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Employment loss during economic
crisis and suicidal thoughts in Belgium:
a survey in general practice

Abstract
Background

The economic crisis of 2009 led to a wave of
corporate reorganisations and bankruptcies,
with many dismissals of employees. GPs
were confronted with subsequent health
consequences.

Aim

To assess the possible relationship between
losing one’s job and having suicidal thoughts.

Design and setting

A survey of patients aged 18–49 years recruited
from GP practices in Belgium in Deurne
(Flemish region) and La Louvière (Walloon
region) from September to December 2010.

Method

Anonymous self-administered questionnaire.

Results

Of all eligible patients (n = 1818), 831 were
offered the questionnaire and 377 completed
it (45.4%). More than one in five had been
confronted with employment loss in the past
year (the responder or someone close losing
their job). Almost one in ten had lost their job
themselves in the past year. More than one
in four had experienced suicidal thoughts and
11.7% had seriously considered ending their
life in the past year. In the logistic regression
analysis, the following characteristics showed
a statistically significant relationship with
having suicidal thoughts: being single (odds
ratio [OR] = 4.8, 95% confidence interval
[CI] = 1.7 to 13.8), not having satisfying social
contacts (OR = 5.1, 95% CI = 1.6 to 16.2), having
depressive complaints (OR = 18.4, 95% CI = 5.8
to 58.4), and having lost one’s employment in
the past year (OR = 8.8, 95% CI = 2.0 to 39.3).

INTRODUCTION
In 2009, the Belgian labour market was hit
by the worst financial economic crisis in
decades. The large number of corporate
restructures and bankruptcies led to a
significant level of labour force dismissals.
Little is known about the precise impact this
ongoing crisis has had on people‘s health.
However, data on the Flanders region show
that major increases in unemployment
rates during this crisis were associated with
a significant increase in suicide rates.1 This
is confirmed by data from other countries
in the European Union.2 Unfortunately, the
Network of Sentinel General Practitioners
(GPs) in Belgium was not asked to register
suicidal behaviour in 2009 and 2010.3 This
was a missed opportunity for analysing
the link between the economic crisis and
suicidal behaviour.
Since the outbreak of the current global
financial and economic crisis, the need and
demand for a wider perspective on people’s
health from practitioners and policy
makers has substantially increased.4,5 In
general, front-line health workers, and
GPs in particular, have the ongoing task
and privilege of following and guiding their
patients through stressful life events.
Employment loss and job insecurity can be
highly stressful events. GPs should be able
to detect and evaluate the impact of such
events on people’s lives and health, and act
when necessary. In undergraduate medical
education in Belgium, however, only a few
hours are given to formal instruction on
mental health in relation to occupational
medicine.6

Suicidal thoughts are a key stage in the
pathway leading to suicide. A large World
Health Organization international mental
health survey showed that roughly one-third
of people who mention having had suicidal
thoughts over the past 12 months develop
a suicide plan, and around 15–20% make
a suicide attempt.7 More than 60% of the
transitions from suicidal thoughts to suicide
attempt occur in the first year after the onset
of these thoughts.7 Enquiring about suicidal
thoughts during the clinical encounter
with the patient can be an important tool
and a first step in an intervention aimed
at reducing the risk of suicide. A greater
understanding of the social, psychological,
and treatment-related factors influencing
their development and improvement could
benefit suicide-prevention strategies.8
The National Health Interview Survey of
Belgium in 2008 (HIS) showed that 3.1%
of the population had experienced suicidal
thoughts in the past 12 months.9 Only a
few studies have prospectively investigated
the incidence of suicidal thoughts. One
study observed an almost fourfold greater
risk of developing suicidal thoughts in
people who had lost their job during an
18-month follow-up, compared with those
who remained employed. The difference
was not significant.8 Increased incidence
was associated with not being in a stable
relationship, low levels of social support,
and being unemployed. The most important
risk factor is the presence of a psychiatric
condition. Several cross-sectional studies
have documented the prevalence of, and
risk factors for, suicidal thoughts, with

Conclusion

This study points to a statistically significant
relationship between losing one’s employment
in the past year and having suicidal thoughts.
It emphasises the important role of the GP in
the continuous and reinforced assessment of
suicidal risk in times of recession.
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How this fits in
Since the recent severe economic crisis in
Greece, the link between a bad economic
situation and suicidal thoughts and suicide
has become highly topical. However, in
countries that have not been hit as deeply
as Greece by the economic recession,
the question of the influence of the
economic crisis on the mental health of the
population is also raised increasingly.
Several studies have shown that
unemployment is associated with suicidal
thoughts but few have focused on
employment loss specifically. This study
investigated the impact of employment
loss on suicidal thoughts in individuals in
Belgium, and the implications of this for
GPs’ daily practice.

similar results.10–15 None of them, however,
has investigated the association between
recent employment loss or job insecurity
and suicidal thoughts.
The aim of this cross-sectional study is to
identify independent risk factors for suicidal
thoughts in two GP practices in Belgium
during the economic crisis. The study
focuses on adults of potential economically
active age and on occupationally related
factors.
METHOD
From September to December 2010, a
cross-sectional health survey was
conducted in two urban general practices
in Belgium: Deurne in the Flemish Region
(about 3000 patients) and La Louvière in
the Walloon Region (about 1000 patients),
both operating a multidisciplinary team
with several GPs, administrative and
reception staff, nurses, and volunteers.
They both operate a capitation system. At
the time of the survey, two of the authors
each worked in one of these centres as
a resident physician. In Belgium, only a
small, though increasing, proportion of
GPs are financed via a capitation system.16
In general, the population affiliated to a
capitation system in Belgium is younger
and has a lower socioeconomic status than
the average Belgian population.17–19 Belgian
GPs attempt, with variable success, to
act as a gatekeeper in the health system.
Patients, however, are free to use secondand third-line levels of care on their own
initiative.
A self-administered questionnaire
was used to acquire insight in the selfrated health status of the patient and to
investigate a number of work-related
topics. The main study questions were:

‘have you ever seriously thought of ending
your life and did you have such thoughts
in the past 12 months?’, and ‘Were you
confronted with employment loss among
your family and close friends during the
past year? If so, who lost their job and for
what reason?’.
The subjective assessment of health
reliably reflects the health problems the
responders are facing and it is closely
related to mortality, morbidity, level of
functional ability, and medical consumption.9
Moreover, there is evidence that reports
of potentially embarrassing behaviours
are higher in self-administered than in
interviewer-administered surveys.7,20
The written questionnaire was available
in Dutch and French. The back-translation
method was used to ensure consistency.
Candidates who did not have sufficient
knowledge of French or Dutch were
excluded from the study.
The majority of the questions in the survey
were validated questions drawn from the
HIS; other questions were constructed
around or based upon them. The survey
gathered self-administered information
on morbidity, health status, health-related
behaviours, and use of healthcare services,
as well as sociodemographic data.
The International Standard Classification
of Education (ISCED) 2011 was used to
classify educational level, with a high
education level being ISCED level 6 to 8;
low education level being ISCED level 3 to
5; and minimal education being ISCED level
0 to 2.21
For depressive complaints, a valid
subscale of the Symptom Checklist was
used. The higher the score, the worse
the health problem. This scale also takes
chronic problems into account.
The survey was presented in the form of
a question booklet. The outer leaf contained
the title page (‘Health questionnaire in
general practice’), a brief introduction,
and a request for informed consent. The
introduction did not refer to the economic
crisis or to suicidal thoughts. Anonymity
was guaranteed by separating the outer
leaflet from the rest of the booklet.
It was decided to use a selection
based on age. The survey focused on
adults of potential economically active
age (≥18 years) and all individuals aged
>49 years were excluded from the study
population, because of the higher risk of
confounding health problems.22–25
The statistical practice programme
StatDPPRO® of electronic health record
Medidoc® isolated a total of 1818 potential
responders, of whom 1225 were in Deurne
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Table 1. Sociodemographic
characteristics of all
responders (n = 377)
Characteristic

% (n)

Sex
Male
Female

36.6 (138)
63.4 (239)

Age in years
18–25
26–39
40–49
No information

25.2 (95)
37.7 (142)
36.9 (139)
0.2 (1)

Social situation
Single, no children
Single, children
Partner, no children
Partner, children
Still living with parents
No information

17.5 (66)
12.5 (47)
13.5 (51)
49.4 (186)
6.6 (25)
0.5 (2)

Highest level of education
Minimal
Low
High
No information

27.3 (103)
48.5 (183)
19.9 (75)
4.3 (16)

Social contacts
Satisfying
Not satisfying
No information

79.3 (299)
15.7 (59)
5.0 (19)

and 593 in La Louvière.
From September to December 2010, all
eligible candidates who came to one of
the health centres were invited to fill in the
questionnaire. The invitation was offered

Table 2. Employment
characteristics of all
responders (n = 377)
Characteristic
Occupation
Paid occupation
No paid occupation
No information

% (n)
48.8 (184)
47.2 (178)
4.0 (15)

Confronted with employment loss in the
past year (the responder or someone
close)
No
74.0 (279)
Yes
21.8 (82)
No information
4.2 (16)
Employment loss in the past year (the
responder)
No
83.8 (316)
Yes
9.6 (36)
No information
6.6 (25)
Able to make ends meet
Easily
With difficulty
No information
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36.1 (136)
57.0 (215)
6.9 (26)

during consultation by a doctor or a nurse,
or in the waiting room by the reception staff.
All visiting patients were encouraged to
hand out questionnaires to family members,
with a telephone reminder halfway through
the survey period. Further mobilisation was
done by patient newsletters.
After cleaning, the data were analysed
using the programme SPSS 15.0® for
Windows.
Data from both practice populations were
analysed together. Simple frequencies and
bivariate and multivariate analyses were
performed when relevant and appropriate.
The bivariate analyses used χ2 tests, and
the multivariate analysis was a logistic
regression. Statistical significance was
tested at a 5% probability level.
RESULTS
In total, 831 eligible candidates received
a questionnaire, of whom 377 responded
(261 in Flanders and 116 in Wallonia,
response rate 45.4%). Table 1 shows the
sociodemographic characteristics of the
responders. The mean age of all responders
was 34.6 years. Overall, 61.8% (n = 233/377)
had at least one child.
Table 2 shows the employment
characteristics of the responders and
whether they were able to make ends meet.
The responders without a paid occupation
(n = 178) were mostly unemployed (34.3%;
n = 61/178), still studying (18.5%; n = 33/178),
or receiving benefit (sickness or disability
benefit, a pension or social security; 26.4%;
n = 47/178), or the household was receiving
no benefits at all (12.4%; 22/178). For 8.4%
(n = 15/178), there was no information.
Of the responders who were unemployed
(n = 61), 32.8% (n = 20/61) had lost their
job during the past year; the other 57.4%
(35/61) were long-term unemployed. For
9.8% (n = 6/61), there was no information.
Of those with a paid occupation (n = 184),
16.3% (n = 30/184) faced job insecurity,
and 81.5% did not (n = 150/184). For 2.2%
(n = 4/184), there was no information
regarding this topic.
Table 3 shows some health
characteristics of all responders.
More than one in four (26.0%; n = 98/377)
had ever had suicidal thoughts; 70.0%
(n = 264/377) had never had suicidal
thoughts; and for 4.0% (n = 15/377) there
was no information. Of all responders,
11.7% (n = 44/377) had seriously considered
making an end to their life in the past
12 months; 83.0% (n = 313/377) had not
considered this; and for 5.3% (n = 20/377),
there was no information.
The bivariate analysis points to an increase

Table 3. Self-rated health and
depressive complaints of all
responders (n = 377)
Health

% (n)

Self-rated health
Good
Neutral
Bad
No information

58.1 (219)
31.3 (118)
9.0 (34)
1.6 (6)

Depressive complaints
Average or below average
Above average
No information

61.5 (232)
19.9 (75)
18.6 (70)

in suicidal thoughts among responders
with the following characteristics: being
single, having difficulty making ends meet,
not having satisfying social contacts, having
poor self-rated health, having lost one’s
employment in the past year, having had
to cope with job insecurity, and having
depressive complaints. No statistically
significant association was found between

suicidal thoughts and age, sex, education,
or confrontation with employment loss of
someone close (Table 4).
To identify the factors influencing suicidal
thoughts, a logistic regression model
was constructed, with suicidal thoughts
(dichotomous) as the dependent variable,
and the selected independent variables that
showed statistical significance in the χ2

Table 4. Factors associated with suicidal thoughts: bivariate
analyses (presented for the sample with complete data on all
variables; n = 251)
Suicidal thoughts		
Yes
Characteristic

n

No			
%

n

%

P-valuea

Odds ratio
(95% CI)

Age in years						
18–25b
10
14.5
59
85.5
0.363
26–39
8
9.1
80
90.9		
40–49
15
16.0
79
84.0		

—
1.7 (0.6 to 4.5)
0.9 (0.4 to 2.1)

Sex						
Male
9
10.5
77
89.5
0.364
Femaleb
24
14.5
141
85.5		

0.7 (0.3 to 1.5)
—

Highest level of education
Minimalb
Low
High

					
8
11.4
62
88.6
0.810
18
14.5
106
85.5		
7
12.3
50
87.7		

—
0.7 (0.3 to 1.8)
0.9 (0.3 to 2.7)

Being single
Yes
Nob

					
19
24.7
58
75.3
<0.001 3.7 (1.8 to 7.9)
14
8.0
160
92.0		
—

Able to make ends meet						
Easily
6
5.5
103
94.5
0.002
With difficultyb
27
19.0
115
81.0		

0.2 (0.1 to 0.6)
—

Social contacts						
Satisfying
18
8.4
196
91.6
<0.001 0.1 (0.1 to 0.3)
Not satisfyingb
15
40.5
22
59.5		
—
Depressive complaints
Average or below average
Above averageb

					
7
3.7
183
96.3
<0.001 0.0 (0.0 to 0.1)
26
42.6
35
57.4		
—

Self-rated health					
Goodb
10
6.8
138
93.2
0.001
Neutral
16
20.0
64
80.0		
Bad
7
30.4
16
69.6		

—
0.3 (0.1 to 0.7)
0.2 (0.0 to 0.5)

Confronted with employment loss in the past year (the responder or someone close)
No
21
11.0
170
89.0
0.072
Yesb
12
20.0
48
80.0		

0.5 (0.2 to 1.1)
—

Employment loss in the past year (the responder)
No
23
10.4
Yesb
10
33.3

198
20

89.6
<0.001 0.2 (0.1 to 0.5)
66.7		
—

Job status						
No job insecurityb
7
6.1
108
93.9
0.009
Job insecurity
6
28.6
15
71.4		
No paid occupation, available 6
15.0
34
85.0		
for labour market (unemployed)
No paid occupation, currently 14
18.7
61
81.3		
not available for labour market
(housewife, on benefits,
disability, etc)

—
0.2 (0.0 to 0.5)
0.4 (0.1 to 1.2)
0.3 (0.1 to 0.7)

P-value reached from χ2 test. bReference category.

a
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Table 5. Factors influencing suicidal thoughts by selected variables:
logistic regression analyses (presented for the sample with
complete data on all variables; n = 251)a
P-value

Independent variable

Odds ratio (95% CI)

Being single		
Yes
0.003
Nob		

4.8 (1.7 to 13.8)
—

Able to make ends meet
Easilyb		
With difficulty
0.127

—
2.7 (0.8 to 9.4)

Social contacts		
Satisfyingb		
Not satisfying
0.005

—
5.1 (1.6 to 16.2)

Depressive complaints		
Average or below averageb		
Above average
<0.001

—
18.4 (5.8 to 58.4)

Self-rated health		
Goodb		
Neutral
0.300
Bad
0.758

—
1.8 (0.6 to 5.6)
0.8 (0.2 to 3.9)

Employment loss in the past year (the responder)
Nob		
Yes
0.004

—
8.8 (2.0 to 39.3)

Job status		
No job insecurityb		
Job insecurity
0.990
No paid occupation, available for labour market (unemployed)
0.302
No paid occupation, currently not available for labour market
(housewife, on benefits, disability, etc)
0.822

—
1.0 (0.2 to 6.1)
0.4 (0.1 to 2.2)
1.2 (0.3 to 4.2)

Model χ = 87.110; 10 degrees of freedom, P<0.01, n = 251; Nagelkerke R = 54.2%; Cox and Snell R2 =29.3%.

a

2

2

Reference category.

b

analyses. In logistic regression analyses,
being single or not, social contacts,
depressive feelings, and employment loss
in the past year appeared to be important
predictors of suicidal thoughts (P<0.05)
(Table 5).
DISCUSSION
Summary
People who are single have significantly
more suicidal thoughts compared to
those who are not. Other studies found
comparable results, although less
pronounced.8,26
Having a negative judgement of one’s own
social contacts is significantly associated
with suicidal thoughts, an association which
is consistent with findings in other studies.27
The reporting of depressive symptoms
is also significantly associated with suicidal
thoughts. Several cross-sectional studies
have shown the link with depression.7,11
The last significant association is having
lost one’s employment during the past
12 months. Several studies have shown that
unemployment is associated with suicidal
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thoughts but, to the study’s knowledge,
there is only one study, apart from the
present one, that has focused specifically
on employment loss.8 This prospective
study by Gunnel et al showed a fourfold
greater risk of developing suicidal thoughts
for people who lost their job between the
baseline and the follow-up interview. The
association was not significant.
Strengths and limitations
This study focuses on the impact of
employment loss at the individual level,
which had not previously been investigated
during the current economic crisis. There
is a good chance that this crisis reinforces
the negative health effects of employment
loss. Moreover, as discussed earlier in the
Method section, in Belgium the capitation
system seems to attract the population
that is most at risk of having adverse
health effects due to the economic crisis,
namely people of a lower socioeconomic
status.17–19,27 The other individual-level study
on employment loss was undertaken in
economically more favourable conditions in

Provenance
Freely submitted; externally peer reviewed.

a general population, which could explain
its non-significant association.8 Other
studies on this current economic crisis
were conducted at an aggregate level.
The present study was not subsidised.
Recruitment of responders was based on
an additional voluntary effort of the staff
and patients. Given these circumstances,
the number of responders reached is quite
remarkable. In part this can be explained
by the fact that in both practices, many
patients are actively involved in the daily
functioning of their health facility.
Some important limitations should,
however, be kept in mind when interpreting
the results of this study.
The cross-sectional design of the study
does not allow for a judgement on causality.
To the authors’ knowledge, there are few
prospective studies concerning suicidal
thoughts.8,28
The study analysis was based on
retrospective self-administered data, and
therefore potentially contains recall bias
and reporting bias. This concern is limited
somewhat by the focus on suicidal thoughts
in the past 12 months only and by the use of
validated questions.
The confidence intervals are wide, owing
to the rather small number of responders.
A number of factors might not have reached
the level of statistical significance because
of this.
Suicide-related thoughts and behaviours
are likely to be under-reported because of
the stigma that might be present.
Although significant efforts were made to
carefully translate and back-translate the
survey in this study, there may have been
differences between the two health centres
when reporting on suicidal thoughts and in
the interpretation of items assessing risk
factors.
External validity is largely reduced by
the fact that the response rate was low,
coupled with the fact that patients in a
capitation system mainly have a lower
socioeconomic status.
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Comparison with existing literature
As mentioned before, unlike in the present
study, most studies focus on the association

Ethical approval
The questionnaire was approved by the
medical ethics committees of the Flemish
University of Brussels (B.U.N. 14320108608)
and the University of Antwerp (UA A10-16).

of unemployment and suicidal behaviour,
not specifically on employment loss.2,7,20,29–32
Most of these studies also focus on current
suicidal thoughts, which presumably leads
to under-reporting of suicidal thoughts
and behaviour.11,28 The present research
asked about suicidal thoughts over the
past 12 months, which is a more sensitive
method.7,26 However, in this study the
presence of suicidal thoughts required
that a person had ‘seriously’ thought about
committing suicide rather than merely
having ‘thoughts of death’, as in some prior
studies.
Implications for research and practice
The results of this study can be used in
general practices: one of the major
interventions a health professional can
make to prevent suicide is ask about
suicidal thoughts in high-risk patients.31–33
By taking into account social determinants,
suicidal risk may be more easily recognised
and faster action can be taken to provide the
patient with proper treatment, guidance,
and referral.
Economic crises place a great burden on
health systems. Effects on health outcomes
can be limited if public action compensates
the threats.34 This study stresses the
importance of continuous and reinforced
assessment of suicidal risk in times of
recession. Monitoring of people’s health is
essential.
In countries where primary care is
accessible to all, GPs are in a privileged
position to identify the health consequences
of general societal problems. It allows
them to properly assess the impact of
stressful life events on people’s health.
In this respect, there is great potential
for conducting more research at general
practice level, but logistic and financial
support is needed.
The questionnaire used in this study has
proved to be a useful tool that could be
used on a larger scale. Further research
should focus on prospective data, in order
to discover the real impact of employment
loss on health and on the occurrence of
suicidal thoughts and behaviour.
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