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Abstract 
Purpose – Suicide can be an emotive, and at times, controversial subject. The purpose of this 
paper is to reflect on the social, health, personal, and cultural issues that can arise in later 
life and the potential reasons for suicide. It will analyse already recognised risk factors of 
suicide in older adults and focus on improving knowledge about the social meaning and 
causation of suicide for older people. It will also consider suicide prevention policies, their 
practice implications, and whether they are successful in protecting this potentially 
vulnerable cohort. 
Design/methodology/approach – A synopsis of available literature in the form of a general 
review paper of suicide of older adults. 
Findings – There is evidence that the ageing process often leads to a set of co-morbidities 
and a complex and diverse set of individual challenges. This in turn equates to an increased 
risk of suicide. There is no easy answer to why there is evidence of a growing number of 
older adults deciding that suicide is there only option, and even fewer suggestions on how to 
manage this risk. 
Social implications – The entry of the “baby boom” generation into retirement will lead to 
the potential of an increase in both suicide risk factors and older adults completing suicide. 
This is on the background of a demographic surge which is likely to place additional 
pressures on already under-resourced, and undervalued, statutory and non-statutory 
services. 
Originality/value – A literature search found very little information regarding older adults 
and suicide risk, assessment, treatment or prevention. 
Keywords Suicide, Mental health, Health, Depression, Dementia, Inequality 
Paper type General review 
 
Introduction 
This paper will seek to explore suicide and suicide prevention in an ageing population in the 
UK. It will include a reflection of the social and cultural background and reasons for suicide 
of older adults. The paper will consider these factors from a biopsychosocial and holistic 
perspective, exploring the aetiology of ageing, and its social impact on emotional wellbeing. 
It will also consider the demographic changes in population and the impact on suicide rates 
in the UK. 
 
Background 
The post-Second World War “baby boom” generation has now started to reach retirement 
age, with the “baby boom” generation predicted to boost our ageing population in future 
decades (Bayliss and Sly, 2010). For the first time in history, there are 11 million people aged 
65 or over in the UK and this is projected to increase in the next 25 years to more than 
16.4 million (Age UK, 2014). In 2013, there were 6,708 recorded suicides in the UK and 
Republic of Ireland, with statistical increases in the mid age groups and over 85s 
(Samaritans, 2015). 
 
Despite the fact that suicide and its prevention continues to be a priority area for healthcare 
services in the UK, suicide of older adults remains a neglected subject, receiving little 
interest or research attention (Cattell, 2000; Gavrielatos et al., 2006) The number of suicides 



and the prevalence of suicidal tendencies are rising faster among older men than in any 
other age group (Nugent, 2012). Suicide among men aged over 55 has risen by 12 per cent 
over the past decade, whilst suicides by men aged below 34, have dropped by 30 per cent 
(Office for National Statistics, 2013). Over one thousand men aged 50 plus end their own 
lives every year in England and Wales (Mental Health Foundation, 2014). Men aged 75 and 
over have the highest rate of suicide among older adults, although these figures have been 
decreasing slightly in recent years; it is now predicted to increase (Department of Health, 
2012a). The Office for National Statistics (2012) states that one of the highest increases they 
have seen is in suicide rates amongst women aged 75 plus. Murphy et al. (2012) found that 
the risk of suicide among older adults who self-harmed was three times greater than the 
relative risk of suicide among younger adults. the most common method of self-harm of 
older adults was through self-poisoning (88 per cent), with 1.5 per cent of those self-
harming, dying by suicide within a year. There are multi-faceted and interrelated factors 
associated with why there is an increased risk of a completed suicide in an older person; one 
of which could be robust suicide planning, alongside a strong determination to die (Beeston, 
2006). Older adults are less likely than younger people to talk about suicide, but more likely 
to carry it out (Help the Aged, 2004). 
 
Literature review 
A literature search found very little information regarding older adults and suicide risk, 
assessment, treatment, or prevention. In 2002 the National Suicide Prevention Strategy 
recognised this cohort as a high-risk group (Her Majesty’s Government and Department of 
Health, 2002), evidencing that this is only going to worsen in coming decades. The causes for 
the increase in suicidality of older adults does not appear to be answered at present, but 
many theories exist. Manthorpe and Iliffe (2010) found that although a majority of older 
people who completed suicide had major depression, suicide of older adults is often due to 
a combination of personal factors and physical co-morbidities. Statistical increases also 
would appear to correlate with the current “baby boom generation” (Scogin, 2009). For 
older adults, depression, dementia, poor physical health, poverty, and social isolation, can 
all increase the risk of suicide (Shah, 2013). Alcohol dependency is also common among 
older adults who attempt suicide (Department of Health, 2012a). 
 
Depression 
A mental health need is present in almost 40 per cent of older adults visiting their GP, and a 
staggering 60 per cent of those in care homes (Anderson et al., 2009). Mental health 
difficulties are significantly associated with higher mortality rates (Graham et al., 2011). For 
every one million older adults with depression, only 150,000 receive treatment even though 
its presence increases the risk of suicide (Hawton and Harriss, 2006; Anderson et al., 2009). 
Black and minority ethnic (BME) groups make up a significant number of those with 
depression, and poor treatment outcomes (Shah, 2013). The National Institute for Health 
and Clinical Excellence (NICE) (2004) guidelines on the management of depression in 
primary and secondary care report that primary care is responsible for guiding much of its 
early treatment, but depression is often missed due to co-morbid physical symptoms taking 
precedence. Laidlaw et al. (2008) emphasise the importance of early detection of 
“subsyndromal symptoms” in older adults, as the development of a severe depression is 
likely to lead to very poor outcomes. It is well-known that when depression is treated, 
quality of life also improves, alongside co-morbid physical wellbeing (National Institute for 



Mental Health in England, 2005). This, in turn, leads to a marked reduction in suicidal 
ideation of older adults (Bruce et al., 2004). However, Almeida et al. (2012) argue that this 
assumption is unproven, and too simplified, given the complexity of causes of suicidal 
ideation in this particular population. 
 
Since depression in later life is the major risk factor for suicide, it is often undervalued and 
lacking in attention (Hawton and Harriss, 2006, Age Concern, 2008). This is significant with 
90 per cent of elderly suicide victims reported to have had depression (Shah, 2013). Szanto 
et al. (2001) argue that suicidal ideation is a not a definitive feature of mood disorder, and in 
older adults, its presence is also not clearly linked to the severity of the depression. 
Nonetheless, in most cases of depression, the same risk and protective factors exist (Fiske et 
al., 2009). 
 
Dementia 
Study findings are mixed regarding the role of dementia itself as a risk factor for suicide, 
while there is sample evidence that dementia is a predictor of suicide given the prevalence 
of dementia among older adults, particularly the “oldest” of old. Erlangsen et al. (2008) 
found that people over 70 years old with a diagnosis of dementia were three times more at 
risk of suicide than those without a dementia diagnosis. Purandare et al. (2009), from their 
nine-year study, which considered suicide risk in people diagnosed with dementia, found a 
low prevalence of risk of suicide in the first year of a dementia diagnosis, but a higher risk 
when the patient experienced a loss of ability to complete activities of daily living, while 
retaining some insight. Some studies, however, found no association between those with 
cognitive impairment and suicide (Turvey et al., 2002). Suicide in dementia also raises an 
ethical dilemma in that many people believe suicide is an acceptable course of action for 
those diagnosed (Powell, 2014). Mitchell (2008) argues that talk of accepting suicide 
(including assisted suicide and euthanasia) “as a way out” for people diagnosed with 
dementia, is based on misconceptions and ignorance, and that future discussion should 
focus on the development of advanced decisions. Sontheimer (2008) disagrees, stating that 
any advance decision referring to suicide, including assisted suicide, will only complicate 
matters and medical decision-making; care should only ever be withdrawn when recovery is 
futile. 
 
Poor physical health 
TheWorld Health Organization (1998) describes health as “a state of complete physical, 
mental, and social well-being, and not merely the absence of disease or infirmity”. In most 
countries, including the UK, life expectancy is increasing, with the fastest growing group 
being women, and those aged 85 and older (International Federation of Social Workers, 
2012). An increase in life expectancy however leads to a longer exposure to risk factors to 
physical health over time, and in turn, comorbidity (Spijker and MacInnes, 2013). The 
“oldest” of old are more likely to face complex physical, social, and emotional problems 
often leading to ongoing mental health difficulties (Department of Health, 2014a). The 
World Health Organization (2007) have recognised for some time now that the stress of 
disease and disability can lead to mental health difficulties; likewise, mental health 
difficulties can magnify physical health problems, or slow recovery from disease and 
disability. All of these problems as previously discussed can lead to significant suicidal 
ideation and the risk of suicide. Significant mental and physical health problems also arise 



for the carers, particularly elderly carers meeting complex caregiving needs of frail or 
disabled relatives. This is a particular problem for the growing ageing population as rates of 
life limiting long-term illness increases considerably with age. In 2008, 47 per cent of people 
aged over 75 reported a long-term illness that somehow limited their activities, compared 
to 33 per cent of 65-74-year olds and 22 per cent of 45-64-year olds (Parekh et al., 2010). 
Estimates report that between 40 and 70 per cent of carers have clinical features of 
depression, placing them at risk of coexisting anxiety disorders, substance abuse, and 
suicide (Spector and Tampi, 2005). A pilot study looking at suicide risk in carers of people 
with dementia found 26 per cent of carers had contemplated suicide more than once in the 
year before the study, and almost 30 per cent said they were likely to attempt suicide in the 
future (O’Dwyer et al., 2013). 
 
Poverty 
The risk of mental illness for someone in the poorest fifth of the population is around twice 
the average of the whole population (Parekh et al. 2010). Poverty not only increases the risk 
of mental illness, it in turn increases the risk of suicide. Suicide rates in the most deprived 
areas in England and Wales were more than double those in the least deprived areas 
(Dunnell, 2008). Recent UK governmental protections over pensions, however, have led to 
the proportion of pensioners in low-income households halving over the last decade, with 
only 14 per cent of pensioners considered to be living in poverty (Department for Work and 
Pensions, 2013). This is not reflected in Inner London however, where there is a much 
higher proportion (22 per cent¼190,000) of pensioners in low-income households groups 
(Aldridge et al., 2013). Poverty is difficult to measure in purely material terms and can come 
in many forms, including fuel poverty. Each year, around 20,000 more people aged 65 or 
over, die across all UK regions in winter months compared to other months (Palmer, 2010). 
Fuel poverty is the inability to meet the cost of water, heating, cooking, lights, and the 
running of appliances with people defined as fuel poor if spending in excess of 10 per cent 
of their household income on fuel which is used to achieve a satisfactory standard of 
warmth (Office of the First Minister and Deputy First Minister, 2013). Fuel poverty is an 
increasing issue for older adults across the UK. There are around 1.14 million older adults in 
England (Department of Energy & Climate Change, 2013) and 61.7 per cent of retired 
households in Northern Ireland in 2011 living in fuel poverty, compared to 38.2 per cent in 
2001. The UK government has been making efforts to address this. In 2011Winter Fuel 
Allowance cost 2.7 billion pound helping over 12.3 million older adults (Kennedy, 2013). 
Fuel poverty and living in a cold home have a direct impact on adverse health issues, 
including respiratory problems and depression, alongside wider social impacts, such as 
social isolation (Age UK, 2014). There is very little evidence to prove fuel poverty is directly 
related to risk for suicide. However there is a strong correlation between cold housing and 
poor physical and mental health (Royal College of Nursing, 2012), which are predictors of 
suicide risk. 
 
Social isolation 
Loneliness and social isolation are terms often used interchangeably. While they are related, 
they are nonetheless distinctively different, especially for the individual affected. 
Loneliness is an individual’s personal sense of lacking desired affection, intimacy, and social 
interaction with others. Although loneliness does have a social aspect, it is also subject to an 
individual’s perceived emotional wellbeing and is more dependent on the quality of 



relationships than the quantity (Davidson, 2014). Whereas social isolation refers to a lack of 
contact with family or friends, community involvement, or access to services (Victor, 2012). 
There are many reasons for older adults becoming socially isolated, with some groups more 
likely to face this including the lower socio-economic groups, the widowed, the physically 
impaired, people with a sensory impairment and those with dementia and other mental 
health difficulties. Often these groups are within the very oldest of society (Age UK, 2010). A 
UK survey in 2012 on older age, found women self-reported the highest rates of “perceived 
loneliness” (Victor and Yang, 2012). Social isolation is a well-known and established issue 
amongst older adults, and evidence indicates the detrimental effect that it can have on 
health and wellbeing (Dickens et al., 2011). Becoming a carer also increases the risk of 
loneliness (Cann and Jopling, 2011). It is estimated that among those aged over 65, 12 per 
cent feel isolated, and with an increasing ageing population and continued family 
dispersion; this figure is likely to increase (SCIE, 2012). Those aged 80 and over are 
considerably more likely to report being lonely than any other age groups (Beaumont, 
2013). Social isolation often leads to loneliness, dissatisfaction with life, and concurrent 
depressive episodes, of which suicidal ideation can be a key feature (Swami et al., 
2007). Loneliness is proven to have a direct link to suicide for older adults (Griffin, 2010, 
Mellqvist Fässberg et al., 2012). Age UK (2010) notes that there have been many attempts 
to address this area of need with local and national policy, but very few interventions have 
been evaluated to provide an evidence base of success. 
 
Alcohol 
Contrary to public opinion, just 1 per cent of 16-24 year olds questioned had drunk every 
day in the past week, compared to 13 per cent of those surveyed aged 65 or over (Alcohol 
Concern, 2013). In the past five years there has been a 62 per cent increase in alcohol-
related hospital admissions for the over 65s (McVeigh, 2013). Surprisingly, the number of 
deaths in the UK linked to alcohol, more than doubled between 1992 and 2008, from 4,023 
to 9,031, with the highest death rates found in men aged 55-74 (Royal College of 
Psychiatrists, 2011). According to Wadd et al. (2011, p. 3), “evidence suggests that the UK 
may be on the cusp of an epidemic of alcohol related harm amongst older adults”. Increased 
risk of memory loss, dementia, and depression are among the mental health issues 
experienced by older drinkers (Livingston and Galvani, 2012), all of which are predictors of 
suicide in this population (O’Connell et al., 2004). Alcohol abuse without question increases 
the risk of suicide among older adult populations (Fiske et al., 2009). Waern (2003) found a 
history of alcohol dependence or misuse was observed in 35 per cent of the elderly men 
who died by suicide, and in 18 per cent of the women. This figure appears to be backed by 
the Alcohol Concern Organisation which reports alcohol as being present in one in three 
suicides by older adults (Edwards, 2013). Sadly, older adults with alcohol dependency have 
historically been a marginalised group, whose particular needs have not been well met with 
only three per cent actively involved in treatment (Drugscope, 2014). This is even though 
there is strong evidence that older adults often respond and adhere to treatment better 
than younger people, especially if they are tailored to their needs (Wadd et al., 2011). 
 
Inequality 
A national survey of 1,600 health service managers found they regarded older adults, and 
those with mental health difficulties, as the most neglected groups using services, and those 
which had benefitted least from National Health Service (NHS) reforms (Centre for Policy on 



Ageing (CPA), 2009). Ageist attitudes towards older adults has compounded this inequality, 
driven by stigma and an unhealthy assumption that mental health problems are an 
inevitable part of the ageing process (Mental Health Foundation, 2009). The Healthcare 
Commission (2009) highlighted that older adults were not having access to the same 
services in NHS trusts as younger people when at risk of suicide, in particular out of hours 
services, crisis response, and psychological therapies. In 2007 a survey reported that of all 
the Crisis Response and Home Treatment (CRHT) teams available only 9 per cent supported 
people with dementia (Cooper et al., 2007). Crisis assessment and home treatment options 
for over 65s are an important development in eradicating age discrimination within mental 
health services (Royal College of Psychiatrists, 2009). Pinner et al. (2011) believe that the 
obvious lack of provision of CRHT to older adults is a clear breach of the Equality Act (c.15) 
(2010). In the UK, there is limited treatment and interventions for older adults with mental 
health problems who may be at risk of suicide, particularly psychological therapies 
(Manthorpe and Iliffe, 2011). Conwell and Duberstein (2001) suggest that attitudinal studies 
indicate that it is considered more acceptable for older adults to end their life by suicide 
than their younger counterparts, and this attitude restricts resources being dedicated to the 
suicide prevention of older adults. Older adults are often devalued by society and even 
considered second class citizens, as they are considered non-productive and dependant 
(Beeston, 2006). Fischer et al. (2003) note that primary care providers were almost nine 
times more likely to document information on suicide risk, and three times more likely to 
refer to a mental health specialist for young adult patients than older patients. 
 
Suicide prevention 
There have been some improvements for older adults since the national suicide prevention 
strategy for England was launched, but many interventions are localised and not national, as 
was hoped (National Institute for Mental Health in England (NIMHE), 2007). Targets 
included the promotion of the mental health needs of older adults, providing information 
about social support groups and activities to reduce social isolation, and researching alcohol 
dependency; all of which are recognised triggers to suicide (Her Majesty’s Government and 
Department of Health, 2002). There is of course no one single reason for an act of suicide, 
but a “diversity of difficulties”. Interventions are required in all associated risk factors, if 
prevention is to be successful (Minayo and Cavalcante, 2010). Management of suicide 
should not be determined by age. However by the very fact that older adults statistically 
tend to be more determined to complete an act of suicide there is an urgency to consider 
prevention interventions (Conwell, 2007). Preventing suicide in England: a cross-
government outcomes strategy to save lives (Department of Health, 2012a) suggests that in 
order to bring the number of older adult suicides down specialist assessment, and multi-
disciplinary agency management is required, particularly when addressing stigma and social 
isolation (Department of Health, 2014b). One area of obvious neglect with regards suicide 
prevention and research is BME groups where there are an increasing number of suicides, in 
particular male migrants from the Indian sub-continent and female migrants from Africa and 
China (Shah, 2013). Very little suicide prevention policy or practice can be found across the 
UK, which to older adults, particularly those from BME groups, even though what little 
evidence that does exist, places these groups as high risk. Preventing suicide in England: 
One year on, all first annual reports on the cross-government outcomes strategy to save 
lives (Department of Health, 2014b), Department of Health Social Services and Public Safety 



(2014) for Northern Ireland and Suicide Prevention Strategy 2013-2016 (Scottish 
Government, 2013) either make no mention of older adults or at best a tokenistic sentence. 
Much more is required if suicide prevention policy is going to address this growing and 
vulnerable group. 
 
Conclusion 
This paper provides evidence that the ageing process can often be accompanied by a 
comorbidities which raise support needs. These are not always directly connected with 
being older, as which poverty or isolation. They can however, exacerbate the situation, 
leading to a complex and diverse set of challenges, and in turn an increased risk of suicide. 
There is no easy answer to why there is evidence of a growing number of older adults 
deciding that suicide is there only option, and even fewer suggestions on how to manage 
this risk. But there is one certainty in that the entry of the “baby boom” generation into 
retirement will mean this is an issue that is not going to go away any time soon. 
This demographic surge is likely to place additional pressures on already under resourced 
and undervalued statutory and non-statutory services. For many years now older adults and 
the services that support them have been undervalued. For example, even the strongest 
advocates of Older People’s Mental Health services understand they are the “Cinderella of 
the Cinderella services” (Personal Social Services Research Unit (PSSRU), 2004). This is 
unfortunate as even though it has been evidenced that older adult services are under 
resourced, and under established, they continue to generate good treatment outcomes 
(Beecham et al., 2008). Another area of concern highlighted in this paper is age 
discrimination. Even when it comes to someone taking their life it would appear that policy 
makers consider the needs of younger adults more than those of their older counterparts. 
This is evidenced by the lack of mention of older adults in all of the current UK suicide 
prevention policies. The UK Home Secretary, Theresa May, set out plans for a blanket ban 
on age discrimination in health services in response to fears that changes to the Equality Act 
(c.15) (2010) were being side-lined (Wintour, 2012). These announced: “Ministers will 
promise that all people, regardless of age, will receive personal, fair and diverse services, 
based on their individual needs and not their age” (Wintour, 2012), guided by the 
Department of Health (2012b) document implementing the ban. This laid down 
expectations that services were to be targeted at those in need, regardless of age, and 
stated, “assessment should not be guided by chronological age unless chronological age is 
“genuinely relevant” to the decision and is objectively reasonable and proportionate” 
(Department of Health, 2012b; Age UK, 2012). The inertia to change and the failure for 
policy and commissioning to respect the needs of older adults can only be considered as 
discrimination (Anderson et al., 2009; Pinner et al., 2011). 
 
This paper indicates a lack of research to explore the psychological, social and biological 
aspects of ageing, and their relationship to recent increasing rates of suicide of older adults. 
Commissioning studies could positively impact on older adult suicide statistics and further 
develop suicide prevention services within the UK. Future studies could perhaps include 
research through social enquiry, such as interviews and case studies to closely could explore 
the lived experience of this cohort and consider why suicide is on the increase. 
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