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Recent research has highlighted high levels of ‘excess’ mortality (defined as higher mortality after
adjustment for differences in deprivation) in Glasgow compared to other UK post-industrial cities
such as Liverpool and Manchester. The excess has been observed for many different causes of
death, but is particularly high for suicide. It has been suggested that a range of multiple, inter-
linked, factors are likely to be responsible for the overall excess: these include important, and
damaging, historical processes and decisions impacting on the Scottish city — but that these have
impacted alongside likely protective factors in operation in the English comparator cities which have
placed Glasgow at a further relative disadvantage'. In Liverpool’s case, and with particular reference
to suicide, some authors have suggested that such protective factors (which would exacerbate
Glasgow’s relative disadvantage) might partly relate to differences in religion’: we sought to explore
this suggestion further through analysis of recently available data.

The important social and economic influences on suicide prevalence are well understood®. Rates of
completed suicide are, for example, much higher among socio-economically deprived populations®.
However, there are known protective factors, and alongside, for example, employment, social
support and family connectedness, the role of religion has also been highlighted®. In part this relates
to the benefits of religious participation for health outcomes generally’, but there is also
international evidence of lower suicide rates among those of Roman Catholic faith compared to
Protestants® (something of course also shown historically by Durkheim’). One detailed study by
Dorling and Gunnell> modelled the impact of particular social and economic factors (described as
indicators of ‘social isolation’) on suicide rates in Britain in the last two decades of the 20" Century.
The authors found that in the vast majority of places (British parliamentary constituencies) levels of
suicide could be predicted by these ecological variables. However, there was a small number of
areas which had significantly lower than expected rates, and areas which had higher than expected
rates. The latter included deprived constituencies in Glasgow in Scotland, while the former included
areas in and around Liverpool in North West England (both observations clearly reflecting the
evidence of excess mortality in Glasgow compared to Liverpool’). Dorling and Gunnell speculated —
in reference to Durkheim’s work — that the lower rates of suicide in Liverpool may be influenced by
the high numbers of ‘practising or believing’ Catholics residents. However, this could not be verified:
in the recent English censuses the question on religion does not distinguish between different
Christian religions.

However, using data from a recent population survey of Glasgow, Liverpool and Manchester, we
were able to further examine Dorling’s and Gunnell’s hypothesis (and thereby explore the potential
relevance of this to the issue of excess mortality in Glasgow). The details of the survey have been
published elsewhere®, and it has been shown to be broadly representative of the adult populations
of the cities. It included the same religious affiliation question that was used in the 2011 Scottish
census — which does distinguish between different Christian religions. Analyses of these data show
that the percentage of the Liverpool sample describing themselves as Roman Catholic was indeed
much higher than in Glasgow (and Manchester): 29% compared to 18% (and 12%). This higher figure
was seen in comparison of all adult age groups, and when stratified by gender (24% vs. 17% (and
12%) of males, 34% vs. 18% (and 11%) of females). This was also the case in analysis by
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neighbourhood deprivation level. Importantly, however, given the socio-economic influences on
suicide highlighted above, the greatest differences were observed in comparison of the most
deprived neighbourhoods of the two cities. This is shown in Figure 1.

[Figure 1 about here]

To a degree, therefore, these data would appear to support the suggestion that Liverpool’s lower
suicide rates compared to Glasgow’s may be influenced by protective effects related to aspects of
religious belief. Clearly, however, we must be very cautious in our interpretation of these analyses: a
number of important limitations apply. First, the data are cross-sectional and are not linked to
individual mortality records: there is therefore no evidence of causality. Second, the religion
qguestion employed in the survey asks about religious affiliation (‘what religion, religious
denomination or body do you belong to?’), rather than explicit religious belief, or participation in
religion. This has been highlighted as problematic by a number of authors’. Indeed, analysis of a
similar census question on religious affiliation included in the Northern Ireland census showed no
significant association with mortality from suicide®. The survey also only provides data for three UK
cities, and thus cannot be used to explore this issue in relation to comparisons of Liverpool with
other UK areas which have higher suicide mortality rates (although it should be noted — in relation to
these specific comparisons — that rates have been lower in Liverpool than in Manchester for many
years'').All that said, however, the data included within this paper suggests that it is at least possible
that aspects of religion may form part of a protective effect for Liverpool (alongside other,
associated, characteristics of the population) which is relevant to achieving an understanding of the
complex, multi-layered, reasons for excess levels of mortality in Glasgow relative to otherwise
similar UK cities. As such, therefore, it warrants further research.
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