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Abstract

Purpose This cross-cultural study investigated the prev-
alence of suicidal behavior and attitudes towards suicide
and reactions to suicidal individuals in 320 Austrian and
326 Turkish medical students.

Methods Data were collected using a self-report ques-
tionnaire consisting of sections on demographic informa-
tion, suicidal behavior, current mood, religiosity, attitudes
towards suicide, and reactions to suicidal individuals.
Results More Austrian (37.8%) than Turkish (27.3%)
students reported life-time, past 12-month, or current sui-
cidal ideation, while more Turkish (6.4%) than Austrian
(2.2%) students reported life-time or past 12-month suicide
attempts. Austrian students had more permissive and lib-
eral attitudes towards suicide, while those of Turkish stu-
dents were more rejecting. Conversely, attitudes of Turkish
medical students towards an imagined suicidal close friend
were more accepting than those of Austrian medical stu-
dents. Comparisons of suicidal versus nonsuicidal students
showed that those reporting suicidal ideation or suicide
attempts generally were more accepting of suicide and
viewed suicide as a solution to a greater extent than the
nonsuicidal group.

Conclusion The findings suggest that cultural factors play
a role in observed country differences in suicidal ideation
and behavior and in attitudes towards suicide and reactions
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Introduction

Suicide is a significant public health problem and even
more so in certain professions. For instance, suicidal
behavior is more frequent in physicians than in other pro-
fessions [1, 22, 32, 36]. As future doctors, medical students
are at a greater risk for suicide [26, 41]. As in the general
population [25], depression is the strongest risk factor for
suicidal behavior in physicians, too [40]. Evidence indi-
cates that depressive symptoms are rather common in
medical students [3]. A recent study [42] investigated the
prevalence of burnout and suicidal ideation in 2,115 Dutch
medical residents. Study findings included that 20.6% of
residents were classified as burnout and suicidal ideation
was more common in residents with burnout than in those
without (20.5 vs. 7.6%).

The pathways leading to suicidal behavior are multi-
faceted, including intrapersonal, interpersonal, biological
and genetic as well as societal and cultural contributions [6,
24, 33, 43]. Bearing in mind the latter factor, it is unsur-
prising that rates of suicidal ideation, suicide attempts, and
completed suicide all show noticeable variation across
different cultural contexts [30]. To appropriately account
for this variation, the need to consider person and culture
variables conjointly has been pointed out [28]. Suicidal
behavior has been conceptualized as a person’s reaction to
unbearable psychological pain [37]. Individuals experi-
encing psychological pain above the threshold of tolerance
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may become depressed or agitated, may attempt to harm
others, or may attempt to harm or destroy themselves. Both
cultural codes and personal history will conjointly con-
tribute to individual tendencies towards one or the other of
the above reactions and outcomes.

The interplay between culture and person variables is
considered to be a determinant of suicidal behavior in two
ways. As for the first one, cultural values and codes play an
important role for the alternatives available for individuals
experiencing personal crisis. This way, suicide has been
viewed as an “idea” [27]. When experiencing a crisis,
individuals may choose suicide as one option among sev-
eral others. It is thought that cultural values and codes
bring this option to the awareness of suicidal persons. As
for the second way, cultural values and codes play a role in
shaping social attitudes towards suicidal individuals. Indi-
viduals faced with a personal crisis may dwell on the idea
of and attempting self-annihilation. It is generally accepted
and well-known that suicide attempts and gestures are cries
for help. Positive cultural attitudes towards suicidal indi-
viduals may render it easy for suicidal persons to seek help
and to get social support at the very beginning of a suicidal
process. Indeed, a vast array of scientific evidence indicates
that social support is one of the strongest protective factors
against suicidal behavior [4, 12, 20, 35].

As for examples of empirical tests of the above frame-
work, several studies have compared different aspects of
adolescent suicidal behavior in Sweden and Turkey.
According to official statistics, the suicide rate is higher in
Sweden than in Turkey [11]. However, several studies
found past suicidal ideation and suicide attempts to be
equally common in Turkish as compared to Swedish ado-
lescents [12, 14, 16]. Correlates of suicidal ideation and
suicide attempts and cultural meanings of suicidal behavior
were similar in Swedish and Turkish adolescents [12, 14,
15]. Why do as many Swedish as Turkish adolescents
contemplate and attempt suicide, while definitely more
Swedish than Turkish adolescents actually kill themselves?
In order to account for this seeming gap between plans and
outcomes, a stigma hypothesis has been put forward [13,
15]. Making a distinction between attitudes towards suicide
in general, as opposed to attitudes towards suicidal indi-
viduals specifically, the stigma hypothesis states that if
attitudes towards suicidal individuals are stigmatizing in a
social context, then individuals engaging in suicidal
behavior more likely experience social rejection and iso-
lation. If, on the other hand, social attitudes towards suicide
are permissive and liberal in a social context, then indi-
viduals experiencing a crisis may easily conceive the idea
of self-killing and enter a suicidal process. Supporting the
stigma hypothesis, several cross-cultural investigations
have revealed that Swedish youths in contrast to Turkish
youths adopt liberal attitudes towards suicide, whereas
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Turkish youths are more accepting of suicidal persons than
their Swedish counterparts [13, 17].

The stigma hypothesis assumes that human cultures vary
along dimensions of attitudes towards suicide, taken as a
phenomenon, and attitudes towards persons who actually
engage in suicidal behavior. In cultural contexts wherein
suicide is associated with permissive and liberal attitudes,
persons experiencing a personal crisis may easily conceive
of the idea of self-killing. Conversely, in contexts wherein
persons engaging in suicidal behavior face stigmatizing
and rejecting social attitudes and reactions, at an early
phase of the suicidal process they may not be able to obtain
the help they cry for. Cultural values easing the idea of
self-annihilation, but at the same time preventing the help
suicidal persons are crying for, may constitute a kind of a
trap or double bind. Having been trapped in such situations
may lead to feelings of hopelessness and helplessness
which in turn are the most powerful cognitive-affective
features of persons finally engaging in suicidal behavior
[9].

Although, as discussed above, medical students are at a
greater risk for suicidal behavior, few studies have inves-
tigated the prevalence of suicidal behavior in medical
students and the factors associated to this from a cross-
cultural perspective. One prior account [21] compared
groups of Austrian and Indian medical students. A much
higher percentage of suicidal ideation in Austrian than in
Indian students was found (51.5 vs. 16.8%). However, the
percentage of suicide attempts was practically identical in
both groups (4.9 vs. 5.9%). Austrian students displayed
more permissive and liberal attitudes towards suicide than
Indian students. In another study [8], corresponding atti-
tudes of Japanese and American medical students were
compared. Japanese students more strongly endorsed the
ideas of a right to die and of suicide as a normal behavior.
More generally, studying suicidal behavior in medical
students is important in at least two respects. First, medical
students, as tomorrow’s doctors, will occupy gatekeeper
positions in the health system. Second, despite the role of
providing help and caring for the health of others, indi-
viduals in the medical profession are known to be less
likely to seek help for their own mental health problems
than general population controls [7].

Since medical students and professionals are at a greater
risk for suicide and suicide is affected by culture, this study
aimed to undertake a cross-cultural investigation of sui-
cidal behavior and attitudes towards suicide in Austrian
and Turkish medical students. Austria and Turkey have
disparate cultural traditions as well as clearly different
suicide rates. Compared to the Turkish culture, individu-
alistic values are more prevalent in Austria [23]. Individ-
ualistic values are positively related to suicide rates [10, 29,
34]. Although religious traditions of both countries (Roman
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Catholicism in Austria and Islam in Turkey) do not
approve suicide, there is a large gap between Austria and
Turkey regarding the level of secularization: religiousness
and the general importance of religion are clearly higher in
Turkey than in Austria, and Islam prohibits suicide strictly
[2, 31]. Consistent with these country differences, Turkey
has a lower suicide rate than Austria (http://www.who.int/
mental_health/prevention/suicide/country_reports/en/index.
html) (3.9 vs. 15.6 per 100,000 inhabitants per year) [39].

Against this background, the present study was designed
as a cross-cultural investigation of suicidal behavior and
attitudes towards suicide in Austrian and Turkish medical
students. Taking cultural traditions and suicide mortality
statistics of the two countries as well as the previous
research findings (discussed above) into account, the fol-
lowing four hypotheses were developed and tested in the
present study: (1) Austrian medical students would report
more suicidal ideation and suicide attempts than their
Turkish counterparts; (2) Austrian medical students would
exhibit more permissive and liberal attitudes towards sui-
cide than Turkish; (3) Turkish medical students would
exhibit more positive attitudes towards suicidal persons
than Austrian; (4) among both Austrian and Turkish stu-
dents, acceptability of suicide would be inversely related to
social acceptance of suicidal persons.

Methods
Participants

Study participants were 320 Austrian medical students
(162 men, 158 women) enrolled at the Medical University
of Vienna and 326 Turkish medical students (191 men,
135 women) enrolled at the Medical Faculty of the Adnan
Menderes University in Aydin. There were more women
in the Austrian than in the Turkish sample (49.4 vs.
41.4%), 12(1) = 4.13, P < 0.05. The Austrian sample was
older (M = 22.4 and SD = 3.5 years) than the Turkish
sample (M = 20.4 and SD = 1.9 years), 1#(644) = 8.56,
P < 0.001. Of the Turkish participants, 97 (29.8%) were
first-year, 73 (22.4%) second-year, 75 (23.0%) third-year,
51 (15.6%) fourth-year, 24 (7.4%) fifth-year, and 6 (1.8%)
sixth-year students. Of the Austrian participants, 102
(32.1%) were first-year, 84 (26.4%) second-year, 56
(17.6%) third-year, 21 (6.6%) fourth-year, 10 (3.1%) fifth-
year, and 45 (14.2%) sixth-year (including higher-year)
students.

Among Austrian students, average years of maternal
education was higher (M = 14.0 and SD = 2.7 years) than
among Turkish students (M = 9.5 and SD = 3.9 years),
1(644) = 16.95, P < 0.001. Similarly, among Austrian
students average years of paternal education was higher

(M = 14.7 and SD = 2.8 years) than among Turkish stu-
dents (M = 11.5 and SD = 3.7 years), #(644) = 12.45,
P < 0.001.

Measures
Demographics

Students reported their sex, age, year of medical study, and
amount of parental education (in educational years).

Suicidal behavior

Students were asked five questions with dichotomous (yes/
no) response format related to past and current suicidal
behavior. Item texts were as follows: (1) “Have you ever
thought of killing yourself?”, (2) “Have you, during the past
12 months, thought of killing yourself?”, (3) “Have you ever
made an attempt to kill yourself?”, (4) “Have you, during the
past 12 months, made an attempt to kill yourself?”, (5) “Do
you have thoughts of killing yourself right now?”

Current mood

This was assessed with a single-item measure (“How sad
do you feel right now?”’) on a 7-point scale (1: Not at all
sad; 7: Very sad).

Religiosity

As above, this was assessed with a single-item measure
(“How religious are you?”’) on a 7-point scale (1: Not at all
religious; 7: Very religious).

Opinions about and attitudes towards suicide

This survey section included 24 validated statements
taken from prior related research [19], concerned with
opinions and attitudes towards suicide and psychological
problems. Responses to these items were made on
5-point scales (1: Completely disagree; 5: Completely
agree). The English form of this set of items is included
in Table 1.

Reactions to an imagined suicidal friend

This survey section, also validated in prior related research
[17, 19], requested participants to imagine a close friend
who decides to kill herself or himself and reveals this to the
respondent. Using 5-point scales (1: Completely disagree;
5: Completely agree), 20 specific reactions and feelings in
response to this scenario were queried. The English form of
this item set is presented in Table 2.
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Table 1 Factor analysis of

. . Factors/items
opinions about and attitudes

Factor loading

towards suicide

Factor 1: Punishment after death (1 = 6.7; attributable variance 18.1%)

People who kill themselves are going to be punished in the other world 0.92
People who attempt suicide are going to be punished in the other world 0.91
People who think and plan suicide are going to be punished in the other world 0.88
People who kill themselves by committing suicide are sinful 0.86
There is a life after death 0.69
Factor 2: Acceptability of suicide (4 = 3.1; attributable variance 16.0%)
Someone who has gone bankrupt has the right to kill him/herself 0.85
Someone who dishonored his/her family has the right to kill him/herself 0.84
Someone who is tired of living has the right to kill him/herself 0.81
Someone suffering from an incurable illness has the right to kill him/herself 0.72
People have the right to kill themselves 0.67
Killing oneself by committing suicide is a right behavior 0.53
Factor 3: Suicide as a sign of mental illness (4 = 2.3; attributable variance 10.9%)
People who kill themselves by committing suicide are mentally ill 0.95
People who attempt suicide are mentally ill 0.93
People who think and plan suicide are mentally ill 0.88
Factor 4: Communicating psychological problems (4 = 1.9; attributable variance 8.3%)
Young people should tell their psychological problems to their parents 0.86
A young person who thinks and plans suicide should tell this to his/her parents 0.83
People should tell their psychological problems to their friends 0.60

Factor 5: Hiding suicidal behavior (1 = 1.5; attributable variance 7.6%)

Families who lose a daughter or son from suicide should hide this from their neighbors 0.89

Families whose daughter or son attempts suicide should hide this from their neighbors 0.87

Factor 6: Seeing suicide as a solution (4 = 1.1; attributable variance 6.7%)

Suicide can be the only way out of life’s problems 0.74

Suicide can be solution to some problems 0.69

A person who thinks and plans suicide should tell this to his/her friends and thereby 0.43

ask for help

Factor 7: Open reporting and discussion of suicide (4 = 1.0; attributable variance 5.8%)

Suicide news should be written openly in the newspapers 0.80

The matter of suicide should be discussed openly among friends 0.68

Procedure

Survey materials in Turkish and English were prepared by
one researcher (M.E.). Two researchers (S.S., M.V.), using
the parallel blind method [5], developed the German survey
form. Data were collected among students during regular
class hours, i.e., the survey form was administered to
groups of students. This in turn ensured their confidential
and anonymous study participation.

Analysis
Percentages of different forms of suicidal behavior stated
in the samples were calculated by country and sex. Cross-

tabulations (by country and participant sex) of stated sui-
cidal ideation and suicide attempts were done. Two-way
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analyses of variance (ANOVA), with country and partici-
pant sex as the factors, were performed for the current
mood and religiosity measures.

Exploratory factor analysis (principal components
method, with varimax rotation) of the 24 items on attitudes
towards suicide extracted seven factors with eigenvalues
/2 > 1, which accounted for 73.4% of the total variance.
Factor names, factor eigenvalues, and item factor loadings
are displayed in Table 1. The 20 items on social reactions
towards suicidality of a close friend were likewise ana-
lyzed. This yielded five factors with A > 1, altogether
accounting for 61.3% of the total variance. Factor names,
factor eigenvalues, and item factor loadings are displayed
in Table 2. Factor scores for the attitudes and the reaction
items, according to the results of the two factor analyses,
were computed by summing up individual responses on the
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Table 2 Factor analysis of
social reactions to suicidality

Suppose a close friend of you tells you that s/he decided to
kill him/herself. How would you react or feel?

Factor loading

Factor 1: Social acceptance (4 = 4.8; attributable variance 18.3%)

If I was going to a movie or the theater with my friends, I would ask 0.80
if s/he wants to come along

If I was going to a movie or theater, I would ask if s/he wants to come along 0.79

If I was going to arrange a party at my home, I would invite him/her 0.77

I would invite him/her to my home more often than I used to 0.76

I would call him/her more often than I used to 0.73

I would arrange a party at my home and invite my other friends and him/her, 0.66

so that s/he can make new friends

Factor 2: Emotional involvement (1 = 2.8; attributable variance 12.7%)

I would get angry with him/her because s/he had decided to take his/her life 0.70
I would tell him/her that s/he was choosing a cowardly solution to his/her problems 0.68
I would feel that s/he did not fit into my circle of friends any more 0.67
I would be afraid because s/he might be dangerous 0.64
I would have doubts about whether the things s/he said were really true 0.57
Factor 3: Helping a suicidal friend (4 = 1.9; attributable variance 11.9%)
I would try to prevent him/her from taking his/her life 0.74
I would advise him/her to seek professional help 0.67
I would try to persuade him/her to make up his/her mind 0.65
I would try to help him/her to solve his/her problems 0.65
I would contact his/her parents and tell them about it 0.50

Factor 4: Disapproval of suicidal disclosure (4 = 1.6; attributable variance 9.4%)

I would be surprised that s/he disclosed his/her private plans 0.89

I would be surprised that s/he revealed things that one usually does not 0.88
Factor 5: Inquiry into suicidal behavior (4 = 1.2; attributable variance 9.1%)

I would engage in a deep discussion about suicide with him/her 0.84

I would ask a lot of questions to try and understand why 0.79

items loading on the respective factor and then dividing
this sum by the number of items corresponding to that
factor. Hence, the possible range of factor scores was from
1toS.

Multivariate analyses of covariance (MANCOVA), with
country and participant sex as the factors and participant
age, current mood, religiosity, and parental education as
covariates, were then performed separately for the attitude
factors and the reaction factors. Also, participants were
categorized into suicidal versus not, according to whether
they stated they had thought or attempted to kill themselves
or not. Two further MANCOVAs, similar to the model
described above, but with country and suicidal status
(suicidal vs. not) as the factors, were then run separately for
the attitude and the reaction factors. Next, two two-way
ANOVAs, with country and suicidal status as the factors
and current mood and religiosity scores as the dependent
variables, were performed. Finally, Pearson correlation
coefficients were computed among and across attitude and
reaction factors and between these and current mood and
religiosity.

Results

The number and percentages of students stating suicidal
behavior are given in Table 3 by country. Life-time sui-
cidal ideation was more common in Austrian than in
Turkish students, xz(l) = 6.68, P < 0.05. On the other
hand, past 12-month and current suicidal ideation were
commensurable in both groups. Both life-time suicide
attempts (xz(l) = 5.54, P < 0.05) and past 12-month sui-
cide attempts (Xz( 1) = 4.44, P < 0.05) were more frequent
in Turkish than in Austrian students. More Austrian than
Turkish students reported life-time, past 12-month, or
current suicidal ideation (3*(1) = 8.13, P < 0.01), whereas
more Turkish than Austrian students reported life-time or
past 12-month suicide attempts (3*(1) = 7.05, P < 0.02).
In both groups, there were no sex differences in life-time,
past 12-month, and current suicidal ideation and suicide
attempts.

The ANOVA with current mood as the dependent var-
iable yielded only a significant effect for country, F(1,
645) = 46.35, P < 0.001. Specifically, Turkish students
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Table 3 Suicidal behavior in Austrian and Turkish medical students

Type of suicidal behavior Austria Turkey

n % n %

Suicidal ideation

Life-time 113 35.3 84 259
Within the past 12 months 36 11.3 39 12.0
Current 16 5.0 12 3.7

Life-time, past 12-month, or current 121 37.8 89 27.3
Suicide attempt

Life-time 7 22 19 5.8
Within the past 12 months 1 0.3 7 2.1
Life-time or past 12-month 7 22 21 6.4

reported more sadness (M = 3.23, SD = 1.81) than their
Austrian counterparts (M = 2.32, SD = 1.51). In a similar
vein, in the ANOVA with religiosity as the dependent
variable, only the factor country was significant, F(1,
645) = 127.24, P < 0.001. Specifically, Turkish students
reported higher religiousness (M = 4.84, SD = 1.69) than
Austrian students (M = 3.25, SD = 1.84).

In the MANCOVA performed on the attitude factors, a
significant effect emerged for country, F(7, 631) = 42.02,
P < 0.001. Univariate F tests showed significant differ-
ences between Austrian and Turkish students on five of the
seven attitude factors (Table 4). In particular, Austrian
students scored significantly higher than Turkish students
with regards to the acceptability of suicide (F = 76.70,
P < 0.001), suicide as a sign of mental illness (F = 30.03,
P < 0.001), and open reporting and discussion of suicide
(F = 23.92, P < 0.001) factors, whereas Turkish students
scored higher than their Austrian counterparts on the
punishment after death (F = 99.41, P < 0.001) and hiding
suicidal behavior (F = 32.52, P < 0.001) factors. The two
samples were similar on the communicating psychological
problems and seeing suicide as a solution factors.

In the MANCOVA performed on the attitude factors, a
significant effect for participant sex was found, F(7,
631) = 3.92, P < 0.001. Univariate F tests revealed sig-
nificant differences between men and women on the pun-
ishment after death (F = 5.59, P < 0.05) and hiding
suicidal behavior (F = 11.46, P < 0.005) factors, wherein
men scored higher than women. The sexes were similar on
the remaining five attitude factors. Also, this MANCOVA
model yielded a significant interaction of country and sex,
F(7,631) = 2.30, P < 0.05. Follow-up F tests showed that
this effect was only significant for the suicide as a sign of
mental illness factor (F = 6.91, P <0.01), on which
Austrian women on average scored higher than Austrian
men, while mean scores of Turkish women and men were
similar (Table 4).
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The MANCOVA for the reaction factors yielded a sig-
nificant effect for country, F(5, 633) = 28.16, P < 0.001.
Univariate F tests showed country differences on the fac-
tors social acceptance (F = 3.91, P < 0.05), emotional
involvement (F = 76.70, P < 0.001), helping a suicidal
friend (F = 4.26, P < 0.05), and inquiry into suicidal
behavior (F = 45.16, P < 0.001). Turkish students scored
higher than Austrian students on the social acceptance,
emotional involvement, and helping a suicidal friend fac-
tors, whereas Austrian students scored higher than Turkish
students on the inquiry into suicidal behavior factor. The
two country samples were similar regarding the disap-
proval of suicidal disclosure factor. Neither the main effect
for sex, F(5, 633) = 1.48, P > 0.05, nor the interaction
effect of country and sex were significant, F(5, 633) =
2.38, P > 0.05.

The MANCOVA for the attitude factors produced a
significant effect of suicidal status, F(7, 636) = 7.14,
P < 0.001. Follow-up univariate F tests showed that sui-
cidal students scored higher than nonsuicidal ones on the
factors acceptability of suicide, F = 27.36, P < 0.001
(suicidal M = 2.62, SD = 1.19; nonsuicidal M = 2.10,
SD = 1.00) and seeing suicide as a solution, F' = 32.63,
P < 0.001 (suicidal M = 2.08, SD = 0.86; nonsuicidal
M = 1.73, SD = 0.64). Conversely, the nonsuicidal group
scored higher than the suicidal group on the communicat-
ing psychological problems factor, F = 17.30, P < 0.001
(nonsuicidal M = 3.96, SD = 0.69; suicidal M = 3.72,
SD = 0.82). The interaction between country by suicidal
status was not significant.

The MANCOVA performed on the reaction factors
yielded a significant effect for suicidal status, F(5,
638) = 9.34, P < 0.001. Univariate F tests indicated that
nonsuicidal students scored higher than suicidal students on
the factors emotional involvement, F = 9.15, P < 0.005
(nonsuicidal M = 2.61, SD = 0.75; suicidal M = 2.36,
SD = 0.76) and helping a suicidal friend, F = 17.02,
P < 0.001 (nonsuicidal M = 4.35, SD = 0.53; suicidal
M = 4.15, SD = 0.56). Again, the interaction between
country by suicidal status was not significant.

In the country by suicidal status ANOVA on current
mood, a significant effect for suicidal status resulted, F(1,
642) = 25.56, P < 0.001. Suicidal students reported to be
more sad (M = 3.15, SD = 1.86) than the nonsuicidal ones
(M = 2.60, SD = 1.63). The country by suicidal status
interaction effect was not significant. The country by sui-
cidal status ANOVA on religiosity did not yield significant
effects.

The associations among and across attitude and reaction
factors and between these and current mood and religiosity
are assembled in Table 5. These correlations, for the most
part, were nominally significant, and numerous correlations
between attitude and reaction factors were negative.
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Table 4 Descriptive statistics for attitudes towards suicide and reactions to suicidality factors
Attitude and reaction factors Austria Turkey
Women Men Total Women Men Total
M SD M SD M SD M SD M SD M SD
Attitudes towards suicide factors
Punishment after death 1.86 073 195 087 268 125 333 103 353 120 345 1.13
Acceptability of suicide 288 100 279 113 283 107 165 078 175 081 171 0.80
Suicide as a sign of mental illness 332 098 294 107 313 1.04 254 1.09 260 117 257 1.14
Communicating psychological problems 386 069 397 0.71 392 070 392 071 3.80 0.83 385 0.78
Hiding suicidal behavior 204 091 228 094 216 093 257 09 28 106 274 1.03
Seeing suicide as a solution 187 070 193 079 190 075 178 075 179 0.71 .79 073
Open reporting and discussion of suicide 3.59 0.77 343 094 351 086 299 080 285 099 291 0.92
Reactions to suicidality factors
Social acceptance 388 051 395 065 392 059 410 051 416 065 414 0.60
Emotional involvement 216 064 222 069 219 066 275 070 293 070 286 0.71
Helping a suicidal friend 423 050 416 064 420 058 433 047 439 053 437 051
Disapproval of suicidal communication 292 111 270 1.10 281 .10 230 095 256 1.08 245 1.04
Inquiry into suicidal behavior 387 1.01 402 103 394 102 312 123 332 126 324 125

Discussion

Cross-cultural investigations of suicidal behavior and atti-
tudes are vital for a better understanding of the factors
contributing to societal variation in suicidal behavior and
suicide mortality. Knowledge obtained from such studies
may foster the development of prevention and treatment
strategies for the serious public health problem of suicidal
behavior. Given the fact that completed suicide is a com-
paratively rare event and that there are clear ethical limi-
tations in this field of inquiry, experimental study designs
are, for the most part, infeasible to implement. However,
cross-cultural investigations can be considered as experi-
ments designed by nature and thus are appropriate and
informative. Accordingly, the present study compared the
prevalence of suicidal behavior and attitudes towards sui-
cide and suicidal individuals in samples of Austrian and
Turkish medical students.

Since suicide mortality is higher in Austria compared
to Turkey, the first hypothesis of this research predicted
more Austrian students would report suicidal behavior
than their Turkish counterparts. Indeed, suicidal ideation
was more common in Austrian than in Turkish medical
students (37.8 vs. 27.3%). However, more Turkish than
Austrian students reported a suicide attempt (6.4 vs.
2.2%), and sadness ratings were also higher in the former
than in the latter group. Taken together, these results
provide only partial support for the first hypothesis. This
pattern of findings is similar to previous comparisons of
suicidal behavior in Swedish and Turkish adolescents [12,
14, 16].

The stigma hypothesis states that cultures with high
suicide rates are characterized by permissive and liberal
social attitudes towards suicide in general on the one hand,
but stigmatizing and rejecting attitudes towards persons
actually presenting suicidal behavior on the other hand.
Suicide mortality is higher in Austria than in Turkey.
Accordingly, the second hypothesis predicted that Austrian
students would present more permissive attitudes towards
suicide than Turkish students. In support of the stigma
hypothesis, this study found Austrian students were more
accepting of and open to discuss suicide frankly than their
Turkish counterparts. Consistent with the lower suicide
mortality in Turkey, as compared to Austria, Turkish stu-
dents believed more strongly than Austrian students that
suicidal behavior would lead to punishment after death and
that suicidal behavior in a family should be hidden. These
findings are in agreement with the results of previous
studies comparing corresponding attitudes in Swedish and
Turkish adolescents [13, 17].

The lower suicide rate in Turkey than in Austria may
partly be due to higher chances of persons with nonfatal
suicidal behavior in Turkey, relative to Austria, to obtain
social support. The fact that social support is one of the
most powerful protective factors of suicidality makes this
reasoning likely. Also derived from the stigma hypothesis,
the third hypothesis predicted that Turkish students would
exhibit more positive attitudes towards suicidal persons
than their Austrian counterparts. The current data fully
support this hypothesis. Turkish students were more
accepting of and willing to help a suicidal close friend than
Austrian medical students. What is more, Turkish students
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also reported to be more emotionally involved with an
imagined suicidal close friend than Austrian students, more
likely stating that they were ready to emotionally confront
the suicidal friend because of her or his decision to commit
suicide. These results are consistent with related findings
from a study comparing two groups of Turkish adolescents
undergoing secular versus religious education [19] as well
as with cross-cultural comparisons of Swedish and Turkish
high-school students [13, 18].

If liberal social attitudes towards suicide are positively
related to suicide mortality, then a lower prevalence of
nonfatal suicidal behavior should be observed for societies
in which such liberal suicide-related attitudes are prohib-
ited. However, previous research on Swedish versus
Turkish youth has shown that such a simple relation does
not hold [12, 14, 16]. The stigma hypothesis rather assumes
that nonfatal suicidal behavior is less stigmatized in cul-
tures prohibiting suicide, relative to cultures accepting
suicide. In turn, individuals engaging in nonfatal suicidal
behavior should more likely receive social support in sui-
cide-prohibiting than in suicide-accepting cultures. Hence
the fourth hypothesis predicted that liberal and permissive
attitudes towards suicide would be negatively related to the
social acceptance of suicidal persons in medical students of
both countries. The current data support this prediction:
seeing suicide as an acceptable option in life was associ-
ated with lower social acceptance of, emotional involve-
ment in, and willingness to help a suicidal close friend in
both Austrian and Turkish medical students. This finding
replicates the result (r = 0.43, P < 0.01, for the associa-
tion between acceptability of suicide and the social
acceptance of a suicidal friend) of a previous comparative
study of Turkish adolescents undergoing secular versus
religious education [19].

Group comparisons between suicidal versus nonsuicidal
students in the present research yielded meaningful and
theoretically expected differences. Consistent with prior
evidence [38], both Austrian and Turkish suicidal students
regarded suicide more likely as an option and a solution in
stressful life circumstances than nonsuicidal students. As
expected, more nonsuicidal than suicidal students stated that
people should communicate their psychological problems.
Being depressed, seeing suicide as an option and a solution,
and believing one should not tell suicidal feelings may
trigger feelings of hopelessness and helplessness, which are
the two most prominent emotional states in suicidality [9].

Overall, the current findings suggest that suicidal idea-
tion and suicide attempts are rather frequent among both
Austrian and Turkish medical students. In detail, more
Austrian than Turkish students considered suicide, but more
Turkish than Austrian students reported actual suicide
attempts and had higher sadness ratings. Against the
background of the higher suicide rate in Austria than in

Turkey, this is a quite interesting pattern of findings, since
simply assuming that a suicide attempt is a salient precursor
for death by suicide would surely lead one to expect a
higher, not lower, suicide rate for Turkey. The present
findings may shed some light on this apparent inconsis-
tency. Austrian students exhibited more permissive and
liberal attitudes towards suicide than the Turkish, but
Turkish students were more accepting of a suicidal close
friend than Austrian students. Clearly, suicidality is a pro-
cess, so it is conceivable that, on the basis of liberal social
attitudes towards suicide in Austria, persons experiencing a
personal crisis in this country may more likely or easily
conceive of the idea of committing suicide. Correspond-
ingly, on the basis of more positive social attitudes towards
suicidal individuals in Turkey, persons may more likely or
easily conceive of the idea of a nonfatal suicide attempt. By
doing so, such persons may well expect to release inter-
personal mechanisms providing social support to them.
Hence, despite the higher prevalence of suicide attempts in
Turkey than in Austria, the expectancy that a suicide
attempt will likely activate social support systems may
partly account for the actually lower suicide rate in Turkey.
This study has several limitations, which are acknowl-
edged here. For one thing, although the self-report method
is widely used in general as well as in prior related research
in particular, at the same time self reports come along with
some inherent limitations, including reliability and validity
matters. For these reasons, future research along these lines
may in addition fruitfully apply alternative ascertainment
methods, foremost standardized interviews, given that the
desired sample size is not prohibitively large. Next, among
the suicidal behaviors measure used here, the two items
querying lifetime versus 12-month prevalence of suicidal
ideation could not actually distinguish between more vague
thoughts of killing oneself versus more specific suicide
plans. Finally, for the sake of a reasonable overall survey
length, two variables (current mood and religiosity) were
assessed with single-item measures rather than with multi-
item scales. There are known reliability and validity limi-
tations associated with the use of single-item measures.
However, this decision, guided by survey efficiency and
economy, appeared defensible, as both of these variables
were merely additionally ascertained (to be used as
covariates in the analysis and for general validity checks),
rather than being the central constructs of this research.
Although the present findings shed some light on pos-
sible reasons for observed differences in suicide mortality
between Austria and Turkey, their generalizability may be
limited in several further regards. First, the samples of this
cross-cultural investigation are not representative of the
Austrian and Turkish general populations, as medical stu-
dents clearly are select groups (young and highly edu-
cated). Second, as a multifaceted phenomenon, suicide can
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not be wholly explained by social attitudes alone. Other
factors, such as level of alcohol consumption, availability
of mental health resources, and biological and psycholog-
ical propensities, contribute to societal variation of suicidal
behavior and mortality as well.

In closing, more cross-cultural research, taking these
factors into consideration, is needed to account for cross-
national differences in the prevalence of suicidal behavior.
The present study, replicating and extending previous
related accounts, suggests that, intriguingly so, many facets
of social attitudes towards suicide and of reactions to sui-
cidal individuals are inversely related. Future research
should address in more detail the generality and etiology of
this relationship.
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