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ÖZET

İntiharın Risk Faktörleri Üzerine Derleme 

Zeliş Selışık

Eylül, 2011

Kişinin istemli olarak yaşamına son vermesi olarak tanımlanan intihar hemen her ülkede ölüm nedenleri arasında önemli bir orana sahip, evrensel bir sorundur.

 Bio-psiko-sosyal nedenlerden biri veya birkaçı ile ortaya çıkabilecek olan intihar davranışı, geçmişte olduğu gibi bugün de toplumları meşgul etmeye devam etmektedir. Özellikle de gençler arasında tehdit edici ve günden güne büyüyen bir sorun olarak karşımıza çıkan bu davranışa karşı dünya sağlık örgütü başta olmak üzere dünyada birçok kuruluş önlem almaya çalışmaktadırlar.

İntihar sadece insanın kendisini öldürmesi olayı olmayıp öldürme olayından uzun zaman önce başlayan bir süreçtir. İntihar davranışının hangi davranış örüntülerini kapsadığını belirlemek üzere yapılan sınıflandırmalarda intihar düşüncelerine, tamamlanmış intihara ve intihar girişimine yer verildiği görülmektedir.

İntihar sağlıklı bireylerde de görülebilmekle beraber yapılan çalışmalar psikiyatrik hastalarda intiharın daha çok görüldüğüne işaret etmektedir.

İntiharın tek bir biçimi ya da nedeni yoktur. İntihar karmaşık, çok yönlü bir süreçtir ve ancak çok yönlü yaklaşımlarla anlaşılabilir. Bu çalışmada intihar olgusu, intihar ve intihar girişimi ekseninde ele alınıp, intihara etki eden birçok değişken incelenmiştir.
Kuzey Kıbrıs Türk Cumhuriyeti de intihar oranı yüksek ülkelerden biri olmasına karşın, sistemli bir önleme programı sağlık sistemimizde bulunmamaktadır. Bu çalışmayı yapma amacımız konuya dikkat çekmek ve bu alanda yapılacak çalışmalar için bir ön çalışma, veri kaynağı oluşturmaktır.
iv

Çalışma üç bölümden oluşmaktadır. Giriş kısmının ardından, genel bilgiler bölümünde   intihar  ve  intihar  girişimi  ile ilgili tanımlar, kavramlar, intihar olgusu ile ilgili istatistikler, risk faktörleri, intiharı açıklayan teoriler ve önleme çalışmalarıyla ilgili bilgiler yer almıştır. Son bölümde ise intiharı önlemeyle ilgili yapılabilecekler hakkında önerilerde bulunulmuştur. 
Anahtar Kelimeler : intihar, intihar girişimi, intihar düşüncesi, risk faktörleri, intiharı açıklayan teoriler, önleme çalışmaları
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ABSTRACT

A Review for Risk Factors of Suicide

Zeliş Selışık

September, 2011

Suicide which can be defined as terminating of one’s own life, has a considerable rate among reasons of death in almost all countries and is a universal problem.

The issue of suicide which can be caused by a multiple reasons of bio-psycho-social factors continues to be a contoversial matter currently. World Health Organisation and all countries of the world try to avoid this behavior which shows up as an increasing problem day by day.

Suicide is not only an incidence of self-harm but it starts much before the act of self-harm. The classifications made for identifying the phases of suicide mostly covers suicidal thinking, completed suicide and attempts of suicide.

The researches indicate that suicide is more common among psychiatric patients whereas it also can be seen among healty individuals.

Suicide does not have a single reason. It is a complicated and multidimensional process and can be understood by multi disciplinary approaches. In this study, the concept of suicide is studied in the context of suicide and attempt of suicide, and the factors that effect suicide are also studied. 

Altough Turkish Republic of Northern Cyprus is one of the countries in which rates of suicide are high, there is no systematized prevention programme in our health system. The aim of this study is to attract attention to the subject and to provide data for the studies to be conducted in this area.

vi

The study is composed of three parts. The introduction is followed by general information including the concepts related to suicide and attempted suicide, statistics about suicide, risk factors, theories and information related to prevention studies in the second part. In the last part, suggestions about prevention of suicide are made.

Keywords : Suicide, attempt of suicide, suicidal thinking, risk factors, theories explaining suicide, prevention studies
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1.       INTRODUCTION

Suicide is defined as a planned act of killing oneself whereas attempt of suicide is defined as unsuccessful acts that intend to kill oneself . People may try to terminate their lives due to a plenty of reasons. It is not possible to explain suicide by a single reason. Psychiatric and social  reasons, psychological, biological, genetical predisposition and physical illnesses may the reasons of sucicde and attempt of suicide.

Both suicide and attempt of suicide may be seen in a wide range of population from normal indiviuals reacting to distressing life events to patients suffering from mental illnesses.

Mental disturbances, the existance of suicidal thinking, previous attempts of suicide, lack of social support, hopelessness, history of suicide attempts within the family, economical problems, problems related to work, life events, physical illnesses, exposure to childhood trauma are among the risk factors of suicide (Batıgün, 1999) 

According to World Health Orgainastion, suicide is among the ten leading reasons of death in developed countries. Among reasons of death, suicide becomes eight after cardiovascular illnesses, cancer, cerebrovascular illnesses, accidents, pnomony, diabetes syrosis. Suicide is more common among youngsters and is 0.9 of all cases of death (Özsoy and Eşel, 2003)
Altough Turkey is among the countries that have low rates of suicide speed, the behavior of suicide increases lately. As in European countries, younsters among 15-19 years old has the highest rates of suicide.

As with the completed suicide, males are three times more of females and as with the attempts of suicide females are four times more of males. It is known that, the existance of a weapon may trigger the ideas of suicide , particularly for the ones who are involved in an occupation that stipulates to carry a gun, and this situation increases the rates of completed suicide.

Although it is severe public health problem, it is seen that the issue of suicide is not taken seriously in Turkish Republic of Northern Cyprus. It is an important matter as rates of sucide in TRNC remains high although is relatively low in Muslim countries.

As I have a stressful job which also stipulates to carry a gun and as I witnessed my collegues commtting suicide by their own guns, I decided to study this subject. In this study, general characteristics of suicide is researched, aiming to contibute the relevant literature in TRNC.

2.       GENERAL INFORMATION

2.1.    Definition

Suicide, simply means, the purposely and voluntarily putting one’s own life to end.
The appearence of the term suicide can be said to be very recent. Altough it has a Latin descent, the word itself is not Latin. The word “suicide” has been used in English, for the first time in 1662.

During Middle Age, “sui homicido” or “sui ipisus homicidum” has been used in Latin. For the first time in our language, the word “intihar” has been started to use instead of murder oneself in the books that are translated to Turkish in Tanzimat period. This word roots from the word “nahır” which means “sacrifice” in Arabic. Currently, notions like self-slaughter has been started to be used (Ana Britanica, 1988).

Human being has realized that he can terminate his own life from the very beginning of the day that he realized he is a mortal being. Death has been dark and scaring in every period of history. In some decades, death has been assumed to be revengeful and dangerous as spirits were believed to occur after incidents such as accidents or murders. Generally, all religions share the doctrine that putting one’s own life to an end is against nature as life is belong to God. This belief, is one of the reasons that suicide has been found to be dreadful. However, human commits suicide despite of all scares and oppressions.

From ancient ages to 19 th century, suicide has been regarded as a religious, moral and legal problem. For instance, if ever the person commits suicide without the approval of authorities in Athens, Sparta and Cyprus, the routine funeral rituals has not been made but instead the arm of the person was cut and burried seperately from the body. The person who wants to commit suicide needed to present his reasons to Senate and ask for their approval (İçli,2004).
Durkheim defines suicide as “dragging oneself to death directly or indirectly by a positive or negative behavior, knowing the consequences of the act” (İçli,2004).
Durkheim considers  every intentional or unintentional behavior which may end by death, as suicide. For instance, the attack of a troop to the enemy in war is considered as suicide. If the victim knows the result of the dreadful action while commiting it, it is suicide 

(İçli,2004)

According to Shneidman, “suicide is the extermination of oneself willingly”. Shneidman who defines suicide as “parasuicid”, argues that it is an ambigious behavior which has latent purposes and has a logic within. Many situations such as unbeareble pains, obstructed needs, search for renewel, unability to make a choice, feelings occuring as a result of  loss and refusal, unability to solve a problem may be the causes of suicide (Uçan,2006). 

Freud initially suggested that “suicide is the result of a depression which occurs due to the aggression that is directed to an internalized love object”. However, he defined suicide as the direction of the activated death instinct to oneself (Oral, 1997).
According to Richman, suicide is a communication; cry for help; asking for help from others;  a method of treat or a revenge; a regret or a confession. The communcation, either verbal or nonverbal, is a direct or indirect message (www.intihar.de, 2010)

Schilder argued that, besides the direction of anger which is desired to be directed to another one to one’s own,  suicide is the expression of the punishment of a person who grudges his love or a desire to make peace with him, an at the same time, an escape from the difficulty (www.intihar.de, 2010).

The two other definitions of suicide are “covert suicides” and “chronic suicide”. Covert suicide refers to the atempts that have high risks of death such as taking drugs, alcohol, dangerous driving. It is assumed that a covert desire to die and kill underlie these behaviors. Chronic suicide refers to choosing a difficult and malicious life style whereas there is another option, intentional self harming behaviors of one’s own (Özsoy and Eşel, 2003)

Suicide is the major cause of death in psychiatry. It is not a porpouseless act. On the contrary, it is way of flight from a problem or crises which causes unavoidable distress (Ateşçi et al., 2002).

Suicide can be seen in a wide range of population covering people reacting to distressing life conditions to patients who has severe psychological problems. The person who wants to commit to sucide may be looking for expressing his pain, hopelessness and helplessness as well as a real desire to die. An escape from a change may be another reason. By considering these aspects, it is plausible to regard suicide as a call of help from others (Sayıl et al., 2000).
National Institute of Mental Health has identified three basic terms as with suicide: Completed suicide, attempted suicide and suicidal ideation. Completed suicide refers to intentional dreadful behaviors; attempted suicide refers to the behaviors of the person intending to terminate his life but does not end by death. This category also covers behaviors which are not deadly, such as incomplete suicide, unsuccesful suicide, suicide gesture, ambivalent attempts  (Batıgün, 1999).

World Health Organisation (WHO) classifies suicide as suicidal act and suicide attempt. Suicidal act refers to the intentional act of the person to put his life to an end. Suicide attempt refers to the unharmful acts of the person which intends to destroy, harm or poison ownself (Tel and Uzun, 2003).

The term suicide is being used as a common expression. This term identifies a process and a variety of behaviors that start with ideas and end with death. The act that ends with death is defined as “completed suicide”, and the act that does not not end with suicide is defined as “suicide attempt” (Yalvaç, 2006).

2.2.      Concepts Related To Suicide

2.2.1. Suicide Attempt
Until recently, suicide incidents which do not end with death have been identified as a sub-classifictaion of suicide. Either the act is dreadful or not, the method is harmful or not, every intentional behavior that aims to kill oneself has been classified as suicide (Sağınç et al., 2000)

The disctintion between whether the person aims to kill himself or not, is not certian. According to many researchers, a scientific distinction between the ones who completes suicide and who attempts to suicide is essential (Tel and Uzun, 2003).

2.2.2. Suicidal Thinking And Plans Of Suicide
Suicidal thinking is defined as thinking and making plans about suicide but not making a move (Batıgün, 1999).

It is known that individuals who previously attempted to commit suicide, try to commit suicide again later on. Mostly, suicidal thinking exists in people who has suicide attempts and serves as a risk factor for new attempts. Ideas of suicide may occur suddenly or gradually. Either it is thought over and planned or it is an ambigous idea, either intense or slight, ideas may be an indicator of a suicide attempt in the future (Şimşek, 2002).

20% of people who express ideas about suicide, commit suicide. Also, 80% of people who commit suicide, express their ideas before suicide. It is seen that a considerable part of these people seek for professional help before the attempt of suicide.

It is seen that more than half of the cases who attempted to commit suicide, directly or indirectly informed their environments about their plans. Talking over suicide plans is a call for help. By this way, the individual declares the difficult situation that he feels he is drawn in and his uncertainty about suicide, as well as warning his environment and asking for help (Özsoy and Eşel, 2003)

Being female, alcohol use or having psychiatric problems were reported to be the major risk factors of suicide.

In a study, Dilbaz and Aytekin (2003) reported that every 2  (15%) of 13 participants made plans about suicide, 6 of them (46 %) decided to commit suicide suddenly. In another study Dilbaz and et al., it was reported that 36% of the patients who was brought to emergency service as a result of suicide attempt, previously thought about suicide; 8.5% of them made plans and 54.7 of them decided to commit suicide suddenly.

Deveci and et al. (2005) reported that the prevalence of suicidal thinking is 6.6.% and 64% of these ideas remain unplanned.

2.2.3. Methods of Suicide

The most three common ways of suicide, their order vary according to countries, are reported to be poisoning oneself by taking chemical substances (analjezics, antibiotics, antidepressants, antiepleptics, antihistaminics and drugs having effect of coroziv), hanging and shooting oneself.

Methods chosen by men are more dreadful than the methods chosen by women. Men prefer methods like using weapons, hanging, jumping over whereas women prefer methods like taking medicines, poison, cutting wrists. The differences in the methods chosen by women are explained by the physical structures of women, thier vaues and tendencies. Women are said to chose methods that would not destroy thier body looks after death as hanging needs mescle power and shooting or cutting oneself is against esthetic values. As the methods chosen are more passive, they are less dreadful. The rates of completed suicide are higher in males as they chose more active methods (Şenol et al., 2005)

60% of all suicides in the U.S.A. are commited by using a weapon. Hanging is the most common method in men (Özsoy and Eşel, 2003).

In Turkey, hanging is the most common method of completed suicide. Taking medicines is the most common attempts of suicide in both men and women (Özsoy and Eşel, 2003).

Easiness to find, social acceptance, usualness, familiarity can be said to be factors determining the choice of of the suicide method.

The method of the suicide is importantv as with the real deisre of death. The individuals who really want to commit suicide mostly choose dreadful methods like hanging, jumping over, cutting wrists. Taking an overdose of medicines also indicate the severity of desire to die. However, these attempts are mostly not radical and do not cause death. But they help in expressing one-self and attract attention (Şenol et al., 2005).

Altındağ et al. (2005), examined the suicide cases commited by using weapons between 2001-2004 years, in central Şanlıurfa. In this study, 63 people were reported to commit suicide in central Şanlıurfa between 2001-2004. The yearly speed of suicide was reported to be 3.7 in 100.000. Most common method of suicide was reported to be using weapons in men (39%) and hanging in women (44%). Suicides by using weapons was mostly seen between 15-24 years. It is also found out that Şanlıurfa has higher rates of suicide when compared to the overall population of Turkey.

2.2.4. Suicide Messages:

Suicide messages refers to the ways of communication of the person that he expresses his inclination to suicide by his speech, behaviors or acts. These messages may be conscious or unconsciouss.

2.2.5. Suicide Gesture:

These are the treats that mostly occurs at circumstances that the person cannot meet his needs and desires. This term is oftenly used in an inaccurate way to mention that suicide attempts occur as a way of call for help or attract attention without purposing a dreadful intention (Sungur, 1998).

2.2.6. Parasuicide:

Parasuicide, which is mostly seen in girls, refers to the incidents of swallowing substances or cutting the skin which generally do not end with severe harms. This terms suggest that some types of suicide are not benign (Kreitman, 1989).

2.2.7. Risk of Suicide:

Risk of suicide is the eventual judgement of an expert that is drawn by examining the inidividuals’ past history, pathological characteristics, the reactions of other individuals in the environment and statistical information.

2.2.8. Process of Commiting Suicide:

This term defines the behaviour of commiting suicide as a process developping from ideas through attempts and termination with death. Through this process the inclination to suicide may increase or decrease, may develop in a positive or negative way. The individuals, who think about suicide, who attempt to commit suicide and make the last move to commit suicide, all have distress and difficulty. Behaviors of suicide or behaviors related suicide, mostly stems in long developmental procedure that has roots in childhood. The behavior of self-harm occurs as a reaction to isolation, embarressment, loss of self-respect, loss love and concer, and feelings of ins.ecurity

2.2.9. Rates of Suicide:

Rate of suicide refers to the number of suicides in every 100.000 people in a population, in a year. The recorded incidents are the cases of suicides that are reported to doctor as the cause of death or believed to be the reason of death and reported to a record office. The number of recorded suicides are significantly lower than the real number of suicides (generally 25%) (Sungur, 1998).

2.3. Prevelance of Suicide in the World, in Turkey and in North Cyprus 
Suicide is one of the most common public health problems despite the fact that there are differences among cultures. Suicide has been reported to be as of primary and secondary  importance, particularly common among youngsters, followed by trafic accidents. As a result of increase in the avarage duration of life, it is seen that suicide among elderlies is also in increase.

In addition to this, it is known that the countries that were made epidemiological studies about suicide, has distintive profiles. Although the prevalence of suicide is very low in most countries, this notion is found appropirate in many countries, and even found compulsory when certain circumstances occur (Özsoy and Eşel, 2003)

Suicide, which has been a fact in every period of time, has a tendency to increase  and becoming an important healt problem in our current day. According to World Health Organisation, around one million of people is assumed to terminate their own lives in the year 2000. The suicide rate worldwide is reported to be 16 in 1000.000. In other words, 1 person attempts to commit suicide in every 3 seconds and 1 person commits suicide and dies in every 40 seconds. According to WHO, the rates of suicide has increased 60% in the last 45 years. Suicide is reported to be one of the 10 reasons of death in all countries. It is the 8th reason of death in the U.S.A. Suicide  is the 3rd reason of death among the ages 15-24 in U.S.A., whereas it is 5th in the world. This inclination shows similarities to the rates in developed and developping countries. Altough the highest rates are still seen in adult males, the increase of suicide among 15-34 years is significant (Vikibook, 2010).
Generally, the yearly incidence of suicide is 10-20 in 100.000 This rate varies around 10-40 in 100.000 in different countries. The rate of suicide attempt is 15 times more of it. This rate is 12.5 in 100.000 in the U.S.A., more than 35 in Baltic countries and lower than 10 in countries like Ireland and Egypt (Özsoy and Eşel, 2003).
Among the countries who inform their rates of suicide to WHO, Eastern European countries have the higher rates, whereas Latin American, Muslim countries and some Asian countries have the lowest rates.

In Europe, Hungary, Czech Republic, Finland, Austria and Switzerland ahs the highest rates of suicide (Uludüz and Uğur, 2001).

Among developped Western countries, especially Scandinavian countries, this rate varies between 20-50 in 100.000. World’s highest speed of suicide (95.3 in 1000.000) is in Lithuania. Russia follows with the rate of 87.4. After 1980s, suicide rates increased significantly, particularly in the industrialised countries. For example, every year, 30.000 people loose their  lives due to suicide in the U.S.A. According to the data of WHO, Turkey is one of the countires that has low rates of suicide (Uçan, 2006).

As the tendency to hide or not keeping the records of both suicide and attempts of suicide in Turkey, the records of police and hospitals have low reliability. As a result of this, the real rates of suicide are unknown. However, there are studies conducted in different research centers which may give a general idea about the issue (Ceyhun and Ceyhun, 2003)

Although the rates of suicide and attempts of suicide is lower than European countries, the majority of  suicide attempts is seen among 15-19, as seen in Europe (Devrimci et al., 2003)
The fast social change, migration to cities from rural areas, increase in the rates of  unemployment, easiness of providing of weapons are the factors that cause the suicide rates to increase in Turkey (Okman, 1997).

According to data of Institute of Goverment Statistics the rates of suicide varies among different areas of Turkey, increase from east to west, particularly in metropol cities. According to a study conducted by Fidaner, it was suggested that the rates of suicide in cities is double times of rural areas, and the rates are higher particularly in the suburbs of cities (Yüksel and Ceyhun, 1994). 

When the rates of suicide is examined according to the regions, Egean region is seen to have the highest rates of suicide with 3.74 in 100.000. The lowest rate in Turkey is Karadeniz region with 1.86 in 100.000

Sickness is seen to be the most important reason of all suicides in Turkey, followed by familial problems and economic problems. Academic inachievement  has the lowest rate among all other reasons of suicide. Researches indicate that rates of suicide is quiet low in eastern Turkey but show dramatic increase in west (Dilsiz et al., 1992).

In a study conducted in Malatya about the completed suicides between 1984-1994, familial problems was seen to  have the highest rate, followed by sickness (Yalvaç, 1998).

According to a study conducted by Yağlı et al, in which the suicide attempts and the death incidences of 563 people in TRNC between the years of 1970 and 1990 were studied by investigating all hospital and police records revelaed that the rates of suicide reached to a percentage of 22.6 in one hundred thousand whereas it was 3.3 in 1970. The rates of the death incidences due to suicide changes between 1.3 and 7.3.  When these results are compared with the statistics of 1990 in Turkey, the rate of 100.000/2-2.5 can considered to be a very high percentage.

Parallely to the worldwide statistics, the tendency of increase of both suicide attempts and the death incidences  due to suicide in TRNC is shown to be quite considerable by the findings of this result. According to the statistics of World Health Organisation, in which 62 countries were investigated between the years 1980-1986, TRNC lines up between Surinam (21.6) and (22.7) with a rate of 100.000/22.66.  This rate is shown to be among the highest ten. (Yağlı et al.)
When the prevalence according to gender is investigated, it is seen that 283 women and 180 men attempted to commit suicide; 37 women and 63 men were dead due to suicide. In both males and females, the age group of 15-24 has the highest rate of suicide attempt, whereas the age group of 55 and older has the highest rate of suicide.

As with the educational status and occupation, it was seen that the graduates of primary school had the highest rate of suicide attempt (38%) and completed suicide(13%). Both suicide attempts and completed suicides were most common among house women, and in empolyees in men. On the contrary of the literature indicating that singles have higher rates of suicide, it was seen that suicide attempts (53.97%) and completed suicides (58.76%) were most common among married people. However, parallely to the literature, spring was the season that had the highest rates of suicide attempt (116 people)  and completed suicide (23 people), in summer 194 people has attempted to commit suicide, and 39 people were dead due to suicide. Hanging onself was the most common method of suicide among males (52.4%) whereas taking medicines was the most common method among females (48.6).

The findings of this research is concordant with the findings of the studies conducted in Turkey and in worldwide studies.
According to a study conducted in TRNC by Mehmet Çakıcı et al (2000), in which records of all the medicolegal autopsies performed in Turkish Republic of Northern Cyprus between 1985-1995 by determining the causes of death, death origin, as well as age, sex and nationality distribution of decedents, in medicolegal deaths of this region and compared the results with other parts of the world, it was revealed that the causes of death in Turkish Republic of Northern Cyprus are quite close to those of some other countries but there are also contradictory findings which are discussed in this report. This report is importance as it is the first report on this subject in this region.

According to this result of the 915 deaths, 696 (%76.1) of decedents were male and 219 (%23.9) were female; 722 (%78.9) of decedents were Turkish Cypriots followed by Turkish Republic Citizens (% 14.8), British citizens (%2) and Greek Cypriots (%0.6). More than half of the deaths were accidental origin, followed by natural deaths (%23), suicidal deaths (%6), homicidal deaths (%3) and undetermined deaths (%5). Hanging is the most common cause of suicide (%48). Poisoning (%23), Gunshot (% 19) and jumping from heights (%4) are less commonly used methods. Using traditional suicide methods like hanging as in North Cyprus may be explained by cultural reasons. 

As with the age, suicides in male mostly seen in between 10-​19 age group, but in female between 20-29 age group. However, male predominance appears with homicides death (%90.6) and most of the homicides death were seen in between 20-49 age group (%62.5). (Çakıcı et al, 2000)
2.4.     Risk Factors

As well as personal causes, suicide may occur due to social causes. Recently, societies experience fast changes in social, cultural, economic and technological aspects. Hence, distressing conditions increase, psychological propblems or suicidal behaviors also increase as a result of unability to adop or coping (Şimşek, 2002).

Suicide attempts and psychological problems such as depression, alcohol and substance dependency, and sociodemographic factors such as communication problems within the family, lack of social solidarity, economic problems, migration were argued to be related. In addition, socioeconomic variables such as age, gender, marital status, level of education, economic status were argued to be related to suicide (Gould et al. 1996).

Haley (2004) groups the risk factors which may be causing suicidal behaviors into two: a) preparing factors b) potantial factors. In the classification of Haley, depression, hopelessness, substance abuse and genetic structure are considered as preparing risk factors; suicide in the family, a considerable wounding or illness, social isolation or easiness to reach out to certain methods (weapons, for instance), low self-esteem, an abuse history, unability to cope with stress, familial problems, low socio-economic status, sexual orientation, gender, biological sturcture, age, social/environmental sources of stress, insufficiency  and errors of information processing are considered as potantial risk factors. 

As with the adolescent suicides, factors such as the existence of a previous suicide attempt, ilness, domestic violence, distressing life events, substance abuse, illness and migration weakens the social bonds and may fascilitate a ground for suicide (Sayar et al., 2000)

It is also suggested that peer relationships might be triggering suicidal behavior during adolescence. Female adolescents are mostly argued to be effected by loss of boy friend where as male adloescents are argued to be effected by aggression within familiy or suicide of the siblings (Sayar et al., 2000).

In a study of Şenol et al. (2005), being between 15-24 ages, being female, single experiencing domestic problems, having some physical or psychological problems, recent losses, attempts of commiting suicide are risk factors for suicidal behavior.

When the risk factors of suicide are examined, the primary risk factors are: Ideas or plans about death of one’s own or closed associates, pyschotic symptoms or ordering hallucinations, agitation and severe anxiety together depression, the existance of suicide history in the family, previouys attempts of suicide, use of alcohol and substance. And the secondary factors are: Financial difficulties, other comorbid ilnesses, being adolescent or over 60 years old, the lenght of depressive episode, religious belief  (Atay, 2005)

2.4.1. Characteristics Of People Who Commit Suicide
In a study, in which 3800 people who had suicide attempts participated, Tuckman and Youngman (1986), identified the sociodemographic characteristics related to suicide: Being 45 years old and above, being male, unemployed or retired, being divorced or widow, living alone, having a physical ilness, having medical treatment for the last 6 months, having a psychiatric history including alcohol use, using violent methods such as hanging, using a gun, jumping over or falling down in order to commit suicide, leaving a message before the suicide(Yiğit, 2009)
In a study conducted by Sayıl et al. (1993), the cases who consulted to emergency services in Ankara after suicide attempts was assessed according to the variables such as age, gender, marital status, education level, occupation, the town that the person lives in, method of suicide, the therapeutic approach of the hospital and the time of suicide. Findings indicate that rates of suicide is higher in youngsters and in males. An examination of age variable revealed that the rates increase in the groups of 15-24 and 25-34. As with the suicide method, taking medicines has the highest rate in both males and females, followed by cutting the body. As with the occupation, the students have the highest rates, followed by house wives. 58.44% of cases were single, 39.61% were merried and 1.95% were widow. Months of June and August were seen to be the most common periods of commiting suicide. Ankara was in the lead with highest rate, followed by Yozgat.
2.4.1.1. Gender 
There are significant differences about suicide when a comparison according to gender is made. Killing oneslef is more common among males whereas suicidal thinking and attempts of suicide is more common among females. The rate of the termination of attempt by death is 3 times more in males according to females but the the rate of the attempt of commiting suicide is 4 times in females according to males (Salib et al., 2006)

In the U.S.A. and in Germany, the rates of suicide in all age groups is 3 times more in men and in Turkey, 2 times more in men when compared to women. Rate of suicide is 4 times more in men in Brazil, 2.5 times more in France, 3.5 times more in Finland and 5 times more in Russia (Bağlı, 2004).
When compared wiht the rates in the world, the rates of the attempts accoring to gender is similarities to the rates in Turkey. In the studies conducted in European countries, Japan, Taiwan and Turkey, the rates of the attempts of suicide was found to be higher in females than in males (Sayıl et al., 2000)

The reason why males have higher rates of completed suicide may be due to the fact that men are more involved in guns and weapons. However, males also use methods such as hanging or jumping over more than females. Women mostly use psychoactive substance for the purpose of commting suicide or drink posionous substances (Uludüz and Uğur, 2001)
In a study conducted in the University of Erciyes, emergency service of Faculty of Medicine, 333 cases who attempted to commit suicide reported familial problems, sickness, academic inachievement as the reasons of suicide. A comparison of genders revealed that females report familial problems as the major cause whereas males report financial problems (Şenol et al. 2005).

The study of Şenol et al., (2005) revealed that the 98.0% of tha attempts of females were unseccussful.

It is indicated that there is a variety of reasons of why the rates of the attempts of suicide is higher in women and the rates of the completed suicide is higher in men. One of the explanation is made by the theory of socilalization. According to this theory, the gender differences are the responsible of these differences in rates. In all cultures, there are stereotypes related to man and woman. For instance men are supposed to be more active wwhereas women are supposed to be more passive. It is suggested that the suicide behaviors of men and women fit in these stereotypes (Ayhan, 1996).

Men are reported to be more aggressive, more prone to substance use rather than depression, more success focused and more inclined in risk taking behavior. Men who display aggressive behaviors, use more dreadful methods and this increase the possibility of completed suicide (Güleç et al., 2006)

While adolescent males are supported to be more extrovert and indepenedent, family is more important for female adloescents. As females face more familial problems and get effected more than males, it is plausible to see familial problems as the major cause of suicide in females (Öten et al., 1994) 

The personal characteristics of women might be another reason of the high rates of the suicide attempts in females. It is seen that females have stronger religious beliefs when compared to males and have more negative attitude towards suicide. Moral and religious ideas and beliefs, responsibility for family and friends, feelings of love, fear of death, and some other values bond women to life and protects them from suicide (Batıgün, 2005).
Having more sources of social support and ability to ask for professional help when needed might be some of other reasons of why women have lower suicide rates (Canetto, 1992).

Women have a high rate of suicide in the rural areas of China. It has been argued that this situation might be due to the fast social change that China experiences recently or the intreatment of depressive women in rural areas. As with these aspects, China is argued to be differentvthan many other cultures (Philips, 2002).

In a retrospective study about suicides in Eskişehir, Balcı and Albek (2003) suggested that 94 people died between the years 1997 and 1999. 69.1% of them males. 

Suicides of men are reported to be planned, cautious, unnoticed, dreadful whereas suicides of women are reported to be cases that have low risk of death, have chances to be noticed, saved, mostly having a theme of ask for help. Thus, suicide can be said to have two dimensions. The first dimension is the death and injury caused by the attempt of death. The second one is related to the intention to commit suicide, the level of these intentions and preparations, the desire to die, to live or to be noticed (Balcı, 2008)

2.4.1.2. Dispersion of Age

The rates of suicide increase paralel to age. The rates of completed suicide increase in men after 45 years old and in women after 55 years old. The number of attempts of suicide is less in elderlies than in youngsters. The speed of suicide varies among countries. However, it is reported that suicide and suicidal thinking is in increase in youngsters (between 15-24 years) than in other age groups (Batıgün, 2005).

Death as the result of suicide is very rare in children under 10 years old. The avoidance of suicidal thinking by undevelopped psychological structure of  the child, the dependency to others and parent’s concern over the child might be the reasons of thi situation. Nevertheless, suicide attempts may be seen in children (Aysev, 1993). 

It is not possible to explain the suicide behavior of children by psychiatric diagnostic categories.  Academic inachievement, poor school performance, discipline problems at school, problems with peers, disappointments about romantic affairs particularly during adolescence, conflicts with parents, frear of being punished, loss of parents or beloved ones, divorce, abuse might be the reasons for the attempts of suicide.

The personal difficulties of the adolescent and environmental factors might regarded as the reasons of the increase in the suicide rates during adolescence. Individuals who think about suicide or attempt to commit suicide have more distress and interpersonal difficulties than the ones who do not have suicidal think or do not attempt to commit suicide (Sağınç et al., 2000)

In Europe, between 15-44 years in males, 25-44 and 65-74 years in females are reported to be the periods that suicide attempts are seen most. In Turkey, 15-24 and 25-34 are the years that suicide attempts are reported most. These periods are the same for the rates of completed suicide (Coşar et al.,1997).
The sucide of the elderlies can classified into two: 65-74 years and 75 and above. Suicide of elderlies is more common in Euorpean countires and in the U.S.A. (Özsoy and Eşel, 2003).

The incidance of suicide is higher among the ones who are 75 years or older rather than 75-74 years. Suicide is more common among male elderlies rather than female elderlies. Cardiovascular problems, cancer, depression, organic mental disorders increase the risk of suicide in the elderlies (Fidaner, 1994).
Psychiatric problems, particularly depression, is common among elderlies. Physical and social loss, retirement, loss of income as result of increase in expenditures due to health problems, loss of social support, hopelessness, helplessness, dependency to other people are suggested to be the reasons of suicidal thinking in th elederlies (Oto et al., 2004)

Old age can be defined as a period of losses such as retardation in cognitive, physical abilities, the loss of productivity, weak interpersonal support, loss of health. These losses decrease self-respect and satisfcation in life (Palabıyıkoğlu, 1993). 

Suicide in the elderlies was argued to be a process of “gaining power over one’s own body by getting rid of  the unberable distress of the crises of suicide and physical weakness, by punishing the body-self and exterminating the physical weakness” (Ceyhun, 1994).

2.4.1.3. Marital Status
As many resarches conducted around the world indicate that the rates of suicide are higher in singles, in divorced or split people and in widows, marriage is suggested to be a protective factor against suicide (Ekici et al., 2001)

The rates suicide is lower in married individuals. Suicide is seen two times more in singles and four-five times more in divorce or split individuals when compared to the married ones. This difference is more evident in males (Özsoy and Eşel, 2003).

Most of the ones who attempted to commit suicide is single or widow in Europe, 30% of these cases were reported to live alone. 6% of females and 9% of males are reported to attempt to commit suicide after they lost their domestic regularity (Özsoy and Eşel, 2003).

The rates of attempts of suicide was found to be higher in singles rather than married ones in a study conducted in Kayseri. The dispersion of attempts of suicide according to marital status and gender indicates that 69.7% of these individuals were male and 48.3% of these were females. Marriage is suggested to be a protective factor as with suicide attempts (Şenol et al., 2005).

The rates of suicide was found to be lower in married individuals and females in the study of “The Regional Dispersion of Suicide in Turkey” conducted by İçli (1983). It was argued that the rates of suicide in the upcoming years is higher in individuals who are divorced or lost their spouse (İçli, 2004).
The rates of suicide decrease back to 11 in 100.000 in married individuals and the ones who have children whereas this rate increases to 69 in 100.000 divorced males. The most risky group is suggested to be the males who are divorced, living alone, having a history of suicide in the family (Ceylan and Yazan, 2000).

Marriage can be suggested to be a protective factor as it increases the social adoptation. Therefore, psychological loss and the decrease of  social concordance  as a result of divorce or widowhood may be causing the rates of suicide to increase. Socioeconomic status in marriage and use of substance may be serving as the additional factors (Jacobs et al., 2003)
2.4.1.4. Socioeconomic Status, Occupation and Education

The speed of suicide is higher in the areas of the cities that have lower socioeconomic status. On a personal basis, individuals’ perception of their incomes affect suicide rates. Lower socioeconomic status increase the speed of suicide even for the ones under 25 years old. 

The fast socioeconomic declines also increase the speed of suicide. The deep changes in economic status causes increase in the speed of suicide. The rates of suicide are higher in the regions in which social break outs and economical collapse is experienced.

The speed of suicide remained high in China despite of the great economic reforms in the country. This situation can be argued to be a result the social changes caused by the economic reforms.

Economic stiuation also increases some other risks: the use of alcohol and marital problems increase as a result of financial problems which also increase the rates of suicide. The loss social bonds is another factor increasing the speed of suicide. In case of immigration, there is an increased risk of suicide for the ones left behind. The speed of suicide increased in China in 1998 as a hundred million of people migrated from rural areas to cities, left women and children behind to take care of elderlies and lands (Goldsmith et al., 2003)

The prevalence of suicide attempts is ten times more of completed suicides. However, the prevalences of suicides and suicide attempts in Turkey is lower than the avarage in the world. The incidents of suicide increase by age, but suicide is more prevalent in young adults. The factors that are thought to effect suicide attempts and completed suicide are generally similar. For instance, suicide attempts are generally related to factors such as living in rural areas, low socioeconomic income, divorce, lonesome etc. (Özgüven, 2008).

The rates of suicide in unemployed individuals are higher than the employed ones. The rates of suicide increase in times of crises and unemployment and decrease in times recovery or war (Özsoy and Eşel, 2003).

In a study conducted by Standish-Barry et al (1989), in which the relationship between attempts of suicide and unemployment was examined, it was found out that the rates of suicide increase when the rates of unemployment increase. 

According to Hawton (1987), the presence of a psychiatric disorder increases the risk of suicide (Batıgün, 1999)
The changes in the socioeconomic status of the individual (decrease or increase) increase the risk suicide. Generally, the risk of attempt of suicide is higher in lower socioeconomic groups. In cities, the risk of suicide is higher in suburbs (Özsoy and Eşel, 2003)
Suicide is argued to be very common among professionals who have weak social skills (Uludüz and Uğur, 2001) 

Doctors, musicians, dentists, lawyers and insurers are considered to be the most risky groups as with suicide. Psychiatrists, followed by opthometrists, anesthesians, have the higher risk among doctors (Özsoy and Eşel, 2003).

The rates of psychiatric disordera and suicide is higher in artists when compared with the overall population. The speed of suicide is shown to be higher in educated individuals who have depressive disorder (Jacobs et al., 2003)

Studies indicate that doctors who commit suicide have psychological problems such as depression and substance use, mostly have difficulties about their jobs or families (Rock et al., 2003)

In Europe, the attempts of suicide are mostly commited by individuals who have lower educational status. Half of the men and women who attempted to commit suicide had only basic eduction, 38% of males and 50% of females had no ocuupational training. In Europe, 12% of females and 20% of males who attempted to commit suicide is unemployed (Özsoy and Eşel, 2003)

It is reported that education, apart from the effect of social class, decreases the risk of suicide attempt in youngster between 15-24 years old(Çuhadaroğlu et al.,1992)

Sayıl et al. reported that, 93% of the ones who attempted to commit suicide had an education level under high school and it was argued that there is not a statistically significant difference among groups of 5-8-11 as with the rates of suicide attempts (Sayıl, 1993).
2.4.1.5. Religious Belief

Catholicism and Islam strictly forbits suicide. In Japan, where it ritual suicides are socially accepts, speed of suicide is still high.

As there is more social interaction and unity in Catholicism, the speed of suicide is lower in Catholic Western countries than in Protestans. In the U.S.A., speed of suicide is lower in the regions where there is intitutional Protestantism. Jewishness has an insignificant and incoherent effect to decrease suicide. No data is recorded as with the effect of Islam on the speed of suicide in U.S.A. (Goldsmith et al,. 2003) 

The protective effect of religion can explained by a few factors. Being a member of religion provides a support by social bonds, decreases suicide as it forbits the act, protects the individual as structure of religion and spiritualism produces a feeling of hope and purpose.

Rates of alcohol and substance use, divorce and completed suicide is  lower in religious people. Most of the religions provide higher levels of social support and unity. Social support decreases loneliness and feelings of loss of identity, avoids deporession. If ever loneliness and loss of identity can be argued to have a direct relationship with depression, religion may be argued to serve as a protective factor indirectly.

Durkheim’s suggestion that religions which provide social unity should decrease suicide, is supported by the reserches conducted about Islam. In a study conducted in Jordan, the rate of attempts of suicide is reprted to decrease during Ramazan (Sayar, 2002).

2.4.1.6. Family Structure

Among divorced and split individuals and in split families risk of suicide is reported to be high. Domestic violence, chronic dysfunction, desorganisation, difficulties of communication, lonesome, physical and sexual abuse, lower eductaion status of the parents, divorce of the parents before 16 years old, living with single parent, being adopted, relationship problems with the spouse, suicide history in the family, poor socieconomic status are suggested to be the factors that increase the attempts of suicide (Golud, 2001)

Level and type of communication within the family is important for a family to function and to be healthy. Insufficient and distorted communication within the family increases the risk of self-harm of the adolescent.

Ruined relationships with the parents and distress within the family may cause adolescent to recieve less familial support which in fact would provide an important contribution to the development of the adolescent. This situation may direct adolescent to suicide. In addition, the self-respect of the individual will inevitably be harmed as result of these negativities within family (Dilsiz et al., 1992)

The ideas of the people who had been ignored during their childhood and deprived of normal love relationships that they are still unwanted, ignored, unvalued serve as factors that involve people in suicide (Geçtan, 1995).

One of the most overwhelming challenge of the contemporary human, particularly younsters, is to come closely pressed by traditional values and traditional family and remain indecisive among these. However, attempts of suicide is not frequent in traditional family sturcture as there are strong support systems to cope with insufficiencies (Şenol et al., 2005)

In an article of Palabıyıkoğlu (1993), in which she examined the role of the family in suicide, she suggested that loose bonds within family, threats to the integrity of the family and the roles of the women in traditional society are important factors as with the attempts of suicide.

A retrospective study conducted with 50 women who had suicide attempts, in which their history of adolescence was examined, revealed that all of these women were grown up in families having serious problems, 32% of them lost one of their parents, 62% had a family member who has severe psychological problems, 22% of them had parents who had alcohol dpenedency, 30% of them were physically or sexually abused or assaulted by a family member (Stephens, 1987).

In a study conducted by Sayıl et al., in Ankara in 1990 and 1995, abondenment by a loved one (21%), marital problems  (15%) and psychological problems (15%) have been identified as the three major reasons of suicide attempts. A major  percentage of problems related to spouse have been reported to be about domestic violence, which constitutes the 45% of of all suicide attempts.

When Dilsiz and Dilsiz (1993) assessed the reasons of suicide attempts in 209 cases, the problems related to mother and father was shown to be the major cause, followed by problems related to spouse. The cases that identified psychological problems as the cause of their suicide attempts have been reported to be 19.1% of all cases. However, problems related to school, work, financial status and physical health problems were not found to be significantly related to suicide attempts.

In a study conducted in Manisa in which 1086 people among 15-65 ages participated, the life long prevalence of suicide was found to be 2.3 %.  The major stressor for people who attempted suicide was shpwn to be marital problems (44%), followed by other suicide attempts in the family (16%) and in the environment (44%). 24% of people who attempted to commit suicide had previous suicide attempts (Deveci et al. 2005)

In the study of Sağınç et al. (2000) in which 108 psychiatric patients who were hospitalized were studied, the major reasons of suicide attempts were found to be personal/marital reasons, followed by psychological reasons.

An investigation of 254 individuals who attempted to commit suicide in Trabzon, in 1995, 75 % of cases were reported to leave a written message before the incident who had significantly higher rates than the ones who did not leave a written message. The behavior of leaving a message was reported to be common in the ones that were determined to kill themselves, in the ones who had religious beliefs and the ones who choose non-impulsive methods to commit suicide. Especially, the ones who have intense familial conflicts were reported to leave a message before the incident and it was argued that it might be due to the feelings guilt (Bekaroğlu et al., 2000). In the study conducted with 1086 participants, in Manisa, 92 % of cases were reported to leave no messages of suicide before the incident (Deveci et al. 2005).

2.4.1.7. Race, Ethnicity And Culture

Although most cultures regard suicide as a problem, the way it is accepted or  condemned varies according to the culture. After the Second World War, the rates of suicide decreased in the U.K on the contrary of expections, but the rates of suicide increased in Japan. These suicides can be regarded as socially accepted, ritual suicides in  response to being insulted culturally. Unlike to the western point of view that pathologizes suicide, in Japanese culture suicide behavior like “hara-kiri” is sublimated and attributed honor rather than being stigmatized. Indian women’s burning themselves after becoming widow, is another example of attributing suicide an honor and sublimating rather than pathologizing it. Indian widow who is called “sati” merely establishes a pact with her dead husband and prooves her dedictaion to him by burning herseld in the same funeral. This can be considered to be a social pressure on the person to  display a definite mourning reaction. This behaviour can be said to be an indication that a widow person can have no expectation from the society, no matter the decision is given by free will or not (Sayar, 2002).

The rates of suicide is higher in black Americans. Nevertheless, the suicide rates of caucasian Americans are double times of black Americans (Özsoy and Eşel, 2003)

The speed of suicide is higher in adolescent Indian-Americans, African Americans and Americans of Alaska.

The rates of suicidal thinking and attempts of suicide in young African American males can be said to be quite high: 1.9% for a 6 months prevalence of suicidal thinking and 0.4% for suicide attempt. On the contrary, the speed of suicide is lower in young African American females. This situtation can be explained by factors such as religion or being involved in civil society movements or in church. Although the rsik of death of African American women is lower than caucasion American women, the rates of hopelessness and depression is still higher. However, African Americans do not ask for professional help in case of depression, as they consider it as a personal weakness and spend their times by praying instead of looking for professional help.

Suicide is accepted behavior in Japanese culture. And even perceived as a behavior to save one’s honor in case of social incoherence. For instance, the Japanese people choose suicide rather than inheriting their bank debts to next generations or when they are severely dysfunctioned as a a result of an illness.

Familial conflict is a reason of suicide in Eastern societies. For example, if there is incoherence with the traditional values of the society, a young woman can commit suicide. In Pacific Asian cultures, elderlies, particularly widows, hang themselves if they cannot receive the suport of youngsters (Vijayakumar and Nagaraj, 2004).

2.4.2. Other Risk Factors
           2.4.2.1. Previous Attempts of Suicide

Past attempts of suicide are predetermining factors for later attempts of suicide or completed suicides. Studies of psychological autopsy reveals past history of suicide in the 18-50% of patients who attempted to commit suicide, longitudinal studies reveal that 10-15% of these patients commit completed suicides afterwards. History of past suicide, significantly serve as as the triggering factor for the future attempts. An attempt of suicide increase the rsik of suicide 38 times more than any other psychological disorder causing suicide (Güleç and Aksaray, 2006).

There is a past history of suicide in  19-24% of all cases of suicide and 10% of these cases end up with completed suicide with 10 years. The 3-6 months following an attempt of suicide is most riskful period for suicide. Besides, the rates of mortality among suicides which has a past history of suicide are higher than the attempts of suicide for the first time(Özsoy and Eşel, 2003)

A past history of suicide increase the risk of suicide 3 times more in girls. The most important predictive factor of suicides in males is the existance of a past attempt of suicide which increase the risk of suicide 30 times more (Mc Keown et al., 2006).

It is suggested that almost half of all people who has repetitive suicide behavior has a chronic pattern of self harm and their history mostly includes depression, unhappiness, personality disorders, abuse of substance or alcohol, distressing or traumatic life experiences.(Arensman and Kerkhof, 1996)

A study of Ateşçi et al (2002) in which 60 adult patients who applied to emergency service due to an attempt of suicide reveals that 23.3% of all these patients have a previous attempt of suicide. It is also seen that 46 of them (76.7%) attempted to commit suicide for the first time, 8 of them (13.3%) for the second time and 6 of them (10%) attempted to commit suicide at least 3 times.

A study conducted in which 94 cases of completed suicide between years of 1997-1999 in Eskişehir was studied, revealed a past history of usicide attempt in 11.7% of cases(Günay et al., 2001)

According to Hawton, a previous attempt of suicide that stipulated hospitalization, problems related to alcohol and substance use, personality disorders, living alone, going under psychiatric treatment, having a record of crime, history of violence, unemployment and low socio-economic status are the rsik factors for attempting to suicide (Hawton et al., 1994) .

2.4.2.2. Hopelessness
It is reported that, when hopelessness is considered from a perspective of cognitive theory, patients who attempted to commit suicide regard suicide as a way of escape from helplessness and hopelesness. If there is hopelessness in the perception of life, risk of suicide increases (Batıgün, 2005). 

In the studies that were conducted with hospiatlized patients after attempts of suicide, Beck et al. suggested that both depression and hopelessness is related with attempts of suicide, when hopelessness is controlled  this relationship is disappears. However, the opposite is not accurate. Beck suggested that hopelessness is a stronger factor as with the suicide, more than history of alcohol abuse and depression. In the studies conducted with adult patients hopelessness is found to be significantly related with suicidal behavior. According to researchers, there is a strong correaltion between intention to commit suicide hoplessness and this relationship remains significant when depression is controlled (Yalvaç, 2006).

Beck suggested that more than 78% of depressive patients regards future in a hopless wat. This rate is 22% in non-depressive patients (Batıgün, 1999).

According to cognitive model, people who are predisposed to depression views themselves, outer world and the future negative. They view themselves as insufficient, worthless and faulty. They view themselves as the responsible of the past events and believe that they are not liked by others. They think that others have so much expectation from them and outer world is full of problems difficult to overcome. Future is considered to be dark, predisposed to unsuccess and hopeless. Beck (1963) argues that cognitive distortion is the cause of suicidal behavior. According to Beck, the patient gives wrong meanings to experiences altough there are no valid and objective proofs. This situation is defined as hopelessness which refer to negative expectations from future. Suicide is percieved as a survival from this situation. By this way, the person saves himself from unbearble pais. (Durak 1994).

Sayar et al. (2000), reportes that independently from depression, hopelessness effects intentions of suicide in adolescents. Adolescents who have difficulties in expressing thier feelings may be inclined to suicidal behavior

In a study of Durak (1994), a comparison of normal individuals and psychiatric patients who had attempts of suicide, reveals that the group that had suicide attempts has more feelings of hopelessness, follwed by the depressive patients. Loneliness is also reported to be significantly related with suicide in both normal population and psychiatric patients.

In the study of Tel and Uzun (2003), the individuals who attempted to commit suicide reported distress, loss, seperation, psychological problems, financial problems and communication problems as the major causes of their attempts. It was suggested that life experiences and traumas serve as the major triggering factors and suicide occurs as a reaction to stressful live events. Hence, suicide should be regarded as a call for help, in addition to indication of hopelessness and helplessness.

2.4.2.3. Impulsivity
Impulsivity is mostly defines acting without considering the results and is argued to be consisted 4 factors: Impatience, hastiness, insensitivity to punishment and lack of control. Impatience can be defined as oversensitivity to reward and expecting it immediately; hastiness as behaving in a careless way without considering the results; insentivity to punishment as unconcern to punishmentas the person aims to possess the reward; lack of control as lack aof control mechanism that would help the individual to avoid netagive responses  (Yalvaç, 2006).

Plutchik et al. (1989) found significant correaltions between impulsive behaviors and viloent behaviors as well as corellations between impulsive behaviors and risk of suicide. Besides, age is shown to be effective on the scores obtained from “Impulsive Behaviors Scale”  and education is shown to have effect on the scores obtained from the “Hastiness Subscale”. It is seen that the age group of 14-24 scored higher in the “Impulsive Behaviors Scale”  than groups of 25-40 and 41-62. Age and gender is not seen to be effective on the “Hastiness Subscale”. An analysis of the direction of this effect revealed that the scores of the participants are gradute of primary/secondary school is significantly higher than the scores of the participants who are graduate of university. Briefly, age and education is found to be significantly correlated with impulsivity whereas there is no significant relationship between gender and impulsivity (Batıgün and Şahin, 2003).

A study of Kashden et al. (1993) in which conducted with psychiatric adolescents who attempted to commit suicide (N=23) and did not attempt (N=20) and normal adolescents (N=63) revealed that the adolescents who has suicidal behaviors scored higher than other two groups in impulsivity scale. Their scores of hopelessness and depression were also found to be significantly higher. This situation is also confirmed by the analysis of covariances controlling the scores of hopeless and depression. As with the impulsivity, no significant relationship was found between the impulsivity scores of norma adolescents and psychiatric adolescents who did not have suicide attempts. This study is argued to be the first experimental study indicating that the adolescents who have suicide attempts is more impulsive than the adolescents who do not have suicide attepmts (Batıgün, 2004).

Batıgün (2004) argued that if ever there are insufficiencies in the prolem coping strategies as well as the existence of anger/aggressiveness and impulsivity, the person might be in greater risk as with the suicidal behaviors. 

The adolescents who have a past history of suicide is mostly in lack of guides who would help then to cope with distressing feelings and ideas. The insufficiencies the social support system increases feelings of isolation, anxiety, low self-esteem and feelings of being refused; hence, the adolescent may choose to behave impulsive (Atay and Kerimoğlu, 2003).

Like the ones having borderline personality disorder, the ability to control and direct the internal stimuli is not developped sufficiently in adolescents. Some theorists argue that the unexpected and unplanned attempts of suicide remark insufficienceis in the control mechansim of ego control (Atay and Kerimoğlu, 2003).

2.4.2.4. Seasonal Changes

April, May and June are the months that higher rates of suicide are seen. This situtation is the same in both North and South hemisphere. However, these months are different seasons in both hemispheres. The reason of it still remains unexplained.

The frequency of the attempts of suicide in women is the highest during summer season, followed by spring, winter and autumn. Spring is the season that the frequency of completed suicide is the highest.The total number of attempts and completed suicides are the highest in summer. In men, completed suicides and attempts of suicide are both most frequent in spring (Uludüz and Uğur, 2001) 

2.4.2.5. Physical Disturbances
According to postmortem studies, there were physical disturbances in suicide cases between  a varying rate of 20 % and 70%. Physical illness is suggested to be a secondary factor  between  a varying rate of 11% and 51%, and this rates increases by age (Oral, 1997).

Cancer is the most common type of physical illness that suicidal behaviors occur mostly. It is reported that the rate of suicide is 20 times of more among patients with cancer than the normal pouplation (Özsoy and Eşel, 2003).

Physical ilnessess may increase the risk of suicide by a variety of ways such as triggering or exacarbating the psychiatric disturbances, causing organic mental disorders and cognitive, emotinal changes, causing unability of jedgement, impulsivity and suicidal behaviors. Suicide might be seen as a plausible way of survival in patients with physical illnesses, patients in terminal phase particularly in cancer. The risk of suicide is higher after te diagnosis and during chemotherapy (Storm et al.,1992). 

Breast or genital cancers were found in 70 % of patients who committed suicide. The risk of suicide increases in ilnessess that effect central nervous system like epilepsia, multiple sclerosis, dementia, Huntington disorder, head trauma, cardiovascular illnesses and AIDS . Disturbances related to endocrinal system such as cushing disorder, anorexia nevroza, clinephtler syndrome, porfiri  are also found to be related with high rsik of suicide. Besides, disturbances such as peptic ulcer, cirrhosis, gastrointestinal disturbances, prostatic hipertrophy, urogenital problems may increase the risk of suicide (Özsoy and Eşel, 2003).

  2.4.2.6. Psychiatric Disorders

As there is a history of psychiatric disturbance in 95 % of all suicide cases, psychiatric disturbances can be suggested to significantly increase the risk of suicide. Generally, depression, alcohol dependency, schizophrenia, personality disorders are the psychiatric disturbances that are highly correlated with suicide. Depression is found in 80 % of suicide cases, also having a history of psychiatric disorder. The risk of suicide is found to be 15% in depression (Beautrais et al.,1996).

The rate of mortality due to suicide in pschiatric population who were previously hospitalized is found to be 20 % in bipolar depression, 15% in unipolar depression, 18% in alcoholism, 10%schizohprenia, 5 -10 % in borderline personality disorder (Mann, 2002) .

The risk of suicide is higher in affective disorders than any other diagnostic groups. Suicide risk is higher in manic period due to grandiose ideas of saving the world. However, suicide is more common (30 times more) during depressive period in biolar patients. Dhystimic disorders and adaptation problems also increased the risk of suicide. Suicide due to depression is more common in women than in men (Yüksel, 2001).

Generally, information about psychopathology before suicide is obtained by psychological autopsy. Interviews are made with the ones who were able to encounter with people committed suicide, trying to obtain proofs about suicidal ideas of the person before death. It was seen that there were psychiatric disturbances in 90 % of children and adolescents who displayed self-harming behaviors and this distırbance existed for at least 2 years in almost half of all suicide cases (Johansson et al., 2006).

Tezcan et al. (1995) found psychiatric disorders in 73.68% of adolescents who attempted to commit suicide. These disorders were found to be conversion disorder, adaptation disorder, panic disorder, major depression, shizophrenia and mental retardation.

Physical and sexual abuse during childhood, neglect of the parents, traumatic experiences are reported to cause suicide in adulthood. These factors also are reported to increase the risk of disturbances such as depreesion, anxiety disorders, borderline personality disorders, somatofrom disorders, sexual dysfunction. However, it is argues that early childhood experiences increase the risk of suicide indepenedent from these psyciatric disturbances (Özsoy and Eşel, 2003).

A study was conducted about the realtaionship between unhappiness in adolescent girls, suicide, riskful behaviors in the Henan providency of China. The study in which 351 female students attending to secondary school participated, revealed that 21% of these students were exposed to sexual abuse before the age of 16. The rates of depression, unhappiness, ideas and plans of suicide, use of acohol and smoking, quarrelsome, promiscuity were reported to be high in abuse cases in which there were physical contact (Chen et al.,2006).

In a study of Yoshimasu et al. (2006) which was conducted on Japanese population, it was found out that there is not a clear relationship between pschiatric symptoms and attempts of suicide. It was also reported that low socio economic status and personality disorders are the major factors as with suicidal behaviors in men; whereas depression and anxiety diorders are the major factors in women.

In a study which was conduced on 1086 people between the ages of 15-65, living in central Manisa, the rate of histroy of abuse during childhood was found to be 8% (Deveci et al., 2005). 

A study of Dilbaz and Aytekin (2003), in which a comparison was made between the ones who have suicide attempts and the ones that do not have suicide attempts  revealed that the rate of the history of punishment is higher in the groups having a history of suicide attempts. 

Suicide is reported to be more common in middle aged people and in elderlis in the general population, however it is more common in youngsters in psychiatric population. This reason of this is argued to be the early onset of disorders such as schizophrenia or mood disorders (Yalvaç, 2006).

The 30-50% of suicides occurs within the 6 months after being released from the psychiatry clinics. However, these patients cannot receive enough help, during a sufficient period. Being released due the policy of “revolving door policy” might be very catastrophic for the patients. Recently, the unsufficient capacity of psyciatric help is one of the major reasons of increased suicide rates (Petterstol, 1996).

2.4.2.6.1. Depression

Depression is one of the psychiatric disorders that is associated with suicide at most. It is reported that the risk of suicide in depression is 20-30 times more than general population (Özsoy and Eşel, 2003).

In the studies conducted with depressive patients, it was found out that one of each six depressive patients (15%) commits completed suicide. There is suicidal thinking in 75% of moderate and severe depression cases. The risk of suicide at any moment in severe depression is between 11-17 (Angst et al., 1999).

The latter weeks after the onset of psychiatric treatment has a special imortance. Because, after a period of healing, the reoccurance of the symptoms may cause suicide. The suicide cases which were diagnosed to have depression did not  to use anti-depressants before commiting suicide which means that most of these patients do not consult to doctor or receive treatment (Oto et al., 2004).

Suicidal thinking and acts is always higher in depression, particularly in reactive and endogen depression, than any other psychiatric disturbances. This risk is 30 times more if there pschotic findings in advance. Suicide occurs during the onset or during the period of treatment in endogen depressions. Unexpected recovery is also a dangerous situation in these patients. This recovery is mostly associated to the decision of commiting suicide. These patients commits suicide mostly during morning time or they choose soecial days to commit suicide. Another characteristics of endogen depression is collectivity. They believe that their relatives will be ounished due to their sins; they may kill thier relatives first and than commit suicide (Ceyhun and Çevik, 1996).

Depression and losses are the major factors of suicide. Losses may occur in different ways: Such as decreased self-respect, divorce, seperation, leaving home or illness. This loss may be actual or imaginary. In actual loss, there a loss of real object; whereas there is an  unmaterialized ideal, uanble to take a desired grade or promotion. All these targets are perceived vital unsuccess to posses these may bring an intense hoplessness which is one of the most important factors of suicide. Some people may regard suicide as a way of coming together with the lossed ones. These people may choose to die as they think it is way of being together till infinity. Such kind of suicides may occur in the birtdays or death anniversaries of the lossed one. Escape is another factor for many cases of suicide. Familial conflicts, forced marraige, physical ilnnesses, pain, loneliness, social pressure, difficulties related to work or “this insane world” might be the factors that direct people to suicide. For these people, death means terminating the unbeareble pains.(Sayar,2002)

Favcett argues that depression with severe anxiety is critically a risk factor. It is reported that there may be an unexpected suicide as a result of latent , dellusional depression, altough there are no previous attempts (Favcett, 1998).

2.4.2.6.2. Schizophrenia

The rate of death due to suicide is 10% in schizophrenia, the rate of attempt of suicide is around 30%. It is argued that the reason of suicide in schizophrenia is the unability of totally resolved self coping with the distructive impulses (Özhan and Tuğcu, 1998)

The risk increases particulary during the initial years of the disturbance. Factors such as being young, male, the chroinic course of the disturbance characterized by reoccurences and remmisions, comorbidity with depression, suicidal ideas, unemployment, leaving job are reported to increase the risk of suicide in schizophrenic patients (Batıgün, 1999).

Patients who had a successful life before the disturbance, have high expectations, aware of their pathologies and will not be able to reach their targets in life may decide to terminate their lives when they think the distruction in thier lives will increase (Drake and Cotton, 1986)

A study in which the scores obtained from “The Likelihood of Suicide Scale”  of 100 people diagnosed as schizophrenic and 100 “normal” people, in Turkey revealed that the mean of the scores of suicidal thinking, negative self-perception, hostility, risk of suicide is higher in schizophrenic group. In the same study, it is also seen that the risk of suicide is higher in schizophrenic patients who do not work, have a past history of suicide attempts, have an organic problem, pervceiving oneself unsuccessful at work or at school, unwilling to establish social contact, have low socail skills (Özhan and Tuğcu, 1998).

The risk of suicide in shizohprenia increases in periods of recovery after relaps or hopelessness and depressed temperament when compared to periods exacarbation with positive symptoms (Ateşçi et al., 2002)

Only small percenatge of schizophrenic patients commit suicide to get rid of hallucinations or persecutory dellusions (Bartels et al., 1992). 

2.4.2.6.3. Alcohol and Substance Abuse and Dependency

It is reported that the rates of suicide in alcohol dependency is significantly high and life long prevalence is between 2,2-3,4%. The risk factors of suicide in alcohol dependency are being male, a history of alcohol use, an intense period of excessive drinking lately, a comorbid depressive disorder, loss of intimacy, living alone, weak social support or lack of socail support, the existance of legal problems, unemployment, occupational and financial problems, suicidal ideas(Özsoy and Eşel, 2003).

A history of alcoholism is reported to be 25% in suicide. Depressive feelings, hopelessness, feelings of inferiority may occur after periods of excessive drinking. Alcohol may have a depressing effect. Chronic alcohol use upsets serotonergic functions. Suicidal ideas, hopelessness, self-hatred, ideas of death and suicide may occur under the effect of alcohol. Destructed interpersonal relationships as a result of alcohol use can be argued to be another reason for increased suicide rates in alcoholism. Similarly, rates of suicidal or self-harming behaviors increase in substance abuse. The risk of suicide is 20 times more of normal population in heroin dependents. The underlying feelings of emptiness, depression and unhedonia might be the reasons of substance abuse. Economic losses, disturbed relationships at work and family due to subsatnce abuse may increase the risk of suicide. The individual may also commit suicide under the effect of substance (Yüksel, 2001).

Factors like intake of overdose of substance, intravenous methods, anti-socail personality disorder, chaotic style of life and impulsivity may increase the risk of suicide in substance dependent people (Özsoy and Eşel, 2003).

Intense alcohol use increases the risk of suicide 10 times more. Alcoholism is risk factor for suicide 3 times stronger than physical or sexual abuse (Hidaka and Operario, 2006).

A study of Ağargün et al. (1995) in which the clinical and demographical characteristics of alcohol dependents were studied, revealed that the ones who committed suicide are younger than the ones who did not attempt to commit suicide, they start to take alcohol at earlier ages and diagnosed with more comorbid disturbances.

Dependency of acohol and other substances are reported to be comorbid with major depressive and bipolar disorder. Alcohol or substance intoxication is found in most suicide or attempt of suicide. Substance abuse may trigger suicidal impulses by upsetting the socail integration. A comorbidity of psychiatric disorder with alcohol and substance abuse is an important risk factor for sucicde (Bakım et al., 2007)

Suokas and Lönnqvist reported that in 40-75% of males and 12-50% of females who were hospitalized due to attempts of suicide, there is an alcohol intake till up to 6 hours of attempt (Dilbaz and Aytekin, 2003).

Dilbaz and Aytekin (2003) reported that the 46.1% of  cases did not take any medicines during the attepmts whereas 30.8 % took medicines in order to increase the effect of method used to commit suicide.

Beck et al. argued that the reason of impulsive attempts of suicide in alcohol dependents  is the lack of impulse control due to alcohol intake and as a result, if particularly there are feelings of hopelessness, suicide is most likely to be completed (Dilbaz and Aytekin, 2003).

2.4.2.6.4. Personality Disorders

One third of individuals who commit suicide is reported to have personality disorders. Individuals who attempt to commit suicide are mostly immature, self-centered, dependent, and have weak impulse control. Self-harming behaviors or history of suicide attempts are more common in the cluster B type of personality disorders (anti-social, borderline, histerionic, narcissistic) (Yalvaç, 2006).

Corbitt et al. found that the rate of suicide risk is higher in cluster B type of personality disorders (anti-social, borderline, histerionic, narcissistic) when compared to cluster A (paranoid, schzoid, schzotipal) and cluster C (avoidant, dependent and obsessive-compulsive) types of personality disorders. Among all suicide is found to be correlated with borderline personality disorder. Repetitve suicidal behaviors are also reported to be high in ati-socail and borderline personality disorders. A comorbidity of depressive disorder and borderline personality disorder is reported to increase the rate of suicide (Yalvaç, 2006) .

An ambivalent attachment to sadistic superego and the need to get rid of anxiety caused by feelings of guilt is the most significant reason of suicide in patients who are diagnosed to have obsessive-compulsive disorder. Some of the personality disorders  might be related to suicide due to depressive feelings. The basic feelings in depent personality disorder are the fears of refusal or being abondened. Schzotipal type of individuals beleive that they are open to dangers. Narsissistic indiviuals may have feelings of anger if they cannot receive the respect and admiration they expect from other individuals. Avoidant people may have schemas like “ I am worthless and useless”, “I do not worth to be loved”. Hence, these individuals may be predisposed to anxiety, depression and suicide. Psychiatric disorders of  axis I and II may be risk factors as with suicide. The diagnosis and treatment of these disturbances might be vital. (Ateşçi et al., 2002)

Almost all (95 %) of individuals who are diagnosed to have personality disorder were reported to be in a major depressive period by the time they attempted to commit suicide (Işık, 2003).

2.5.     Theories Explaning Suicide
2.5.1. Psychological Approach

The first psychological theory about suicide is drawn by Freud. He  approcahed suicide from a psychoanalytical perspective in his book “Bereavement and Melancholy” (1917) in which he examined a few of his patients who had suicide attempts (Batıgün, 1999) . 

According to psychoanalytical theory, suicide occurs as a result of depression. In depression, there is an imaginary or an actual loss of love object. The depressed person identifies with the lossed one in order to avoid the psychological distress as a result of this loss. Hence, anger and disappointment to the lossed one is directed to one’s own. The aggressive feelings are directed to the self which decreases self-respect, and thus depression occurs. It is the superego of the person which directs the aggression to one’s own. As a result of guilt feelings and self insult, the person may not be bearing pressure and may be be inclined to suicide. By this way, a ground occurs for committing suicide. According to this theory, the depressed people who has a rigid superego, cannot direct their aggression to outer world but direct it to thier own (Özsoy and Eşel, 2003).

Meninger, who followed Freud, in his book “Man Against Himself”, defines suicide as homicide directed to own’s own, in other words punishing the internalized one as a result of anger which cannot be directed to this person.  He defines the three sources of suicide as, the desire to die, the desire to kill and the desire to be killed (Oral, 1997).

Coleman groups the distressing feelings which direct the person to self-harm into three: The depression which occurs in interpersonal relationships; loosing self-respect as a result of sustaining a defeat, loosing hope and the meaning of life. Particulary the last factor commonly occurs in most suicides. Human strive to keep alive as long as they hope the difficult circumstances will end one day and many things will get better (Özsoy and Eşel, 2003).

Schneidman (1985) suggests that helplessness and the depression as a result of helplessness plays an important role in suicide. According to Edwin Schnedman, “suicide is an action of destroyed, weak, ruined ego which has difficult problems”. The unbearable pains stem from the obstruction of psychological needs and the one who commits suicide chhose to the terminate thier lives instead of enduring these pains.b According Schneidman, suicide is a pathological behavior aiming the to get rid of the involved situation. This statement argues that a pathological personality underlies the behavior of suicide (Özsoy and Eşel, 2003).

Schneidman and Farberow grouped the reasons of suicide into four: honouring oneself and passing through a more honourable degree (hara-kiri etc.); perceiving it as a way of survival (elderlies, the ones who have chronic health problems); in psychotics as a reults of disordersrs in the abilities of perception and judment; hoping to remain others in suffer or gain the love of others as a result suicide (Oral, 1997) . 

Karen Horney (1950), differently from Freud, does not believe the death instinct and argues that the aggressive drives occurs mostly as a reaction to environment. She argued that the abnormal behaviors commences with “basic anxiety” occuring as a result of defected parental attitudes. The child who has feelings of lonliness, helplesness and hostility may experience death anxiety in the outer world and this situation may lead to suicide (Oral, 1997).

The fouder of the logotherapy Viktor Frankl argues that the contemporary individual does not know his direction and his aims as he is alianted to his intuition and lost his traditions. He claims that symptoms occur to fullfil the gaps, followed by clinical problems, aggression and suicide(Oral, 1997).

Beck (1985) argues that the most considerable feeling in suicide is the hopelessness and the the suicide occurs as a result of cognitive distortions. In a study conducted with 50 depressive patients, he suggested that there is a link between the suicide beahior and the beliefs of the patients such as there is no solution to the their problems, psychiatrists cannot help them, and they will never be able to solve thier problems. The hopeless patient gives inaccurate meanings to his experiences  altough there are no objective and realistic reasons; expects negative results altough he does not strive for a solution. (Batıgün, 1999)

Among hopelessness, rigid way of thinking and insufficient problem solving strategies are considered as factors for suicide. According to this, a risk of suicide might be possible if the person experiences distressing life events and/or has weak problem solving strategies and cognitive rigidity. The unabilities to cope with distressing life events causes hopelessness and depression which may cause the risk of suicide. Linehan et al. argued that the main difference between the ones who committed suicide and the ones who did not commited suicide in concentrations camps in Nazi Germany was the belief system of the individuals. The recent studies reveal that the reason to live is the main cognitive factor as with suicides in adolescents (Batıgün, 1999)

According to cognitive –behavioral theories, there are four type of suicide: Suicide as a result of hopelessness, suicide as a result loosing hope about getting a better life, histerionic suicide (some people need excitement in thier lives more than other people and may try to stimulate thier lives by getting involved in subtance use or dangerous driving); the suicide of the psychotics (psychotic disorders in which there are ordering suicides particularly); the rational suicides (some people may have reasons to commit suicide which might be agreed by everyone. They mostly do not get involved in treatment; such cancer patients in terminal stage) (Oral, 1997).

Lester adopted the social learning theory to suicide. The main course of this thoery is that “suicide, at least a part of it, is leraned reaction to distressing life events”. Social learning theory argues that the suicidal adolescent immitates the behaviors of the parents an friends. The adolescnet suicides might epidemic sometimes as the adolescents are closedly interested in what thier friends do. The risk of suicide may be argued to be high when the friends in the environment commit suicide. The exaggerated media broadcasting of emotional, fictioned suicides of celebrities may serve as a risk factor in adolescent suicides (Oral, 1997).

Yalom, who is an existantialist psyciatrist, argues that the feeling of meaningless, unability to establish a meaning for one’s own life is the main reason of neurosis, and even perhaps, the reason of suicide. Yalom suggests thatindividuals who are saved from death as a result of a severe suicide attempt, may love and give a meaning to life as result of confronting with death. Van Dongan provided supporting research results to this argument. In a study which was conducted 35 people who were survivedby chance after a severe attempt of suicide, it was revealed that a significant percent of these patient could improve their social interactions 

According to Benfeld, the one who commits suicide in fact intends to homicide another person. In order to be involved in suicidal behavior, this person should be strongly internalised. By this way, the person will be killing the beloved one who became an object of hatred afterwards (Oral, 1997). 

Carl Gustav Jung stressess “collective (racial) unconsciouss” which may be effective at times by even excluding id and ego. According to Jung, collective unconsciouss is a structure which occurs as a result hereditary course through hundred centuries. This might be the reason that suicide occurs in every race.

The search for stillness, preffering harmony to chaos is a desire of life against death. As the human develops, the aggression is directed to one’s own. Jung links  personality and the development of collective unconscious to the fact that homicide, which was more common during the beginning of human history, decreased; on the other hand, the course of the development of suicide occured on the opposite way.

According to Jung suicides may be active or passive; planned or unplanned (impulsive); sincere or fictioned to attract attention. Active suicide plans death; passive suicide pretends to die (www.intihar.de. 2010).

Adler argues that suicide occurs when an individual who has insufficient social interest confronts with an urgent problem. The termination of social interest is the common point of all unsuccess of human being. This situation stems as a result  of the enlargement of inferiority confusion. The ones who are predisposed to suicide are mostly over-sensitive and spoilt persons in their childhood. When they confront with difficult life situations, they are devastated as a result psychological pain (www.intihar.de.2010).

Fenickel argues that suicide is a narcissistic desire to unify with a beloved fiugre of superego and a desire to come together with a lossed love object (Oral, 1997).

2.5.2. Sociological Approach

For the first time in 1951, Durkheim developped a sociological approach to suicide. Durkheim suggested that even an individual notion such as suicide may have social impacts, hence it should be dealt with sociological methodology and be viewed as a social phenomenon (Yalvaç, 2006). 

Durkheim argued that each society has a static percentage of suicide as long as there are no authentic, grand social changes and this situation prooves that suicide is a social phenomenon. The social collapse causes changes the rates of suicide. According to suicide, during social revolutions and wars the rates of suicide decrease. Because, in such cases collective consciouss strongly embraces individual consciouss. Following the patterns of religious commitment, marriage, familiy life, political and national bonds, Durkheim suggested that there are three distintive types of suicide (Yalvaç, 2006).
Selfish (Egoistic) Suicides: They occur at times during which social bonds are weak, the individuals feel alone and they become unable to unify with the social environment. It is emphasized that the rates of suicide increase by the time the individual needs to take care of himself. According to Durkheim, the rates of egoistic suicide increase when the family bonds weaken. The intensity and the density of familial bonds turn out to be the major factor. 

During significant political and national collapses, it is observed that suicide rates decrease as a result of increased social integrity and individuals’ increased active participation in social problems. Durkheim views the limmitation of selfishness in such circumstances and stronger desire to survive as the main reason of the decrease in suicide rates (Yalvaç, 2006).

Altruistic Suicides: Durkheim suggests that being let by one’s own might be encouraging as with the egoistic suicide whereas excessive social integrity might be fascilitating altruistic suicides. In the second case, Durkheim stresses that the individuals commit suicide without hesitation if their lives are strictly organised by traditions, customs, habits and suicide turns out to be a command (either religious or political) of the society (Yalvaç, 2006).

Anomic Suicides: It occurs as result of the lack of socail standards of behvaior during social collapses. Durkheim suggets that economic crises increase the rates of suicide. This kind of suicide which develops in blind circumstances of the market occurs as a result of the lack of rules or values which would organize individual’s behaviours. According to Durkheim, the “horizons of the individual” might be enhanced, or vice versa, narrows in such situations. Durkheim views the cases of divorce after possessing an unexpected wealth, as instances for such cases. He views tha main reason of anomic suicides as the changes in the life standards of the person, chaos in moral values (Yalvaç, 2006).
According to French sociologist Jean Baechler, suicides can be grouped into four: suicides of escape, aggressive suicides, suicides of devotion and played suicides: 

Suicides of escape:  Suicides which occurs when the individual wants run away from situations which are regarded as difficult and unberable. 

Aggressive Suicides: Suicides that aim to take revenge from others, aim to kill both oneself anf others, aim to impress others and to blackmail and suicides that the person gives signals seeking for help

Suicides of Devotion: Suicides that the person sacrifices oneself by over-estimating his own or devoting himself to somebody or something and the suicides that the person martyrs oneself

Played suicides: Attempts of suicides that the person aims to prove his endurance and the played suicides that endangers one’s life (Yalvaç, 2006).

It is argued that the changes in life might be linked to waving in the speed of suicides. The speed of suicide appear to increase in some Pasific island cultures as a result of modernization. It is argued that as a result of dramatic increase of the population, limmited educational and occupational opportunities increased the speed of suicide 3 times more in the last 20 years Sri Lanka (Sayar, 2002).

In a study conducted by a commission in which the increase in the rates of suicide in Muğla was studied revealed that the causes of the suicide or the attempts of suicide are multidimensional and strongly linked to the regional dynamics. It was found out that problems of adoptation and alienation as a result of the effects of toursim and modernization plays an important role for the suicides or the attempts of suicides (Oktik et. al, 2003)

2.5.3. Biological Approach

In the recent years, parallely to the emphasis on the biological factors as with etiology of psychiatric problems, there is an increase in the biological studies particularly about the affective disorders. In the studies conducted with monozygot and dizygot twins, results supporting the genetic inheritance have been found out. Particularly in the completed suicides, results related to depressive syndrome and symptoms have been found out. 

Biological approach to the etiology of suicide includes genetic and biochemical factors. As with the biochemical etiology, correlations between suicide and serotonin and other neurotransmitters, cerebro-spinal fluid, levels of blood and urine is studied. In many researches, it was found out that low levels of 5 Hydroxi Indol Acetic Acit in cerebro-spinal fluid might be linked to the suicidal behaviour. 

It is reported that the 20-25 % of the patients who previously attempted to commit suicide and had a level of 90 nmole/liter of 5 Hydroxi Indol Acetic Acit in cerebro-spinal fluid, committed suicide within 1 year after they are released from the hospital. But any of these biological explanations exclude the psychhological factors playing role in the behavior of suicide. It is very difficult to accept that biological factors are the main causes of suicide as the psychological, biological and social systems interact with each other. 
An integrative approach of genetic, neurochemical and neuroendocrinal as with the clinical assesment of suicide behavior, is improtant for determining the risk factors of suicide. However, the limmited sample of these researches seem to prevent the application of  controlled procedures in homogenous patient samples (Uludüz and Uğur, 2001).

2.5.4. Genetic Factors

Recently, there are consistent proofs about the significant role of genetic factors as with the suicide behavior. Studies conducted with families, twins and adopted children indicate that suicide has a genetic etiology. Although it is known that suicide and mood disorders clinically overlap with each other, the fact that some patients do not attempt to commit suicide may be indicating that there is structural predisposition or genetic inclination as with the suicide and it is indpendent of psychiatric disorders. The studies conducted during the last 30 years indicate a relationship between impulsivity, aggression and suicide. It is argued that genetic factors may play a factor as with suicide by causing impulsivity and aggression. Many recent molecular genetic reseraches indicate that some genes which are discovered lately might be related to suicide. Some of the most important of these genes are receptors carrying serotnin (SERT), triptophan hydrocsilaze, some serotonin receptors  (5HT1A, 5HT1B, 5HT2A), catecol-O-metiltranspheraze (COMT), monoamine oxidaze A(MAOA), tirozin hydroksilaz (TH)  (Özalp, 2009).
2.6.      Prevention

Conducting studies in which suicide is studied through multiple dimensions and approaches and sharing the reults with society, traing and informing the professionals who regularly come across to individuals involved in a high risk of suicide, providing care and psychosocial treatment for individuals who had suicide attempts, determining the risk groups, setting up centers that would work 24 hours in case of crisis, training media about presenting news of suicide, prevention of easy maintain of guns and weapons may be helpful for prevention of suicide (Şenol et al. , 2005).
It is argued that informing and training teachers, police, prison and hospital staff about suicidology and relevant issues, training these groups who confront with fact of suicide often about the symptoms of depression and other psychotic disorders, the symptoms of suicide and identifying suicidal behaviors may contibute to suicide prevention studies. (Petterstol, 1996)

Patients hospitalized in psychiatry clinics must be given sufficient time for care and treatment. It is reported that the patients who are not followed after their release may repeat to commit suicide. Crisis intervention centers must be established that would intervene in case of a suicide risk (Canetto and Lester, 2002).
It is argued that a healthy assessment  procedure is vital to help the individual by an appropriate intervention method. A healthy assessment stipulates determining  the individual and environmental risk factors and the etiology of these risk factors. For a successful intervention, professionals should be turstworthy, unjedgemental and cooperate with patients who attempted to commit suicide.  An empathical attitude increases the feeling of trust, communication and the sense of being understood. It is argued that suicide is a kind of solution which is produced in case of a hopeless and helpless situation and new strategies that would help the individual to come over the problems and make thier lives easier should be planned (Yiğit, 2009).
The attempts of prevention of suicide are supported by United Nations since 1980s. National programs and strategies are developped in Finland, Netherlands, Norway and Hungary(Petterstol, 1996).  In Turkey, a plenty of suggestions to prevent suicide are made after the research conducted in six villages of Muğla, between 1996-2002 such as establishing a “ crises intervention room” in State Hospital or Social Security Hospital of Muğla, by the help of Ankara State Hospital; establishing an infrastructure for everykind of support and obtaining help for patients after they are released from hospital; determination of domestic violence by police and gendarme and follow up the suicide risk in these families, obtaining financial support to the ones who has not enough financial resources, covering the medicine expenses of the ones who attempted to commit suicide but has no socail security (Oktik et al., 2003).
3.         CONCLUSION AND RECOMENDATION

Suicide is an important public health issue in many countries. An appropraite treatment and social support should be obtained for the ones who has suicidal ideas or attempts of suicide.

Suicide should be considered as an increasing socail problem in TRNC and a variety of intervention strategies and precautions should be planned to avoid attempts of suicide and death due to suicide
The sufficient precautions relevant suicide should be taken by analyzing the risk factors of suicide in our country, follow up of tendencies of suicide and the effectiveness of treatment activities and also increase public awareness and inform society by making inclusive studies about suicide.
The occupation groups which are likely to confrtont with cases of suicide should be trained by education programs, conferences or courses.
Depression is the most common prevantable cause of suicide. The identification of depression by health professionals is very effective in prevention of suicides which can be treated. The depressive relatives of the patients who are in the risk group of suicide should be informed about depression and symptoms of suicide.
The situation of the patients who attempted to commit suicide should be followed by regular house visits, after they are released from the hospital.
The control mechanism should be set to avoid provacative presentation of suicide in media, and sensational over-presentation of suicide should be prevented.
People are easily effected by suicide news in media. Increase in rates of suicide is observed during the periods that suicide news  are over shown by press. It is suggested that the dramatization and highlight of suicide has a negative effect on mental status of the readers and giving detailed information about the method of suicide may be effecting individuals who has suicidal thinking and proned to be easily effected by such news.

Suicide news should be given without photos and any comment, without dramatization and should be short to avoid misundertsandings (Batıgün, 1999). Media should be warned that making sensational programs about suicide and attempts of suicide can cause imittations by people in the same age or situation (Petterstol, 1996) .
Legal arrangements and limmitations that prevent obtaining guns or medicines that are commonly used to commit suicide may also be helpful to prevent suicide.
Special prevention programs should be planned for the ones who are in the risk group, who have mental disturbances, and have excessive alcohol and drug use and have preivous attempts of suicide.
The treatment of the ones who attempt to commit suicide should not only include pharmacological intervention but should cover a psychosocial orientation which focuses on life of the individual after suicide attempt.
In psychotherapy, alternatives should be searched in cooperation with the patient, alternative strategies should be planned for probable future crisis and motivavtion should be given for social contact with the environment.
By assessing the psychopathology prior to the suicide attempt, the individual should be helped to bring back and maintain hope and have positive life experiences.

Isolation of the elderlies should be prevented; for children and youngsters the functionality of the parent should be increased by keeping the family intact; education programs aiming to avaoid crises, conflict and to cope with depression should be planned for high school and university students; psychological and psychiatric help should be obtained for prisoners, unemployment should be decreased and better services should be obtained for all these individuals.
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