was
determined from the
cause of death

362

166

Phillips et al., USA
(2006)

Crosssectional

The SCID-I and YBOCS

A semi-structured
instrument to obtain
information about clinical
characteristics and
suicidality

Suicidal
ideation &
suicide
attempts

Patients with
250
Body
Dysmorphic
Disorder (BDD)
& OCD

49.6 %

n/r

Sallet et al.,
(2003)

Brazil

Crosssectional

The SCID-I, Yale
Obsessive–Compulsive
Disorder Natural History
Questionnaire, the DYBOCS, the Yale–Brown
Obsessive–Compulsive
Scale (Y-BOCS)

Beck Depression and
Anxiety Inventories
(Beck-D and Beck-A)
and the Clinical Global
Impressions Scale (CGI)

Suicidal
ideation &
suicide
attempts

Outpatients
with OCD

739

48.17 %

n/r

Sareen et
al.,(2005)

Canada

Prospective The DSM-III-R Axis I
cohort
mental disorders were
diagnosed with version
1.1 of the Composite
International Diagnostic
Inter- view (CIDI)

Items from the CIDI
questionnaire were used
to assess both suicidal
ideation and suicide
attempts

Suicidal
ideation &
suicide
attempts

General
population

7074

n/r

n/r

Sevincok et
al.,(2007)

Turkey

Crosssectional

The SCID-I and YBOCS

n/r

Suicidal
ideation &
suicide
attempts

Patients with
OCD

57

54.39%

n/r

Tavares et
al.,(2012)

Brazil

Crosssectional

Suicide risk and other
mental disorders were
assessed using the Mini
International
Neuropsychiatric
Interview (MINI)

Suicide risk and other
mental disorders were
assessed using the Mini
International
Neuropsychiatric
Interview (MINI)

Suicidality

Postpatrum
women

106

0%

n/r

ten Have et
al., (2009)

Netherlands

Prospective The CIDI, computerized The CIDI, computerized
cohort
version 1.1
version 1.1

Suicide
attempts

General
population

7076

n/r

Range 18 - 64

Torres et al.,
(2006)

Brazil

Crosssectional

The Clinical Interview
Schedule-Revised

n/r

Suicidal
ideation &
suicide
attempts

General
population

7185

51.04%

Range 16 - 74

Torres et
al.,(2007)

Brazil

Crosssectional

The Y-BOCS

Specifically designed
questionnaire

Suicidal
ideation &
suicide
attempts

Individuals with 50
OCD

44%

Range 29 - 60

Torres et al.,
(2011)

Brazil

Crosssectional

The Y-BOCS & the DY- Specifically designed
BOCS
questionnaire

Suicidal
ideation &
suicide
attempts

Outpatients
with OCD

582

43.6%

M = 34.74
(SD = 0.52)

Torres et al.,
(2013)

Brazil

Crosssectional

The Y-BOCS, the DY- Specifically designed
BOCS & the Yale
questionnaire
Obsessive–Compulsive
Disorder Natural History
Questionnaire

Suicidal
ideation &
suicide
attempts

Outpatients
with OCD

955

41.88%

Mean = 35.8
(SD = 12.4)

Viswanath et
al.,(2012)

India

Crosssectional

The diagnosis of OCD
n/r
was made according to
the DSM, Fourth
Edition, criteria, the YBOCS, the MINI & CGI

Suicidal
ideation &
suicide
attempts

Patients with
OCD

545

52.48%

Mean = 29.3
(SD = 10.6)

Whitters et al., USA
(1985)

Crosssectional

All diagnoses based on
DSM-III criteria

n/r

Zisook et al.,
(2011)

Crosssectional

The Psychiatric
Diagnostic Screening
Questionnaire

The Concise Health Risk Suicidal
Tracking Self- Report
ideation
(CHRT-SR) scale

USA

Note: M = mean, SD = standard deviation, n/r = not reported.

Suicidal
ideation &
suicide
attempts

Inpatients
admitted to an
acute alcoholic
treatment
program

31

73.68%

n/r

Outpatients
with Major or
other
Depressive
Disorder

110

32.03%

Range 18 - 75

Screening

Identification

Figure 1

Records identified through database
searching (n = 627)
 Duplicates removed (n =97)

Abstracts from 530 records were
screened for eligibility

Eligibility

428
records
excluded
following reading of title
and abstract

102 records were eligible for full-text
screening

54 records excluded following reading the full-text:

Included

 37 reported no relevant data on suicidality and
OCD
 14werenon-empirical papers
 3 were literature reviews

Overall, 48 studies included in the review

Fig. 1.Flowchart of study selection.

Figure 2

Study
ID

ES (95% CI)

%
Weight

Anderson 2010
Angst 2004
Angst 2005
Benvenuti 2009
Bolton 2007
Chen 1995a
Chen 1995b
Chen 1995c
De Haan 2011
DeVylder 2012
Goes 2012a
Goes 2012b
Hagen 2013
Koyouncu 2010
Kruger 2000
Magalhães 2010a
Magalhães 2010b
Maina 2007
Mohammandi 2011
Peles 2009
Pfeiffer 2009
Phillips 2006
Sareen 2005
Sevincok 2007
Tavares 2012
ten Have 2009
Torres 2006a
Torres 2006b
Witters 1985
Zisook 2011
Overall (I-squared = 84.8%, p = 0.000)

0.32 (0.20, 0.44)
0.49 (0.02, 0.96)
1.13 (0.46, 1.80)
0.24 (-0.80, 1.28)
0.69 (0.02, 1.36)
0.45 (0.02, 0.88)
0.20 (-0.09, 0.49)
0.58 (0.36, 0.80)
-0.03 (-1.25, 1.19)
0.89 (-0.42, 2.20)
0.44 (0.22, 0.66)
0.44 (0.20, 0.68)
0.69 (0.16, 1.22)
-0.26 (-0.87, 0.35)
1.47 (0.31, 2.63)
0.81 (0.34, 1.28)
0.33 (0.09, 0.57)
0.57 (-0.10, 1.24)
0.99 (0.77, 1.21)
0.49 (0.14, 0.84)
0.22 (-0.07, 0.51)
0.81 (0.22, 1.40)
1.25 (0.56, 1.94)
1.08 (0.45, 1.71)
1.95 (1.62, 2.28)
0.89 (-0.25, 2.03)
0.39 (0.15, 0.63)
1.48 (1.23, 1.73)
0.71 (0.28, 1.14)
0.43 (0.14, 0.72)
0.66 (0.49, 0.82)

4.66
3.47
2.72
1.69
2.72
3.63
4.16
4.42
1.36
1.22
4.42
4.36
3.24
2.94
1.46
3.47
4.36
2.72
4.42
3.94
4.16
3.01
2.66
2.86
4.01
1.50
4.36
4.29
3.63
4.16
100.00

NOTE: Weights are from random effects analysis
-2

-1

0

1

2

Fig. 2. Overall meta-analysis of the association between OCD and suicidality. Note: Metaanalysis of individual studies and pooled effects. Random effects model used. 95% CI = 95%
confidence intervals; ES= Hedge’s g.

Figure 3

Funnel Plot of Standard Error by Hedges’ g
0.0

0.2

Standard
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Hedges’ g

Fig. 3. Publication bias funnel plot showing standard error by the Hedges’ g for the 25 studies
(30 relevant comparisons), which examined the association between suicidality and OCD.
Egger’s regression intercept = 0.32 (SE = 1.20), p=0.791.

Figure 4

Study
ID
Suicidal deaton
Anderson 2010
Benvenuti 2009
DeVylder 2012
Sareen 2005
Tavares 2012
Zisook 2011
Subtotal (I-squared = 94.3%, p = 0.000)
.
Suicide attempts
Angst 2004
Angst 2005
Bolton 2007
Chen 1995a
Chen 1995b
Chen 1995c
Goes 2012a
Goes 2012b
Hagen 2013
Koyouncu 2010
Kruger 2000
Magalhães 2010a
Magalhães 2010b
Maina 2007
Mohammandi 2011
Peles 2009
Phillips 2006
Sevincok 2007
ten Have 2009
Torres 2006a
Torres 2006b
Witters 1985
Subtotal (I-squared = 77.9%, p = 0.000)
.
Completed suicides
De Haan 2011
Pfeiffer 2009
Subtotal (I-squared = 0.0%, p = 0.695)
.
NOTE: Weights are from random effects analysis

-2

-1

0

1

ES (95% CI)

%
Weight

0.32 (0.20, 0.44)
0.24 (-0.80, 1.28)
0.89 (-0.42, 2.20)
1.25 (0.56, 1.94)
1.95 (1.62, 2.28)
0.43 (0.14, 0.72)
0.86 (0.22, 1.51)

20.22
13.33
11.05
16.55
19.31
19.53
100.00

0.49 (0.02, 0.96)
1.13 (0.46, 1.80)
0.69 (0.02, 1.36)
0.45 (0.02, 0.88)
0.20 (-0.09, 0.49)
0.58 (0.36, 0.80)
0.44 (0.22, 0.66)
0.44 (0.20, 0.68)
0.69 (0.16, 1.22)
-0.26 (-0.87, 0.35)
1.47 (0.31, 2.63)
0.81 (0.34, 1.28)
0.33 (0.09, 0.57)
0.57 (-0.10, 1.24)
0.99 (0.77, 1.21)
0.49 (0.14, 0.84)
0.81 (0.22, 1.40)
1.08 (0.45, 1.71)
0.89 (-0.25, 2.03)
0.39 (0.15, 0.63)
1.48 (1.23, 1.73)
0.71 (0.28, 1.14)
0.64 (0.47, 0.80)

4.46
3.31
3.31
4.73
5.67
6.16
6.16
6.04
4.09
3.62
1.62
4.46
6.04
3.31
6.16
5.27
3.73
3.51
1.66
6.04
5.92
4.73
100.00

-0.03 (-1.25, 1.19)
0.22 (-0.07, 0.51)
0.21 (-0.08, 0.49)

5.53
94.47
100.00

2

Fig. 4. Subgroup analysis examining the association between different types of suicidality
(suicidal ideation, suicide attempts, completed suicides) and OCD. Random effects model
used. 95% CI = 95% confidence intervals; ES= Hedge’s g.

Figure 5

Study

%

ID

ES (95% CI)

Weight

Peles 2009

0.49 (0.14, 0.84) 22.56

Phillips 2006

0.81 (0.22, 1.40) 20.50

Sareen 2005

1.25 (0.56, 1.94) 19.50

Tavares 2012

1.95 (1.62, 2.28) 22.70

ten Have 2009

0.89 (-0.25, 2.03) 14.75

Overall (I-squared = 89.2%, p = 0.000)

1.09 (0.39, 1.80) 100.00

NOTE: Weights are from random effects analysis
-2

-1

0

1

2

Fig. 5. Sensitivity analysis examining the association between suicidality and OCD across
studies with greater methodological quality. Random effects model used. 95% CI = 95%
confidence intervals; ES= Hedge’s g.

Figure 6

Study
ID

ES (95% CI)

%
Weight

Conceico 2012
Fineberg 2013a
Fineberg 2013b
Gentil 2009
Mahasuar 2011
Maina 2007
Perugi 1997a
Perugi 1997b
Phillips 2006
Sallet 2010a
Sallet 2010b
Sallet 2010c
Tores 2006
Angst 2005b
Angst 2005c
Angst 2005d
Torres 2013
Viswanath 2012a
Viswanath 2012b
Fontenelle 2012b
Hantouce 2013
Moreira 2013
Overall (I-squared = 53.7%, p = 0.002)

0.64 (0.37, 0.91)
1.29 (0.62, 1.96)
0.56 (0.07, 1.05)
0.62 (0.21, 1.03)
0.11 (-0.48, 0.70)
-0.13 (-0.87, 0.61)
0.00 (-0.29, 0.29)
0.36 (0.12, 0.60)
0.70 (0.29, 1.11)
2.77 (-1.15, 6.69)
2.46 (-1.77, 6.69)
1.64 (-2.71, 5.99)
0.03 (-0.46, 0.52)
1.03 (-0.17, 2.23)
1.09 (-0.20, 2.38)
1.48 (0.30, 2.66)
1.61 (0.08, 3.14)
0.86 (0.45, 1.27)
0.09 (-0.36, 0.54)
0.66 (0.39, 0.93)
0.66 (0.25, 1.07)
0.35 (0.04, 0.66)
0.51 (0.35, 0.67)

8.22
3.77
5.38
6.32
4.41
3.24
7.94
8.78
6.32
0.16
0.14
0.13
5.38
1.54
1.34
1.58
1.00
6.32
5.83
8.22
6.32
7.66
100.00

NOTE: Weights are from random effects analysis
-2 -1 0

1

2

Fig. 6. Differences in the levels of suicidality between OCD groups with Axis I comorbidities
and OCD groups without Axis I comorbidities. Note: Meta-analysis of individual studies and
pooled effects. Random effects model used. 95% CI = 95% confidence intervals; ES=
Hedge’s g.

Figure 7

Study
ID
Depression severity
Alonso 2010
Balci 2010
Hung 2010
Kamath 2007
Moreira 2013
Norton 2007
Sevincok 2007
Tores 2007
Torres 2011
Zisook 2011
Subtotal (I-squared = 39.1%, p = 0.097)
.
OCD severity
Alonso 2010
Balci 2010
Fawzy 2011
Hung 2010
Kamath 2007
Moreira 2013
Norton 2007
Sevincok 2007
Tores 2007
Torres 2011
Subtotal (I-squared = 86.6%, p = 0.000)
.
Obsessions
Alonso 2010
Balci 2010
Kamath 2007
Sevincok 2007
Torres 2011
Subtotal (I-squared = 41.8%, p = 0.143)
.
Compulsions
Alonso 2010b
Balci 2010b
Kamath 2007b
Sevincok 2007b
Torres 2011b
Subtotal (I-squared = 49.7%, p = 0.093)
.
Suicidality history
Alonso 2010
Balci 2010
Kamath 2007
Subtotal (I-squared = 55.3%, p = 0.107)
.
Hopelessness
Balci 2010
Kamath 2007
Subtotal (I-squared = 0.0%, p = 0.348)
.
Anxiety severity
Balci 2010
Hung 2010
Torres 2011
Subtotal (I-squared = 0.0%, p = 0.795)
.NOTE: Weights are from random effects analysis
-2

-1

0

1

ES (95% CI)

%
Weight

0.97 (0.40, 1.54)
1.39 (0.72, 2.06)
0.50 (0.15, 0.85)
0.70 (0.25, 1.15)
0.54 (0.27, 0.81)
0.86 (0.53, 1.19)
0.53 (-0.04, 1.10)
1.80 (-0.85, 4.45)
0.50 (0.25, 0.75)
0.96 (0.67, 1.25)
0.72 (0.56, 0.89)

6.45
5.00
12.26
9.03
15.78
13.05
6.45
0.38
16.80
14.81
100.00

-0.20 (-0.40, -0.00)
0.73 (0.12, 1.34)
2.11 (1.54, 2.68)
0.01 (-0.34, 0.36)
0.34 (-0.11, 0.79)
0.20 (-0.05, 0.45)
0.30 (-0.01, 0.61)
0.60 (0.03, 1.17)
0.73 (-0.21, 1.67)
0.20 (-0.05, 0.45)
0.44 (0.13, 0.75)

12.06
8.59
8.94
10.91
10.04
11.68
11.24
8.94
5.92
11.68
100.00

-0.19 (-0.76, 0.38)
0.73 (0.12, 1.34)
0.57 (0.12, 1.02)
0.40 (-0.15, 0.95)
0.20 (-0.05, 0.45)
0.32 (0.05, 0.59)

15.33
13.95
20.58
16.08
34.06
100.00

-0.25 (-0.82, 0.32)
0.60 (-0.01, 1.21)
0.16 (-0.29, 0.61)
0.76 (0.19, 1.33)
0.15 (-0.10, 0.40)
0.25 (-0.04, 0.55)

16.20
14.90
20.96
16.20
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Fig. 7. Differences in the levels of depression severity, OCD severity, obsessions,
compulsions, past history of suicidality, hopelessness and anxiety severity between OCD
groups with suicidality and OCD groups without suicidality. Note: Meta-analysis of
individual studies and pooled effects. Random effects model used. 95% CI = 95% confidence
intervals; ES= Hedge’s g.
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