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Introduction

Louise Doyle, Brian Keogh and Jean Morrissey

Suicide is a major public health problem worldwide accounting for almost one million deaths annually and a projected 1.5 million deaths annually by the year 2020. Non-fatal suicidal acts and other acts of self-harm occur much more frequently than completed suicide with most acts of self-harm hidden in the community never coming to the attention of mental health professionals. The extent of distress caused by both suicide and self-harm is clearly enormous. Completed suicide has a devastating and long-lasting effect leaving families, friends and communities distraught as they try to come to terms with their significant loss. Similarly, self-harm can impact hugely on families, friends and in the case of adolescents – school staff – who all struggle to understand the meaning of self-harm and may fear escalation of the self-harm behaviour to a suicidal act.

Suicide and self-harm prevention and reduction are priorities for those working in mental health and associated services, and this book serves as a useful resource for both students and practitioners in the fields of nursing, social work, occupational therapy and other health and social care professions. However, many people who die by suicide or engage in self-harm have no contact with the health service; therefore, people working in a wide array of different sectors need to be engaged in learning how to understand self-harm and suicidal behaviour and to respond appropriately to the needs of people at risk. This includes workers in the education sector, social services, the prison service, the voluntary sector and the media. Consequently, this book is also aimed at people working in these sectors who do not have a background in mental health and do not have an in-depth understanding of suicide and self-harm. While it may never be possible to completely understand suicide and self-harm, it is hoped that this text will assist in the endeavour to more fully comprehend these phenomena. It is an accessible text and was therefore purposively not laden with heavy academic or clinical terms that are not widely understood outside the realm of mental health. Instead, it is presented in such a way to make it useful for the teacher working with a pupil who self-harms, the prison officer working with a prisoner who has attempted suicide and the voluntary worker engaging with a client who has been bereaved by suicide. In an attempt to apply knowledge to real-life scenarios, case scenarios are presented in many chapters depicting examples of self-harm and suicidal behaviour in different contexts. Each chapter also has reflective questions which provide the reader with the opportunity to consolidate the knowledge they have gained from this text as they consider the questions asked.

Suicide and, in particular, self-harm evoke a range of negative attitudes and pejorative views from many people. It is important therefore to briefly consider this issue before progressing further in this text. A positive attitude towards those who engage in self-harm and suicidal behaviour and their families and friends is crucial to achieving any meaningful interaction with them. Many negative stereotypes are associated with people who self-harm and these often interfere with our ability to see the person and the reasons that they have engaged in self-harm on an individual level. Stereotypes work by grouping together large numbers of heterogeneous individuals and applying similar traits and characteristics to them. For example, the belief that people who engage in self-harming behaviour are ‘attention seeking’ will not achieve any positive outcome or help to address the problems inherent to the self-harming behaviour. In order to achieve a meaningful alliance or interaction, we need to be aware of our own attitudes, beliefs and prejudices so that they do not influence our behaviour. Key to achieving a positive outcome when working with people who self-harm is firstly education about suicide and self-harm, and secondly feeling equipped with the skills to communicate and intervene effectively. One of the aims of this book is to increase knowledge about suicide and self-harm and to provide strategies that can be used when working with this diverse group of individuals.

This book comprises of 10 chapters which offer key information about suicide and self-harm from a range of perspectives. Many of the chapters offer strategies that can be used when working with people who engage in self-harm and suicidal behaviour. In Chapter 1, drawing on the biological, psychological and socio-cultural perspectives, the reader will be introduced to the main theories that attempt to explain suicide and self-harm. The main aim of the chapter is to demonstrate how these theories aid our understanding of suicide and self-harm and how they impact on the approaches to the management and treatment of people who engage in suicide and self-harm. Chapter 2 examines stigma and suicide and self-harm. It defines stigma and looks at stigma-prevention strategies from a policy context. In addition it presents ways that individuals working with people who self-harm can prevent inadvertently stigmatising them. It also presents some strategies that may be useful for people who are affected by negative self-belief because of their suicidal feelings. Chapter 3 focuses on risk and protective factors for self-harm and suicidal behaviour. Throughout the literature many studies have tried to identify the predictors of self-harm and suicide from various theoretical perspectives; however, no universal model explains either phenomenon conclusively. The likelihood of a person engaging in self-harm or suicidal behaviour is influenced by a range of psychological, biological, social and environmental risk and protective factors. Identification of factors that may increase or decrease a person’s level of risk can contribute towards the assessment of self-harm and/or suicide risk. This chapter, in an accessible way, presents commonly identified risk and protective factors and identifies more specific warning signs of imminent suicidal behaviour.

Patterns of self-harm and suicidal behaviour differ across the lifespan, with suicide peaking in adolescence/early adulthood and again in the older person while self-harm is predominately a feature of adolescence and early adulthood. The factors affecting a person’s decision to harm themselves or deliberately end their life can change as they move from childhood through adolescence, adulthood and on to older age. Chapter 4 looks at each stage of life and discusses the specific issues that influence patterns of suicide and self-harm in childhood, adolescence, adulthood and older age. The emphasis in this chapter is on recognising age-specific factors which influence self-harm and suicidal behaviour.

Self-harm has received increasing awareness and attention among professionals, workers and lay persons, however little information or training is available, which enables people to understand and respond more skilfully and effectively to people who self-harm. Chapter 5 examines the nature of self-harm and addresses some of the issues involved from the perspective of those who are harming themselves, as well as the workers and helpers working in voluntary and community settings. Some guidance for addressing some of these issues will also be offered. There is increasing awareness of self-harm and suicide among professionals and lay persons alike, yet, at the same time, the interactions around self-harm and suicidal behaviour are often fraught with anxiety and confusion. Communication is a fundamental component of all therapeutic work and is paramount when working with people who self-harm and/or those who are at increased risk of suicide. The knowledge and interpersonal skills that the helper uses to communicate are essential aspects of carrying out a suicide risk assessment while at the same time facilitating the development of a positive helping relationship. Chapter 6 examines the verbal and non-verbal communication skills and interventions that are most relevant to undertaking a risk assessment and illustrates how each skill can be used in practice.

Working with people who are suicidal or who self-harm means being exposed to intense and extreme emotions. In a context of helping, the need for workers to pay attention to their own well-being is paramount not only for the sake of themselves but also for their clients and work colleagues. Chapter 7 examines the role of self-care and its use in a work/helping setting. Examples of various strategies that aim to help the worker identify his/her self-neglecting tendencies and to enhance their capacity to self-care are also outlined.

Preventing and reducing suicide and self-harm is an important public health target for most countries. In Chapter 8, we look at national and international prevention and reduction initiatives that are in place to reduce suicide and self-harm. Specific suicide and self-harm prevention and reduction initiatives are examined and the challenges of implementation of such initiatives considered. This chapter includes a consideration of both the general population approach to suicide and self-harm prevention and also the targeted approach incorporating specific ‘at risk’ groups. Included also is a consideration of some harm reduction approaches for those who repeatedly self-harm. Chapter 9 looks at the area of postvention and how we can assist those who are bereaved following the death of a loved one by suicide. The chapter discusses the concept of grief and complicated grief and presents some strategies for communicating with and assisting people in the days and weeks following bereavement. It also looks at the concept of peer support and the role of professional help during this difficult time. Finally, Chapter 10 looks at the issue of self-harm and suicide in three specific locations: prisons, school and emergency departments. In this chapter, there is a focus on preventing and responding to self-harm and suicide in these contexts.

This book is not intended to be a comprehensive text on suicide and self-harm. Rather it aims to increase basic understanding about both phenomena. Ultimately, we hope that this text proves an accessible and useful resource for those working either directly or indirectly with someone who is suicidal or self-harming, or for anyone who has an interest in the prevention of suicidal behaviour.



CHAPTER 1



Understanding Suicide and Self-Harm

Brian Keogh

Introduction

Drawing on biological, psychological and sociological perspectives, the purpose of this chapter is to introduce the reader to the main theories that attempt to explain suicide and self-harm. Biological perspectives will examine the role of age, gender, genetics as well as altered neurotransmitter functioning such as decreased serotonergic activity. Psychological components will briefly explore psychoanalytic theories and the role of interpersonal communication. Sociological perspectives will examine social integration and social regulation, drawing mainly from the work of Durkheim. It is acknowledged that this subject is very complex and that the information presented in this chapter is not exhaustive. Many other interpretations of suicide and self-harm are available within the extensive literature on the subject. In addition to introducing the theories, the chapter will provide examples of how they might inform our understanding of the subject. It will begin though by defining suicide and self-harm.

LEARNING OUTCOMES


By the end of this chapter, you should be better able to:

1.  explain the complexities associated with defining suicide and self-harm;

2.  outline the importance of having a theoretical understanding of suicide and self-harm;

3.  differentiate between the biological, psychological and social approaches to understanding suicide and self-harm;

4.  appreciate the importance of having an integrated approach to understanding suicide and self-harm.



Defining suicide and self-harm

According to O’Carroll et al. (1996: 246), the term ‘suicide’ refers to ‘death from injury, poisoning, or suffocation, where there is evidence (either explicit or implicit) that the injury was self-inflicted and that the decedent intended to kill himself/herself’. However, other concepts related to suicide such as self-harm or attempted suicide are less clearly defined or understood. This has meant that they are often used interchangeably to mean the same thing and are value-laden resulting in negative perceptions of people who engage in them (Doyle, 2008). Because there is a strong correlation between self-harm and completed suicide, it is preferable therefore to conceptualise them as a continuum rather than as distinct entities. Although the numbers of people who engage in some form of self-harming behaviour are much higher than those who go on to complete suicide and they have varying levels of intent (from no intent to strong intent), they remain a very high-risk group. Many terms describe the spectrum of suicide and self-harm and suicidal behaviour, and some of them are listed in Box 1.1:

BOX 1.1   CONCEPTS ASSOCIATED WITH SUICIDE AND SELF-HARM


Suicidal Ideation: Thoughts about engaging in suicidal behaviour (O’Carroll et al., 1996).

Suicidal Intent: Actively considering a plan to die by suicide (Doyle, 2008).

Suicidal Threat: A verbal or non-verbal action that suggests that the individual might engage in suicidal behaviour in the future (O’Carroll et al., 1996).

Deliberate Self-Harm (DSH): The various methods by which people deliberately harm themselves, including self-cutting and taking overdoses. Varying degrees of suicidal intent can be present and sometimes there may not be any suicidal intent, although an increased risk of further suicidal behaviour is associated with all DSH (HSE et al., 2005).

Suicide Attempt: A potentially self-injurious behaviour for which there is evidence that the person intended at some level to kill himself/herself (O’Carroll et al., 1996: 247).

Non-Suicidal Self-Harm (NSSH): Now included as a distinct condition within The Diagnostic and Statistical Manual of Mental Disorders 5th Edition (DSM V), NSSH refers to self-harming behaviours not aimed at ending life (APA, 2013).



A theoretical understanding of suicide and self-harm

According to the Cambridge online dictionary, a theory can be defined as ‘a formal statement of the rules on which a subject of study is based or of ideas that are suggested to explain a fact or event or, more generally, an opinion or explanation’. Theory tries to help us understand complicated concepts such as self-harm and suicide by attempting to explain why they occur. In addition, they influence how we care for and treat people who present with these problems. While there are many different perspectives and some of them will be touched on in this chapter, the three dominant theoretical perspectives are the biological, psychological and sociological approaches to understanding why suicide and self-harm occur. An overview of these three approaches is presented in Table 1.1

Suicide and self-harm have tended to fall within the biological interpretation of mental distress as an illness. This means that hospitalisation and the use of psychotropic drugs are the dominant strategies in terms of care and treatment. However, the rates of suicide and self-harm have steadily increased in the Western world, which suggests that social and psychological issues may be more influential over the individuals’ biological or genetic profile. Furthermore, the often sudden and unexpected act of suicide may further suggest that psychological and social issues may be dominant. Confusion and lack of agreement about how suicide and self-harm are understood have led theorists to examine more integrated ways of approaching the subject. This is often articulated as a biopsychosocial approach, and it attempts to see suicide and self-harm not as having one explanation but several. This approach attempts to capture the complexity of suicide and self-harm by suggesting that there are many inter-related ways of understanding it. Therefore our understanding of suicide and self-harm can be drawn from biological, psychological and social perspectives.

Biological perspectives

The biological approach can be examined in two ways: firstly, as in the example earlier, it can be viewed in terms of structural, genetic or neurochemical influences that can contribute to suicide or self-harm. Secondly, components of our being, which we have no control over, can predispose us or increase our risk for suicide or self-harm. In this section, the main biological perspectives will be discussed briefly. It is important to reiterate here that the biological components should not be looked at in isolation and other factors, not just these alone, influence individuals’ decision to engage in suicide and self-harm.

Gender and Age: A person’s gender and age may predispose them to suicide and self-harm. While suicide across the lifespan is discussed in a later chapter of the book, the relationship with age and suicide and self-harm is discussed briefly here. According to the World Health Organisation, approximately 80% of the people who complete suicide each year are male. In the past, older men were more vulnerable to suicide; however, in recent times the rates among younger men (between the ages of 15 and 24) have increased making them the most vulnerable in some countries. In terms of worldwide figures for completed suicides, the highest rates are in men aged 70–79 years and in men over 80 years (Varnik, 2012). Suicide rates in women are lower in all countries except China where female deaths from suicide outnumber male deaths (Varnik, 2012). While women are overrepresented in terms of suicidal ideation and self-harm, they are less likely to die by suicide, a phenomenon described by Canetto and Sakinofsky (1998) as a gender paradox. For self-harm, while the age of onset is similar for men and women (early to mid-teens), the National Registry of Self Harm in Ireland (2012) found that rates of self-harm peak for males between the ages of 20 and 24 years, and gradually decrease thereafter. However, for women, the rates of self-harm peak at the age of 15–19 years, and they remain relatively constant into middle age (Griffin et al., 2013).

Table 1.1   Overview of the theoretical approaches to suicide and self-harm








	Theoretical approach

	Example

	Influence on treatment approaches




	Biological approach

	Suggests that physical or structural problems can cause or contribute to suicide and self-harm. For example, a deficiency of the neurotransmitter serotonin is believed to cause depression which may lead to self-harm or suicide. Suicide and self-harm are often seen as an illness or disease.

	Within the biological sphere, often the treatment revolves around the restoration of the deficient neurotransmitter (in this example, serotonin) usually through taking medications, especially anti-depressants.




	Psychological approach

	The psychological or psychodynamic approach attempts to move away from the idea of suicide and self-harm as an illness. Often they are seen as the result of struggles between mental processes or as a response to anxiety. In addition, suicide and self-harm can sometimes be viewed as responses to early childhood experiences.

	The wide variety of interventions that are used within the psychological or psychodynamic sphere falls under the large umbrella of the ‘talking therapies’ or ‘psychotherapies’. There are many different schools of thought on the nature of mental distress from this perspective, and this influences the type of therapy that is used. For example, traditional psychoanalysis emerged from Freud’s work on the unconscious mind. Consequently, therapy focuses on the unconscious unresolved conflicts that are causing problems.




	Sociological approach

	The sociological perspective looks at the social determinants of health and illness and proposes that individuals’ social circumstances are influential and can contribute to suicide and self-harm. For example, poverty, access to healthcare and education may lead to suicide and self-harm.

	Interventions from a sociological perspective focus on improving communities in terms of health and mental health outcomes. This is achieved through mental health policy and practice, education, etc. For example, the fear of being stigmatised often prevents individuals from seeking help. Strategies to de-stigmatise mental distress may reduce the level of suicide and self-harm as individuals may access mental health services earlier.





Genetics: The study of suicide and self-harm from a genetic point of view tends to consider family history, twin and adoption studies. According to Mann and Currier (2007), there is evidence that genetics plays a role in suicide and self-harm. Qin et al. (2003) found that a family history of suicide significantly increased suicide risk. However, a family history of suicidal behaviour may be explained by an increased genetic predisposition to mental health problems generally rather than suicide and self-harm specifically (Nock et al., 2012). In addition, Brent and Mann (2005) found in their review about adoption studies, that there was some evidence to suggest that the incidence of suicide among adoptees supported a genetic effect.

Altered Serotonergic Activity: According to Van Heeringen et al. (2004), the majority of biological research has concentrated on the role of the neurotransmitter serotonin. Neurotransmitters are chemical messengers that are responsible for communication at a biochemical level in our brain and throughout our body. Serotonin is one of these neurotransmitters, and it is believed to contribute to how we feel on an affective level (mood). Alterations in serotonin levels therefore are believed to impact negatively on our mood and our sense of well-being, resulting in depression and low mood. According to Opacka-Juffry (2008), the role of serotonin in contributing to depression has become widely acceptable, and there are many research studies to support this stance. However, serotonin’s mode of action and its role in contributing to depression, suicide and self-harm is complex and not fully understood. For example, depression is a very common phenomenon, but not everyone who is depressed is suicidal or engages in self-harming behaviour. It may be that other neurotransmitters are involved as well as the person’s social and psychological circumstances, which are influential in the decision-making process. Furthermore, many people who die from suicide are not known to be depressed from a clinical depression point of view, furthering the viewpoint that other factors within the social and psychological domains are important determinants in the decision to engage in self-harm or attempt suicide. Specific to self-harm, McGough (2012) suggests that the release of endorphins and adrenaline when the skin is cut may contribute to a sense of pleasure or excitement consequently perpetuating its use.

In summary, from a biological point of view, suicide and self-harm are generally believed to emerge from discrepancies in the transmission of serotonin, although other neurotransmitters are also believed to be involved. Factors like genetics, age and gender are fixed, so consequently, in terms of suicide prevention, an awareness of these factors coupled with additional support for people who are vulnerable from an age and gender point of view is an important preventative strategy. While the use of antidepressants may be helpful for people who are clinically depressed, this approach alone may not be suitable for all, given the diverse and often complex reasons that individuals engage in suicide and self-harm. Furthermore, aligning suicide and self-harm exclusively with biological interpretations of mental distress may inadvertently remove some of the responsibilities that individuals have when it comes to managing their own mental health.

Psychological perspectives

Sigmund Freud has often been cited as the father of modern psychoanalysis, and his influence on the wide variety of modern ‘talking therapies’ cannot be underestimated. Freud believed that unresolved conflicts that often occurred during childhood were subconsciously repressed and emerged later in life as mental distress. His approach to therapy was primarily concerned with rooting out and addressing the unresolved issues causing distress with techniques such as dream analysis and free association. In terms of suicide and self-harm, Freud’s approach seeks to establish the unconscious and repressed experiences that occurred which emerge as suicidal ideas and self-harm. Freud believed that two instincts (life and death) were responsible for most human behaviour. In this section, three theories which attempt to specifically understand attempted suicide and suicide will be briefly examined:

1.  Attempted suicide as a cry for help or a cry of pain;

2.  Suicide caused by psychache;

3.  Why people die by suicide.

In addition, some of the functions of self-harm, specifically from a psychological perspective, will be considered.

Attempted suicide as a cry for help or a cry of pain: Tabachnick and Farberow (1961: 63) adequately summarise the cry for help as being

based on the consideration of self-destructive behaviour as a means of communicating to others various feelings and demands or pleas. The self-destructive behaviour thus becomes, in part, a communication with a particular purpose and content directed toward a specific audience.

Simply put, the cry for help attempts to explain attempted suicide as a form of interpersonal communication, where the individual engages in self-destructive behaviour in an attempt to receive some support or assistance from their social support network or from health professionals. Williams (1997: xii) compliments the cry for help theory by suggesting that prior to the individuals cry for help there is a cry of pain:

Suicidal behaviour may be overtly communicative in a minority of cases, but mainly it is ‘elicited’ by the pain of a situation with which the person cannot cope – a cry of pain, and only then a cry for help.

Similar to psychache, which will be discussed later in this chapter, suicide and suicidal behaviour occur in response to an unbearable situation. While the cry for help theory assists us to understand the motives behind why some individuals engage in suicidal behaviour or attempt suicide, it has had a somewhat negative impact on some people. In some cases, it has led people to be labelled as ‘manipulative’ and ‘attention seeking’, meaning that they often get a negative reaction from the mental health services when they engage with them. This results in non-attendance at follow-up appointments or failure to engage with any form of services at all. The fact remains that many people who engage in self-harm or attempt suicide are at an increased risk of completing suicide and that a previous suicide attempt remains the largest risk factor for completing suicide in the future.

Suicide caused by psychache: The ‘cry for help’ understanding of suicide and suicide behaviour is not ideal as it does not explain why some people engage in self-harm and attempt suicide while a small proportion of these go on to complete suicide. Furthermore its utility rests primarily with understanding people whose motives is not to die. Consequently, understanding why someone decides to kill themselves is fundamental to preventative strategies. In addition, an understanding of why people who engage in non-lethal self-harm go on to die by suicide and what makes them move from one state of mind to the next is crucial. While a clear understanding of this might never be achieved and each person will have a number of interacting complex factors, Edwin Shneidman has attempted to articulate why individuals choose suicide. Shneidman has written extensively on the subject of suicide and to summarise his work here is beyond the scope of this chapter. Simply put, and in his own words, Shneidman (1999: 239) states that:

Suicide is caused by psychache. Psychache refers to the hurt anguish, soreness, aching, psychological pain in the psych, the mind. It is intrinsically psychological – the pain of excessively felt shame, or guilt, or humiliation, or loneliness, or fear, or angst, or dread of growing old or of dying badly, or whatever. When it occurs, its reality is introspectively undeniable. Suicide occurs when the psychache is deemed by that person to be unbearable.

Shneidman (1996) explains that the goal of suicide is to find relief from psychache and to achieve a state of peace. In addition to psychache, a number of other factors need to be present:

■   The person has a reduced threshold for psychological suffering and cannot bear the psychache (psychological pain).

■   The person sees no escape from the psychache other than suicide.

■   The person may or may not be experiencing depression (Shneidman, 1999).

Why people die by suicide: This theory presented by Thomas Joiner in 2005 attempts to explain suicide using a three-stage model. Joiner suggests that the desire to die must be coupled with the individual’s ability to inflict harm to themselves which he believes is acquired over time. The desire to die is comprised of two psychological states, ‘burdensomeness’ and ‘thwarted belongingness’, which counteract conditions that are necessary for the will to live to remain intact – ‘effectiveness’ and ‘connectedness’ (Joiner, 2005).

Functions of self-harm

While more details about the characteristics of people who self-harm will be presented later in Chapter 3, it is useful at this point to examine briefly why individuals engage in self-harm as distinct from attempted suicide and suicide. However, it should be noted that self-harm may serve multiple psychological functions:

Affect Regulation: Managing intense emotions such as anger, stress or anxiety is often cited as the most common reason that individuals engage in self-harm.

Self-Punishment: Self-harm is sometimes seen as an attempt to self-punish the individual.

Interpersonal Influence: Individuals may engage in self-harm in order to influence other people, for example to receive assistance or affection.

Anti-dissociation: This relates to the infliction of self-harm as an act to arrest feelings of unreality or the sense that they feel nothing at all.

Anti-suicide: In some cases, self-harm may be used to resist suicide attempts.

Sensation Seeking: Self-harm may evoke a feeling of excitement or a high in some individuals.

Interpersonal Boundaries: For some people, self-harm may help them remain more independent and in control (Klonsky & Muehlenkamp, 2007).

In summary, three different psychological theories have been described briefly here. Two concentrate on suicide while the other is more focused on attempted suicide. While some might argue that the two cannot be looked at in isolation to each other, when put together they do help to clarify and describe the range of psychological factors that are experienced by individuals who engage in suicide and attempted suicide. Some of the functions of self-harm have also been briefly presented as distinct from suicide and self-harm which help to demonstrate the differences between the concepts and illuminate their complexity.

Sociological perspectives

From a health perspective, sociology examines the role of social factors that can have a positive and negative impact on our health. For example, sociology often considers the role that education has on our health and might argue that those not afforded the opportunity of an education many be prone to poorer health. A lack of education often has the knock-on effect of leading to poorer employment prospects and consequently lowered incomes or unemployment, all of which negatively impact on health, including mental health. These factors are discussed in more detail in Chapter 3. One of the most well-known and enduring social theories, Durkheim’s study on suicide, will be briefly discussed in this section. In addition, this section will briefly examine some of social factors that influence suicide and self-harm. The concept of social stigma is discussed in detail in Chapter 2.

Durkheim’s theory on suicide: Durkheim developed his theory during the Industrial Revolution when there was a major change in how society was organised. Urban areas became more densely populated as the rural community sought employment and better prospects within cities and towns throughout Europe. Durkheim described what he called a social milieu where external forces influenced the actions and behaviours on the individuals within it. Within the social milieu, different people operated at different levels of social integration. Those individuals who had weak ties to their social milieu or lower levels of social integration were demonstrated to have higher rates of suicide among them (Thomson, 2006). Durkheim described these deaths as egoistic suicides. Conversely, individuals who had higher levels of social integration were also associated with a higher rate of suicide, and these were described as altruistic suicides as Durkheim believed that they were sacrifices for the good of the social milieu (Thomson, 2006). Durkheim described four different types of suicide, and each was characteristic of either modern urban societies or rural non-industrial societies. These are briefly explained in Table 1.2.

Table 1.2   Four types of suicide after Durkheim (Hyde et al., 2004)







	Modern societies

	Egoistic suicide: These occur because individuals have fewer ties with society and consequently have lower levels of social integration.




	 

	Anomic suicide: These occur during times of major change (e.
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