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Abstract: Suicidal ideation (SI) is understudied in obsessive-compulsive disorder (OCD). Nonetheless, evidence suggests increased 
risk for SI in individuals with OCD compared to the general population. Understanding the relationship between SI and OCD involves 
investigating risk factors associated with SI. Furthering knowledge of links is essential for enhancing outcomes and decreasing 
experiences of SI through improving treatment interventions. Additionally, increasing awareness of factors that lead SI to suicide 
attempts (SA) is vital. To best illustrate the current state of knowledge, this scoping review examines risk factors for SI, including 
symptom profiles or phenotypes, comorbid diagnoses, sociodemographic and lifestyle factors, childhood trauma, and genetic and 
familial contributions. Important treatment considerations for targeting SI within the context of OCD are detailed with respect to the 
current evidence for psychotherapy, pharmacology, brain stimulation, and neurosurgery. Gaps in the literature and future directions are 
identified, broadly with respect to studies examining the treatment of SI within the context of OCD, particular OCD phenotypes, and 
factors influencing SI in pediatric OCD. Due to the relative novelty of this area of exploration, many unknowns persist regarding onset 
of SI in OCD, factors contributing to the maintenance of SI in OCD, and relevant treatment protocols. Findings suggest that 
individuals with previous SI or SA, history of childhood trauma, significant life stress, and psychiatric comorbidities, particularly 
depression, should be closely monitored and screened for SI. 
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Introduction
Obsessive-Compulsive Disorder (OCD) is a prevalent and chronic psychiatric disorder that significantly impairs 
global functioning, quality of life, and well-being of the individual and associated support systems. According to 
the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5), OCD is characterized by the 
presence of obsessions, compulsions, or both.1 Obsessions are conceptualized as uncontrollable intrusive and 
repetitive thoughts, ideas, or images leading to distress. Compulsions involve urges and behaviors that an 
individual engages in to alleviate distress or relieve obsessions. Disability from OCD is high, and early onset 
of OCD is associated with significant deficits in educational attainment and increased risk of labor market 
marginalization.2 The World Health Organization has historically placed OCD among the top 10 most handicap-
ping conditions, determined by quality of life and loss of income standards.3

Amongst psychiatric disorders, OCD is typically associated with a relatively low risk of suicide. Thus, 
minimal attention has been allocated to risk factors associated with suicidal behavior in OCD. However, 
increasing evidence supports a significant correlation between OCD diagnosis and suicide attempts (SA) and 
ideation. Estimates correlating OCD and suicidal ideation (SI) range from to 27% to 62% of subjects, indicating 
this relationship has been inadequately addressed.4,5 OCD has been found to significantly increase the odds of 
having a lifetime SI in comparison to the general population, at 25.95% versus 2%, respectively.6 Further, the 
presence of either obsessive thoughts or compulsive behavior independent of OCD diagnosis reveals a strong 
association with lifetime suicide attempts.7 While directionality of this correlation is difficult to pinpoint, evidence 
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for a parsimonious model suggests SI can be best predicted by OCD symptom severity, but not the alternative.8,9 

In other words, SI increases as OCD severity increases, but SI does not appear to influence OCD symptom 
severity. Regrettably, predictors of those with SI who progress to SA are weak at best. It is important to 
distinguish between SI and SA because the vast majority of individuals who experience SI will not make 
a suicide attempt, with estimates as low as 7%.10 Studies examining factors contributing to SA often conflate 
SI and SA, confusing what differences in outcomes are attributed to. A relevant study suggests history of 
childhood abuse may be one potential distinguishing variable, but evidence is limited.11 Due to the high 
prevalence of SI and potential etiological differences between SI and SA, this scoping review aims to discuss 
the current collective knowledge regarding associations between lifetime SI and OCD. To better identify patients 
at risk, we emphasize evidence for identified risk factors.

Obsessive-Compulsive Disorder
Similar to other psychiatric disorders, OCD is widely heterogeneous in symptom expression and severity. Imaging 
illuminates certain neurobiological and anatomical abnormalities, particularly of subcortical structures, such as the basal 
ganglia and the orbitofrontal cortex.12 However, structural differences have not been consistently replicated and 
postmortem studies of OCD are scarce. Related to structural differences, neurotransmitter hypotheses, such as disruptions 
in endogenous serotonin concentrations, provide grounding for administration of pharmacological interventions.13 

Dysfunctions in glutamate neurocircuitry and modulating agents have also been implicated in OCD.12 Ultimately, 
knowledge regarding the etiology and perpetuating factors are predominantly correlational and theory-driven, with 
numerous outstanding gaps.

Beyond neurobiological processes, genetics also appear to play an important role in the onset of OCD, as corrobo-
rated through twin, animal, and genome-wide association studies.14 Animal models demonstrate several candidate genes 
associated with obsessive-compulsive symptoms. The genetics of OCD has remained rather elusive, although certain 
genes (such as SLCL1A1) are of interest.15 Transmission of this relevant genetic information remains largely obscure. 
Despite outstanding gaps, the risk of experiencing OCD symptoms has been shown to decrease with degree of genetic 
relatedness.12

Pediatric OCD
Onset of OCD typically occurs in two general peaks, one in pre-adolescence and a second in early adulthood.16 

Notably, the central components of OCD remain the same across the lifespan. However, there are two unique 
specifiers in the DSM-5 that are particularly important to pediatric diagnoses, which include degree of insight (good 
or fair insight, poor insight, or absent insight/delusional beliefs), and if the individual presents current or previous 
tic disorder.1 While the aim of this paper focuses on adult OCD, it is worthwhile to briefly consider nuances of SI in 
pediatric OCD populations. Only one published study has investigated SI in youth diagnosed with OCD. With 
minimal direct investigation it is premature to draw conclusions, but the study found correlations between SI and 
greater depressive and anxiety symptoms, sexuality/religiosity and symmetry-related obsessions and compulsions.17 

Associations between SI and overall OCD symptom severity, impulsivity, and comorbidity patterns were not found 
to be significant. This highlights a need for further exploration in understanding the links between SI and OCD 
particularly in youth populations.

Methods
This scoping review utilized methodology based on the framework detailed by Arksey and O’Malley (2005), which 
involved five important steps: 1. Identifying the research question, 2. Identifying relevant studies, 3. Selecting relevant 
studies, 4. Charting the data, 5. Collating, summarizing, and reporting the results.18

Research Question
This review was directed by the question: “What factors mediate the relationship between SI and OCD?” There is 
ambiguity in the literature regarding distinctions between SI, suicidal behaviors (SB), and SA. Therefore, while our focus 
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was targeted specifically on SI, we addressed SA in certain contexts in order to not overlook any important findings. It 
can be assumed that an individual with a history of SA also has experienced SI. OCD was considered with respect to 
comorbidities when assessing risk factors, but OCD had to be the primary diagnosis for included studies.

Search Strategy
The initial search was conducted in PubMed and PsycNet, between May and June of 2022. A secondary search was 
conducted in November 2022 to include recent studies published since the original search date. Search terms included: 
“suicidal ideation” AND “obsessive compulsive disorder”; “suicidality” AND “obsessive compulsive disorder”; “sui-
cide” AND “OCD”. Searches for specific subsections were also conducted. Reference lists of identified studies were also 
consulted to ensure no relevant studies were missed.

Study Selection
Each of the searches returned a modest amount of articles with significant overlap, speaking to the dearth of research in 
this particular area. Studies were included if they primarily analyzed suicidality in OCD. Studies were excluded if OCD 
was not the primary diagnosis and if SI was not assessed.

Charting the Data
Charting the data involves key processes of how information is obtained from the primary sources being reviewed.18 For 
this review, we adopted a narrative review framework, in which outcomes are contextualized for easier comprehension. 
Specific details of each of the individual studies are not described, but general findings are condensed across studies to 
contribute to a more wholistic narrative.

Collating, Summarizing and Reporting Results
Due to the nature of a scoping review, the overall aim is not to synthesize evidence and evaluate quality of studies as in 
a systematic review; rather, the purpose is to highlight interesting avenues and significant gaps that deserve further 
exploration. By implementing an emphasis on risk factors, we prioritized aspects of the literature that have been largely 
understudied.

Evidence for SI in OCD
Meta-analyses and systematic reviews have revealed significant associations between SI and OCD.2,19, In a meta-analysis 
of 61 studies examining either SA or current SI, one out of ten patients with OCD attempted suicide throughout their 
lifetime, one third was found to have current SI and approximately one half endorsed lifetime SI.2 A second systematic 
review and meta-analysis including 48 studies also found significant associations between SI, SA, and OCD, with median 
estimates of SI instances at 27.9% and SA at 10.3%.19 These rates are all significantly higher than the general population. 
Identifying those at risk of SA is vital for clinicians and patient care at large to save lives and increase patient wellbeing. 
Understanding mechanisms is necessary to inform who is at greater risk, which begins with identifying risk factors 
associated with higher SI.

Risk Factors for SI in OCD
Suicide is among the leading causes of premature death in the United States. SI is a vital precursor indicating the 
potential development of suicidal behaviors.20 Although operational definitions for SI are inconsistent, nondisclosure 
of SI is a substantial problem thwarting efforts of suicide prevention. For the purposes of this review, SI is 
characterized as a range of thoughts, ruminations, preoccupations, and wishes related to the possibility of ending 
one’s life. Due to an increased risk of SI in individuals with OCD compared to the general population, under-
standing relevant factors can be useful for enlightening the relationship between SI and OCD and identifying 
individuals at risk of experiencing SI. Further, it provides the opportunity to decrease SI through early intervention. 
Known risk factors allow for improved screening to flag individuals who may benefit from additional treatment. 
Several correlational factors are linked to SI in OCD, including various comorbidities, specific symptom profiles, 
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sociodemographic factors, childhood trauma, and genetic and familial contributions. These are organized in 
accordance with the theorized level of importance or the strongest relationships between SI and OCD first. 
Table 1 illustrates various sources of evidence for each described risk factor.

Table 1 Risk Factors for SI in OCD

Risk Factors for SI 
in OCD

Evidence Source

OCD Phenotypes Symmetry and ordering obsessions 
and compulsions

(Alonso et al, 2010), (Bramante et al, 2022), (De Berardis et al, 2014), (Gupta 
et al, 2014), (Storch et al, 2015)

Contamination obsessions (Demirkol et al, 2019), (Gupta et al, 2014)

Cleaning and washing compulsions (Bramante et al, 2022), (Gupta et al, 2014)

Unacceptable or taboo thoughts and 

obsessions

(Hellberg et al, 2022), (Krebs et al, 2021)

Sexual or religious obsessions (Demirkol et al, 2019), (Sehlo et al, 2021), (Storch et al, 2015)

Diminished insight (De Berardis et al, 2015), (Gupta et al, 2014)

Overall severity of symptoms (Albert et al, 2019), (Balci & Sevincok, 2010), (Benatti et al, 2021), (Brakoulias 
et al, 2017), (Brown et al, 2019), (Demirkol et al, 2019), (Gupta et al, 2014), (Hung 

et al, 2010), (Nagy et al, 2020), (Storch et al, 2015)

Alexithymia (De Berardis et al, 2014), (De Berardis et al, 2015), (Kim et al, 2016)

Additional clinical 
features

Perfectionism (Kim et al, 2016)

Cognitive impulsivity Nagy et al, 2020)

Hopelessness (Balci & Sevincok, 2010), (Gupta et al, 2014), (Kamath & Reddy, 2007)

Increased psychological distress (Agne et al, 2022), (Demirkol et al, 2019)

Experiential avoidance (Angelakis & Gooding, 2020)

Shame (Weingarden et al, 2016)

History of suicidality (Albert et al, 2019), (Angelakis et al, 2015), (Fernández de la Cruz et al, 2017), 
(Kamath & Reddy, 2007)

Mood disorders (MDD, BD) (Alonso et al, 2010), (Balci & Sevincok, 2010), (Bramante et al, 2022), (Fineberg 
et al, 2013), (Hellberg et al, 2022), (Kamath & Reddy, 2007), (Sehlo et al, 2021), 

(Storch et al, 2015), (Torres et al, 2011), (Viswanath et al, 2012),

Comorbid diagnoses Anxiety disorders (GAD, PTSD, 

panic disorder, specific phobias)

(Albert et al, 2019), (Balci & Sevincok, 2010), (Gupta et al, 2014),(Hellberg et al, 

2022), (Hung et al, 2010), (Storch et al, 2015), (Torres et al, 2011), (Weingarden 

et al, 2016)

Personality disorders (BPD, AVPD) (Breet et al, 2019), (Fernández de la Cruz et al, 2017)

Substance use disorders (Gentil et al, 2009), (Fernández de la Cruz et al, 2017), (Fineberg et al, 2013), 

(Torres et al, 2011)

Body dysmorphic disorder (Eskander et al, 2020

Any psychiatric comorbidity (Albert et al, 2019), (Fineberg et al, 2013), (Torres et al, 2013)

Severity of comorbidity (Albert et al, 2019), (Balci & Sevincok, 2010), (Gupta et al, 2014), (Hung et al, 

2010), (Kamath & Reddy, 2007), (Kim et al, 2016), (Khosravani, Kamaliet al, 2017), 
(Torres et al, 2011)

(Continued)
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Comorbid Diagnoses
Comorbid diagnoses are perhaps the strongest link connecting OCD and SI. Lifetime psychiatric comorbidities are 
present in around 70% of individuals with OCD, with the most common diagnoses consisting of mood and anxiety 
disorders.19,21,22 The greater the severity of the comorbid disorder, the greater the likelihood of experiencing SI.5,6,23,24 

This remains true even after controlling for severity of OCD.25 The high prevalence of mood disorders is particularly 
important, as it is estimated that up to two-thirds of individuals in the general population who die by suicide suffered 
from a mood disorder.26 Patients with OCD who endorse high levels of depression and hopelessness are at a significantly 
higher risk for suicidality than those endorsing lower levels.4,5,9,19,27,28 These two correlates suggest comorbid depression 
may partially mediate the relationship between suicidal ideation and OCD. Given the considerable proportion of 
individuals possessing an additional diagnosable disorder, distinguishing SI components unique to OCD that are not 
attributable to other disorders can be challenging. Individuals diagnosed with comorbid major depressive disorder 
(MDD) have a significantly higher risk of lifetime SA than those without.7 OCD has been found to significantly 
influence mood, particularly through increasing feelings of depression and anxious states.3,19 Since mood disorders 
and related symptomatology are highly associated with suicidality, the extent to which OCD symptoms independently 
contribute to SI is largely unclear. However, the impact of comorbid depression on suicide in OCD is fairly controversial, 
with some studies demonstrating an inverse relationship between comorbid depression and SI.29 Notably, comorbidity 
with bipolar depression appears to have the highest instances of suicidality.6

Personality disorders, borderline personality disorder (BPD) in particular, are independently associated with a high 
risk for suicidality. Findings suggest comorbid BPD can operate as a predictor for SI.28 Avoidant personality disorder 
(AVPD) also demonstrated significant correlations with SI, however, low mood and social isolation often accompany 
AVPD symptomatology and may play a mediating role. Personality disorders are among the most challenging disorders 
to adequately treat and are frequently diagnosed in individuals presenting with high suicide risk. Those with comorbid 
anxiety disorders (such as generalized anxiety disorder, panic disorder, and specific phobias), body dysmorphic disorder, 
and substance use disorders additionally pose higher risk for suicidal ideation.22,30–33 It is evident that experiencing 
psychiatric disorders in addition to OCD increases the overall risk of SI in patients; however, the exact mechanisms and 

Table 1 (Continued). 

Risk Factors for SI 
in OCD

Evidence Source

Sociodemographic 
and lifestyle factors

Unmarried (Alonso et al, 2010), (Torres et al, 2011)

Male gender (Fernández de la Cruz et al, 2017)

Unemployed (Gupta et al, 2014)

High stress (Bramante et al, 2022), (Khosravani et al, 2021)

History of cigarette smoking (Dell’Osso et al, 2015)

History of adverse relationships (Angelakis & Gooding, 2021)

Less formal education in patient or 
parent and lower SES

(Fernández de la Cruz et al, 2017), (Torres et al, 2011)

Childhood trauma Sexual abuse or maltreatment (Ay & Erbay, 2018), (Khosravani, Sharifi Bastanet al, 2017)

Genetics and familial 
components

Common genetic liability and non- 
shared environmental effects

(Krebs et al, 2021)

Family history, shared environment, 
genetic contributions

(Albert et al, 2019), (Demirkol et al, 2019), (Khosravani, Kamaliet al, 2017), 
(Memis et al, 2020), (Sidorchuk et al, 2021), (Velloso et al, 2016)
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contributing factors are still widely unknown. More research is warranted to clarify these associations and to determine 
the effect of interactions of comorbidities on SI.

Patients with comorbid tic disorder have demonstrated a higher rate of SA, but not SI.34 This was primarily consistent 
in individuals with other comorbidities and disadvantageous epidemiological features, indicating the presence of multiple 
psychopathologies may be more linked to SI than the characteristics of the disorders themselves.

An association pattern between specific comorbid conditions (bipolar disorder, panic disorder and agoraphobia, eating 
disorders, and substance use disorders) and symmetry/ordering symptoms has been identified.31,35 This highlights the 
need to investigate risk factors in a multiplicative manner, to better understand possible interaction effects. Further, it 
reinforces the necessity of approaching the OCD and SI association with a dimensional approach; not all symptom 
profiles will yield equivalent suicide risk.

OCD Phenotypes
OCD is a highly heterogeneous disorder with a handful of thematic obsessive and compulsive dimensions. Distinct 
subtypes of OCD have been proposed based on clusters of symptom expression and neuroanatomical differences.36 

However, there is not clear consensus regarding potential phenotype divisions. Therefore, this section focuses on unique 
patterns of OCD symptoms identified in the relevant literature that have been associated with higher SI in OCD. Factor 
analyses of the 13 symptoms included in the Yale Brown Obsessive-Compulsive Scale (Y-BOCS; the most widely used 
scale for OCD) across patients with OCD typically produce between 3 and 5 factors, most commonly including 
symmetry (a strong desire for things to be correctly aligned or symmetrical) and hoarding, contamination and cleaning, 
and pure obsession.37,38 These factors are considered valid and reliable constructs accounting for approximately 70% of 
the total symptom variance. Various phenotypes have demonstrated differing associations with SI. Studies examining the 
relationship between SI and OCD symptoms overall have yielded mixed results. Particular symptoms, such as symmetry 
and order obsessions and compulsions, repeating and trust seeking compulsions, unacceptable or taboo thoughts and 
obsessions, contamination obsessions, cleaning and washing compulsions, and sexual or religious obsessions, have been 
more frequently associated with SI and SA.5,6,17,25,27–31,39,40 Unacceptable thoughts demonstrate the strongest correlation 
with suicidality, likely due to a higher level of distress accompanying an already distressing experience which is then 
accentuated by violating expectations dictated by social norms. This remains consistent after controlling for other 
symptom dimensions, comorbidities, and overall symptom severity.30 In certain reports, symptoms revolving around 
symmetry and ordering, for instance arranging objects in a particular sequence, have been positively correlated with SI at 
age 18 but not 24.41 This suggests either factors associated with age (such as social pressures) or brain development may 
be a mediating factor in this specific association. Cleaning and washing compulsions are unique in that they appear to be 
more prevalent in individuals with SI who do not endorse depression.5 There is not an obvious explanation for such 
correlations, indicating it may be attributed to additional variables not captured, such as cultural or symptom dimension 
factors. Such differences may also result from sample biases. Religious obsessions may affect individuals of certain 
cultural backgrounds more severely than others. For instance, a study conducted among Egyptian Muslim patients with 
OCD found religious obsessions to be the highest predictor of SI in this population.40 Therefore, it is important to 
consider an individual’s cultural and experiential context when approaching assessments and treatment. Severity of 
overall OCD symptoms and related disability does consistently associate with a higher likelihood of experiencing SI, as 
well as longer duration of illness prior to treatment and earlier age of onset.6,8,9,22,27,34,42 However, the experience of SI 
has not been found to influence severity of OCD symptoms overtime.8 Understanding the direction of this relationship is 
important for intervening in critical situations.

Other clinical features of OCD that appear to contribute to SI include alexithymia, perfectionism, shame, and 
cognitive impulsivity.9,43–46 Alexithymia has been correlated particularly in individuals with poor insight and severe 
symptoms.47 Notably, impulsivity may be a distinguishing factor in individuals with SI versus SA.5 This may be partially 
mediated by responsibility attitudes towards the experience of one’s symptoms.46 Additionally, higher levels of checking 
symptoms, such as excessive checking of household appliances, have been linked with a decreased risk of SI.41 This 
necessitates further replication and suggests the potential that certain domains of OCD symptoms may make individuals 
more vulnerable to SI, while others may be more protective. For instance, greater severity of obsessions has been more 
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strongly implicated in SI than compulsions.19 With further replication, these correlations highlight an OCD-specific set of 
symptoms that may contribute to SI that is unlikely attributable to comorbid diagnoses or other influential factors.

Schneidman’s model describes how psychological distress can operate as a catalyst on persisting risk factors for 
suicide.48 The concept of psychological distress or pain, refers to a state of mental suffering or emotional unease resulting 
from interference of an individual’s basic needs.27 Psychological distress has been identified as a critical risk factor for 
suicide both within the context and independent of mood disorders.49 Within OCD, distress has been shown to be 
significantly higher in patients with OCD with previous SA than OCD patients without history of attempts.50 This has 
also been supported in patients who endorse SI but not SA.43 Additionally, significant correlations between severity of 
OCD symptoms and psychological pain indicate that the more severe the OCD, the greater the likelihood of experiencing 
distress and potential for SI. Further, the degree of control over compulsive behaviors has also been directly linked to 
SI.43 This may also be mediated by increased levels of distress.

Experiential avoidance involves an inability to tolerate particular private experiences and has been implicated in the 
onset and maintenance of numerous mental health issues, including OCD.51 Such private experiences may include 
unpleasant thoughts, images, emotions, or bodily sensations. Strong associations have been identified between OCD 
severity, individual obsessive-compulsive thoughts and behaviors, and suicidality through experiential avoidance.51 Due 
to the intrusive nature of obsessive-compulsive thoughts, targeting experiential avoidance may be fruitful for decreasing 
SI. Further, experiential avoidance plays an influential role in the reinforcement and thus maintenance of OCD 
symptoms. Targeting experiential avoidance may therefore indirectly decrease SI by decreasing overall symptom 
severity.

Past history of suicidality is an important predictor of current or future suicidal ideation.4,6,19 This includes both 
previous attempts and ideation. While numerous links between symptom expression and SI in OCD exist, the strongest 
correlations involve known history of SI and increased severity of symptoms. This further emphasizes the imperativeness 
of comprehensive assessment and detailed patient histories. In fact, suicidality may be trans-diagnostic in nature and 
could potentially represent its own phenotype. Rigorous studies have linked compelling biomarkers for suicide to 
abnormalities in stress pathways and subsequent downstream effects.52 Due to the unique biosignature of suicidality, 
effective treatment may be reliant upon interventions targeting implicated pathways.

Sociodemographic and Lifestyle Factors
Social support is a widely known protective factor against suicidality. Across studies, analyses have compared 
various sociodemographic and lifestyle factors with risk for SI in OCD. While largely inconclusive, a few 
characteristics appear to be associated with greater risk for SI, including being unmarried, male, unemployed, 
having a high degree of stress, a history of cigarette smoking, and a history of adverse social relationships. 
Cultural components and other sociodemographic variables have thus far not appeared to mediate significant 
correlations with SI.22,27,53 Being unmarried has been identified from various studies but requires further replica-
tion to affirm its role.31,54 Marital status may be indicative of other factors (such as social disconnectedness, age, 
etc) and therefore may be an indirect marker. Being female and having higher parental education may operate as 
protective variables, but findings are contradictory.19,28,33 Unemployment shows early evidence for contributing to 
SI.5 However, like marital status, unemployment may be a result of functional impairment and requires further 
probing before drawing conclusions. Individuals with OCD of lower socioeconomic status (SES) appear to be at 
an increased susceptibility for SI.33 SES is associated with a vast number of other potential confounds, such as 
access to mental health and medical resources, level of income, employment opportunities, social support, medical 
comorbidities, among others. Lifestyle components related to higher-stress environments should be thoroughly 
screened when assessing patients with OCD for SI.

In clinical samples of patients with OCD, SI has been more pervasive in those with a history of cigarette smoking.55 

Individuals with OCD in general smoke less than those with other psychiatric disorders.56 Measures of impulsivity 
appear to be higher in those who report current or previous smoking.57 Due to the suggested role of impulsivity in SI, 
impulsivity rather than smoking itself may hold important implications for SI in OCD. Moreover, those expressing more 
cigarette smoking and impulsivity may represent an OCD phenotype more at risk of developing SI.
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Perception of adverse social relationships occurring during childhood appears to influence SI, hypothesized to be 
mediated by OCD and depressive features.58 These findings highlight the potential for intervening early in social factors 
that predispose individuals for inferior mental health outcomes later in life. In light of COVID-19, underlying stress 
attributed to the pandemic may be responsible for increased risk for SI.59 This highlights the potential role of elevated life 
stress in general in exacerbating underlying psychopathology and ideation.

Childhood Trauma
Experiencing traumatic events during childhood when the individual is psychologically and neurodevelopmentally 
vulnerable is associated with an increased risk of developing psychopathology and SI later in life.60,61 Especially 
childhood sexual abuse and the development of early maladaptive schemas.6,62 As previously mentioned, childhood 
abuse been suggested to be the most notable variable distinguishing SI from SA in OCD.11 While it is associated with 
both SI and SA, it appears a history of childhood trauma may be an important factor to examine for the prevention of 
SAs. Experiencing sexual abuse in childhood may contribute to obsessive thoughts related to taboo or unacceptable 
topics, which itself is a risk factor for SI. Unacceptable thoughts often include religious, violent, or sexual subject 
matters; such content is often highly relevant and related to forms of maltreatment and childhood abuse. Endorsement of 
both childhood trauma and unacceptable thoughts has led to increased SI.24 Importantly, this has been supported in 
samples independent of depression and anxiety, indicating the traumatic event played a highly probable role in SI.60 

Presence of comorbid post-traumatic stress disorder (PTSD) has also been associated with greater risk for SI, in which 
OCD developed following a traumatic event, aptly referred to as post-traumatic OCD.63 It can be difficult to determine 
whether the SI is tied to obsessive-compulsive symptoms themselves or the experience of an adverse event. Exposure to 
maltreatment during childhood bears additional complications, as it can negatively impact treatment and treatment- 
seeking behaviors, potentially exacerbating symptom severity.64 It also has been directly linked to higher OCD symptom 
severity.65 However, in individuals with OCD and a history of childhood maltreatment, unacceptable obsessional 
thoughts and responsibility for harm may be critical to this connection.61 Emotion regulation has also been proposed 
as a potential underlying mechanism of OCD-related suicidality, due to a critical disruption of these abilities following an 
adverse event.61,66

Genetics and Familial Components
Family history of suicidal attempts additionally places an individual with OCD at higher risk for SI.6,27,39 The risk 
of death by suicide appears to decrease with genetic distance; in other words, the closer the relative with 
suicidality, the greater the risk.67 This significant association has been attributed to genetic components, with 
a nonsignificant contribution of a shared environment. This is also seen in youth with obsessive-compulsive 
symptoms, in which genetic components accounted for around two-thirds of the association between taboo 
thoughts and SI at age 18.41

Treatments
The section below discusses the extant knowledge regarding treating SI in OCD. Minimal research has been conducted 
examining efficacy of interventions specifically targeting SI in OCD. Therefore, discussion largely addresses existing 
evidence for effective treatments of SI and OCD independently, with suggestions of potential intersections. Notable 
intersections are highlighted as important areas of future research. Generally, first-line treatments of OCD typically 
involve cognitive, behavioral, and pharmacological therapies. Due to the complexity, heterogeneity, and idiosyncratic 
nature of OCD, thorough assessment is vital for identifying individual treatment targets and selecting the most suitable 
treatment methodology. Assessing for presence and severity of comorbidities is essential for informing whether other 
psychopathologies may be more urgent to initially target.

Treating SI in OCD
Identifying SI and risk factors for SI is a crucial component of ensuring patient well-being. The best prophylaxis for SI 
includes the previously mentioned therapeutic interventions targeting OCD symptoms. Understanding the links between 
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risk factors accompanying OCD and SI can point providers to more thoroughly screening. For instance, in those with 
obsessions and compulsions related to unacceptable thoughts. Ultimately, further research in this area is essential to better 
understand unique components of SI in OCD in order to optimally target and treat.

There are few pharmacological agents utilized for suicidality, those being lithium in affective disorders and clozapine 
for schizophrenia.6,68 However, neither of these medications have been directly assessed for the treatment of SI in OCD 
to date. Reports have indicated potential connection between clozapine and worsening or development of obsessive- 
compulsive symptoms in individuals with schizophrenia.69,70 While schizophrenia and OCD may differ in etiology and 
neurobiological mechanisms, these adverse effects are notable and alternative treatments should be considered. 
Fluoxetine and sertraline, two SSRIs, demonstrated greatest efficacy for pharmacological intervention targeting SI in 
OCD.71 Psychotherapies have demonstrated efficacy in reducing SI, primarily cognitive-behavioral therapy (CBT), 
dialectical behavioral therapy (DBT), and problem-solving therapy.72 In individuals who do disclose SI, immediate 
action and prompt treatment is essential to prevent progression to attempt.6 Moreover, those with comorbid affective 
disorders should be urgently attended to, particularly mood disorders with higher rates of suicidality, such as bipolar 
depression.

Psychotherapy
The most popular psychotherapies for OCD are exposure and response prevention (ERP), CBT, acceptance-based 
approaches. This remains true for those experiencing SI. ERP is a behavioral therapy and the standard first-line 
psychotherapy treatment for OCD, demonstrating the greatest treatment efficacy.73 This approach originated from 
a framework highlighting the salience of intrusive thoughts that can lead to maladaptive behavioral responses. 
Although the experience of intrusive thoughts is nearly universal, obsessions evolve from misattributions of such 
thoughts, distorting the perception of a benign thought by confusing it with intent or action. This leads the perception 
of such thoughts to be interpreted as dangerous and salient.73 Further, suicidal thoughts are often intrusive by nature. 
Distress resulting from obsessional thoughts in turn motivates engaging in compulsions or avoidance behaviors in 
attempt to reduce an undesirable outcome or the distress itself. Repeated engagement of compulsions or avoidance 
behaviors is negatively reinforced inhibiting the individual from learning the undesired outcome was unlikely to occur in 
the first place. If the event did occur, the individual would likely be able to successfully cope with the repercussions. 
Alternatively, individuals can maintain erroneous beliefs regarding potential threat by engaging in safety behaviors, 
which are reinforced through their negative correlation with danger.74 ERP disrupts the continuation of this circuit by 
integrating progressive distress-inducing stimuli in a manner that allows the individual to learn to disassociate the learned 
compulsion by refraining from engaging in rituals.12 With repeated exposures, refraining becomes less effortful. OCD 
patients at higher risk for suicide may benefit from increased use of distraction from intrusive thoughts and decreased use 
of self-punishment.75 These two strategies frequently improve following ERP treatment. ERP can facilitate enhancing 
useful skills such as thought control while reducing harmful coping strategies. ERP must be more explicitly studied for 
the treatment of SI in OCD.

DBT has also been suggested as an effective tool for SI in OCD.24 Within the DBT framework, SI reflects a severe 
form of invalidation. Treatment combines common cognitive-behavioral strategies with additional focus on distress 
tolerance, mindfulness, acceptance, and emotion regulation. These skills prioritize SI as a primary treatment target and 
can simultaneously target prominent risk factors in OCD such as unacceptable thoughts. Additionally, functional analytic 
psychotherapy (FAP)76 can more specifically target emotional components tied to SI, as well as bolster individual’s 
interpersonal skills and social support. Presence of SI may alter the general therapeutic approach to OCD and recruit 
additional methods to ensure patient safety.

Pharmacological Intervention
Antidepressants are the first-line pharmacological intervention for SI and currently utilized for OCD treatment 
independent of SI. However, controversy has arisen from conflicting evidence that certain antidepressants, such as 
selective serotonin reuptake inhibitors (SSRIs), may increase SI. While inconsistent, instances of SI increasing in 
OCD has largely been determined as a rare occurrence.77 Medication for OCD are primarily serotonergic. SSRIs and 
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clomipramine, a tricyclic antidepressant (TCA) that acts upon serotonin, occupy the primary pharmacological 
intervention of choice for OCD and have demonstrated superiority to placebo in a large number of randomized 
clinical trials (RCTs).12,78–80 Higher doses of SSRIs, as classified per American Psychiatric Association (APA) dose 
recommendations, exhibit higher treatment efficacy than lower doses.81 Ultimately, SSRIs are independently 
effective in both OCD and SI, and taken together with evidence for serotonin deficits provide a valuable tool for 
this particular intersection, albeit understanding of precise mechanisms is lacking.52,82

Medications capable of modulating the glutamatergic and dopaminergic systems have been receiving increasing 
attention, particularly considering circuit-based theories regarding OCD.12,81 From a combination of case studies and 
synaptic and molecular exploration of related circuitry, drugs capable of modifying these neurochemicals have been 
included in the therapeutic armamentarium for OCD. Interestingly, combination of psychotherapy and medications has 
not yielded significant synergistic effects in OCD.78 Fortunately, antidepressants are the first-line pharmacological 
intervention for SI, and therefore, such medications can potentially treat both OCD and SI simultaneously. Notably, 
controversy has arisen from certain studies reporting increased instances of suicidality following use of SSRI in 
vulnerable patients with depression, primarily in young adults.83,84 However, a large meta-analysis of RCTs exploring 
the treatment of OCD with SSRIs suggested that the benefits of SSRIs significantly outweigh potential adverse effects.85 

As for the capability to treat SI itself, more evidence is needed.
Psychedelic therapy is emerging as a promising intervention for a range of psychopathologies. Early results suggest 

psychedelics may effectively reduce experiential avoidance, depression severity, and SI.86 Further research should 
explore mechanisms of this intervention technique, as well as expand upon broader implications for SI treatment.

Neurostimulation
Treating SI with neurostimulation within the context of OCD has not been explored according to a review of the 
literature. However, evidence suggests neuromodulation techniques can be effective for attenuating SI in mood 
disorders, suggesting they may be effective for SI in other psychiatric disorders as well.87 Further, stimulation 
techniques have shown efficacy for treating OCD. Neurostimulation is a rapidly evolving field of intervention and 
exploration, capable of altering neural activity from the deliverance of energy to targeted brain regions of interest. 
Electroconvulsive therapy (ECT), magnetic seizure therapy (MST), and repetitive transcranial magnetic stimula-
tion (rTMS) have all demonstrated efficacy in decreasing SI in individuals with depression, with MST presenting 
superiority in terms of remission from suicidality as well as treatment side effects.88 A form of rTMS that targets 
deep structures (dTMS) has been FDA approved for the treatment of OCD following a series of effective trials.89 

Treatment response rates have been as high as 72.6% acute response and 58% after one month of intervention. 
rTMS is particularly useful in cases where the individuals failed to adequately respond to pharmacological 
intervention.90 Targeted brain regions are predominantly midline structures: medial prefrontal cortex and anterior 
cingulate cortex. Other cortical regions such as the dorsolateral prefrontal cortex and orbitofrontal cortex have 
yielded mixed results.91 Supplementally, rTMS has shown efficacy for reducing SI in approximately 40% of 
individuals with treatment-resistant depression.92 Significant reductions in SI have also been seen at the end of 
ECT treatment, in up to 80% of patients with depression.93 These treatments may impact SI independent of 
underlying diagnosis, which should be probed in future trials.

MST is a newer psychiatric intervention, and early pilot studies suggest this may not be useful for individuals with 
OCD until more appropriate stimulation targets are identified.94 Deep brain stimulation (DBS) targeting the ventral 
capsule/ventral striatum is additionally FDA-approved for treatment-resistant OCD.95 DBS requires surgical implantation 
and thus is only utilized in severe cases. In such cases, symptoms have been shown improve between 45% and 60% with 
response rates between 62% and 83%.96 Despite evident utility, the number of OCD patients treated with neurostimula-
tion is relatively low. Due to the severity of symptoms and potential resistance to first-line treatments, neurostimulation 
may prove a valuable avenue for individuals suffering from OCD and SI. Answering the persisting questions regarding 
mechanisms of action for various stimulation modalities will yield a greater understanding of the symptomatology itself 
and burgeon support for implementing them into therapeutic practice.
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Other Treatments
Neurosurgery is occasionally used in highly treatment-resistant OCD. This typically involves one of the two 
stereotactic ablation procedures: dorsal anterior cingulotomy and anterior capsulotomy.12 Considering the invasive-
ness and regulatory confinements, such procedures are uncommon and only recommended as a component of 
a comprehensive treatment plan including psychotherapeutic or pharmacological counterpart.97 Evidence does not 
point to one ablative procedure over the other in terms of symptom reduction. Little is known about the direct 
impact of neurosurgery on SI in OCD.

Summary
SI is highly correlated with OCD diagnosis, with varying degrees of increased risk based on the presence or absence of 
additional factors. SI can be particularly challenging to identify and accurately represent due to the potential repercus-
sions associated with disclosure. This is supported by frequent reports of higher SA then SI, such as Nagy et al’s study 
indicating rates of 27% and 33% for SI and SA, respectively.9 Improving sensitivity of assessments and therapeutic 
settings to detect underreported SI is an important step for eventually treating SI. Further, due to the high frequency of 
comorbidities often accompanying OCD, it can be challenging to disentangle causal factors and the specific role of OCD 
in the experience of SI. Understanding mechanisms of OCD itself may further enlighten risk factors of SI. There are 
numerous important gaps in the current consensus of causal factors of OCD. Little consistent evidence has been 
accumulated for the contribution of genetics to the development of OCD. Additionally, there are numerous routes to 
the progression of symptoms; for instance, some children acutely develop OCD following a streptococcal infection with 
potential basal ganglia neurodegeneration.98 Due to the high heterogeneity of cognitive and behavioral phenotypes, it is 
plausible that what the DSM-5 currently conceptualizes as OCD, may represent multiple underlying neural disruptions. 
The two hallmark symptoms of OCD, obsessional thoughts and compulsive behavior, are not exclusive to OCD itself and 
can be found in several other psychiatric disorders. Therefore, understanding the relationship between particular 
symptom clusters and SI may be more fruitful for unveiling mechanisms of action. Neural correlates and underlying 
psychological mechanisms are not clearly established. Alterations in some structures and cognitive processes such as the 
orbitofrontal cortex and cognitive control have been implicated, but more evidence is needed. Research investigating 
mechanisms of OCD will not only help identify individuals at risk for SI but could also inform effective treatment 
procedures.

From the existing literature, the most prominent risk factors were indicated as those with a history of SI or SA, 
psychiatric comorbidities (particularly depression), symptoms that involve unacceptable or taboo thoughts, child-
hood trauma, significant life stress, and individuals with a high degree of reported distress. Individuals endorsing 
any of these risk factors should be closely monitored and screened for SI. Patients with a history of childhood 
trauma should receive thorough assessment for SI given the higher likelihood of SAs. Ultimately, thorough 
assessment of symptoms and screening for SI and risk factors is essential for the ability to detect suicidality 
and intervene when appropriate. Limited research has been dedicated to the treatment of SI within OCD. More 
research is required to clarify links between associations and unveil directionality. Enlightening connections 
between risk factors and SI in OCD will benefit both the SI and OCD. It is important to dedicate efforts towards 
better understanding treatment implications of SI within the context of OCD as well. Although effective treat-
ments for both SI and OCD exist, the intersection of these two experiences is vastly understudied. Nuances of SI 
in OCD are not adequately captured by the current body of evidence. While SI may respond in a similar manner 
across psychiatric diagnoses, exploring unique features of SI within OCD is important for the development of 
effective treatment targets and interventions.
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