Does physical ill-health increase the risk of suicide? A census-based
follow-up study of over 1 million people
Onyeka, I., Maguire, A., Ross, E., & O'Reilly, D. (2020). Does physical ill-health increase the risk of suicide? A
census-based follow-up study of over 1 million people. Epidemiology and Psychiatric Sciences, 29(e140).
https://doi.org/10.1017/S2045796020000529
Published in:
Epidemiology and Psychiatric Sciences

Document Version:
Publisher's PDF, also known as Version of record

Queen's University Belfast - Research Portal:
Link to publication record in Queen's University Belfast Research Portal

Publisher rights
Copyright 2020 the authors.
This is an open access article published under a Creative Commons Attribution License (https://creativecommons.org/licenses/by/4.0/),
which permits unrestricted use, distribution and reproduction in any medium, provided the author and source are cited.
General rights
Copyright for the publications made accessible via the Queen's University Belfast Research Portal is retained by the author(s) and / or other
copyright owners and it is a condition of accessing these publications that users recognise and abide by the legal requirements associated
with these rights.
Take down policy
The Research Portal is Queen's institutional repository that provides access to Queen's research output. Every effort has been made to
ensure that content in the Research Portal does not infringe any person's rights, or applicable UK laws. If you discover content in the
Research Portal that you believe breaches copyright or violates any law, please contact openaccess@qub.ac.uk.

Download date:26. Nov. 2020

Epidemiology and Psychiatric
Sciences
cambridge.org/eps

Does physical ill-health increase the risk of
suicide? A census-based follow-up study
of over 1 million people
I. N. Onyeka1,2

Original Article
Cite this article: Onyeka IN, Maguire A, Ross E,
O’Reilly D (2020). Does physical ill-health
increase the risk of suicide? A census-based
follow-up study of over 1 million people.
Epidemiology and Psychiatric Sciences 29,
e140, 1–10. https://doi.org/10.1017/
S2045796020000529
Received: 4 March 2020
Revised: 22 May 2020
Accepted: 7 June 2020
Key words:
Data linkage; health; mortality; population;
suicide
Author for correspondence:
Ifeoma N. Onyeka, E-mail: i.onyeka@qub.ac.uk

, A. Maguire1, E. Ross1

and D. O’Reilly1,2

1
Centre for Public Health, Queen’s University Belfast, Royal Hospitals Site, Grosvenor Road, Belfast BT12 6BA, UK
and 2Administrative Data Research Centre Northern Ireland, Centre for Public Health, Queen’s University Belfast,
Royal Hospitals Site, Grosvenor Road, Belfast BT12 6BA, UK

Abstract
Aims. Mental ill-health is a known risk factor for suicide mortality. However, the relationship
between physical ill-health and suicide is less clear. This study examined the relationship
between different aspects of physical ill-health and the risk of suicide death.
Methods. Data for 1 196 364 adults (aged 18 years and over) were identified from the 2011
Northern Ireland Census and linked to death registrations until the end of 2015.
Multivariate logistic regression was used to construct models to test associations with likelihood ratio tests for interactions.
Results. Over one in eight individuals (13.7%) reported multimorbidity (⩾2 physical health
conditions) and one in four (25.4%) identified having limitation of daily activities. During follow-up, 51 672 individuals died; 877 due to suicide. The gradient in suicide risk by number of
physical conditions disappeared following adjustment for activity limitation. Individuals with
a lot of activity limitation were over three times more likely to die by suicide (OR = 3.13, 95%
CI 2.50–3.93) compared to those with no limitations though this was reduced to OR = 1.72
(95% CI 1.35–2.20) with adjustment for poor mental health. The relationship between activity
limitation and suicide was most pronounced at younger ages (18–34 years).
Conclusions. This study suggests that it is the effect that physical illness has on a person’s life,
in terms of disruption to daily activity, rather than the number of conditions that predicts suicide risk, especially at younger ages. Improved awareness and better management of mental
wellbeing of individuals with physical health conditions may help to reduce suicides, especially in younger people.

Introduction

© The Author(s), 2020. Published by
Cambridge University Press. This is an Open
Access article, distributed under the terms of
the Creative Commons Attribution licence
(http://creativecommons.org/licenses/by/4.0/),
which permits unrestricted re-use,
distribution, and reproduction in any medium,
provided the original work is properly cited.

Mental ill-health is an established risk factor for suicide, demonstrating a consistent, strong,
independent and dose-response relationship over a range of studies and populations
(Cavanagh et al., 2003; Arsenault-Lapierre et al., 2004; Bell et al., 2015). However, the relationship between poor physical health and suicide risk is unclear. This is important not only in
increasing our understanding of suicide behaviour in general but given our ageing population
the number of people with multiple health conditions is increasing globally (Barnett et al.,
2012; World Health Organization [WHO], 2016).
It is known that there is a close relationship between physical and mental ill-health.
Individuals with multiple physical health conditions tend to have a lower quality of life
(Fortin et al., 2004); a higher likelihood of mental health disorder (Barnett et al., 2012) and
cross-effects exist whereby past mental health has an effect on present physical health and
vice versa (Ohrnberger et al., 2017). Type and number of physical health conditions have
been suggested to be associated with an increased risk of suicidal ideation and suicide attempts
(Scott et al., 2010; Thompson et al., 2014). However, these studies are based on small, nonrepresentative samples of the population, including a sample limited to armed forces veterans
(Scott et al., 2010; Thompson et al., 2014). Studies exploring physical health conditions
co-occurring with mental health conditions have similarly suggested an increased likelihood
of suicidal thoughts and behaviours but not above the independent risk of mental ill-health
alone (Kavalidou et al., 2017, 2019). However, this may not translate into an actual risk of
suicide as the epidemiology of suicide ideators or attempters differs from that of suicide
completers (O’Connor and Kirtley, 2018).
Evidence on the relationship between physical health and death by suicide is mixed. A large
multi-state study in the USA suggested that a range of physical health conditions such as; back
pain, traumatic brain injury, cancer, congestive heart failure, chronic obstructive pulmonary
disorder (COPD), HIV/AIDS, migraine, renal disease and sleep disorders, are associated
with an increased risk of suicide and multimorbidity was associated with a 2-fold increased
risk of death by suicide (Ahmedani et al., 2017). However, this study had limited individual-
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level socio-demographic information, was limited to those within
well-resourced health systems and was not representative of the
population. Two recent systematic reviews and meta-analyses
demonstrating a higher likelihood of suicide among individuals
with COPD and cancer have corroborated some of Ahmedani
et al.’s findings (Amiri and Behnezhad, 2019; Sampaio et al.,
2019). A study using a linked dataset of Hospital Episode
Statistics and mortality records for England found an association
between some physical illnesses such as epilepsy and asthma and
risk of suicide (Singhal et al., 2014). However, being a clinical
sample, results from this study explored hospitalisation from
physical illness and suicide risk which may reflect exacerbation
of physical illness more than the overall effect of living with physical ill-health on suicide risk. Another USA study found an association between restless leg syndrome and the risk of suicide or
self-harm, but due to small numbers could not distinguish
between these two outcomes (Zhuang et al., 2019). A study
based on the Nurses’ Health study also found an association
between multimorbidity and suicide risk, but again was limited
in its representativeness (Wei and Mukamal, 2019). There is
clear evidence of a need for more population-wide studies to
explore the association between physical health and suicide risk.
A large insurance register-based study in the USA found that
having any of nine specific physical illnesses was not associated
with suicide risk (Miller et al., 2008). A Danish register-based
population-wide study found that an association between physical
health and suicide attempt was attenuated by adjustment for
socioeconomic status suggesting it is poverty more than physical
health status that is predictive of suicidal behaviour
(Christiansen and Stenager, 2012). In addition, a USA study
found that physical health condition was not an independent
risk factor for suicide but functional limitation was (Kaplan
et al., 2007). In their study, Kaplan et al. (2007) assessed the existence of functional limitation by asking a question to respondents
with a physical health problem: ‘Does any health problem now
keep you from working at a job or business, keeping house,
going to school, or something else?’. This question wording and
binary response failed to capture the chronicity or duration of
the activity limitation and the degree of limitation which may
both be important for suicide risk. A psychological autopsy
study conducted among older adults aged 60 years and over in
rural China found that physical illness was not an independent
risk factor for suicide but instead severely impaired capability
for daily living activities was (Cao et al., 2019). This Chinese
study assessed activity limitation using a scale and categorised
the total score into normal, mildly impaired and severely
impaired. However, the study was limited in its representativeness
of the various age groups within a community and the methodological challenges of collecting data using proxies.
One further unanswered question is whether the relationship
between physical ill-health and suicide risk is modified by age.
The prevalence of physical morbidity and also multimorbidity
increases with age (Barnett et al., 2012), and suicide triggered
by physical health problems are commonly reported in older
adults (Conejero et al., 2018). A recent study highlighted a rising
trend in the rate of assisted suicide in this age group (Steck et al.,
2018) and older adults might be differentially affected by suicide
associated with physical ill-health relative to younger people.
However, we know that suicide is reported in higher numbers
in young people (O’Neill et al., 2018).
This study will link population-wide data on physical health,
activity limitation and mortality to examine the association
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between physical health and suicide; specifically, to determine
which aspects of physical health (number of conditions or the
effects of these conditions on daily activities) is more important
for suicide risk, and to determine if the relationship between
physical health and suicide varies according to age.
Methods
Data sources
A population-wide cohort of all 1 196 364 non-institutional dwelling individuals aged 18 years and over alive and resident in
Northern Ireland (NI) who completed a 2011 Census return
was followed up with linkage to mortality records until the end
of December 2015. The data were accessed via the
Administrative Data Research Centre Northern Ireland
(ADRCNI) which provides fully anonymised datasets to accredited researchers within a secure data environment. The
Strengthening the Reporting of Observational Studies in
Epidemiology (STROBE) guidelines for reporting cohort studies
was followed (von Elm et al., 2007) and a flowchart showing selection criteria is presented in Fig. 1. Institutionalised individuals
and those younger than 18 years were excluded due to the rarity
of the outcome in these subgroups.
Measures of multimorbidity and activity limitation
The NI 2011 Census contains a rich array of health and morbidity
measures. Participants were asked, ‘Do you have any of the following conditions which have lasted, or are expected to last, at least 12
months?’ People could tick all the conditions from a list of conditions that related to them. For this study, the following were considered as physical morbidities: (i) ‘deafness or partial hearing
loss’; (ii) ‘blindness or partial sight loss’; (iii) ‘communication difficulty (a difficulty with speaking or making yourself understood)’;
(iv) ‘a mobility or dexterity difficulty (a condition that substantially limits one or more basic physical activities such as walking,
climbing stairs, lifting or carrying)’; (v) ‘a learning difficulty, an
intellectual difficulty, or a social or behavioural difficulty’; (vi)
‘long-term pain or discomfort’; (vii) ‘shortness of breath or difficulty breathing (such as asthma)’; (viii) ‘frequent periods of confusion or memory loss’. However, responses to this question only
register the presence or absence of morbidity and not the associated severity or effects. To address this limitation, the responses
to a second question on activity limitation were included; this
asked … ‘Are your day-to-day activities limited because of a health
problem or disability which has lasted, or is expected to last, at least
12 months?’ with responses, no; yes-limited a little; yes-limited a
lot. Previous research has demonstrated that this is very closely
related to physical aspects of health and especially to mobility
issues (Wright et al., 2017).
Measures of mental health
Mental health status was also based on the responses to the
Census question that asked if people had experienced ‘an emotional, psychological or mental health condition (such as depression
or schizophrenia)’ which had lasted, or was expected to last at least
12 months. This indicator has been used as a measure of mental
ill-health in a range of previous studies (Tseliou et al., 2016;
Bosqui et al., 2017; Doebler et al., 2017; Maguire et al., 2017;
Wright et al., 2018; Rosato et al., 2019).
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Fig. 1. Flowchart showing the sample selection process. Participants were from the 2011 Census
records.

Covariates
All individual, household and area-level cohort attributes were
drawn from responses to the 2011 Census and selected on the
basis of a known association to mental health or suicide risk.
Thus religious affiliation (categorised as Protestant, Catholic and
none/other) and whether the person was living in a single-person
household were also added to the standard demographic characteristics of age and sex, and marital status (grouped as never married; married or co-habiting; separated, widowed, divorced)
(Spoerri et al., 2010; O’Reilly and Rosato, 2015). Socioeconomic
status was assessed from the Census responses on educational
attainment (no formal qualifications; basic; A-levels; first degree
or higher) and a combination of housing tenure and the capital
value of the property. The capital value of all private houses in
NI had been derived as part of an exercise in 2005 by the central
government to determine the level of local tax payable by each
household (O’Reilly et al., 2012). These data were combined
with housing tenure from the Census to produce an eight-fold
classification of tenure/capital value of property: private renting;
social renting; and, for owner-occupiers, six categories ranging
from less than £ 75 000 to over £ 200 000, with a separate category
for owners with homes as yet unvalued. Housing tenure/value has
been shown to be predictive of future mortality (Connolly et al.,
2010). Two area-level indicators of the character of the area of
residence were included. The first, an indicator of urban/rural
residence was based on an official classification of settlements
(Northern Ireland Statistics and Research Agency [NISRA],
2015) and was re-categorised as urban (comprising settlements
of >75 000 people), intermediate (2500–75 000 people) and
rural (<2500 people). The second, an indicator of area deprivation, was assigned using the Income domain of the NI Index
of Multiple Deprivation which is based on the proportion of individuals on means-tested social security benefits (Devlin et al.,
2018). Areas were defined as 890 homogenous groups of approximately 1900 individuals and were ranked from least deprived to
most deprived, then split into equal quintiles.
Mortality
Information on the month and year of death, as well as the primary cause of death recorded using ICD-10 codes, were extracted

from the linked mortality records supplied by the General
Register Office of Northern Ireland. Deaths were classified as ‘suicide’ and in accordance with established practice, using ICD-10
codes for both intentional self-harm (ICD10: X60–X84, Y87.0)
and deaths of undetermined intent (ICD-10 code: Y10–Y34;
Y87.0; Y87.2).

Analytical strategy
Although multimorbidity is usually defined as the presence of two
or more chronic conditions (WHO, 2016), we were keen to make
use of all the data on physical health and to explore gradients
according to the number of physical morbidities, so, for the
most part the number of physical morbidities was categorised
as 0, 1, 2, 3, 4 or more. Descriptive statistics recorded the demographic and socio-economic characteristics of the population at
baseline along with the proportion of death by suicide. The relationship between physical morbidities, activity limitation and suicide was examined using separate logistic regression models, both
before and after inclusion of chronic mental ill-health with progressive adjustment for other relevant demographic and socioeconomic factors. It has been demonstrated that results from
logistic regression and Cox regression models are similar when
the follow-up period is short and the outcome is rare (Green
and Symons, 1983; Annesi et al., 1989; Ingram and Kleinman,
1989; Callas et al., 1998). Tests for interaction were undertaken
to determine if the relationship between physical health and suicide risk varied according to age. The analysis was stratified by age
to determine whether physical ill-health was predictive of suicide
risk at older ages. STATA software version 15 was used for all data
analyses.

Ethics approval
The resulting linked data were anonymised, held in the ADRCNI
secure data environment within NISRA and made available to the
research team for the purpose of this study. Approval for this
study was obtained from the Office for Research Ethics
Committees Northern Ireland (ORECNI), approval reference
number 16/SC/0241. Informed consent from the subjects was
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Table 1. Socio-demographic characteristics of the Northern Ireland cohort aged
18 + years (N = 1 196 364) and proportion of death by suicide
Study population
(N = 1 196 364)
n (%)

Table 1. (Continued.)
Study population
(N = 1 196 364)
n (%)

Death by suicide
(N = 877)
n (row %)

Death by suicide
(N = 877)
n (row %)

House tenure/value
Multiple physical morbidity
None

854 991 (71.5)

554 (0.06)

1 condition

176 900 (14.8)

134 (0.08)

2 conditions

92 068 (7.7)

97 (0.11)

3 conditions

48 167 (4.0)

56 (0.12)

4+ conditions

24 238 (2.0)

36 (0.15)

Limiting long-term illness
None

892 124 (74.6)

490 (0.05)

A little

129 913 (10.9)

129 (0.10)

A lot

174 327 (14.6)

258 (0.15)

1 107 517 (92.6)

602 (0.05)

Self-reported poor mental health
No
Yes

88 847 (7.4)

275 (0.3)

Female

628 662 (52.6)

225 (0.04)

Male

567 702 (47.5)

652 (0.11)

18–24

138 596 (11.6)

119 (0.09)

25–34

205 415 (17.2)

167 (0.08)

35–44

222 155 (18.6)

197 (0.09)

45–54

224 269 (18.8)

206 (0.09)

55–64

176 641 (14.8)

117 (0.07)

65–74

131 891 (11.0)

51 (0.04)

97 397 (8.1)

20 (0.02)

Never married

328 183 (27.4)

384 (0.12)

Married/cohabiting

678 233 (56.7)

311 (0.05)

Separated/divorced/widowed

189 948 (15.9)

182 (0.10)

Others

989 599 (82.7)

571 (0.06)

Single-person household

206 765 (17.3)

306 (0.15)

Protestant

533 409 (44.6)

326 (0.06)

Catholic

465 061 (38.9)

335 (0.07)

Other

197 894 (16.5)

216 (0.11)

No qualification

345 700 (28.9)

358 (0.10)

Basic education

409 044 (34.2)

337 (0.08)

Gender

Age (at 2011 Census), years

75+
Marital status

Persons in household

Religion

Highest qualification

A–levels

146 479 (12.2)

68 (0.05)

1st degree or higher

295 141 (24.7)

114 (0.04)
(Continued )

£ 200 000 +

160 424 (13.4)

57 (0.04)

£ 150 000–199 999

151 973 (12.7)

73 (0.05)

£ 100 000–149 999

272 801 (22.8)

130 (0.05)

£ 75 000–99 999

182 203 (15.2)

120 (0.07)

<£ 75 000

126 080 (10.5)

105 (0.08)

Private rent

161 191 (13.5)

169 (0.10)

Social rent

141 692 (11.8)

223 (0.16)

Rural

322 067 (26.9)

168 (0.05)

Intermediate

637 013 (53.3)

483 (0.08)

Urban

237 284 (19.8)

226 (0.10)

1(least deprived)

233 484 (19.5)

111 (0.05)

2

253 058 (21.2)

150 (0.06)

3

246 545 (20.6)

144 (0.06)

4

241 478 (20.2)

188 (0.08)

5 (most deprived)

221 799 (18.5)

284 (0.13)

Area of residence

Income deprivation index quintile

not necessary because only anonymised data were released to the
research team.
Results
Table 1 describes the sociodemographic characteristics of the
cohort. Overall, 7.4% reported chronic poor mental health and
13.7% reported two or more physical health conditions (i.e. multimorbidity); 7.7% had two physical conditions, 4.0% had three and
2.0% had more than or equal to four conditions. Overall,
one-in-four (25.4%) reported that their daily activities were limited a little or a lot. The variation of the prevalence of multimorbidity and activity limitation across the sociodemographic strata
of the cohort were as expected (see online Supplementary
Table 1s). The prevalence of both indicators of physical ill-health
increased markedly with age affecting almost half of those aged 75
years and over and was more common amongst those who were
not currently married and those living in single-person households. Strong socioeconomic gradients were evident across all
indicators – educational attainment, housing tenure/value, area
or residence deprivation score. Multimorbidity and activity limitation was present in 42.2% and 75.9%, respectively, of those
with self-reported poor mental health, and in 21.6% and 44.1%
of those who died by suicide. Over the follow-up period, a total
of 51 672 individuals died, of whom 877 were due to suicide.
The distribution of suicide deaths across the sociodemographic
characteristics of the population was similar to that of the physical
health measures with the notable exception of age and sex, with
death due to suicide more common at younger ages and three
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times more frequent amongst men compared to women (225 suicide deaths in women compared to 652 in men [see Table 1]).
Association between multimorbidity and mortality risk
Table 2 (full model results available on request) shows that most
cases of suicide occurred in those with no reported physical health
conditions or limitation of daily activity (554 and 490 cases,
respectively). However, the risk of death from suicide increased directly and in proportion to the number of physical health conditions
reported, and also to the severity of activity limitation even after
adjustment for a wide range of sociodemographic and socioeconomic factors (models 1–3), though the gradients were more
marked for activity limitation. The strongest relationship was
with poor mental health (model 4) and people reporting poor mental health were almost four times as likely as their peers to die by
suicide over the follow-up period (OR = 3.89; 95% CI 3.32–4.56).
Model 5 shows that the association between the number of physical
conditions and elevated suicide risk disappeared entirely with further adjustment for activity limitation, though the relationship
between activity limitation and suicide risk remains relatively
unchanged. The final model (model 6) shows that activity limitation remains a significant risk factor for suicide even after adjustment for poor mental health, with an increase of 57% and 72%
for those whose activities are limited a little and a lot respectively
(OR = 1.57; 95% CI 1.24–1.99 and OR = 1.72; 95% CI 1.35–2.20).
Table 3 shows how the risk of suicide varies according to the
degree of activity limitation stratified by the presence or absence
of chronic poor mental health. Although most people with activity
limitation did not report chronic poor mental health, there is a
close correspondence between the degree of activity limitation
and poor mental health which rises from 2.4% of those with no
activity limitation to 27.3% of those with a lot of activity limitation.
Again it is evident that about half of suicides (50.5%, n = 443/877)
occurred in those with no activity limitation or poor mental health,
though the risk of suicide increased with the degree of activity limitation, even in those without poor mental health (adjusted OR =
1.81; 95% CI 1.42–2.31 for those with a lot of limitation of daily
activities, compared to their peers). However, the risk of suicide
is much higher amongst people reporting poor mental health,
either with or without activity limitation.
Effect of age-group
Finally, further analysis was undertaken to determine if the relationship between physical health and suicide risk varied according
to age. For this analysis, the cohort was divided into three age
groups (18–34 years, 35–59 years, 60 years and over). Tests for
interaction between age and activity were undertaken first in models adjusting for the sociodemographic and socioeconomic factors
described in Table 1, and then with further adjustment for poor
mental health. The number of physical conditions was not
included in these models as the earlier analysis had demonstrated
that this was not independently associated with suicide risk. Both
interactions were significant (Likelihood ratio = 33.4, p < 0.001
and Likelihood ratio = 19.6, p = 0.001 respectively). Figure 2a
summarises the relationship between suicide risk and degree of
activity limitation stratified by age, before adjustment for poor
mental health and full details are shown in the online
Supplementary Table 2s. The effects of activity limitation were
much more pronounced at younger ages, with an almost four-fold
risk of suicide (OR = 3.79; 95% CI 2.77–5.19) for those aged 18–34

5

years reporting a lot of activity limitation compared to their peers
with no activity limitation. This effect reduced to a two-fold risk
(OR = 2.04; 95% CI 1.38–3.02) after adjustment for poor mental
health (Fig. 2b). People aged 60 years and over with a lot of activity
limitation were not at a significantly increased risk of suicide
compared to their peers, either before or after adjustment for
poor mental health (OR = 1.39; 95% CI 0.92–2.11 and OR = 1.07;
95% CI 0.69–1.65, respectively).
Discussion
Main findings
This population-wide study of over 1 million residents of NI
examined the relationship between different aspects of physical
health and suicide, and whether this relationship varied by age.
It found an initial association between the number of physical
health conditions and suicide risk. However, this association disappeared following adjustment for activity limitation suggesting
that it is not the number of conditions but the effect of activity
restriction that matters. There was a dose-response relationship
between activity limitation and suicide risk which remained a significant risk factor even after adjusting for chronic poor mental
health. The association was also evident amongst those who did
not report poor mental health. The effect of activity limitation
on suicide was more pronounced at younger ages (under 60
years). Adjustment for poor mental health attenuated the association between activity limitation and suicide risk in younger
adults. There was no statistically significant elevation of suicide
risk based on activity limitation in older adults (60 years and
over) relative to their peers, either before or after adjustment for
poor mental health.
Comparison with other studies
Our study findings agree in part with earlier studies (Ahmedani
et al., 2017; Wei and Mukamal, 2019; Zhuang et al., 2019)
which demonstrated an association between the number of physical health problems and suicide risk, though we extended this by
considering another dimension of physical health, activity limitation, which was absent in these studies. Our findings that the
number of physical conditions is no longer associated with suicide
risk after adjustment for the effect that they have on activities of
daily living are in agreement with a population-based study conducted in the USA (Kaplan et al., 2007) though the authors did
not consider variation by the degree of activity limitation and
age group. Our finding of an association between activity limitation and suicide risk is in agreement with a study conducted in
China (Cao et al., 2019) though the authors did not consider
the number of physical illness and individuals younger than 60
years. A recent systematic review found evidence of an association
between functional disability and suicidal behaviour (including
death by suicide) in adults aged over 50 years (Lutz and Fiske,
2018), but our study suggests this association is more pronounced
in younger age groups.
Possible mechanisms
There could be several explanations for this relationship between
activity limitation and suicide. Research suggests that individuals
with disability face stigma, discrimination and a range of other
social and economic challenges which compromise their mental
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Variable

Study population
(N = 1 196 364)
n (%)

Suicide
(N = 877) n
(row %)

Model 1 OR
(95% CI)

Model 2 Adj. OR
(95% CI)

Model 3 Adj. OR
(95% CI)

Model 4 Adj. OR
(95% CI)

Model 5 Adj. OR
(95% CI)

Model 6 Adj. OR
(95% CI)

Multiple physical morbidity
None

854 991 (71.5)

554 (0.06)

Reference

Reference

Reference

Reference

1 condition

176 900 (14.8)

134 (0.08)

1.17 (0.97–1.41)

1.19 (0.98–1.45)

–

–

0.74 (0.60–0.92)

0.87 (0.70–1.07)

2 conditions

92 068 (7.7)

97 (0.11)

1.63 (1.31–2.02)

1.66 (1.32–2.09)

–

–

0.76 (0.58–1.00)

0.86 (0.66–1.12)

3 conditions

48 167 (4.0)

56 (0.12)

1.80 (1.36–2.36)

1.80 (1.35–2.40)

–

–

0.79 (0.57–1.09)

0.83 (0.60–1.14)

4 + conditions

24 238 (2.0)

36 (0.15)

2.29 (1.64–3.21)

1.97 (1.38–2.80)

–

–

0.86 (0.59–1.26)

0.76 (0.52–1.11)

Reference

–

Reference

Reference

Limiting long-term illness
None

892 124 (74.6)

490 (0.05)

Reference

–

A little

129 913 (10.9)

129 (0.10)

1.81 (1.49–2.20)

–

2.11 (1.72–2.59)

–

2.43 (1.94–3.05)

1.57 (1.24–1.99)

A lot

174 327 (14.6)

258 (0.15)

2.70 (2.32–3.14)

–

2.64 (2.21–3.14)

–

3.13 (2.50–3.93)

1.72 (1.35–2.20)

Self-reported poor mental health
No
Yes

1 107 517 (92.6)
88 847 (7.4)

602 (0.05)

Reference

–

–

Reference

–

Reference

275 (0.31)

5.71 (4.95–6.59)

–

–

3.89 (3.32–4.56)

–

3.12 (2.58–3.76)

OR, odds ratio; Adj. OR, adjusted odds ratio; CI, confidence interval.
Model 1 – unadjusted model.
Model 2 – multiple physical morbidities adjusted for sociodemographics (age, gender, marital status, single-person household, religion, highest qualification, house tenure/value, area of residence, income deprivation).
Model 3 – Limiting long-term illness (LLTI) adjusted for sociodemographics.
Model 4 – Mental health adjusted for sociodemographics.
Model 5 – adjustment for multiple physical morbidities, LLTI and sociodemographics.
Model 6 – adjustment for multiple physical morbidities, LLTI, mental health and sociodemographics.
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Table 3. Suicide risk according to the degree of activity limitation amongst those with and those without poor mental health
Study population
(N = 1 196 364) n (%)

Suicide (N = 877)
n (row %)

Model 1 OR (95% CI)

Model 2 Adjusted OR
(95% CI)

No limitation

870 691 (72.8)

443 (0.05)

Reference

Reference

No

Limited a little

110 091 (9.2)

62 (0.06)

1.11 (0.85–1.44)

1.42 (1.08–1.88)

No

Limited a lot

126 735 (10.6)

97 (0.08)

1.50 (1.21–1.87)

1.81 (1.42–2.31)

Yes

No limitation

21 433 (1.8)

47 (0.22)

4.32 (3.20–5.83)

3.94 (2.90–5.34)

Yes

Limited a little

19 822 (1.7)

67 (0.34)

6.66 (5.15–8.62)

4.99 (3.81–6.53)

Yes

Limited a lot

47 592 (4.0)

161 (0.34)

6.67 (5.57–7.99)

4.54 (3.70–5.56)

Poor Mental health

Activity limitation

No

OR, odds ratio; CI, confidence interval.
Model 1 – unadjusted model.
Model 2 – adjusted for age, gender, marital status, single-person household, religion, highest qualification, house tenure/value, area of residence, area deprivation.

wellbeing and increase their likelihood of having suicidal thoughts
(Milner et al., 2019). Loss of autonomy, becoming a burden to
carers, despondency arising from the inability to deal with
chronic unremitting pain, and cognitive and functional declines
of dementia have been reported as precipitants of suicide (Choi
et al., 2019). Drawing upon the interpersonal theory of suicide,
heightened feelings of burdensomeness, loneliness and social isolation among individuals with a disability could spiral to depression and trigger suicidal thoughts and attempts (Khazem, 2018).
People with disabling conditions tend to have sleep disturbances
(Kinne et al., 2004; Shandra et al., 2014) and findings from a systematic review revealed that sleep disturbances are independent
risk factors for suicide (Bernert et al., 2015) This, however,
might not be true in all situations – a large-scale study of 169
373 individuals in the USA found an association between physical
health problem (restless leg syndrome) and suicide risk even after
adjusting for the effect of sleep disturbance, depression and other
covariates (Zhuang et al., 2019).
Counter to expectations, there was no indication that activity
limitation or multimorbidity was associated with increased suicide risk at older ages. The reason for this is not clear and
could probably reflect the inability of the health measures here
to detect the rather unique severity of the health conditions
required to trigger such occurrences. It could also be that the coding processes failed to register such deaths. On the other hand, we
showed that activity limitation as a suicide risk factor was more
significant in younger people, and especially in those aged less
than 35 years. The almost four-fold risk (for those with a lot of
limitation of daily activity) was reduced by a factor of two in
the model that further adjusted for poor mental health. We interpret this as indicating that chronic poor mental health is on the
causal pathway to suicide, i.e. most of the younger people with
chronic activity limitation who take their lives do so because of
the associated poor mental health. This suggests that perhaps a
recognition and management of mental health in younger people
with poor physical health may save lives. Another possible explanation for this variation by age group is role expectation. Since
physical ill-health increases with age (Barnett et al., 2012), it is
possible that older adults anticipate age-related physical health
conditions that might limit their activities and as such, might
be better at managing their own role expectations. However, the
inability to carry out daily activities normally expected of a
young person could possibly cause considerable psychological distress. A study conducted among undergraduate students in the
USA (mean age 22.8 years) found that those with disability

reported higher perceived burdensomeness (Khazem et al.,
2015), which is known to be associated with suicidal behaviours.
It is likely that poor mental health may still be important as it
is likely that people with activity limitation may suffer intermittent periods of poor mental health which would not have been
recorded in this study. Taken together, our findings suggest that
suicide prevention should target individuals experiencing activity
limitation irrespective of their mental health status. Health professionals, carers and family members/friends or other support systems need to be aware of and lookout for signs of psychological
distress in general and suicidal behaviours.
Strengths and limitations
This study has several strengths. It is a population-wide study and
does not just target specific subgroups. Physical and mental health
were measured first and the large sample offered sufficient power to
provide robust estimates for suicide rather than intermediate outcomes such as suicide ideation. Data were based on official statistics
and therefore included validated cause of death. Although the linkage of administrative data records ensures data completeness and
minimises losses to follow up, it is possible that some individuals
emigrated during the follow-up period and some deaths by suicide
might have been missed. However, the proportion of international
migration is low and decreasing in Northern Ireland, estimated loss
ranging from 12 500 in 2011 to 10 300 in 2015 (NISRA 2013;
NISRA 2016). Our study population was predominantly white,
consistent with evidence from the last two Censuses (NISRA
2013), which limits the generalisability of the findings to more heterogeneous populations. The measure of physical and mental
health status was based on self-report and thus potentially subject
to variability in perception and reporting, though we do not believe
that this would have biased the association between activity limitation and suicide risk. Self-reported mental health might also have
issues with face validity and predictive validity. On the other
hand, any survey that would facilitate detailed assessment of physical health would lack the power to examine effects on suicide risk.
Available evidence suggests that suicide risk might be related to the
timing of onset and sequence of the physical versus the mental
health condition (Qin et al., 2014; Bolton et al., 2015) but we
were not able to adjust for these variables with the data available
to us. Finally, changes in attributes between baseline and endpoint
is a common problem for cohort studies and not easily overcome.
In terms of health status, we would note that the Census questions
included a requirement for chronicity i.e. that the conditions had
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Fig. 2. (a) Relationship between activity limitation and suicide risk stratified by age, before adjustment for mental health. Data represent odds ratios and 95%
confidence interval from fully adjusted regression models. (b) Relationship between activity limitation and suicide risk stratified by age, after adjustment for mental
health. Data represent odds ratios and 95% confidence interval from fully adjusted regression models.

lasted or were expected to last at least 12 months, so it is anticipated
that there would have been relatively little resolution over 4 years of
follow-up. However, it is more likely that a proportion of the
healthy comparators would have developed ill-health as they have
aged a little. Collectively these changes would have reduced the differences between the ‘healthy’ and ‘less healthy’ groups identified at
baseline suggesting that the effect sizes in the current study are an
underestimate.

Policy implications
Our results suggest that better management of individuals (especially younger adults) with physical health conditions that limit
activities of daily living may help to reduce suicide. Clinicians
should be aware of this increased risk and may wish to screen
such individuals for psychological distress and offer treatment
for any identified mental health conditions. Poor mental health
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(for example depression) in people with a chronic illness is less
frequently detected by clinicians treating physical diseases
(Goldberg, 2010). Thus, detection and management of poor mental health in people with physical disorders would be necessary for
enhancing their quality of life and suicide prevention. It would be
beneficial to educate the patients, their carers or family on suicidal
behaviours and provide useful information about support
resources available in the community. Additional steps toward
improving the health of people with functional limitations
would include increasing access to supportive devices/techniques,
improved access to health care services and reducing barriers to
their participation in the society (Lollar, 2002). Measures to assist
young people with activity limitation to manage their role expectations and possibly reduce feelings of burdensomeness may,
therefore, be valuable in reducing the suicide risk associated
with chronic disease especially in younger people.
Supplementary material. The supplementary material for this article can
be found at https://doi.org/10.1017/S2045796020000529.
Data. The authors received permission to access the data used in this study,
however, they are unable to share the data as they are not the data custodians
Acknowledgements. The help provided by the staff of the Administrative
Data Research Network Northern Ireland (ADRC-NI) and the Northern
Ireland Statistics and Research Agency (NISRA) Research Support Unit is
acknowledged. The ADRC-NI is funded by the Economic and Research
Council (ESRC). The authors alone are responsible for the interpretation of
the data and any views or opinions presented are solely those of the author
and do not necessarily represent those of the ADRC-NI. The Business
Service Organisation and General Register Office data have been supplied
for the sole purpose of this project.
Financial support. This research received no specific grant from any funding agency, commercial or not-for-profit sectors.
Conflict of interest. None.
Ethical standards. The authors assert that all procedures contributing to
this work comply with the ethical standards of the relevant national and institutional committees on human experimentation and with the Helsinki
Declaration of 1975, as revised in 2008.

References
Ahmedani BK, Peterson EL, Hu Y, Rossom RC, Lynch F, Lu CY,
Waitzfelder BE, Owen-Smith AA, Hubley S, Prabhakar D, Williams
LK, Zeld N, Mutter E, Beck A, Tolsma D and Simon GE (2017) Major
physical health conditions and risk of suicide. American Journal of
Preventive Medicine 53, 308–315.
Amiri S and Behnezhad S (2019) Cancer diagnosis and suicide mortality: a
systematic review and meta-analysis. Archives of Suicide Research, 1–
19. doi: 10.1080/13811118.2019.1596182.
Annesi I, Moreau T and Lellouch J (1989) Efficiency of the logistic regression
and Cox proportional hazards models in longitudinal studies. Statistics in
Medicine 8, 1515–1521.
Arsenault-Lapierre G, Kim C and Turecki G (2004) Psychiatric diagnoses in
3275 suicides: a meta-analysis. BMC Psychiatry 4, 37.
Barnett K, Mercer SW, Norbury M, Watt G, Wyke S and Guthrie B (2012)
Epidemiology of multimorbidity and implications for health care, research,
and medical education: a cross-sectional study. Lancet 380, 37–43.
Bell S, Russ TC, Kivimäki M, Stamatakis E and Batty GD (2015)
Dose-response association between psychological distress and risk of completed suicide in the general population. JAMA Psychiatry 72, 1254–1256.
Bernert RA, Kim JS, Iwata NG and Perlis ML (2015) Sleep disturbances as an
evidence-based suicide risk factor. Current Psychiatry Reports 17, 554.

9
Bolton JM, Walld R, Chateau D, Finlayson G and Sareen J (2015) Risk of
suicide and suicide attempts associated with physical disorders: a
population-based, balancing score-matched analysis. Psychological
Medicine 45, 495–504.
Bosqui TJ, Maguire A, Kouvonen A, Wright D, Donnelly M and O’Reilly D
(2017) Ethnic density and risk of mental ill health - The case of religious
sectarianism in Northern Ireland: a population data linkage study. Health
Place 47, 29–35.
Callas PW, Pastides H and Hosmer DW (1998) Empirical comparisons of
proportional hazards, poisson, and logistic regression modeling of occupational cohort data. American Journal of Industrial Medicine 33, 33–47.
Cao R, Jia C, Ma Z, Niu L and Zhou L (2019) Disability in daily living activities, family dysfunction, and late-life suicide in rural China: a case-control
psychological autopsy study. Frontiers in Psychiatry 10, 827.
Cavanagh JT, Carson AJ, Sharpe M and Lawrie SM (2003) Psychological autopsy studies of suicide: a systematic review. Psychological Medicine 33, 395–405.
Choi NG, DiNitto DM, Marti CN and Conwell Y (2019) Physical health problems as a late-life suicide precipitant: examination of coroner/medical
examiner and law enforcement reports. Gerontologist 59, 356–367.
Christiansen E and Stenager E (2012) Risk for attempted suicide in children and
youths after contact with somatic hospitals: a Danish register based nested casecontrol study. Journal of Epidemiology and Community Health 66, 247–253.
Conejero I, Olié E, Courtet P and Calati R (2018) Suicide in older adults: current perspectives. Clinical Interventions in Aging 13, 691–699.
Connolly S, O’ Reilly D and Rosato M (2010) House value as an indicator of
cumulative wealth is strongly related to morbidity and mortality risk in
older people: a census-based cross-sectional and longitudinal study.
International Journal of Epidemiology 39, 383–391.
Devlin A, McKay K and Russell R (2018) Multiple Deprivation in Northern
Ireland. Research and information service research paper, Northern Ireland
Assembly 2018. Available at http://www.niassembly.gov.uk/globalassets/
documents/raise/publications/2017-2022/2018/0118.pdf
Doebler S, Ryan A, Shortall S and Maguire A (2017) Informal care-giving
and mental ill-health - differential relationships by workload, gender, age
and area-remoteness in a UK region. Health & Social Care in the
Community 25, 987–999.
Fortin M, Lapointe L, Hudon C, Vanasse A, Ntetu AL and Maltais D (2004)
Multimorbidity and quality of life in primary care: a systematic review.
Health and Quality of Life Outcomes 2, 51.
Goldberg D (2010) The detection and treatment of depression in the physically ill. World Psychiatry 9, 16–20.
Green MS and Symons MJ (1983) A comparison of the logistic risk function
and the proportional hazards model in prospective epidemiologic studies.
Journal of Chronic Diseases 36, 715–723.
Ingram DD and Kleinman JC (1989) Empirical comparisons of proportional
hazards and logistic regression models. Statistics in Medicine 8, 525–538.
Kaplan MS, McFarland BH, Huguet N and Newsom JT (2007) Physical illness, functional limitations, and suicide risk: a population-based study.
American Journal of Orthopsychiatry 77, 56–60.
Kavalidou K, Smith DJ and O’Connor RC (2017) The role of physical and
mental health multimorbidity in suicidal ideation. Journal of Affective
Disorders 209, 80–85.
Kavalidou K, Smith DJ, Der G and O’Connor RC (2019) The role of physical
and mental multimorbidity in suicidal thoughts and behaviours in a
Scottish population cohort study. BMC Psychiatry 19, 38.
Khazem LR (2018) Physical disability and suicide: recent advancements in
understanding and future directions for consideration. Current Opinion
in Psychology 22, 18–22.
Khazem LR, Jahn DR, Cukrowicz KC and Anestis MD (2015) Physical disability and the interpersonal theory of suicide. Death Studies 39, 641–646.
Kinne S, Patrick DL and Doyle DL (2004) Prevalence of secondary conditions among people with disabilities. American Journal of Public Health
94, 443–445.
Lollar DJ (2002) Public health and disability: emerging opportunities. Public
Health Reports 117, 131–136.
Lutz J and Fiske A (2018) Functional disability and suicidal behavior in
middle-aged and older adults: a systematic critical review. Journal of
Affective Disorders 227, 260–271.

Downloaded from https://www.cambridge.org/core. IP address: 90.249.93.23, on 15 Jul 2020 at 11:37:44, subject to the Cambridge Core terms of use, available at https://www.cambridge.org/core/terms.
https://doi.org/10.1017/S2045796020000529

10
Maguire A, Rosato M and O’Reilly D (2017) Mental health and morbidity of
caregivers and co-residents of individuals with dementia: a quasi-experimental
design. International Journal of Geriatric Psychiatry 32, 1104–1113.
Miller M, Mogun H, Azrael D, Hempstead K and Solomon DH (2008)
Cancer and the risk of suicide in older Americans. Journal of Clinical
Oncology 26, 4720–4724.
Milner A, Bollier AM, Emerson E and Kavanagh A (2019) The relationship
between disability and suicide: prospective evidence from the Ten to Men
cohort. Journal of Public Health, 41, 707-713.
Northern Ireland Statistics and Research Agency (2013) Long-term international migration estimates for Northern Ireland. Available at https://
www.nisra.gov.uk/sites/nisra.gov.uk/files/publications/Mig-Report11-12.pdf
Northern Ireland Statistics and Research Agency (2015) Urban-Rural
Classification 2015. Available at https://www.nisra.gov.uk/support/geography/urban-rural-classification
Northern Ireland Statistics and Research Agency (2016) Long-term international migration Statistics for Northern Ireland. Available at https://
www.nisra.gov.uk/sites/nisra.gov.uk/files/publications/Mig1415-Bulletin.pdf
O’Connor RC and Kirtley OJ (2018) The integrated motivational-volitional
model of suicidal behaviour. Philosophical Transactions of the Royal
Society of London Series B, Biological Sciences 373, 20170268.
Ohrnberger J, Fichera E and Sutton M (2017) The dynamics of physical and
mental health in the older population. Journal of the Economics of Ageing 9,
52–62.
O’Neill S, Ennis E, Corry C and Bunting B (2018) Factors associated with
suicide in four age groups: a population based study. Archives of Suicide
Research 22, 128–138.
O’Reilly D and Rosato M (2015) Does religion still protect against risk of suicide? A longitudinal study of over 1 million people. British Journal of
Psychiatry 206, 466–470.
O’Reilly D, Rosato M, Catney G, Johnston F and Brolly M (2012) Cohort
description: the Northern Ireland Longitudinal Study (NILS). International
Journal of Epidemiology 41, 634–641.
Qin P, Hawton K, Mortensen PB and Webb R (2014) Combined effects of
physical illness and comorbid psychiatric disorder on risk of suicide in a
national population study. British Journal of Psychiatry 204, 430–435.
Rosato M, Tseliou F, Wright DM, Maguire A and O’Reilly D (2019) Are
volunteering and caregiving associated with suicide risk? A census-based
longitudinal study. BMC Psychiatry 19, 296.
Sampaio MS, Vieira WA, Bernardino ÍM, Herval ÁM, Flores-Mir C and
Paranhos LR (2019) Chronic obstructive pulmonary disease as a risk factor
for suicide: a systematic review and meta-analysis. Respiratory Medicine
151, 11–18.

I. N. Onyeka et al.
Scott KM, Hwang I, Chiu WT, Kessler RC, Sampson NA, Angermeyer M,
Beautrais A, Borges G, Bruffaerts R, de Graaf R, Florescu S, Fukao A,
Haro JM, Hu C, Kovess V, Levinson D, Posada-Villa J, Scocco P and
Nock MK (2010) Chronic physical conditions and their association with
first onset of suicidal behavior in the world mental health surveys.
Psychosomatic Medicine 72, 712–719.
Shandra CL, Kruger A and Hale L (2014) Disability and sleep duration: evidence
from the American Time Use Survey. Disability and Health Journal 7, 325–334.
Singhal A, Ross J, Seminog O, Hawton K and Goldacre MJ (2014) Risk of
self-harm and suicide in people with specific psychiatric and physical disorders: comparisons between disorders using English national record linkage. Journal of Royal Society Medicine 107, 194–204.
Spoerri A, Zwahlen M, Bopp M, Gutzwiller F and Egger M (2010) Religion
and assisted and non-assisted suicide in Switzerland: national cohort study.
International Journal of Epidemiology 39, 1486–1494.
Steck N, Junker C and Zwahlen M and Swiss National Cohort (2018)
Increase in assisted suicide in Switzerland: did the socioeconomic predictors
change? Results from the Swiss National Cohort. BMJ Open 8, e020992.
Thompson JM, Zamorski MA, Sweet J, VanTil L, Sareen J, Pietrzak RH,
Hopman WH, MacLean MB and Pedlar D (2014) Roles of physical and
mental health in suicidal ideation in Canadian Armed Forces Regular
Force veterans. Canadian Journal of Public Health 105, e109–e115.
Tseliou F, Maguire A, Donnelly M and O’Reilly D (2016) The influence of
mobility on mental health status in young people: the role of area-level
deprivation. Health Place 42, 96–103.
von Elm E, Altman DG, Egger M, Pocock SJ, Gøtzsche PC, Vandenbroucke
JP and STROBE Initiative (2007) Strengthening the reporting of observational studies in epidemiology (STROBE) statement: guidelines for reporting observational studies. BMJ 335, 806–808.
Wei MY and Mukamal KJ (2019) Multimorbidity and mental health-related
quality of life and risk of completed suicide. Journal of American Geriatrics
Society 67, 511–519.
World Health Organization (2016) Multimorbidity: Technical Series on Safer
Primary Care. Geneva: World Health Organization.
Wright DM, Rosato M and O’Reilly D (2017) Which long-term illnesses do
patients find most limiting? A census-based cross-sectional study of 340,000
people. International Journal of Public Health 62, 939–947.
Wright DM, Newell K, Maguire A and O’Reilly D (2018) Aircraft noise and
self-assessed mental health around a regional urban airport: a population
based record linkage study. Environmental Health 17, 74.
Zhuang S, Na M, Winkelman JW, Ba D, Liu CF, Liu G and Gao X (2019)
Association of restless legs syndrome with risk of suicide and self-harm.
JAMA Network Open 2, e199966.

Downloaded from https://www.cambridge.org/core. IP address: 90.249.93.23, on 15 Jul 2020 at 11:37:44, subject to the Cambridge Core terms of use, available at https://www.cambridge.org/core/terms.
https://doi.org/10.1017/S2045796020000529

