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Abstract

Background Suicidality is one of the leading causes of mortality worldwide. Mental disorders are major predictors
of suicidality. Individuals with severe symptoms of mental disorders face marked distress, significant restrictions in
functioning across several life domains, and a higher risk of suicidality. The risk of suicidality is even higher among
people with mental illness following discharge from hospital due to challenges of adjusting to life with a mental
illness in the community, taking psychotropic medications which are life long, and acceptance of the diagnosis.
Information on suicidality and associated factors among people with mental disorders especially in Uganda is sparse.
This study aimed to determine the prevalence of suicidality and factors associated among people with mental illness
attending an outpatient clinic at a tertiary hospital in Uganda.

Methods A cross sectional quantitative study design was adapted for this study. We used consecutive sampling
to enroll 400 participants as determined by the Kish and Leslie formula. Recent suicidality (both ideation and
attempts) was evaluated using the Columbia-Suicide Severity Rating Scale (C-SSRS). All the factors significant at
bivariate analysis were entered into a multivariable regression model to determine the factors that were statistically
significantly associated with suicidality. A p-value of <0.05 was considered statistically significant.

Results The study found that 8.50% of participants reported suicidal ideation out of whom 3.25% attempted suicide.
Females exhibited higher prevalence of ideation (10.26%) and attempts (3.59%) compared to males. Rural residents
had higher rates of ideation, while urban residents had more suicide attempts. The factors that remained statistically
significantly associated with suicidality included being female (AOR=2.50, 95% Cl 1.07-5.82; p=0.03), being separated
or widowed (AOR=0.88, 95% Cl 0.02-0.04; p=0.003)), having a family history of suicide (AOR=0.35, 95% Cl 0.15-0.79;
p=0.01) and being on two or more medications (AOR=0.22, 95% C| 0.08-0.62; p=0.004).Family social support
(AOR=0.87,95% Cl1 0.78-0.97; p=0.02) and Resilience (subscale of the internalized stigma of mental disorders)
(AOR=1.54,95% Cl 1.18-2.00; p=0.001) also remained statistically significantly associated with suicidality.
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Clinical trial number Not applicable for this study.

Conclusions The prevalence of suicidality is high among people with mental disorders accessing care as outpatients
and it is associated with the female gender, being widowed or divorced, family history of suicide and resilience to
stignma of mental illness. Routine screening and management of suicidality especially among females, those with
positive family history of suicide and the widowed or divorced, taking into account stigma of mental disorders should
be very crucial elements of the health care system targeting those accessing outpatient care.
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Introduction
Suicidality is one of the leading causes of mortality
worldwide with nearly 1 million suicide deaths every
year [1]. The highest suicide burden lies in low and mid-
dle-income countries, where studies on suicidality and
mental disorders are sparse [2]. As a cause for greater
concern, the prevalence of mental disorders in Sub-
Saharan Africa (SSA), where Uganda lies is predicted to
increase by 130% between 2010 and 2050 [3]. This not-
withstanding, the prevalence of any mental disorder in
Uganda currently has been estimated at 2.9% among chil-
dren and 24.2% among adults while suicide is estimated
at 4.6 per 100,000 people [4—6] Suicidality is a complex
phenomenon that exists on a spectrum, ranging from
passive suicidal thoughts and active suicidal ideation to
planning, suicide attempts, and completed suicide [7].
Each stage of this spectrum represents different lev-
els of risk and requires tailored clinical interventions.
For example, individuals experiencing suicidal ideation
may primarily benefit from counseling and psychologi-
cal support, whereas those who have attempted suicide
often need more intensive medical and psychiatric care,
including crisis intervention and safety planning [8].
Mental disorders are major predictors of suicidality
with suicide risk being ten times higher in those with
mental disorders compared to the general population
[9]. Schizophrenia, mood disorders and substance use
disorders pose the biggest risk [10—12]. Individuals with
depression often experience intense sadness, loss of inter-
est in activities they once enjoyed, and feelings of worth-
lessness or guilt. These symptoms lead to a distorted view
of life, where the person feels that death is the only way
to escape their pain [13]. People with bipolar disorder
experience extreme mood swings and impulsivity which
contribute to increased risk-taking behavior, including
suicide attempts [14]. Individuals with schizophrenia on
the other hand experience delusions (false beliefs) and
hallucinations (Perception in absence of sensory stimu-
lus). These experiences lead to feelings of isolation, fear
and confusion, becoming overwhelmed with their symp-
toms and resorting to suicidal behavior [15]. Substance
use disorders often co-occur with mental health condi-
tions and can exacerbate the symptoms of the mental
illness, impair judgment, increase impulsivity, and lower

inhibitions, making someone more likely to act on sui-
cidal thoughts [16].

The risk of suicidality is even higher among people
with mental illness following discharge from hospital
due to challenges of adjusting to life with a mental ill-
ness in the community, taking psychotropic medications
which are life long, acceptance of the diagnosis and life
with a chronic stigmatized disease [17, 18]. Mental ill-
ness stigma in the community is often associated with
unwillingness to open up and receive help hence major-
ity of people with mental illness and suicidality not being
assessed and managed appropriately in spite of making
an attempt to visit health facilities [19, 20]. Other factors
associated with a high risk of suicidality among people
with mental illness include being divorced or separated,
being unemployed, chronic disorders like HIV and poor
social support [21, 22]. In their attempt to cope with
mental illness related challenges people with mental ill-
ness engage in unhealthy behavior such as use of illicit
substances [23], which may impair judgment, weaken
impulse control, and further increase the risk of suicid-
ality [24]. Patients with mental illness who cope through
religion on the other hand often have a wide social sup-
port network and a lower risk of suicidality [25, 26].

The recent increase in economic hardships worldwide
following the emergence of the COVID-19 pandemic has
led to a general rise in suicidality, especially in low and
middle-income countries (LMICs), Uganda inclusive [27,
28]. The National mental health sector in Uganda is also
faced with challenges of inadequate supplies of medi-
cation and staffing [29]. In addition, in the early 2000s,
research revealed that medications used in the manage-
ment of suicidality, like the SSRIs might increase the risk
of suicidal thoughts and behavior in children, adoles-
cents, and young adults, particularly during the first few
weeks of treatment [30]. These challenges pose a big hur-
dle in the fight against suicidality.

In spite of the above challenges though, information
on suicidality and associated factors among people with
mental disorders especially in Uganda is sparse [6]. This
study aimed to bridge this gap by determining the preva-
lence of suicidality and factors associated among people
with mental illness attending an outpatient clinic at a ter-
tiary hospital in Uganda.
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Methods

Study design and setting

A cross sectional quantitative study design was adapted
for this study at Mbarara regional referral hospital
(MRRH) in Mbarara city, southwestern Uganda [31]. The
hospital has a bed capacity of 600 and serves Mbarara
city that houses approximately 113,164 households and
a total population of approximately 474,144 [32]. MRRH
is the main public hospital in Mbarara, therefore also
serves as a referral center for all districts in southwest-
ern Uganda and the neighboring countries of Burundi,
Democratic Republic of Congo, Tanzania and Rwanda
[33]. Majority of the people who access mental health
care in this hospital live in rural areas outside the city
with documented challenges of water and food insecurity
[34, 35]. The psychiatry department offers both inpatient
and outpatient services where services offered include
assessment, diagnosis and management. In addition
to pharmacological management patients also receive
psychological management. The mental health team at
MRRH Psychiatry unit consists of psychiatrists, psychi-
atric clinical officers, senior house officers, psychiatric
nurses, and psychologists.

Target and study population

The target population was people with mental disor-
ders in southwestern Uganda. The study population was
adults with mental disorders who were stable and were
attending the outpatient clinic at MRRH during the study
period (April and June 2023), and were able to give writ-
ten informed consent. Diagnoses were made by qualified
mental health professionals (psychiatrists and psychiatric
clinical officers) based on the DSM-5 criteria as standard
practice at the outpatient clinic. The outpatient mental
health clinic serves a diverse group of patients with vary-
ing psychiatric diagnoses that commonly include mood
disorders, schizophrenia spectrum disorders, organic
related and substance use disorders. Less frequently
encountered are anxiety and somatic symptom disorders.

Sampling and sample size determination

The sample size was obtained using the Kish & Leslie
formula (N=p (1-p) Z?/d?), where N =sample size, Z=z
value from standard normal curve corresponding to
95% confidence interval i.e. 1.96, P =expected frequency
of suicidality 50% (because no recent study concerning
suicidal behavior has been conducted among patients
with mental illness), and d=margin of error=5%. This
resulted in a sample of 400 participants after adjusting for
10% non-response rate. We used consecutive sampling to
enroll the participants until the predetermined sample
size was reached.
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Enrolment procedure

Research assistants enrolled participants who came as
outpatients as long as they fulfilled the inclusion crite-
ria. The potential participants were approached by the
research assistants after their regular clinic review and
medication refills by the attending clinicians. They were
given information about the study including the benefits
of participation and risks of participation if any. Those
who agreed to participate in the study were asked to pro-
vide written informed consent before they were enrolled
in the study. The study included all participants with
diagnosed mental disorders aged 18 years and above,
attending the outpatient clinic, who had been diagnosed
with a mental disorder for at least six months. Poten-
tial participants who were unable to either give written
informed consent or understand the contents of the con-
sent document due to an intellectual disability or a cogni-
tive disability were excluded from the study. Participants
were given a number code to protect their confidentiality.

Study variables

Suicidality (ideations and or attempt) was assessed as
the main outcome variable. The independent variables
included demographic characteristics, diagnosis as made
by the clinician in the treatment chart (schizophrenia,
bipolar affective disorder, depression, substance use dis-
order, somatic symptom disorders and anxiety-related
disorders), Drug abuse, social support, stigma of men-
tal disorders, duration with mental disorders diagnosis,
family history of mental disorders (First-degree relatives
(parents, siblings, or children) with a history of men-
tal disorders or suicidal behavior) and religiosity. We
included substance abuse separate from the diagnosis of
substance use disorder due to its dual role as both a pri-
mary diagnosis and comorbidity. This allowed us to cap-
ture problematic substance use among participants who
may not have substance use as their primary diagnosis.

Socio demographics and other factors

Socio-demographic information included age, sex, mari-
tal status and places of residence, level of education,
employment status, number of children, and family his-
tory of mental disorders. Other information collected
included participant’s chronic physical conditions, dura-
tion of mental disorders diagnosis, number of medi-
cations one was taking, and family history of suicidal
behavior.

Study tools

Tools used in the current study included; The Colum-
bia suicide severity rating scale (C-SSRS), Internalized
stigma for mental illness (ISMI), Duke University Reli-
gion Index (DUREL) and The drug abuse screening tool
(DAST). The C-SSRS, ISMI, DUREL, and DAST have
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all been previously used in sub-Saharan African popula-
tions. While local validation in Uganda is limited, these
tools have demonstrated good internal consistency and
feasibility in similar contexts. Translation into Run-
yankole and Luganda was done through a forward-back-
ward method by bilingual experts. Tools were pretested
among a small sample (n=10) to assess comprehension,
which led to minor wording adjustments.

Columbia-Suicide Severity Rating Scale (C-SSRS)

The Columbia-suicide severity rating scale (C-SSRS) was
used to assess for suicidality. The C-SSRS was originally
developed by researchers at Columbia University, the
University of Pennsylvania and the University of Pitts-
burgh and has provision for assessing both recent and
lifetime suicidality [36]. The C-SSRS has been widely
validated in different subpopulations, and has been used
in multiple trials [37] such as military veterans with con-
comitant posttraumatic stress disorder [38] and outpa-
tients in a psychiatry clinic [39]. The C-SSRS has been
translated into more than 30 languages and the various
versions are available for use [40]. For the current study,
those who endorsed none of the items of the C-SSRS
were given a score of 0 and were classified as “no suicid-
ality”. All those categories with a positive response “yes”
were classified as having “suicidality” and this was further
categorized into “ideation” and “attempts” Those with
both ideation and attempts were considered under the
“attempts” category [41]. We assessed recent suicidality
in our study participants since these are more closely tied
to the individual’s current circumstances.

Internalized stigma of mental disorders scale (ISMI)

The stigma of mental disorders was assessed using the
internalized stigma of mental disorders scale (ISMI).
The ISMI is a 29-item self-report survey that gauges an
individual’s experience with stigmatizing mental disor-
ders throughout their lifetime [42, 43]. Each item is rated
on a four-point Likert-type scale (0 = strongly disagree;
1 = disagree; 2 = agree; and 3 = strongly agree). Higher
overall scores are a sign of more internalized stigma.
There are five subscales that make up the internalized
stigma of mental disorders scale, alienation (feelings of
being a devaluated member of the community), stereo-
type endorsement (agreement with negative ideas about
people with mental disorders), discrimination experi-
ence, social withdrawal, and stigma resistance. A sample
of Veterans Affairs (VA) psychiatric outpatients showed
strong internal consistency (= 0.90) and test-retest reli-
ability (r = 0.92) in prior study [42]. The scale has been
translated into a number of languages and has high inter-
nal consistency and validity [44].
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Duke university religion index

Religiosity was assessed using the Duke University Reli-
gion Index (DUREL) which evaluates three main reli-
gious components that were determined at a consensus
meeting hosted by the National Institute on Aging [45].
The three dimensions are organizational religious activ-
ity (ORA), non-organizational religious activity (NORA),
and intrinsic religiosity (IR or subjective religiosity). The
ORA domain is measured by one item and defined as the
frequency with which one attends formal religious ser-
vices. The NORA domain is measured by one item and
defined in the amount of time spent in private religious
activities such as prayer or meditation. The IR domain
is measured by three items and conceptualized as the
degree to which one integrates their religion into their
lives. Responses to the items of the organizational and
non-organizational subscales are rated on a 6-point fre-
quency scale on which 1: never, 2: once a year or less, 3: a
few times a year, 4: a few times a month, 5: once a week,
and 6: several times a week. Responses on the items of
the intrinsic subscale are rated on a 5-point frequency
scale anchored by 1: definitely not true and 5: definitely
true. The first question of the IR domain reads; “In my
life.....” signifying that the tool assesses lifetime religios-
ity. The mean rating on the three check items was calcu-
lated to derive a total intrinsic score.

Drug abuse screening test

Drug use was assessed using the Drug Abuse Screening
Test (DAST) which was created and tested by Dr. Har-
vey A. Skinner at the Addiction Research Foundation in
Toronto, Canada [46]. It was created as a quick tool for
clinical screening and therapy evaluation studies. The 28
self-report items draw on a variety of effects, which are
added up to create a final DAST score to produce a quan-
titative assessment of issues associated to drug abuse.
The tool assesses drug use including cannabis (marijuana,
hashish), solvents (e.g., paint thinner), tranquilizers (e.g.,
Valium), barbiturates, cocaine, stimulants (e.g., speed),
hallucinogens (e.g., LSD) or narcotics (e.g., heroin) in the
past 12 months. The DAST yields yes/no responses, each
worth one point, for a total score ranging from 0 to 10.
Participants receive 1 point for every “yes” answer with
the exception of question #3, for which a “no” answer
receives 1 point. An overall score of 0 designates “no drug
abuse” while a score of one and above points to “prob-
lematic drug use”.

Data analysis

Data were entered and cleaned in Microsoft excel before
being imported into Stata version 16 for analysis. The
Gaussian assumption was used to assess for normality
of variables like age based on the Shapiro-Wilks test and
histograms. Descriptive statistics including percentages,
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frequencies, means, and standard deviations were used
to summarize the data. The proportion of people with
suicidality was compared with the total number of par-
ticipants and presented in form of frequency tables and
percentages. To obtain the prevalence of suicidality and
to evaluate the factors associated with suicidality (suicidal
ideation and suicide attempts) we run logistic regression
models. All significant factors at bivariate analysis were
tested for collinearity based on variance inflation factor
(VIF) < 2. The Kruskal Wallis test was used to assess for
differences between variables that were not normally dis-
tributed like religiosity and social support. All the factors
at bivariate analysis, irrespective of statistical significance
were entered into a multivariable regression model to
determine the factors that were statistically significantly
associated with suicidality. A p-value of <0.05 was con-
sidered statistically significant.

Results

Socio-demographic characteristics and clinical
characteristics of the participants

We recruited 400 participants with a median age of
37(SD+13.11) and an age range of 29 to 47 years; More
than half of the participants (51.3%) were male; Most of
them (67%) hailed from a rural setting, and less than half
of the participants (42.5%) were married. Bipolar disor-
der was the most common diagnosis among our partici-
pants, more than one third (38.25%) of the participants
bearing this diagnosis.

Prevalence of suicidality

The study found that 8.50% of participants reported
suicidal ideation out of whom 3.25% attempted suicide.
Females exhibited higher prevalence of ideation (10.26%)
and attempts (3.59%) compared to males. Rural residents
had higher rates of ideation, while urban residents had
more suicide attempts (Table 1).

Factors associated with suicidality

The factors that remained statistically significantly asso-
ciated with suicidality included being female (AOR =2.50,
95% CI 1.07-5.82; p=0.03), being separated or wid-
owed (AOR=0.88, 95% CI 0.02-0.04; p =0.003)), having
a family history of suicide (AOR=0.35, 95% CI 0.15—
0.79; p=0.01) and being on two or more medications
(AOR=0.22, 95% CI 0.08-0.62; p=0.004).Family social
support (AOR=0.87, 95% CI 0.78-0.97; p=0.02) and
Resilience (subscale of the internalized stigma of mental
disorders) (AOR=1.54, 95% CI 1.18-2.00; p=0.001) also
remained statistically significantly associated with suicid-
ality (Table 2).
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Discussion
In this study, we aimed to determine the prevalence of
suicidality and associated factors among people with
mental illness attending an outpatient clinic at a tertiary
hospital in southwestern Uganda. We found a prevalence
of suicidality of 8.5% and suicidal attempt of 3.3%. The
factors that were statistically significantly associated with
suicidality included female gender, having a family his-
tory of suicide, being widowed or divorced, internalized
stigma of mental illness (resilience), family social support
and taking two or more different types of medications.
The prevalence of suicidality of 8.5% among the study
participants in our study is quite high and requires spe-
cific interventions in this vulnerable population. It is
higher than the 6.1% that was documented by Abaatyo
et al. [2] at the same study site through a chart review
[2],While Abaatyo et al. focused on inpatients though,
the current study focused on outpatients. According to
previous research the risk of suicidality is higher after
patients are discharged from the hospital [47]. This is
possibly due to challenges of adjusting to life with a men-
tal illness in the community and the stigma associated
with mental illness [48]. In addition, suicidality carries
enormous stigma in our setting [49, 50], and is consid-
ered a bad omen for the family hence many people liv-
ing with mental illness are hesitant to disclose [51].
Furthermore, in Uganda, it is not standard practice for
healthcare professionals in healthcare facilities, to con-
duct screening and evaluate for suicidality [33]. How-
ever, the prevalence of suicidality in the current study
was lower than the 28.6% (21.8% ideation and 16.1%
attempt) reported by a study in Ethiopia in a similar study
population [52]. This could possibly be explained by our
inclusion of people with mental disorders who had been
diagnosed for at least six months. The Ethiopian study
however included those who were attending the clinic
for the first time. Recent diagnosis of mental illness is
associated with increased suicidality [11]. In this period,
individuals often experience the emotional weight of the
diagnosis, the functional and social consequences of ill-
ness before treatment can take full effect [53]. Similarly,
the prevalence in this study is much lower than 80%
reported in Finland among patients with bipolar affec-
tive disorder [54]. Patients with bipolar disorders tend to
have higher rate of suicidality compared to patients with
other mental disorders [55]. This elevated suicidality in
this group could be attributed to the recurrent and severe
nature of mood episodes, particularly depressive and
mixed states, which combine intense hopelessness with
increased energy and impulsivity, creating a dangerous
context for acting on suicidal thoughts. The illness often
has an early onset and chronic course, fostering feelings
of inevitability and despair, and is frequently complicated
by comorbid conditions such as substance use disorders
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Table 1 Sociodemographic and clinical characteristics of the participants stratified by suicidality

Variables N=400 (%) Ideation (%) Attempts (%) No suicidality (%) X2(P-value)
Age (median, IQR) 37 (29-47) 33 (26,34) 34 (31,43) 37(29,47)
Gender
Female 195 (48.75) 20 (58.82) 7(53.85) 168 (47.59) 1.71(0.426)
Male 205 (51.25) 14 (41.18) 6 (46.15) 185 (5241)
Marital status
Separated/widowed 91 (22.75) 6 (17.65) 1(7.69) 84 (23.80) 4.38(0.357)
Married/cohabiting 170 (42.50) 12 (35.29) 7(53.85) 151 (42.78)
Never married 139 (34.75) 16 (47.06) 5(38.46) 118(3343)
Residence
Rural 268 (67.00) 20 (58.82) 9(69.23) 239 (67.71) 1.14 (0.566)
Urban 132 (33.00) 14 (41.18) 4(30.77) 114 (32.29)
Level of education
Primary/none 143 (35.75) 13 (38.24) 7 (53.85) 123 (34.84) 5.83(0.212)
Secondary 159 (39.75) 9(26.47) 3(23.08) 147 (41.64)
Tertiary 98 (24.50) 12 (35.29) 3(23.08) 83(23.51)
Number of children
None 121 (30.25) 14 (41.18) 3(23.08) 104 (29.46) 475(0.313)
One to three 133(33.25) 13 (38.24) 4(30.77) 116 (32.86)
More than 3 146 (36.50) 7(20.59) 6 (46.15) 133 (37.68)
Duration since mental disorders diagnosis
Less than a year 128 (32.00) 10 (2941) 5(38.46) 113(32.01) 1.14 (0.980)
1-5 years 107 (26.75) 11(32.35) 3(23.08) 93 (26.35)
6-10 years 52 (13.00) 4(11.76) 1(7.69) 47 (13.31)
> 10 years 113 (28.25) 9(26.47) 4(30.77) 100 (28.33)
Diagnosis
Bipolar Affective disorder 153 (38.25) 13 (38.24) 5(38.46) 135(38.24) 5.90(0.823)
Depression 61 (15.25) 6(17.65) 2(15.38) 53(15.01)
Schizophrenia 56 (14.00) 5014.71) 0(0.00) 51(14.45)
Organic mental disorders 31(7.75) 2 (5.88) 1(7.69) 28 (7.93)
Substance use disorder 81 (20.25) 7 (20.59) 3(23.08) 71(20.11)
Others (Anxiety, somatic symptom disorders) 18 (4.50) 1(294) 2(15.38) 15 (4.25)
Number of medications
One 38(9.50) 7(20.59) 3(23.08) 28(7.93) 8.66 (0.013)
Two or more 362 (90.50) 27(79.41) 10 (76.92) 325(92.07)
Family history of suicide
Yes 109 (27.25) 14 (41.18) 5(38.46) 90 (25.50) 4670 (0.095)
No 291 (72.75) 20 (58.82) 8(61.54) 263 (74.50)
Chronic physical disorders
Yes 95 (23.75) 6(17.65) 5(38.46) 84 (23.80) 2.25(0.324)
No 305 (76.25) 28 (82.35) 8 (61.54) 269 (76.20)
Substance abuse
No 45(11.25) 3(8.82) 1(7.69) 41 (11.61) 041(0.814)
Yes 355(88.75) 31(91.18) 12(92.31) 312(88.39)
Religiosity (Median) Median (IQR)
Organizational religious activity 5 (5.85) 4(3,5) 4(4,5) 5(4,5)
Non-organizational religious activity 4(0.95) 4(3,5) 3(1,5) 4(2,5)
Intrinsic religiosity 12 (1043) 9.5(8,13) 11(9,12) 12 (9,13)
Social support (Median, IQR) Median (IQR)
Significant other 24 (1.86) 22(17,24) 23 (19, 24) 2420, 24)
Family support 24 (8.36) 21(13,24) 23 (23,24) 24 (20, 24)
Friend support 13 (5.98) 15(12,19) 15(12,20) 18 (14, 20)

Stigma of mental disorders
Alienation 14.95 (2.92) 15.54 (3.53) 17.06 (3.2) 14.73 (2.79)
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Table 1 (continued)
Variables N=400 (%) Ideation (%) Attempts (%) No suicidality (%) X2(P-value)
Stereotype endorsement 15.72 (2.35) 16.69 (3.38) 16.18 (2.6) 15.64 (2.27)
Discrimination 11.91 (2.26) 12.62(3.12) 12.62(2.5) 11.82(2.19)
Social withdraw 13.76 (2.61) 14.38(3.48) 15.18(3.2) 13.59(2.46)
Resilience 11.79(1.73) 13.31(2.95) 12.71(1.7) 11.65 (1.62)
Recent suicidality 34 (8.50) 34 (8.50) 13(3.25) 353(88.25)

“Others” diagnostic category includes less common disorders such as anxiety and somatic symptom disorders. The diagnostic groups were based on frequencies

and clinical relevance at the outpatient clinic

and anxiety, which further amplify suicidality. Addition-
ally, the psychosocial consequences of bipolar disorder,
including relationship disruption, financial instability,
and occupational loss, contribute to heightened vulner-
ability [56-58].

Factors associated with suicidality among people with
mental disorders

Globally, gender differences on suicidal death and sui-
cidal behaviors have been consistent whereby the suicide
rate is higher among men compared to women although
women experience a higher prevalence of suicide-related
behaviors especially suicide attempt compared to men
[59]. In the current study, there was no statistically sig-
nificant difference in suicidality between male and female
participants at bivariate analysis; however, in the multi-
variate model, after adjusting for confounders, female
gender was significantly associated with suicidality. This
suggests that in people with mental illness, the influence
of gender may be masked by overlapping risk factors in
unadjusted analyses, but becomes evident when these
are accounted for. Similar findings have been reported
in Ugandan mental health settings [60-62] and globally
[59, 63, 64]. This heightened vulnerability may reflect
the higher prevalence of internalizing disorders such as
depression among women, combined with socio-cultural
stressors including gender-based violence, caregiving
burdens, and economic dependence, which can exac-
erbate psychological distress [65]. The emergence of
statistical significance only after adjustment highlights
the importance of multivariate analyses in identifying
gender-related risk factors for suicidality in psychiat-
ric populations. This study found a positive association
between being widowed/divorced and suicidality. In one
study done in Kenya, participants who reported their
partner status was “divorced” had four-times the odds of
reporting suicide ideation than other partnership states
[66]. In fact, widowhood was reported as a risk fac-
tor for serious mental disorders that in turn predispose
to suicidality [67]. The emotional stress from the end of
a marriage, whether through death or divorce, can be
overwhelming and lead to feelings of hopelessness and
despair [68]. Family social support was found to be nega-
tively associated with suicidality. Strong family bonds,

open communication, and a supportive environment
provide individuals with a sense of belonging, love, and
understanding, which are crucial for mental well-being
[69]. Support from family members may come in form
of assisting the patients with daily responsibilities, offer-
ing financial assistance if needed, helping the patients to
access mental health as well as support the patient emo-
tionally [70].

Pharmacological treatment of mental disorders has
been shown to have an anti-suicidal effect [71]. Over 75%
of our study participants were on two or more medica-
tions and this was protective against suicidality among
the participants. This finding may indicate that effective
and early management of the symptoms of mental dis-
orders through medication reduces the risk of suicidal-
ity [71, 72] Consistent with previous findings, our study
found a negative family history of suicide being protec-
tive against suicidality [73—-75]. Familial suicide behavior
may be mediated by the transmission of endophenotypes,
such as impulsivity [73]. Environmental conditions may
also result in familial transmission [76]. In addition, posi-
tive family history of suicide is associated with broader
psychosocial outcomes in youth, such as interpersonal
difficulties, low self-esteem, and poor school adjustment
further increasing the risk of suicidality [73].

The resilience subscale of internalized stigma was
found to have a positive relationship with suicidality.
Highly resilient individuals with well controlled symp-
toms of mental disorders may be adept at hiding their
emotional struggles [77]. They might internalize their
distress, making it challenging for others to identify their
need for support [78]. These individuals may feel a strong
sense of responsibility to handle their problems indepen-
dently. If they perceive seeking help as a burden to others
or a sign of weakness, they may be less likely to reach out
when experiencing suicidal thoughts [79]. In addition,
these people may fear the stigma associated with men-
tal health issues or feel ashamed of their struggles. This
could prevent them from seeking help or discussing their
feelings openly, leading to isolation and an increased risk
of suicidality [80].

Interestingly, the current study did not find an asso-
ciation between mental illness diagnosis and suicidal
behavior. While mental health conditions like depression,
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Table 2 Factors associated with suicidality at bivariate and multivariate analysis
Variable Bivariate analysis Multivariable analysis
OR (95% Cl) p-value AOR (95% Cl) p-value

Age 0.99 (0.96-1.01) 0.26 1.02 (0.98-1.07) 0.36
Gender

Male ref ref 0.03

Female 1.49 (0.80-2.75) 0.21 2.50(1.07-5.82)
Marital status

Never married ref ref

Separated/widowed 047 (0.19-1.15) 0.098 0.88 (0.02-0.42) 0.003

Married 0.71 (0.36-1.38) 0.31 0.32(0.08 1.20) 0.10
Residence

Urban ref ref 0.65

Rural 0.77 (041-1.44) 041 0.82(0.36-1.91)
Level of education

Tertiary ref ref

Primary 0.90 (0.44-1.86) 0.78 140 (0.56-3.49) 047

Secondary 045 (0.20-1.01) 0.05 0.51(0.17-1.50) 022
Number of children

None ref ref

3orless 0.90 (0.44-1.85) 0.77 147 (0.41-5.28) 0.56

More than 3 0.60 (0.28-1.29) 0.19 1.08 (0.22-5.33) 0.92
Duration with disorders

6-10 years ref ref

Less than a year 1.25(043-3.63) 0.68 1.54 (0.38-6.18) 0.54

1-5 years 142 (0.48-4.17) 0.53 1.58 (0.39-6.33) 052

> 10 years 1.22(041-3.63) 0.72 1.84 (0.46-7.35) 0.39
Medications

One ref ref

Two or more 0.32(0.14-0.71) 0.005 0.22 (0.08-0.62) 0.004
Family history mental disorders

Yes ref ref

No 1.77(0.95-3.31) 0.07 1.96 (0.89-4.36) 0.10
Family history suicide

Yes ref ref

No 0.50 (0.27-0.95) 0.03 0.35(0.15-0.79) 0.01
Chronic disorders

Yes ref

No 1.02 (0.50-2.10) 0.95 1.05 (0.35-3.14) 0.94
Diagnosis

Others (anxiety, somatoform) ref ref

Schizophrenia 049 (0.10-2.29) 037 0.61 (0.09-4.20) 0.61

Bipolar disorder 0.67 (0.18-2.53) 0.55 0.61(0.10-3.60) 0.59

Major depression 0.75 (0.18-3.20) 0.70 0.90 (0.14-5. 96) 0.91

Organic related mental disorders 0.54 (0.10-2.99) 048 2 (0.1 48) 0.92

Substance induced 0.70(0.17-2.87) 063 0.73 (0.12-4. 36) 0.73
Religiosity

Organizational religiosity 0.77 (0.64-0.94) 0.01 0.75 (0.54-1.03) 0.07

Non-organizational religiosity 0.98 (0.82-1.17) 0.80 1.17 (0.88-1.54) 0.28

Intrinsic religiosity 0.80(0.71-0.91) <0.001 0.95 (0.80-1.13) 0.59
Internalized stigma sub scales

Alienation 1.25(1.12-1.39) <0.001 8(0.99-1.42) 0.07

Stereotype endorsement 1.12(0.99-1.27) 0.06 0.96 (0.77-1.19) 0.70

Discrimination 1.17 (1.02-1.33) 0.02 0.94 (0.74-1.19) 0.62

Social withdraw 1.22(1.08-1.36) 0.001 07 (0.89-1.29) 047
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Table 2 (continued)
Variable Bivariate analysis Multivariable analysis
OR (95% Cl) p-value AOR (95% Cl) p-value
Resilience 1.57 (1.28-1.91) <0.001 1.54(1.18-2.00) 0.001
Substance abuse
No ref
Yes 141 (0.48-4.14) 0.52 1.03 (0.26-4.11) 0.97
Social support sub scales
Significant other 0.93 (0.88-0.99) 0.02 1.07 (0.95-1.19) 0.28
Family support 0.92 (0.87-0.97) 0.004 0.87 (0.78-0.97) 0.02
Friend support 0.89 (0.82-0.96) 0.003 0.93 (0.84-1.03) 0.16

schizophrenia, and bipolar disorder are associated with
over 90% of the deaths by suicide, they do not guaran-
tee that an individual will engage in suicidal behavior
[81-83]. Suicidality is a dilemmatic-intentional-behav-
ioral-contextual phenomenon that exists on a spectrum,
ranging from passive suicidal thoughts and active suicidal
ideation to planning, suicide attempts, and completed
suicide in which many factors are interwoven: cultural,
social, existential, psychological, clinical, and biological
[84]. This study therefore implores us to think about sui-
cidal behaviour beyond the biomedical approach and the
diagnostic factor.

Limitations

In the present study, we depended on self-reports of our
participants; hence our results might have been affected
by recall, social desirability and survival bias. There was
also variability in the size of diagnostic clusters, which
may have influenced the precision and comparability of
results across diagnostic categories. In addition, some of
our study tools had not been specifically validated for use
in Uganda by the time of the study although they have
previously been used in similar settings.

Conclusions

The prevalence of suicidality is high among people with
mental disorders accessing care as outpatients and it
is associated with the female gender, being widowed
or divorced, family history of suicide and resilience to
stigma of mental illness., A routine screening and man-
agement of suicidality especially among females, those
with positive family history of suicide, and the widowed
or divorced, taking into account stigma of mental disor-
ders should be very crucial elements of the health care
system for those accessing outpatient care.
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