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Abstract
While suicide can occur throughout the lifespan, worldwide suicide is the second leading cause of death among young 
people aged between 15 and 29 years. The aim of this multicentre study, conducted in Austria, Germany and Turkey, is to 
investigate the transcultural differences of suicide attempts among children and adolescents with and without migration 
background. The present study is a retrospective analyses of the records of 247 young people, who were admitted after a 
suicide attempt to Emergency Outpatient Clinics of Departments of Child and Adolescent Psychiatry of the collaborating 
Universities including Medical University of Vienna, Charité University Medicine Berlin and Cerrahpaşa School of Medi-
cine and Bakirkoy Training and Research Hospital for Mental Health in Istanbul over a 3-year period. The results of the 
present study show significant transcultural differences between minors with and without migration background in regard 
to triggering reasons, method of suicide attempts and psychiatric diagnosis. The trigger event “intra-familial conflicts” and 
the use of “low-risk methods” for their suicide attempt were more frequent among patients with migration background. 
Moreover among native parents living in Vienna and Berlin divorce of parents were more frequent compared to parents liv-
ing in Istanbul and migrants in Vienna. These results can be partly explained by cultural differences between migrants and 
host society. Also disadvantages in socio-economic situations of migrants and their poorer access to the healthcare system 
can mostly lead to acute and delayed treatments. Larger longitudinal studies are needed to understand better the impact of 
migration on the suicidal behaviour of young people.
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Introduction

Around the world, about 800,000 people die by sui-
cide yearly [1]. Suicide is a phenomenon, which occurs 
throughout the lifespan, but worldwide suicide is the 
second leading cause of death among young people aged 
15–29 years [2]. The risk of death due to suicide enhances 
with increasing age, but suicide attempts are more com-
mon among adolescents [3]. Also suicidal ideation and 
suicide attempts are quite common among younger people 
around the globe [4–8].

In the European Union, more than 55,000 suicides 
occurred each year [9]. While in 2016 the age-standardized 
suicide rate was worldwide given as 10.53 (suicides per 
100,000 population), the age-standardized suicide rates 
according to WHO were 11.4 (male: 17.5; female: 5.7) in 
Austria, 9.1 (male: 13.6; female: 4.8) in Germany and 7.2 
(male: 11.3; female: 3.2) in Turkey [10]. In 2018, death due 
to suicide was the second leading cause among 15–20 year 
olds living in Austria [11]. In Germany, a lifetime history 
of suicide attempts in adolescents was reported between 
6.5 and 9.0% by previous studies [12–14]. Therefore 
suicidality is a major public health concern especially 
among adolescents [15]. As a consequence, in European 
countries, policy focus on and public interest in suicidal 
behaviour is considerably high, so that suicide research is 
recently getting more and more attention [16]. There are 
different risk factors, which increase suicidal behaviour 
among children and adolescents [17, 18]. For example, 
migrants as a vulnerable population group have a higher 
risk for suicidal behaviour [19]. Researches in European 
countries showed that migration status increases the risk 
of suicide attempts among adults [20–22] as well as among 
adolescents [23, 24] as migration-induced stress is in gen-
eral a risk factor for mental health problems [25–27]. As a 
consequence specific migration-related stress factors such 
as acculturation stress, racist and xenophobic politics and 
socio-economic disadvantages increase the vulnerability 
of the migrant population for mental health disorders in 
general but also the risk of suicidal behaviour [28–32]. 
These migration-related stress factors affect particularly 
vulnerable children and adolescents [23, 33–40]. Accord-
ingly, the study of Donath et al. 2019 reported that migrant 
adolescents had about 1.5 times higher risk for suicidal 
behaviour than their native counterparts [41]. In addition, 
the physical [42] and mental health [34, 43–47] of migrant 
children and adolescents is more frequently impaired than 
in their native peers.

The study of Grube 2004 reported that three main 
factors: migration status, young age and female gender 
increase the risk of suicide [20]. Similarly, the study 
of Yilmaz et al. 2008 showed that suicide rates among 

Turkish-speaking female young migrants are higher than 
that of their male peers [22] as well as compared to that 
of their native peers [48]. Also the suicide rate among 
Turkish-speaking adult migrants living in some European 
countries is higher than that of the native population [9]. 
Furthermore, suicidal behaviour is more frequent among 
children and adolescents with low socioeconomic status 
[49]. Migrants living in Germany and Austria, in general, 
have a much lower income level and suffer more frequently 
from poverty and mental disorders as compared to the 
native population [50, 51]. In addition, they experience 
higher barriers in access to the healthcare system in Ger-
many and in Austria as compared to the native population 
[51, 52].

The study of Akkaya-Kalayci et al. 2017 showed that the 
rate of suicide attempts among Turkish-speaking children 
and adolescents, who had an acute treatment at the psychi-
atric emergency clinic, was noticeable higher as compared 
to their native Austrian and Serbian/Bosnian/Croatian peers 
[50].

Aim of the study

The aim of the present multicentre study is to analyse the 
transcultural differences of suicide attempts between native 
children and adolescents and their peers with migration 
background. We conducted a multicentre study in the met-
ropolitan capitals of three countries, Austria, Germany and 
Turkey. A further aim of the present study was to analyse 
differences in suicide attempts in the subgroups of Turkish-
speaking minors with migration background living in Berlin 
and Vienna and those of their peers without migration back-
ground living in Istanbul.

Methods

This study was accomplished in Austria, Germany and Tur-
key between June 2011 and June 2014. We conducted our 
study in metropolitan areas of three different countries, i.e. 
Austria, Germany and Turkey, which share a similar socio-
demographic structure. The proportion of migrants living 
in Vienna (45.2%), Berlin (33.4%) and Istanbul (35.7%) are 
correspondingly quite high. Indeed in Berlin and Istanbul 
almost every third and in Vienna nearly every second person 
has a migration background. Furthermore, the proportion 
of Turkish-speaking migrants living in Berlin and Vienna is 
quite high. In Berlin, Turkish-speaking people are the larg-
est and in Vienna the second largest migrant group [11, 53], 
Turkish Statistical Institute, 2018). Therefore, we included 
Turkish-speaking migrants living in Berlin and Vienna 
for our comparative study and focused on transcultural 
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differences between young native and Turkish-speaking 
suicide attempters.

We retrospectively analysed the patient records of in total 
247 children and adolescents, who were admitted after a 
suicide attempt to an Emergency Outpatient Clinic of the 
respective University hospitals, located in Vienna, Berlin 
and Istanbul over a 3-year period (Hospital of the Medical 
University of Vienna, Charité University Hospital Berlin and 
Cerrahpaşa School of Medicine, University of Istanbul and 
Bakirkoy Training and Research Hospital for Mental Health 
and Neurological Disorders, Istanbul). We systematically 
collected relevant data such as socio-demographic features 
(e.g. gender, age, nationality, living city, family situation, 
generation of migration, etc.) and psychiatric diagnoses of 
the suicide attempters from their patients file, based on a 
matrix of factors identified as relevant in earlier research (see 
introduction). In addition, we collected detailed informa-
tion about the suicide attempts (e.g. reported trigger of the 
suicide attempt, method of the suicide attempt, prior verbal 
communication of suicidal ideation), if available from the 
records. We further compared a specific important subgroup 
(Turkish-speaking patients living in Berlin, Vienna and 
Istanbul) to explore if migration background and the dura-
tion of the migration have a relevant and important influence 
on their suicide attempts.

Previous studies demonstrated that the use of emergency 
interventions among migrants is higher [54, 55] compared 
to the native population, which may be due to cultural and 
institutional barriers to early intervention and preventive 
measures that might lead to delayed care [55]. Therefore, 
we analysed retrospectively the patient files of children and 
adolescents, who were treated at the emergency departments 
after attempting suicide.

Migration background is defined as “at least one parent 
(second generation) or grandparent (third generation) was 
not being born in the host country” [56, 57].

In the present study, the ethnicity of the patients from 
Turkey was not recorded in detail. Therefore in the con-
text of this article the term “Turkish-speaking minors” is 
used to define all the minors originating from Turkey and 
it does not refer to mother language, main language used 
in everyday life or to primary citizenship, as some of them 
may have other mother tongue than Turkish as well differ-
ent ethnic backgrounds (e.g. Kurds, Arabs, etc.) and official 
citizenship.

The definition of suicide attempt is “engagement in 
potentially self-injurious behaviour with at least some intent 
to die” [58].

Statistics evaluation was performed using IBM SPSS Sta-
tistics, version 24. Differences between groups in nominal 
data were calculated by Chi-Square tests considered with 
an α-error of 5%. For odds ratios, binary logistic regres-
sion analyses were calculated with the group of natives in 

Istanbul being baseline and dummy variables for each of the 
other four groups.

Prior approval was obtained from the Ethics Committees 
of the participating Universities and are on record with the 
authors.

Results

Study sample

In the present study, we analysed the patient records of in 
total 247 children and adolescents aged between 10 and 
18 years. The study subjects were living in Vienna, Berlin 
or Istanbul and had received outpatient emergency treatment 
after attempting suicide in the departments of child and ado-
lescents psychiatry in one of the participating hospitals. All 
consecutive such admissions were included in the study.

In line with previous studies [59–62], the majority of the 
suicide attempters were female in all study groups. The study 
population in Berlin even consisted of only female patients. 
Therefore, the gender differences within each study groups 
were highly significant (χ2 = 89.134; df = 4; p < 0.001). In 
all groups, significantly more females than males attempted 
suicide.

The mean age of the study groups was quite similar, i.e. 
between 15.31 and 15.93 (SD = 1.9).

Between the study groups in the three centres no signifi-
cant age [χ2(4) = 18.528; p = 0.422] or gender [χ2(4) = 8.794; 
p = 0.066] differences were found.

Therefore the groups of the present study are similar in 
age and gender with no artefacts expected in these variables 
(Table 1).

Trigger of the suicide attempts

In all study groups “interfamilial conflicts” were the lead-
ing reported trigger of suicide attempts (38.9%, see Tab. 2). 
However, there were differences in regard to the frequency 
of triggering events between children and adolescents with 
and without migration background. Among patients with 
migration background suicide attempts reportedly caused 
by “intra-familial conflicts” differed significantly between 
the four groups [χ2(4) = 21.81, p < 0.01]. While about one 
third of the native minors living in Berlin (37.5%), Vienna 
(38.2%) and Istanbul (30.5%) attempted suicide due to 
“intra-familial conflicts”, more than half of the migrant 
minors living in Vienna (53.3%) and Berlin (54.5%) had 
“intra-familial conflicts” as reported trigger events (Table 2). 

The second most common trigger for a suicide attempt 
was again quite different between the study groups 
[χ2(4) = 20.60, p < 0.01]. Relationship/separation crisis of 
the patients from their partner were the second leading cause 
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for suicide attempts among natives living in Berlin (25.0%) 
and Istanbul (24.4%) and in Turkish-speaking minors living 
in Vienna (20%). Among Turkish-speaking minors living 
in Berlin (18.2%) “critical life events” and among natives 
living in Vienna (21.3%) “problems in school/with the peer 
group” were the second most commonly reported trigger for 
a suicide attempt.

Methods of the suicide attempts

In the present study, we clustered the methods of suicide 
attempts reported from the study sample in low-risk and 
high-risk categories according to the ICD-10 Classification. 
Low-risk methods are drug overdose (X60–X64) and cuts/
stabs (X78). Whereas jumping from heights (X80), shoot-
ing (X72–X74), being run over (X81) and drowning (X71) 
were defined as high-risk methods due to their high risk of 
lethal outcome [63].

When analysing by migration background and lethality 
of means, records were found to be quite complete, as the 
information about the chosen methods of the suicide attempt 
was missing among only 6 patients. 4 patients chose both, 

low-risk as well high-risk methods for their suicide attempt. 
With exception of the Turkish-speaking minors living in 
Berlin, one person in each group chose both methods for 
his/her suicide attempt.

Between the study groups, significant differences were 
present by the chosen method of suicide (χ2 = 19.622; df = 8; 
p < 0.012). Most study groups choose the low-risk methods 
“drug intoxication” for their suicide attempts. However, Turk-
ish-speaking patients living in Vienna (71.4%), Berlin (76.2%) 
and Istanbul (79.7%) had the highest rate of drug intoxication 
compared to other study groups; generally the percentages 
were about three quarters. On the other side, only about half 
of the natives living in Vienna (54%) and 63% of the natives 
living in Berlin attempted suicide by the more lethal “drug 
overdose”. The high-risk method “jumping from height” is 
the second common method for suicide attempts in the whole 
study sample (11.8%). In general, children and adolescent with 
migration background chose more low-risk methods while 
native patients (patients without migration background) used 
more high-risk methods for their suicide attempt (Table 3). 
In general, high-risk methods where used in a much higher 
percentage of native minors in both Vienna (42.5%) and Berlin 
(33.3%).

Table 1   Study sample: children 
and adolescents, admitted 
after a suicide attempt in the 
participating hospitals

Males Females Mean age Total

N (%) N (%) MD SD N (%)

Native minors in Berlin 3 12.5 21 87.5 15.6 1.4 24 100
Turkish-speaking minors in Berlin 0 0 22 100 15.8 1.6 22 100
Native minors in Vienna 23 25.8 66 74.2 15.3 2.2 89 100
Turkish-speaking minors in Vienna 8 26.7 22 73.3 15.9 1.2 30 100
Native minors in Istanbul 19 23.2 63 76.8 15.9 2.7 82 100
Total 53 21.5 194 78.5 15.7 1.9 247 100

Table 2   Reported trigger of the suicide attempts

*Not possible because of low cell count

Native 
minors in 
Berlin

Turkish-
speaking 
minors in 
Berlin

Native 
minors in 
Vienna

Turkish-
speaking 
minors in 
Vienna

Native 
minors in 
Istanbul

Total χ2 p

N (%) N (%) N (%) N (%) N (%) N (%)

Intra-familial conflicts 9 37.5 12 54.5 34 38.2 16 53.3 25 30.5 96 38.9 21.81  < 0.01
Relationship/separation crisis 6 25.0 3 13.6 15 16.9 6 20.0 20 24.4 50 20.2 20.60  < 0.01
Critical life events 2 8.3 4 18.2 3 3.4 1 3.3 5 6.1 15 6.1 *
Problems in school/with the peer group 2 8.3 2 9.1 19 21.3 4 13.3 12 14.6 39 15.8 *
Mental illness 3 12.5 0 0 13 14.6 0 0 13 15.9 29 11.7 *
Unknown reason 2 8.3 1 4.5 5 5.6 3 10.0 7 8.5 18 7.3 *
Total 24 100 22 100 89 100 30 100 82 100 247 100
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Psychiatric diagnosis groups according to ICD‑10 
classification of the suicide attempters

Information about the respective psychiatric diagnosis group 
recorded for admission was available in the medical records 
of 186 patients.

In the whole study sample, the psychiatric diagnostic 
categories of mood (F3) (36.6%) and F 4 (stress related, 
somatoform and neurotic) disorders (27.4%) were the most 
frequent.

In all study groups, except among the Turkish-speaking 
minors living in Vienna the F3 (mood (affective) disorders) 
were the most common diagnostic categories. However, 
among the Turkish-speaking minors living in Vienna F4 
(neurotic, stress-related and somatoform disorders) was the 
most common psychiatric diagnosis group, reported in 41% 
of the patients.

There were significant differences between the study 
groups in psychiatric diagnosis categories F3 [χ2(4) = 43.18; 
p < 0.01], F4 [χ2(4) = 19.88, p < 0.01] and F9 [χ2(4) = 21.29, 
p < 0.01] (see Table 4).

While more than half (52.4%) of the native minors liv-
ing in Istanbul had received a F3 diagnosis, Berlin natives 
(41.2%) as well Turkish-speaking minors (38.5%) in the 

same city had a similarly frequent diagnosis of F3. Only 
about a quarter of Viennese native (25.4%) as well Turkish-
speaking minors (22.7%) in Vienna had received the psy-
chiatric diagnosis of F3. Nearly 41% of the Turkish-speak-
ing minors living in Vienna but only about a third of their 
ethnic peers in Berlin (30.8%) and in Turkey (30.2%) were 
diagnosed by F4. On the other side, natives living in Berlin 
(17.6%) and Vienna (22.5%) had less frequently received a 
F4 diagnosis compared to their Turkish-speaking peers in 
three centres. Although F9 diagnosis was most frequently 
recorded similarly among native (21.1%) and Turkish-speak-
ing minors (22.7%) living in Vienna, a F9 diagnosis was 
comparatively rare among Turkish-speaking minors living 
in Istanbul (6.3%) and in Berlin. (7.7%). (Table 4).

Family situation

Records on the relationship status of their parents were 
available for 165 patients (66.8%). Most of the parents of 
native patients living in Berlin (68.8%, n = 11) and in Vienna 
(61.8%, n = 34) were separated. In contrast, only about one 
quarter of the parents of native minors living in Istanbul 
(23.7%, n = 14) were separated. The rate of separated par-
ents in the immigrated groups of Turkish-speaking minors 

Table 3   Methods of the suicide 
attempts among study groups 
(p < 0.012)

Low-risk methods High-risk methods Total

N (%) N (%) N (%)

Native minors in Berlin 15 62.5 8 33.3 24 100
Turkish-speaking minors in Berlin 20 90.9 2 9.1 22 100
Native minors in Vienna 49 56.3 37 42.5 87 100
Turkish-speaking minors in Vienna 21 75.0 6 21.4 28 100
Native minors in Istanbul 64 80 15 18.8 80 100
Total 169 70.1 68 28.2 241 100

Table 4   Psychiatric diagnosis 
according to ICD-10 
classification of the patients per 
group

*χ2-test not possible because of low cell count

Native 
minors in 
Berlin

Turkish-
speaking 
minors in 
Berlin

Native 
minors in 
Vienna

Turkish-
speaking 
minors in 
Vienna

Native 
minors in 
Istanbul

Total χ2 p

N (%) N (%) N (%) N (%) N (%) N (%)

F1 2 11.8 3 23.1 3 4.2 2 9.1 1 1.6 11 5.9 *
F2 0 0 0 0 1 1.4 0 0 1 1.6 2 1.1 *
F3 7 41.2 5 38.5 18 25.4 5 22.7 33 52.4 68 36.6 43.18 < 0.01
F4 3 17.6 4 30.8 16 22.5 9 40.9 19 30.2 51 27.4 19.88 < 0.01
F5 1 5.9 0 0 1 1.4 0 0 0 0 2 1.1 *
F6 1 5.9 0 0 16 22.5 0 0 5 7.9 22 11.8 *
F7 0 0 0 0 0 0 1 4.5 0 0 1 0.5 *
F8 0 0 0 0 1 1.4 0 0 0 0 1 0.5 *
F9 3 17.6 1 7.7 15 21.1 5 22.7 4 6.3 28 15.1 21.29 < 0.01
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in Berlin was in comparison 53.8%, n = 7. The separation 
rate of Turkish-speaking parents living in Vienna (13.6%, 
n = 3) was even lower than that of their native counterparts 
in Istanbul (Fig. 1).

The calculated logistic regression model with native 
minors in Istanbul used as baseline showed a good likeli-
hood ratio test [χ2(4) = 31.16; p < 0.01] and good fitness test 
with Hosmer & Lemeshow [χ2(3) < 0.01; p > 0.99]. Cox and 
Snells R2 was 0.172 with Nagelkerke’s R2 = 0.232.

The odds ratio of their parents being separated were 
OR = 7.01 [95% CI 2.10–23.84; Wald’s χ2(1) = 9.95; 
p < 0.01] for natives in Berlin. The odds ratio for Turk-
ish-speaking families in Berlin was OR = 3.75 [95% CI 
1.08–13.02; Wald’s χ2(1) = 4.33; p = 0.04]. For natives in 
Vienna, the odds ratio was OR = 5.20 [95% CI 2.32–11.70; 
Wald’s χ2(1) = 15.94; p < 0.01] and for Turkish-speaking 
families in Vienna the odds ratio was OR = 0.51 [95% CI 
0.13–1.97; Wald’s χ2(1) = 0.96; p = 0.33].

Disclosure of suicidal ideation

In total data of 148 children and adolescents (59.9%) on 
whether they communicated their suicidal ideation or kept 
it secret before suicide attempt were available for analyses.

In the whole study sample, the majority (65.5%, n = 97) 
of patients had communicated their suicidal ideation before 
they attempted suicide.

Natives living in Berlin (66.7%, n = 12) and Vienna 
(93.3%, n = 56) most commonly communicated their suicidal 
ideation, whereas only 34.6% (n = 18) of the natives living 
in Turkey talked to others about their suicidal tendencies.

Only half of the Turkish-speaking patients living in Berlin 
(50.0%, n = 4) communicated their intent prior to the sui-
cide attempt, whereas 70.0% (n = 7) of the Turkish-speaking 
underaged migrants living in Vienna talked to others about 
their suicidal ideation (Fig. 2).

The likelihood ratio test for the logistic regression model 
showed a good value for comparison with the basic model 
[χ2(4) = 47.94; p < 0.01]. The model test of Hosmer & 
Lemeshow [χ2(3) < 0.01; p > 0.99] showed a good fit for 
the model. Cox and Snells R2 was 0.277 with Nagelkerke’s 
R2 = 0.382.

Odds ratio for disclosure was OR = 3.78 [95% CI 
1.22–11.75; Wald’s χ2(1) = 5.27; p = 0.02] for natives and 
OR = 1.89 [95% CI 0.42–8.46; Wald’s χ2(1) = 0.69; p = 0.41] 
for Turkish-speaking minors living in Berlin. In Vienna, the 
odds ratios were OR = 26.44 [95% CI 8.26–84.71; Wald’s 
χ2(1) = 30.40; p < 0.01] for native minors and OR = 4.41 
[95% CI: 1.02–19.14; Wald’s χ2(1) = 3.92; p = 0.05] for 
youth who had Turkish origin.

Discussion

The results of the present study show noticeable, but com-
plex transcultural differences in the background and form 
of suicide attempts between migrant and non-migrant chil-
dren and adolescents living in Austria, Germany and Tur-
key. Additionally, obvious differences were observed among 
Turkish-speaking minors with migration background living 
in different host countries (Austria vs. Germany), as the 
migration history especially the duration of stay and the 
influences in the host country are quite different.

Fig. 1   Relationship status of 
patient’s parents per subgroup. 
Percentage per subgroup of 
patients with parents who are 
separated or not. *p < 0.05, 
**p < 0.01, indicating signifi-
cant OR in logistic regression 
analyses with native minors in 
Istanbul being the baseline
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In line with previous studies also in the present study 
[59–61], the number of female exceed those of male suicide 
attempters in all groups. While, suicide attempts are more 
common among females [58, 65–69] more males [70, 71] 
die by virtue of completed suicide. According to the World 
Health Organisation (1999), globally male individuals com-
mit 2–3 times more suicides than females, whereas suicide 
attempts are more frequent among women compared to men. 
Males usually choose high-risk methods for their suicide 
attempts, which most frequently end lethal [72].

In the present study, evident transcultural differences in 
regard to the triggering events for the suicide attempts were 
present. While more than half of the minors with migra-
tion background attempted suicide due to “intra-familial 
conflicts”, just about one-third of the native minors living 
in Berlin, Vienna and Istanbul attempted suicide reportedly 
after conflicts within the family. There was also a difference 
between Turkish-speaking minors living in Vienna, Berlin 
and the minors in Istanbul, as Turkish-speaking minors with 
migration background attempted suicide more frequently 
due to “intra-familial conflicts” than the minors without 
migration background in Istanbul indicating that this factor 
should receive more attention especially, though not only, 
in migrant families. These results are in line with previous 
studies, [65, 73], which report more “intra-familial conflicts” 
as common problems within migrant families as compared 
to those without migration backgrounds. Indeed conflicts 
within the family can be an important risk factor for suicidal-
ity among adolescents [74, 75]. Moreover, studies show that 

particularly dysfunctional familiar communication can lead 
to increased suicidal behaviour among adolescents [76–79].

The results of the present study can be partly explained 
with cross-cultural differences among Austrians, Germans 
and Turkish-speaking minors originating from Turkey. Simi-
lar as many European countries, Austria and Germany, are 
individualistic (particularistic) and egalitarian societies, 
while in contrast Turkish culture similar to other Asian 
societies values group cohesion, collectivism and patriarchal 
attitudes [23, 50, 65, 73, 80] and can be described also as 
“universalistic” [81]. Individualism and collectivism (or in 
different models, particularistic and universalistic cultures) 
are quite different in many aspects of lifestyles, values and 
family functioning [82]. Furthermore, in European countries 
migrant families originating from Turkey are predominantly 
hierarchically and traditionally oriented. The Turkish popu-
lations, in general, can be seen as a collectively oriented cul-
ture and the majority of the Turkish population are (Sunni) 
Muslims. Therefore, Turkish-speaking minors living in 
European countries probably suffer more from acculturation 
stress as substantial cultural and religious differences must 
be faced between the culture of origin and the dominant host 
[23, 50, 65]. We assume that because of these cultural dif-
ferences intergenerational conflicts during puberty are more 
intensive in at least Turkish migrant families [83] leading 
obviously to more intra-familial disputes. These cultural dif-
ferences between the values of migrant families and attitudes 
of the host society can be expected to lead to desperate exit 
strategies in children and adolescents that have difficulties at 

Fig. 2   Disclosure of suicidal 
ideation per subgroup. Percent-
age per subgroup of patients 
who did communicate their sui-
cidal ideation before the suicide 
attempt. *p < 0.05, **p < 0.01, 
indicating significant OR in 
logistic regression analyses with 
native minors in Istanbul being 
the baseline
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the same time adapt to various aspects of different and often 
conflicting lifestyle aspects [23].

Our results show that native minors more frequently chose 
high-risk methods; in contrary migrant minors used signifi-
cantly more low-risk methods for their suicide attempts, 
which can be seen as characteristic for this group and could 
be seen as cultural idiom of distress in this groups. Among 
Turkish-speaking patients living in Vienna, Berlin and 
Istanbul medical drug intoxication for attempting suicide, 
which is a low-risk method, was the most frequent method, 
used in about 71–80% of this group. We assume that sui-
cide attempts using medical drugs are more frequent among 
youths with migration background compared to their indige-
nous peers. This can be explained with the drug use or abuse 
patterns, especially of analgesics, by migrant parents [84] 
that might, in turn, lead to an easier access of diverse drugs 
for children and adolescents with migration background at 
home. This fact can also explain the differences between 
the chosen method of suicide attempters with and without 
migration background in our data. The study of von Ferber 
et al. [85] showed that utilisation of medical drugs is more 
common among Turkish-speaking migrants compared to the 
native German population. Especially analgesics were more 
commonly used by Turkish-speaking migrants as compared 
to the native population probably due to the high frequency 
of psychosomatic disorders among this ethnic group [85].

In the present study, a diagnosis from the F3—mood 
(affective) disorders ICD 10 group was the most common 
psychiatric diagnosis among native minors living in Berlin, 
Vienna and Istanbul and Turkish-speaking minors in Ber-
lin. Only among Turkish-speaking minors living in Vienna 
F4 (neurotic, stress-related and somatoform disorders) was 
most frequently diagnosed. It should be considered, that in 
suicidal behaviour a larger range of psychological, social, 
biological, cultural and environmental factors can play cru-
cial roles. While psychiatric disorders are the strongest pre-
disposing factors for suicidal behaviour [86, 87] in Europe 
and in North America, on the other hand impulsiveness and 
not any specific Psychiatric diagnosis is seen as the decisive 
aspect of suicidal behaviour in Asian societies [88, 89]. The 
records of native patients in Berlin as well in Vienna and in 
Istanbul and Turkish-speaking migrants in Berlin included 
more diagnoses of affective disorders as compared to that 
of Turkish-speaking migrants living in Vienna. We suppose 
that the adaptation of the Turkish-speaking migrants in Ber-
lin to the attitudes of the German host culture is stronger 
than that of their compatriots living in Austria to local cul-
ture, as the Turkish-speaking migrant community living in 
Germany has a longer migration history. In the early 1960s, 
the migration flow of Turkish-speaking “guest workers” 
began to Germany (1961) as well to Austria (1964). Never-
theless, Austria was not an attractive host country for “guest 
workers” due to low salaries; therefore, at the beginning 

noticeably fewer Turkish-speaking people migrated rather 
to Germany then to Austria [90, 91]. Therefore, at present, 
young migrants living in Austria predominantly belong to 
the second generation and their peers living in Germany 
rather than the third generation of migrants [53, 92]. The 
longer the duration of stay abroad the more adaptation to 
the attitudes of the host country can be expected, so that the 
preferences and behaviours, including health-related behav-
iours of the migrants adapts to that of the host country [93]. 
Due to different migration history, in the present study more 
Turkish-speaking patients living in Berlin (35.7%) were 
belonging to the third generation migrants as compared to 
their compatriots living in Austria (8%).

In the present study population, the rate of “broken 
homes” among natives living in Vienna and Berlin was 
higher compared to Istanbul. Additionally, Turkish-speaking 
parents living in Berlin had a higher rate of divorce/separa-
tion compared to Turkish-speaking parents living in Vienna. 
In line with our results, also the study of Eskin et al. reported 
increased suicidal ideation among individuals from divorced 
parents [94]. In the study of Eskin et al. [94] significantly 
more Austrian parents (26%), were separated compared to 
Turkish-speaking parents (5.8%). Rates in the Austrian fami-
lies were therefore nearly four times that of the local Turkish 
families living in Austria. Both Austria and Germany are as 
noted before individualistic oriented (particularistic) coun-
tries, where divorce/separation is more common. In contrast, 
Turkey is a mainly universalist culture, characterized by col-
lectivism, in which family cohesion has high importance, 
therefore, getting divorced/separated is still not so common 
in the Turkish community [95]: in 2017, the rate of divorce 
in Turkey (21%) was noticeable lower compared to Austria 
(41%) and Germany (38%) [11, 53, 96]. We assume that, in 
the present study populations, the Turkish-speaking parents 
living in Berlin might have adapted to a higher degree to the 
attitudes of the host country due to their longer stay time in 
Berlin. Therefore their rate of divorce is higher compared to 
Turkish-speaking parents living Vienna.

In our study, natives living in Vienna and Berlin most 
commonly communicated their suicidal ideation, whereas 
natives in Istanbul most frequently did not talk about their 
suicidal tendencies. Turkish-speaking minors living abroad 
most commonly expressed their suicidal ideation; in con-
trary, their compatriots living in Turkey kept their suicidal 
tendencies mostly secret. In collectively oriented countries, 
talking about emotions or psychological problems is cultur-
ally uncommon; due to fear of “loss of face” therefore they 
mostly emphasize physical complaints (cultural formula-
tion). [85, 97]. As people from collectivistic cultures rather 
do not tolerate diversity and deviation from the norms, they 
are more likely to hold stigmatising attitudes toward mental 
problems compared to people from individualistic cultures 
[98–100]. Additionally, children and adolescents usually 
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adapt faster to the host country environment [101]. These 
facts may, as noted, explain the differences in our study in 
openness and communication of suicidal ideation between 
the Turkish-speaking youths living abroad and in the respec-
tive countries of origin. This might be a crucial factor to be 
considered in prevention and early intervention strategies in 
regard to suicide.

It has been reported that migrants living in European 
countries like Germany have in general higher rates of sui-
cidal behaviour, which may be due to acculturation stress 
caused by adapting oneself to a highly different culture, 
help-seeking and also due to higher barriers to the use 
of health care services [52]. In the study of Grube, 2004 
a “transcultural conflict” has been reported by about 71% 
of the migrants who committed suicide [20]. Especially 
migrant youths are in general a group vulnerable to men-
tal health problems and suicidal behaviour because of such 
transcultural conflicts and in consequence must be expected 
to have special treatment needs. Therefore diversity-care 
measures are of the utmost importance. Unfortunately in 
many European countries diversity-care offers which meet 
culture and language-sensitive needs of migrant youths 
are not well established in the health care system. There-
fore health care systems in countries with a high migrant 
population need experts with transcultural competences to 
be able to adequately treat suicidal youths with migration 
background [38, 102, 103]. Further better communication 
by native speaker health care professionals and if not avail-
able, professional health care translators and video transla-
tion must be made available as good communication and 
trust can be seen as crucial in early recognition of suicidal 
ideation.

Studies in different European countries: Sweden, London, 
Belgium and Germany reported that migrants usually had 
poorer access to preventive health care offers compared to 
the respective native populations [104, 105]. Consequently 
due to infrequent use of prevention programmes they are 
overrepresented in emergency units [50, 54]. Unfortunately 
at the same time many European countries still are not able 
to grant full equality in health care access for migrants [38] 
although the proportion of migrants living in Europe is 
quite high. However, previous studies show that interven-
tions with greater family support such as skills training of 
parents to better deal with self-harming behaviour of their 
suicidal children could effectively reduce the self-harming 
behaviour of adolescents [87, 106]. Moreover, functional 
communication between adolescents and their parents can be 
protective for suicidal behaviour among them [107]. There-
fore, communication training as well psychoeducation pro-
grams for parents should be offered as preventive measures 
for families with adolescents, who have an increased risk 
of suicidal and self-harming behaviour, such as adolescents 
with migration background. A population-based intervention 

program for the Turkish community in Berlin reduced espe-
cially the suicide attempts of young Turkish women aged 
between 18 and 24 years living in Berlin, who showed the 
highest rate of suicide attempts at the beginning of the inter-
vention programs. This population-based intervention pro-
grams offering inter alia professional culture and language 
sensitive telephone counselling in crisis, which has been 
made public with a citywide multilingual media campaign, 
substantially declined the rate of suicide attempts among 
young Turkish women [108]. Indeed culture and language-
sensitive intervention programs, which actually reaches the 
target group sufficiently, are mostly quite effective at suicide 
prevention. Moreover, diversity-care interventions programs 
can increase the timely use of required professional support 
[109].

As shown in the case of Berlin mental health measures 
using diversity-care intervention programs can be rela-
tively effective in preventing suicidal behaviour. Therefore, 
similarly to the above-mentioned mental health measures 
conducted in Berlin, also in Austria multilingual suicide 
prevention campaigns using population-based and commu-
nity-based intervention programs, should be established in 
the health care system to prevent suicidal behaviour among 
youths with and without migration background.

Additionally further longitudinal studies in larger study 
samples focusing on the impact of acculturation stress on the 
suicidal behaviour of youths with a migration background 
are needed especially in countries with a high population 
of migrants.

Conclusion

To treat migrant populations adequately and to decrease 
delays leading to often belated or even too late emergency 
care consultations instead of early interventions, culture 
and language-sensitive preventive patient-centred care is 
required [30, 102, 103, 110–113]. Low-barrier culture sen-
sitive preventive measures for youths should be established 
in natural settings like in schools, to improve prevention of 
mental health problems including especially suicidal behav-
iour [111–114], considering also the differences in disclo-
sure and help-seeking behaviours observed in our and in 
similar studies. Additionally multilingual and easily acces-
sible “psycho-education programs” for migrants should be 
offered to reduce cultural barriers and to increase utilisa-
tion of mental health care offers. Such “psycho-education 
programs” may also be helpful to overcome the cultural 
conflicts within migrant families and between migrant gen-
erations [111–113]. Stigma of mental health problems and 
options for conflict resolution in intra-family conflicts might 
have to be addressed especially in traditional families by 
a comprehensive interdisciplinary approach in family care.
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Limitations

1.	 As the present study is based on a retrospective analysis; 
only the available information, which was recorded in 
the patient files could be used, though records in the par-
ticipating centres were mostly based on similar standard-
ised models and therefore usually quite complete. Still, 
some limitations apply.

2.	 Socio-economic status of individuals plays a crucial 
role in their suicidal behaviour [49, 115]. Unfortunately 
in our study this information was not recorded in most 
of the patient files, therefore the socio-economic sta-
tus could have interacted with other migration-related 
effects and might have been missing in our statistical 
analysis. It might further differ between the participating 
sites.

3.	 Acculturative stress impairs the physical as well as the 
mental health of migrants [44, 45, 116]. In the present 
study, the acculturation stress of migrant youths may 
influence the transcultural differences concerning psy-
chological disorders. Unfortunately, in our study the 
acculturation stress was not recorded because of the 
retrospective character and the limitation of standard 
records in our study.

4.	 As we compared suicide attempters with a Turkish 
migration background with their non-migrant peers liv-
ing in Vienna, Berlin and Istanbul, who had an acute 
treatment in the respective hospitals, our results cannot 
be generalized to the whole population as well to other 
groups of migrants.
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