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AbcTpakT. Mo oueHkam BO3J 3a 2020 rog, okono 1530000 4enoBeK yMpyT OT caMoybuiicTBa. ITU OLEHKMU
NPeacTaB/iAOT B CPeAHEM OfHY CMepPTb Kaxble 20 CEKYH/ U OfiHY MOMbITKY KaXKAble OAHY-/BE CEKYHAbl. HecmoTpsA
Ha HU3KYI0 MPOrHOCTUYECKYIO LEHHOCTb, Hanuume ncuxonaToniornn, BEPOATHO, ABNSETCA Hawnbosee BaXHbIM
MPOrHOCTMYECKMM (haKTOpoM camoy6uiicTBa. COOTBETCTBEHHO, NpuMepHO 90 MPOLEHTOB ClyvaeB camoybuincTea
COOTBETCTBYIOT KPWUTEPMSM MCUMXMUYECKOro paccTpoiicTBa, B 4YacTHOCTWU, GOMbLUOA AenpeccuMn, paccTpoiicTBa C
ynoTpebieHeM MNCUX0AKTUBHbLIX BELLECTB M LWKn3oMpeHnn. [Apyrue Hauvbonee npexofswine akTopbl, KOTopble
0TpaxatoT Hen3beXKHbIli pUCK cynunia TpebyoT HeMea/IeHHOr0 BMeLlaTeNbCTBa M BK/IKOYalOT B ce65 HEBbIHOCMMYHO
[yLeBHYI0 60/Mb ¥ CBSA3aHHbIE C HUM NepeXXmuBaHUs genpeccumn n 6esHagexxHocTn. Mpobnembl ¢ 06paLLaeMocTbio 3a
MOMOLLIbHO, COLMANbHOM KOMMYHUKALMER 1 CaMOPacKpbITUA TaKKe CO3Aal0T PUCK CaMOybUnCTBa, TOUHO TakXkKe Kak
W arpeccuss U WMNYNbCUBHOCTb. XOTS CyuMUMAANIbHOE MNOBeAeHWEe ObII0 XOPOLIO W3YyYeHO, 3MMUPUYECKN U
K/IMHWYECKW, OMpefie/IeHNe Pas/InyHbIX MOATUMOB M (EHOTUMOB CyMUMAANIbHOTO MOBEAEHUS W MeXaHWU3MOB,
nexawmx B OCHOBE HEKOTOPbIX (aKTOpoB pucKa (Takux, KakK arpeccus, WMMNY/bCUBHOCTb, CyuuniasbHble
HamepeHWs) ocTalTcs HesACHbIMU. CHUXEHWe TeHAeHLMW pocTa yucia caMmoybuiicTB cpefu Haunbonee ysi3BUMbIX
rpynn HaceneHWss NoTpebyeT fanbHeMLWNX nccnegoBaHuii.
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Abstract. According to WHO estimates for the year 2020, approximately 1.53 million people will die from
suicide, and ten to 20 times more people will attempt suicide worldwide. These estimates represent on average one
death every 20 seconds and one attempt every one to two seconds. Although of low predictive value, the presence of
psychopathology is probably the single most important predictor of suicide. Accordingly, approximately 90 percent
of suicide cases meet criteria for a psychiatric disorder, particularly major depression, substance use disorders,
cluster B personality disorders and schizophrenia. Other more transient factors that reflect an imminent risk of
suicide crisis and therefore require immediate intervention include unbearable mental pain and related experiences of
depression and hopelessness. Problems with help-seeking, social communication and self-disclosure also pose a
suicide risk, as do personality traits of aggression and impulsivity. All these factors are highly correlated with
suicidal behavior across psychiatric samples and nosological borders. Although suicidal behavior has been well
studied, empirically and clinically, the definition of the different subtypes and phenotypes of suicidal behaviors and
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mechanisms underlying some of the risk factors (such as aggression, impulsivity, suicide intent) remain unclear.
Reducing the increasing trend of suicide rates among the most vulnerable populations will require further research.

Suicide is an enormous public health problem in the Kazakhstan and around the world. According to report of
UNICEF from 2004 till 201 38276 people in the Kazakhstan die by suicide, making it one of the leading causes of
death[1]. Reports from the World Health Organization [WHOQOY] indicate that suicide accounts for the largest share of
the intentional injury burden in developed countries [2] and that suicide is projected to become an even greater
contributor to the global burden of disease over the coming decades[3]. The seriousness and scope of suicide has led
both the WHO[4] and the Kazakhstan government [5] to call for an expansion of data collection on the prevalence of
and risk factors for suicide and nonfatal suicidal behavior to aid in the planning of public-health strategies and
health-care policies and in the monitoring of behavioral responses to policy changes and prevention efforts.

Addressing these calls, in this paper we provide a review of the epidemiology of suicidal behavior and extend
earlier reviews in this area in two important ways. First, we provide an update on the prevalence of suicidal behavior
over the past decade. The socioeconomic and cultural factors with which suicidal behavior is associated, such as the
quality and quantity of mental health services, have changed dramatically, making it important to examine whether
and how the prevalence of suicidal behavior has changed over time. Second, most prior reviews have focused on a
specific country, subgroup [e.g., adolescents], or behavior [e.g., suicide attempts]. We review data from multiple
countries, on all age groups, and on different forms of suicidal behavior, providing a comprehensive picture of the
epidemiology of suicidal behavior. Moreover, given recent technologic developments in injury surveillance systems,
as well as the recent completion of several large-scale epidemiologic studies examining the cross-national prevalence
of suicidal behavior , an updated review of this topic is especially warranted at this time.

We use the terminology for and definitions of suicidal behavior outlined in recent consensus papers on this
topic . We define suicide as the act of intentionally ending one's own life. Nonfatal suicidal thoughts and behaviors
[hereafter called “suicidal behaviors™] are classified more specifically into three categories: suicide ideation, which
refers to thoughts of engaging in behavior intended to end one's life; suicide plan, which refers to the formulation of
a specific method through which one intends to die; and suicide attempt, which refers to engagement in potentially
self-injurious behavior in which there is at least some intent to die. Most researchers and clinicians distinguish
suicidal behavior from nonsuicidal self-injury [e.g., self-cutting], which refers to self-injury in which a person has no
intent to die; such behavior is not the focus of this review [6-8].

We first review data on the current rates of and recent trends in suicide and suicidal behavior in the United
States and cross-nationally. Next we review data on the onset, course, and risk and protective factors for suicide and
suicidal behavior. Finally, we summarize data from recent suicide prevention efforts and conclude with suggestions
for future research.

In the Kazakhstan, suicide occurs among 24 per 100,000 persons, is the top-leading cause of death. A more
detailed examination of the data by sex, age, and race/ethnicity reveals significant sociodemographic variation in the
suicide rate. As figure-1 illustrates, there are no group differences until mid-adolescence [ages 15-19 years], at
which time the rate among males increases dramatically relative to the rate among females. On age groups the
number of suicides was distributed as follows: till 15 years - 786 (2,1%), 15-29 years - 12711 (33,2%), 30-49 years
- 15905 (41,6%), 50-64 years - 5911 (15,4%) and in group of 65 years are also more senior - 2963 (7,7%) than a
case. During the analysis it has been established that men committed suicides more - 31571 (82,5%), than women -
6705 (17,5%).

The highest specific weight of all suicides (both genders) has been established in age group of 30-49 years -
41,6%, the similar picture was observed on males (43,6%), the highest rate of suicide among females is 37,7%, age
group 15-29 years.

The analysis of extensive indicators of suicides in general (both genders) on regions has shown that the smallest
value has been revealed in the Mangystau region (1,7%), in the cities of Astana (2,1%) and Almaty (2,3%),
Kyzylorda (2,5%) and Atyrau (2,7%) . The largest specific weight of suicides (both gender) have been assigned in
Almaty region (10,2%), Karaganda (11,9%) and East Kazakhstan (15,7%).

We have to mention type of suicide, according to data most popular way of suicide is hanging, and suffocation
(X70) - 34921 (91,23%), on the second place is self-poisoning (X60-X69) - 1189 (3,11%). The rising data of
suicides among females could be explained in changes of their behavior, females tend to choose aggressive type of
suicide.

Thus, on the basis of data analysis on the Republic of Kazakhstan during 2004-2013, the vast majority of
suicides in the country are made by hanging and suffocation, and all other ways of commission of suicide make less
than 10% of their total number.

Definitive data do not exist on worldwide trends in suicide mortality because of cross-national differences in
reporting procedures and data availability. The WHO has maintained cross-national data on suicide mortality since
1950; however, there are inconsistencies in reporting by individual country, with only 11 countries providing data in
1950, 74 in 1985, and 50 in 1998. Moreover, the fact that some governments have treated suicide as a social or
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political issue rather than a health problem may have diminished the validity of earlier data and resulting estimates.
Given these inconsistencies, it is difficult to generate an accurate cross-national estimate of trends. Nevertheless, the
data maintained by the WHO suggest that the global rate of suicide increased between 1950 and 2004, especially for
men [9], and data-based projections suggest that the number of self-inflicted deaths will increase by as much as 50
percent from 2002 to 2030 [7]. Given the inconsistencies in data sources both within and across countries [10],
though, a definitive picture of long-term trends in global suicide death cannot be formed.

Our search did not yield any cross-national studies of trends in suicidal behavior. However, it is notable that the
prevalence estimates found in the studies we reviewed are quite consistent with those obtained in an earlier cross-
national review of nine studies of adult suicidal behavior conducted in the 1980s [12]—suggesting, but by no means
confirming, that there has been no major change in trends over time. Trends in suicidal behavior within individual
countries also appear to have been fairly steady over time [13]. The fact that within-country trends show internal
consistency [i.e., greater agreement on prevalence estimates and evidence of stable patterns over time] means that
there must be some stable between-country differences in the determinants of suicidal behavior prevalences and
trends that remain to be discovered.

Risk factors

Below, we review evidence on risk factors for both suicide and suicidal behaviors, given the substantial overlap
in the risk factors reported to predict these behaviors [34, 65], although we note that several studies have reported
differences in some risk factors for suicide and suicidal behaviors [13]. Most of the studies reviewed above also
contained information about risk factors for suicidal behaviors. We do not distinguish between studies conducted in
different countries, given that the risk factors reported have been consistent across virtually all countries examined.
Given that there is a large and ever-expanding body of literature on risk factors for suicidal behaviors, we provide a
summary of only the strongest and most consistently reported factors.

Demographic factors

Demographic risk factors for suicide include male sex, being Asian (Kazakh), and being an adolescent or older
adult. Demographic risk factors for suicidal behaviors include being female, being younger, being unmarried, having
lower educational attainment, and being unemployed [14]. The differences in male: female ratio are often attributed
to the use of more lethal suicide attempt methods, greater aggressiveness, and higher intent to die among men [15].
As mentioned above in connection with India and China, the gender-specific lethality of methods may vary cross-
nationally. The other demographic factors mentioned [younger age, lack of education, and unemployment] may
represent increased risk for suicidal behaviors associated with social disadvantage, although the mechanisms through
which these factors may lead to suicidal behavior are not yet understood.

Psychiatric factors

The presence of a psychiatric disorder is among the most consistently reported risk factors for suicidal
behavior. Psychological autopsy studies reveal that 90-95 percent of the people who die by suicide had a diagnosable
psychiatric disorder at the time of the suicide, although this percentage is lower in non-Western countries such as
China. Mood, impulse-control, alcohol/substance use, psychotic, and personality disorders convey the highest risks
for suicide and suicidal behavior, and the presence of multiple disorders is associated with especially elevated risk
[16].

Clinical care for suicidal patients also involves treatment (i.e., psychotherapy and pharmacotherapy) aimed to
reduce risk for engaging in suicidal behavior. Public health campaigns also aim to prevent suicidal behavior by
targeting all individuals or those at elevated risk for developing thoughts about suicide or engaging in suicidal
behavior. We propose that thwarted belongingness and perceived burdensomeness (as well as hopelessness
concerning these states) are dynamic (i.e., frequently-changing) factors, while acquired capability, once acquired, is
relatively stable and unchanging. These aspects of the theory are relevant for treatment. The theory includes a clearly
delineated danger zone at the intersection of perceived burdensomeness, thwarted belongingness, and the acquired
capability, and thus yields a clear prediction about what components of suicide interventions will be most effective at
treating suicidal symptoms. According to the theory, interventions that directly or indirectly address perceived
burdensomeness and thwarted belongingness should produce the best outcomes among suicidal individuals. The
acquired capability would be relatively difficult to effectively address in treatment since a therapist is not able to
modify a patient’s history, but this aspect of the theory does provide a clear prediction regarding who may benefit
most from suicide focused preventive interventions: specifically, those who have a history fraught with painful and
provocative experiences. The theory also suggests that prevention efforts targeting thwarted belongingness and
perceived burdensomeness may be effective. For example, public health campaigns promoting the importance of
maintaining social connections and social contributions could impact suicide rates.

Psychological factors

Researchers have begun to examine more specific constructs that may explain exactly why psychiatric disorders
are associated with suicidal behavior. Several such risk factors include the presence of hopelessness, anhedonia,
impulsiveness, and high emotional reactivity, external locus control, high level of anxiety, loneliness, each of which
may increase psychological distress to a point that is unbearable and lead a person to seek escape via suicide [11-15].
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Biologic factors

Family, twin, and adoption studies provide evidence for a heritable risk of suicide and suicidal behavior. Much
of the family history of suicidal behavior may be explained by the risk associated with mental disorders; however,
some studies have provided evidence for familial transmission of suicidal behavior even after controlling for mood
and psychotic disorders. Researchers have not identified genetic loci for suicide in molecular genetic studies in light
of the complex nature of the phenotype but instead have searched for biologic correlates of suicidal behavior that
may arise through gene-environment interactions. The biologic factors most consistently correlated with suicidal
behavior involve disruptions in the functioning of the inhibitory neurotransmitter serotonin. Persons who die by
suicide have lower levels of serotonin metabolites in their cerebrospinal fluid, higher serotonin receptor binding in
platelets, and fewer presynaptic serotonin transporter sites and greater postsynaptic serotonin receptors in specific
brain areas such as the prefrontal cortex, suggesting deficits in the ability to inhibit impulsive behavior. Notably,
however, similar deficits in serotonergic functioning are found in other impulsive/aggressive behaviors such as
violence and fire-setting [16] and appear to be nonspecific to suicide.

Stressful life events

Most theoretical models of suicidal behavior propose a diathesis-stress model in which the psychiatric,
psychological, and biologic factors above predispose a person to suicidal behavior, while stressful life events interact
with such factors to increase risk. Consistent with such model, suicidal behaviors often are preceded by stressful
events, including family and romantic conflicts and the presence of legal/disciplinary problems. The experience of
persistent stress also may explain why persons in some occupations, such as physicians, military personnel,
emergency care personal, social workers, medical nurses and police officers, may have higher rates of suicidal
behavior; however, this increased risk may be explained by the demographic and personality characteristics of people
who select such occupations. More distal stressors, such as perinatal conditions and child maltreatment, also have
been linked to subsequent suicidal behavior. One goal for future research is to begin to specify the mechanisms
through which such factors may increase risk.

Other factors

The list of risk factors outlined above is not exhaustive, and there is emerging evidence for a range of other
factors, including access to lethal means such as firearms and high doses of medication, chronic or terminal illness,
homosexuality, the presence of suicidal behavior among one's peers, and time of year [with higher rates consistently
being reported in May and June]. Improvement in the ability to predict suicidal behavior through the continued
identification of specific risk factors represents one of the most important directions for future studies in this area [8-
15].

Protective factors

Protective factors are those that decrease the probability of an outcome in the presence of elevated risk.
Although formal tests of protective factors are rare in the suicide research literature, several studies of factors
associated with lower risk of suicidal behavior have yielded interesting results. Religious beliefs, religious practice,
and spirituality have been associated with a decreased probability of suicide attempts. Potential mediators of this
relation, such as moral objections to suicide and social support, also seem to protect against suicide attempts among
persons at risk. Perceptions of social and family support and connectedness also have been studied outside the
context of religious affiliation and have been shown to be significantly associated with lower rates of suicidal
behavior. Being pregnant and having young children in the home also are protective against suicide; however, the
presence of young children is associated with a significantly increased risk of first onset of suicidal ideation. These
findings highlight the importance of attending carefully to the dependent variable in question when examining risk
and protective factors for suicidal behavior.

The past decade of research on the epidemiology of suicide has yielded several key findings. First, global
estimates suggest that suicide continues to be a leading cause of death and disease burden and that the number of
suicide deaths will increase substantially over the next several decades. Second, the significant cross-national
variability reported in rates of suicide and suicidal behavior appears to reflect the true nature of this behavior and is
not due to variation in research methods. Third, there is cross-national consistency in the early age of onset of suicide
ideation, the rapid transition from suicidal thoughts to suicidal behavior, and the importance of several key risk
factors. Fourth, despite significant developments in treatment research and increased use of health-care services
among suicidal persons in the United States, there appears to have been little change in the rates of suicide or suicidal
behavior over the past decade.
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CYNUNL XXIHE CYUTTAOTTK MLUE3-»;¥/1bLL,: TOYEKEJ/T ETY )X3HE LIOPIAHbIC ®AKTOPJIAPDI
A.B. Jln, O.X. AlimarambeTtoBa, [.I". HaypsanuHa, LLL./. DxaH3akoBa, H.C. XKy6aHa3zapoBa, b.K. Anbmyp3aeBa

Mpek cesgep: cymumg (e3-eslle Ko XyMmcay), CyUMUMATK MLUe3-Ky/bIK, KapbIM-KaTbIHACTarbl Macesienep, Tayeken ety
(haKTOpbl, KOpraHbIC pakTop/iapb|

AHHoTaumsa. A C¥ 6aranaybl 6oiibiHWa 2020 >xbuira Kapain 1530000 ybIK afam e3-e3Lle Ko/ XymcaygaH enear byn
Garanaynap opra ecenrneH 3p6ip 20 cekyHaTa 61p enimM 60MaTbIHbIH XK3He 3p6ip 6ip-eKi cekyHATa 61p 3pekeT 6oMaTbHbIH
6ingipesi. MevxonatanormsaHbil, 601ybl MeH 60/mKaMabIK KyHAbUIbINbIHbIL TEMEHALLIHE KapamacTaH, e3iH-e3i enNTpy Herypsbiv
MaLbI3abl 6o/mkamMabIK dakTop 601ybl MYMKIH. 03iH-e3i enTpy wwamamveH 90 Malibi3 Xargaiga ncuxvkanbik 6y3blibicTapaplLl,
HaKTbl aiTKaHaa, Y/IKeH TOPbIryAbll, NCUXobenceHsi saTTapabl NanfanaHy HaTvkecLaen 6ysbUibICTbiL, X3He LUM30MPEHNSHBIL,
efwemaepLue caikec Kenear LLlapacbi3ablKTaH e3-e3lle KOs »Kymcayra Tayeken eTyfi 6eiHeneiiTiH 6acka Heryp/ibIM eTKiHLLUi
thakTopap esiHe TE3MN3 XXaH XapacbIH XK3He OHbIMEH GalNaHbICTbI TOpPbIry MeH YMITCI34iKTi 6acTaH Kellipyai KamTuabl X3He
Te3 apaja MamMaHgap TapanbiHaH apanacyabl Tasan etedi. Kemekke XKYTiHy, aneyMeTnK 6aiinaHbIcKa LLbIry MeH e3iH-e3i allly aa,
HaK arpeccus MeH Kbi3basibIK CUSIKTbI, e3iH-e3i eNTpyre Tayeken eTyfi Tyabipab!.

CynumaTiK  MLUE3-KY/bIK SMMUPUKATbIK JK3HE KVHUKA/ILIK TYPrbifiaH Kakcbl 3epTTe/reHiMeH fe, Tayekenre 6apy
(haKTOpbIHbIL, (arpeccns, KbBOaIbIK, €3-e3iHe KO/ XXymcay HUETI CUSIKTbI) Heri3iHAe »KaTkaH OHbIL, apTYp/i TYP iWwinikrepi MeH
theHOTUMTEP MEXAHU3MZEPI 3/i aliKbIH aHbIKTasMaraH. TypriHAapabIL, HEMYP/IbIM 3/1Ci3 TONTapbIHbIL, apacbIHaA e3iH-e3i eNTipy
6eTa/bICbIHbIL, eCY CaHbIH TeMEHAETY 3pi Kapalirbl 3epTTey i Tasian eTear
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