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Abstract

Suicide is one of the leading causes of death in many western countries, but in eastern countries
this phenomenon was until recently extremely rare. Our study, performed during 2005-2012
comes to shed lights on the prevalence and the underlying reasons of the notable increase of sui-
cide attempts in the conservative and religious Arab community of Nazareth, Israel. Extensive in-
terviews, sociodemographic information, suicide risk factors in addition to Diagnostic and Statis-
tical Manual of Mental Disorders-1V (DSM-1V) diagnoses were used in current retrospective study
of 772 suicide attempters in the emergency room at the Nazareth Hospital. Statistical analysis us-
ing SPSS version 17, Pearson x? analysis and percentage distribution were used for the statistical
analysis. We considered the differences to be significant at the level of p < 0.05. Three fold fre-
quency of suicide attempts were observed among females (77%) compared to males (23%), (P =
0.0001). During the year 2009 the suicide attempts prevalence was the highest 118 (15.3%) and
during 2005 it was the lowest 77 (10%). 76.5% of the attempters arrived to the emergency room
within 1 - 6 hours. A single suicide attempt was observed among 60% of males compared to 70.5%
among females [OR = 0.846 (CI: 0.742 - 0.966)] additionally, more than one suicide attempt was
notified among 40% of males whereas 29.5% among females [OR = 1.367 (CI: 1.099 - 1.701), (P =
0.007)]. Psychiatric patients (59.3%) performed more than one suicide attempt compared to
normal subjects (21.5%), [OR = 2.76; Cl: 2.276 - 3.354, P-value = 0.0001]. Drugs was preferred for
suicide attempts in both genders (87.7%), especially among females compared to males (90.6% vs.
78.8% respectively), [OR = 0.869; CI: 0.801 - 0.942, P = 0.001]. 38 of males (21.3%) committed sui-
cide attempts by causing accidents and self harm compared to 56 females (9.4%); [OR = 2.261; CI:
1.552 - 3.294, (P = 0.0001)]. 40 psychiatric patients (18.7%) chose this method compared to 54
non-psychiatric patients (9.7%), [OR = 1.925; CI: 1.32 - 2.806, P-value = 0.001]. The underlying
causes of suicide were as follows: 50% social causes, 26% adjustment reactions and 24% psychia-
tric diseases. Conclusion: Being the first unique study to shed lights on the increasing phenome-
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non of suicide in the Arab community, our findings unveiled a tragic transition in the rate of sui-
cide attempts in a supposedly conservative and religious community. Even though the rate of sui-
cide attempts is lower than other communities it should not divert focus away from efforts to de-
velop effective strategies to prevent suicide attempts, especially among females.
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1. Introduction

Recent years have witnessed widespread public concern over the alarming rate of suicide and suicidal thoughts
worldwide, which constitute a significant burden on communities and health system especially among youth.
Historically, frequency of suicidal behaviors, values and attitudes toward suicidal behaviors, has varied widely
across populations. Tradition, religious and social principles play some roles in this regard [1]-[4].

Suicidal behavior is complex and is a fatal reaction to a potentially preventable public health catastrophe.
Some risk factors vary with age, gender and ethnic group and may even change over time. The risk factors for
suicide frequently occur in the combination of external factors and internal chemistry [5].

The reasons that lead a person to commit suicide are as numerous and complex as the thousands of people
who do so every year. Attempts of suicide, and suicidal thoughts or feelings are usually a symptom indicating
that a person isn’t coping, often as a result of some events or series of events or unbearable psychological pain,
hopelessness, helplessness and sense of worthlessness that they personally find overwhelmingly traumatic or
distressing. Indeed, suicide may be a result of a conflict between fantasy and reality. When our life expectations
roof is high, inevitably our disappointments roof will be high also. In fact, our expectations are in a covariant
relation with our disappointments, hence the gap between expectations and the failures of implementation of
achievements has a negative psychological impact on the person’s personality. He/she feels betrayed by him-
self/herself; consequently his/her self-esteem breaks down. Altogether with his/her inability to confront the real-
ity, by carrying the overloaded life responsibilities with a well-merited manner, he/she resorts to get rid of these
feelings by committing suicide.

On the other hand, dissatisfaction and failure yield to fatalism, rejecting facing the truth and the lack of ratio-
nality, wisdom and patience which are required to deal with adversity and hardship leave the victim helpless,
hopeless and lost, which lead him/her to suicide. It seems that suicide has external causes and internal ones
[6]-[8].

The most common external causes or most accurately, external catalysts of suicidal behavior are bullying,
peer pressure/incidents, family crises and health problems. Usually these are situational in nature and have an
escalating history that has led the individual to feel as if they have no other way out. When external forces be-
come unbearable enough for a person to contemplate, suicide depression and desperation of some sort are al-
ways involved. On one hand, the depression causes the individual to make irrational decisions based on unstable
emotions [9].

On the other hand, the internal causes of suicidal behavior are much more complex and harder for the average
person to perceive than external causes. Essentially all suicide attempts come down to something inside the sui-
cidal person, but those without external catalysts are often biological in nature [10].

Severe depression, which is believed to be caused by a combination of external factors and internal chemistry,
is one thing that almost every suicide or suicide attempt has in common, and how that depression came to be is
the only difference. Some people suffer from depression because of chemical imbalances, whilst to outsiders
their lives seem great, or at the very least average, with nothing outstanding that would indicate a reason want to
die. While internal suicidal triggers are harder to see from the outside, the warning signs are usually present re-
gardless of whether an attempt is situational/reactionary or psychological in nature. Suicide attempts brought on
by a psychological disorder are more likely to be successful at the first try. They are often planned and thought
out over a period of time, when the suicidal person normally makes gestures seeking closure with those closest
to them shortly beforehand. The most common internal causes of suicide or suicidal behavior are clinical de-
pression, psychiatric disorders or chemical imbalances [9] [11].
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Researchers have revealed that more than 90 percents of individuals who murder themselves have psychiatric
and mental illnesses or drug abuse’s disorder [12]. In addition, research points out that modification in the chem-
ical neurotransmitters in the brain are associated with the increase risk for suicide and suicide behavior. Reduced
concentrations of neurotransmitters in the brain such as Serotonin have been found in patients with severe de-
pression, impulsive-compulsive disorders, a history of violent suicide attempts, and also in postmortem brains of
suicide victims [13]-[16].

Unfavorable life proceedings and events, in combination with psychiatric disorders such as depression, may
guide to suicide. However, suicide and suicidal thoughts are not natural reactions to stress. Countless individuals
have one or more risk factors which are not suicidal. In fact, it depends on the strengths and on the rationality of
these people. Arrays of risk factors, parts known and other still unknown may underlie the suicide and suicide
behaviors: prior suicide experience, family history of mental illnesses or drug addiction, family violence ac-
companied with history of suicide, sexual abuse, and exposure to the suicidal behavior of others, including rela-
tives, peers, internet, film and television portrayals of suicides or even in the media [17].

In our era, more adults lose their life from suicide than from all the leading natural causes of death combined,
including chronic diseases, cancer, immunodeficiency syndrome, malformations, genetic diseases, and conge-
nital defects, making suicide the tenth leading causes of death for all ages in 2010 [18].

There were 38,364 suicides in 2010 in the United States—an average of 105 each day [19].

Suicide accounts for 1.5% of the global burden of disease, which represents 20 million years of healthy life
lost due to premature death or disability [20].

Based on data about suicides in 16 National Violent Death Reporting System states in 2009, 33.3% of suicide
decedents tested positive for alcohol, 23% for antidepressants, and 20.8% for opiates, including heroin and pre-
scription pain killers [21].

Suicide among males is four times higher than that among females and represents 79% of all U.S. suicides
and females are more likely than males to have had suicidal thoughts. Firearms are the most commonly used
method of suicide among males (56%) and poisoning is the most common method of suicide for females (37.4%)
[22].

Indeed, suicide attempts are much more common than completed suicides; as many as 150 youths attempt
suicide for every completed suicide [23].

A previous suicide attempt is considered as a leading risk factor for completing a suicide. Moreover, suicide
attempts, regardless of whether they are completed or not, impose real health care and other costs [24].

Whereas a plethora of studies have described the specific characteristics of patients who have committed sui-
cide while in the hospital, or analyzed environmental factors relevant to inpatient suicides or suicide attempts
[25], and this study comes to shed lights on the prevalence and on the underlying reasons of notable increase of
suicide attempts in the community in general, and in the emergency room in specific, by examining the sociode-
mographic and medical predictors of attempted suicide in a large population-based sample from Nazareth in
northern Israel.

Although, the wish to die is not uncommon among people with depression in Arab cultures, it usually remains
at the level of wishing that God would terminate their life, and does not progress to the wish to kill themselves
[26].

Indeed, suicide attempts, characteristics of suicidal and related behaviors differ from other cultures; we react
negatively to any suicidal attempts, because this phenomenon is religiously unacceptable whatever the vulnera-
bility and precipitating factors underlying this abnormal act which is against the values of our religion and tradi-
tion. Indeed, person who commits a suicide is considered as a traitor to religious values and principles and this
prevents him the usual religious rites.

In recent years like everywhere else in the world, suicide attempts in Israeli Arabs have been increasing pro-
gressively. The dramatic increase in suicide attempts recently notified in this relatively religious community
makes the identification of significant risk factors a matter of public health importance. Therefore, all the sui-
cidal attempts must be taken sincerely and treated accordingly and should be given high priority and never be
ignored as simply cries for attention. Improving the understanding of suicide risk assists in the identification of
vulnerable individuals as well as in the development of effective strategies to prevent suicide.

2. Methods

Extensive clinical interviews, sociodemographic information, risk factors that predispose suicidal behavior, such
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as personality disorders, mental disorders and psychosocial factors, such as traumatic life events, unemployment
and drug misuse in addition to Diagnostic and Statistical Manual of Mental Disorders-I1V (DSM-IV) diagnoses
were used in current retrospective study of 772 suicide attempters (594 females and 178 males aged from 12 to
82 years, mean age 28.29, SD 11.39) presenting to the emergency services at EMMS Nazareth Hospital (The
largest Arab hospital in the Galilee) in the north of Israel from January 2005 to December 2012. Statistical anal-
ysis using SPSS version 17, Pearson »* analysis and percentage distribution were used for the statistical analysis.
The means were displayed with standard deviations. We compared groups on demographic and clinical charac-
teristics using analyses of variance (ANOVA) and chi-square tests. We also considered the differences to be
significant at the level of p < 0.05. The hypotheses were established as two-sided.

3. Results

Overwhelmingly, people who choose to end their lives because of feelings of hopelessness and worthlessness
and unbearable psychosocial distress were hopeless they would ever improve.

Arrays of risk factors for making a suicide attempt were examined in this Arab community. Despite the high
rate of religiosity and faith that prevail in our society that could deter and prevent suicide attempters from com-
pleting their destination, unfortunately the rate of suicide attempters seems to increase considerably. In the cur-
rent article we discuss the rates of suicide in hospital, related risk factors, and methods of suicidal behavior, and
factors which contribute to this tragic event.

Table 1 shows the characteristics of the survey participants with the weighted distributions of the sociodemo-
graphic characteristics and the number and prevalence of suicide attempt according to the day of the week and
month of the year. The total number of the suicide attempters in the study (n = 772); males (n = 178, 23%) and
females (n = 594, 77%). Mean age 28.29 + 11.39; minimum age = 12 years and maximum age = 82 years. We
observed a threefold frequency of suicide attempts among females (77%) comparing to males (23%), (p =
0.0001). Age stratification was as follow: 12 - 18 years (n = 161, 21%); 19 - 30 years (n = 326, 42%); 31 - 50
years (n = 258, 33%) and older than 51 years (n = 27, 4%). The prevalence of suicide was more notified in ur-
ban location (63%) comparing to rural (37%). We observed a lowest frequency in suicide attempts during the
Christians and the Muslims holydays [(Sundays—85 attempts (11%) vs. Fridays—99 (12.8%), respectively].
and a highest frequency of suicide attempts were during Mondays (n = 126, 16.3%). In the other hand, we ob-
served a lowest frequency of suicide attempts during January and February (n = 51, 6.6%) vs. (n = 50, 6.5%)
respectively. The highest frequency was found during spring months especially Aprils (n =79, 10.2%).

Table 2 describes the distribution of suicidal attempts during the period 2005-2012 which were various ac-
cording to the year. We clearly notified that during the year 2009 the suicide attempts were highest comparing to
suicide frequency during 2005; 118 subjects (15.3%) versus 77 attempters (10%), respectively.

Table 3 shows the time in hours elapsed from the suicide attempt until the access to the Emergency Depart-
ment. We notified that the majority of attempters [436/772 (56.6%)] arrived within 1 - 2 hours to the emergen-
cy department, and the rest arrived between 3 - 24 hours, but only a minority (45 attempters) arrived after 24
hours.

Table 4 shows the comparison between the two genders according to the suicide attempts frequency number.
The first time suicide attempt among males was lower than females first time attempt (60% vs. 70.5% respec-
tively), [OR = 0.846 (Cl: 0.742 - 0.966)]. In contrary, the frequency of more than one time suicide attempts
among males was higher than female’s second attempts (40% vs. 29.5% respectively); [OR = 1.367 (CI: 1.099 -
1.701)]. Both results were statistically significant (p = 0.007).

Table 5 Describes the frequency of suicide attempts among the psychiatric patients and non-psychiatric pa-
tients. Only 87 psychiatric patients (40.7%) performed first time suicide attempts comparing to healthy subjects
(n =435, 78.5%); [OR = 0.518, CI: 0.438 - 0.612]. 127 psychiatric patients’ (59.3%) performed more than one
suicide attempt comparing to normal subjects [OR = 2.76; CI: 2.276 - 3.354, P-value = 0.0001].

Table 6 shows the manner utilized to perform the suicide attempt. We observed that drugs occupied the first
line method for suicide attempts in both gender (87.7%), and was the preferred methods among females com-
paring to males (90.6% vs. 78.8% respectively, p = 0.001). The second used method was self harm which
represents 7.8%, and the latest preferred method was different accident (4.4%).

Table 7 shows comparison between the two genders according to the way of the suicide attempt mode used.
This table shows that 38 males subjects (21.3%) committed suicide attempts by causing accidents and self harm
comparing to 56 females (9.4%) who used the same methods [OR = 2.261; CI: 1.552 - 3.294]. In other hand, we
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Table 1. Sociodemographic and suicide attempts characteristics of the Survey of Arab community in

Nazareth.
Demographic Items Number of cases (N =772)  Suicide prevalence
Male 178 178/772 (23%)
Gender
Female 594 594/772 (77%)
Married 361 47%
Marital Status Single 371 48%
Divorced + Widower 40 5%
Muslim 659 85%
Religion Christian 90 12%
Jewish 21 3%
12 - 18 years 161 21%
19 - 30 years 326 42%
Age group
31 - 50 years 258 33%
More than 51 years 27 4%
Village 282 3%
Residence
Town 489 63%
Sunday 85 11%
Monday 126 16.3%
Tuesday 106 13.70%
Day of Suicide attempt Wednesday 120 15.50%
Thursday 117 15.20%
Friday 99 12.80%
Saturday 119 15.40%
January 51 6.60%
February 50 6.50%
March 75 9.70%
April 79 10.20%
May 70 9.10%
Month of Suicide attempt June 64 8.30%
July 63 8.20%
August 60 7.80%
September 65 8.40%
October 63 8.20%
November 58 7.50%
December 74 9.60%

observed that the preferred way for female suicide attempt is using drugs. In fact, 537 females (90.6%) compar-
ing to 140 males (78.7%) used drugs for their suicide attempts [OR = 0.869; CI: 0.801 - 0.942, P-value = 0.0001].
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Table 2. The distribution of suicidal attempts
during the period (2005-2012).

Year Cases (%)

2005 77 (10%)

2006 84 (10.9%)
2007 101 (13.1%)
2008 103 (13.3%)
2009 118 (15.3%)
2010 94 (12.2%)
2011 96 (12.4%)
2012 99 (12.8%)
Total 772 (100%)

Title

year

1201

100

®
=}
1

(=)
(=}
1

Frequency

40

201

2005 2006 2007 2008 2009 2010 2011 2012

year

Table 8. Patients with psychiatric diseases and non psychiatric diseases patients and the ways of suicide at-
tempts used. This table shows that 40 psychiatric patients (18.7%) choose the Accident and self harm mode for
their suicide attempts comparing to 54 non psychiatric patients (9.7%) who do not used this method [OR = 1.925;
Cl: 1.32 - 2.806, P-value = 0.001]. We also notified that suicide attempters without psychiatric diseases (n = 502,
90.3%) used other methods to commit suicide compared to psychiatric patients who preferred to use drugs (n =
174, 81.3%), [OR = 0.901; CI: 0.840 - 0.966].

Figure 1 illustrates the significant causes of the suicide attempts according to their frequency in the commu-
nity. The figure illustrates that the social problems such as (racism, crime, abortion, domestic violence, sex
abuse, poverty, hunger, disease, drugs, alcoholism and unemployment) are the first underlying causes of suicide
attempts in this community (50.2%), followed by psychiatric diseases such as depression represents the second
leading cause of suicide attempts (25.8%), followed by adjustment reactions (24%), (an unexpectedly strong
emotional or behavioral reaction that occurs in response to an identifiable stressful life event or life change that
occurred within the previous three months).

4. Discussion

Life and spirit are donations of God to human beings; these awards have been bestowed to us in hope to be

saved in sanctity.
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Table 3. The time passed between the suicide attempt and the arrival to the
emergency department.

Time passed until arrival to emergency department  Number of cases Percent

1h-2h 436 56.60%
3h-6h 154 19.90%
7h-12h 61 7.90%
13h-24h 76 9.80%
more 24 h 45 5.80%

Table 4. Comparison between the two genders according to the suicide at-
tempts number.

Gender Single suicide attempt ~ More than one suicide attempt
Male (60%) 105 (40%) 71
Female (70.5%) 418 (29.5%) 175
Total (68%) 523 (32%) 246
Odds Ratio (OR) 0.846 1.367
Confidence Interval (Cl) 0.742 - 0.966 1.099 - 1.701

Pearson chi—square 7.317; P-value = 0.007.

Table 5. Comparison between the psychiatric patients and non-psychiatric pa-
tients according to the number of suicide attempts.

Psychiatric disease /number

of Suicide attempt Fist time suicide attempt ~ More than one Attempt

Yes 87 (40.7%) 127 (59.3)
no 435 (78.5%) 119 (21.5%)
Total 523 (68%) 246 (32%)
Odds ratio 0.518 2.76
Confidence interval 0.438 - 0.612 2.276 - 3.354

Pearson chi—square; P-value = 0.000.
Suicide is a profoundly disquieting episode that challenges our suppositions about the meaning and merit of

life and leaves a wake of pain and bewilderment among the families and friends of those who end their lives, not
to mention the unexpected great pain, the huge and ominous shock in the society. There is no treatment for those
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Table 6. The methods used for the suicide attempts.

Ways Number of cases Males Females Prevalence
Drugs 677 140 (78.8%) 537 (90.6%) 87.70%
Accident 34 18 (10.1) 16 (2.7%) 4.40%
Self harm 60 20 (11.2%) 40 (6.7%) 7.80%
Total 772 100%
7.80%

" Drugs
B Accident
= Self harm

4.40%,

Table 7. Comparison between the two genders according to the way of the

suicide attempt mode used.

Gender/methods of suicide attempt

Drugs

Accident and self harm

Male 140 (78.7%) 38 (21.3%)
Female 537 (90.6%) 56 (9.4%)
Total 667 (87.8%) 94 (12.2%)
Odds Ratio (OR) 0.869 2.261
Confidence Interval (Cl) 0.801 - 0.942 1.552 - 3.294

Pearson chi—square; P-value = 0.000.

Table 8. Psychiatric patients and non psychiatric patients and the ways of sui-

cide attempts.

Psychiatric diseases/number

of Suicide attempt Drugs Accident and self harm
Yes 174 (81.3%) 40 (18.7%)
no 502 (90.3%) 54 (9.7%)
Total 676 (87.8%) 94 (12.2%)
Odds ratio 0.901 1.925
Confidence interval 0.840 - 0.966 1.32 - 2.806

Pearson chi—square; P-value = 0.001.

who decide to end their lives. We know our intervention limitations, also we know that we cannot direct the
wind but we can adjust the sails; our role and mission is to explain to the suicide attempters that life is worth
living despite hardships and adversities. We should give them hope, motivation, empathy by expressing solidar-
ity and support them by finding behavioral strategies that may prevent the repeating of this phenomenon.
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Figure 1. Underlying causes of suicide attempts.

Suicide has been condemned in our culture under all the circumstances and reasons and in the past, suicide
was a rare phenomenon in this Arab religious society, but in recent years, a wave of changes and transitions oc-
curred in the Arab community related to the worldwide globalization, modernization and life complexity that re-
flected negatively on the society as a whole. Indeed, suicidal behavioral is a multi-factorial and complex episode
of interacting personal and social circumstances. Suicide is just one indicator of distress in communities. Many
underlying factors may contribute to suicide such as individual constitution, temperament, or developmental
experiences, interpersonal relationships, alcohol and substance abuse, suicidal ideation and previous suicide at-
tempts, and coexisting psychiatric disorders.

In 2000, suicide was the 8th leading cause of mortality among males and the 19th underlying cause of mortal-
ity among females [27].

The mortality among males is more than four times as females die by suicide [28], while females report at-
tempting suicide during their lifetime about three times as often as males [29].

Comparing the prevalence of suicide between Israeli Jews and Israeli Arab, the Israeli Jews were at more than
a three-fold higher risk for having suicide reported on their death certificates, as compared to Arab (9.8 vs. 2.9
respectively) [30]. Despite the low rates of suicide among the Arab community in Israel compared to Jew com-
munity this rate is considered to be weird and abnormal in a society where suicide is denied religiously and mo-
rally unacceptable and considered to be a red line and extraordinary phenomenon. In other hand, the attempting
suicide among females in our study was extremely brilliant and clear, and it was three times as often as males,
which may related to the higher rates of depression [31] [32].

Similar to previous studies, the rate of suicide behaviors is notably high among Arab women as the notably
higher prevalence of attempted suicide among black women [33].

In the Arab community the economic situation, adjustment reactions and social problems such as (poverty,
hunger, racism, unemployment, deprivation, marginalization, powerlessness, stressful life event, anxiety disord-
ers, domestic violence and substance abuse) reflect individual suffering or a wider social predicament and
represent more than 75% of the total reasons of suicide attempts. Indeed, 53.2% of the Arab families live under
the poverty line, mainly due to low employment rates among Arab women [34].

The uncertain future, frustration and the lack of opportunities may threaten family stability and increase fam-
ily violence—for this we note the high rates of the suicidal behaviour among females in our study (594/772;
77%).

Plethora and arrays of risk factors underlying suicide attempts worldwide are various according to communi-
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ties. The leading cause and risk factors for completed suicide are previous suicide attempts which are the best
predictors of an eventual completed suicide and are roughly corresponding to a 30% - 40% times increased risk
of mortality for suicide compared with the general population [35].

Hence, different intervention strategies are warranted to deal with these risk factors separately. In our com-
munity, the poverty, deprivation and unemployment should be politically treated and seriously tackled by deci-
sion makers, by strengthening the community economically and giving equal employment opportunities. In ad-
dition, the prevention of suicide attempts must therefore counteract frustration, hopelessness and unbearable
pain in all of their toxic forms, and provide other means of changing or escaping intolerable circumstances. In
this way, people will move with their families and communities from a position of marginalization, powerless-
ness, and pessimism to one of agency, creativity, self-confidence, and hope.
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