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SUICIDE ACCOUNTS FOR 1.5% OF

the global burden of disease,
which represents 20 million years
of healthy life lost due to prema-

ture death or disability.1 Among all
Americans, suicide is the 11th leading
cause of death and the rates range across
specific demographic subgroups (eg, it
is the 8th leading cause of death among
Native Americans, Asian/Pacific Island-
ers, and men).2 Across race and sex, the
elderly, particularly white men aged 85
years and older have the highest sui-
cide rate (51.6/year per 100 000 popu-
lation).3 The risk of dying from suicide
in 2003 was more than double for whites
(13.0/100 000) than for blacks (5.3/
100 000).4 In recent years, suicide and
nonfatal suicidal behavior have emerged
as crucial health issues for blacks, par-
ticularly among older adolescents and
young adults.5-7 According to a recent
Centers for Disease Control and Preven-
tion report, the prevalences of at-
tempted suicide for white and black high
school students (7.3% and 7.6%, respec-
tively) were roughly equal.8 Although
suicide has traditionally been viewed as
a problem that affects more whites, the
rates of suicide among blacks have in-
creased significantly since the mid
1980s.9 A precipitous increase in the rate
of suicide10,11 and nonfatal suicidal be-
havior12 among younger blacks has re-

duced US racial disparities in suicidal be-
haviors. The difference in suicide rates
between whites and blacks aged 15 to 24
years narrowed from a ratio of 1.7 in
1980 to 1.4 in 2003.3

Despite increasing recognition of
the public health significance of these
trends, more comprehensive data on
the occurrence of suicidal ideation and
attempts are needed to further the
understanding of whether the preven-
tion and treatment of antecedents to

suicide are effective in reducing risk
among this population. Given that the
US black population is projected to
double by 2050,13 and that suicidal
thoughts and behaviors are among the
strongest predictors of suicide,14

obtaining national estimates of nonfa-
tal suicidal behavior among this popu-
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Context Lack of data on the lifetime prevalence and age at onset of suicide ide-
ation, plans, and attempts among blacks in the United States limits the creation and
evaluation of interventions to reduce suicide among black Americans.

Objective To examine the prevalence and correlates of suicide ideation, planning,
and attempts across 2 ethnic classifications of blacks in a nationally representative sample.

Design, Setting, and Participants Data are from the National Survey of Ameri-
can Life, a national household probability sample of 5181 black respondents aged 18
years and older, conducted between February 2001 and June 2003, using a slightly
modified adaptation of the World Health Organization World Mental Health version
of the Composite International Diagnostic Interview. Bivariate and survival analyses
were used to delineate patterns and correlates of nonfatal suicidal behavior.

Main Outcome Measures Self-reports of lifetime suicide ideation, planning, and
attempts.

Results Survey respondents, categorized as African Americans and Caribbean Ameri-
cans, reported lifetime prevalence of 11.7% for suicide ideation and 4.1% for at-
tempts. Among the respondents who reported ideation, 34.6% transitioned to mak-
ing a plan and only 21% made an unplanned attempt. Among 4 ethnic-sex groups,
the 7.5% lifetime prevalence for attempts among Caribbean black men was the high-
est among black Americans. The greatest risk of progressing to suicide planning or
attempt among ideators occurred within the first year after ideation onset. Blacks at
higher risk for suicide attempts were in younger birth cohorts, less educated, Midwest
residents, and had 1 or more Diagnostic and Statistical Manual of Mental Disorders,
Fourth Edition disorders.

Conclusions This study documents the burden of nonfatal suicidality among US blacks,
notably Caribbean black men, and individuals making planned attempts. Advancing
research on the transition from suicide planning to attempt is vital to the efficacy of
health care professionals’ ability to screen blacks at risk for suicide.
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lation is an important public health
objective. Generating more reliable
and more extensive scientific data on
nonfatal suicidal behaviors is a critical
first step in developing and testing
preventive interventions aimed at
reducing both suicide morbidity and
mortality.

Reports from the Institute of Medi-
cine and US surgeon general have high-
lighted the need for nationally repre-
sentative epidemiological data on the
occurrence of suicidal thoughts and at-
tempts.5,7,15 There is no single primary
data source for nationally representa-
tive information on nonfatal suicidal be-
havior.5 Reliable population estimates of
such behaviors are hampered by the ab-
sence of centralized data registries and
consistent definitions of suicide across
regions.16-18 Current estimates of non-
fatal suicidal behavior in the United
States are derived from either ongoing
surveillance systems or epidemiologi-
cal surveys reporting population-based
prevalence estimates for suicidal
thoughts and attempts.19,20 These sys-
tems provide valuable information, but
they are limited because they provide
little to no race-specific information.5

The most recent epidemiologic stud-
ies, the National Comorbidity Survey
and the National Comorbidity Survey
Replication,19,20 provide national preva-
lence estimates of suicide ideation, plan-
ning, and attempts, but not by race or
ethnicity. The most recent data on black
adult nonfatal suicidal behaviors are
from the National Institute of Mental
Health’s Epidemiologic Catchment Area
study for 1980-1984, which found a
2.3% lifetime estimate of attempted sui-
cide among US blacks.21 These studies
lack information on the onset of sui-
cide ideation, prevalence of suicide plan-
ning, and data on the correlates of sui-
cide-related behaviors among blacks.
National estimates of the lifetime preva-
lence and correlates of suicide ide-
ation, planning, and attempts among
blacks of African American and Carib-
bean ethnicity in the United States are
reported herein for the first time using
the recently collected National Survey
of American Life (NSAL).

METHODS
Population and Data Collection
The NSAL is part of the National In-
stitute of Mental Health Collaborative
Psychiatric Epidemiology Surveys ini-
tiative that includes 3 nationally rep-
resentative surveys: the NSAL, the Na-
tional Comorbidity Survey Replication,
and the National Latino and Asian
American Study.22 The NSAL is a na-
tionally representative household sur-
vey of 3570 African Americans, 1621
blacks of Caribbean descent (Carib-
bean blacks), and 891 non-Hispanic
whites, aged 18 years and older.23 The
non-Hispanic whites, however, were
not administered the full interview and
were not asked the suicidality ques-
tions. Thus, this report focuses on the
African American and Caribbean black
samples. The African American sample,
the largest segment of the NSAL core
sample, is nationally representative of
households located in the 48 contigu-
ous states with at least 1 black adult
aged 18 years or older who did not iden-
tify ancestral ties in the Caribbean. The
Caribbean black sample was selected
from 2 area probability sample frames:
265 were selected from the house-
holds in the core sample, while 1356
were selected from an area probability
sample of housing units from geo-
graphic areas with a relatively high den-
sity of persons of Caribbean descent
(more than 10% of the population).24

The NSAL analysis weights for the Af-
rican American and Caribbean black
samples were designed to provide popu-
lation representation for these popula-
tions in the continental US states.

In this study, African American is used
to describe individuals who self-
identified as black but did not identify
ancestral ties to the Caribbean. Carib-
bean blacks are individuals who self-
identifiedasblackandindicatedthat they
were from a country included on a list
ofCaribbean-areacountriespresentedby
the interviewers, or who specified that
at least 1 of their parents or grandpar-
ents was born in a Caribbean-area
country. Most (86%) interviews were
conductedface-to-faceusingacomputer-
assisted instrument and lasted an aver-

age of 2 hours 20 minutes. The remain-
ing interviews (14%) were conducted
partiallyorentirelybytelephone.Respon-
dents interviewed by telephone tended
to be slightly more educated. No other
significant differences in the main out-
comesandothervariablesof interestwere
found between the 2 interview modes.
Data were collected between February
2001andJune2003.Theoverall response
rate was 71.5%: 70.0% for whites, 70.9%
for African Americans, and 79.3% for
Caribbean blacks. These rates were cal-
culated using the American Association
for Public Opinion Research response
rate 3 method,25 which includes in the
numerator the number of completed
interviews, the number of originally
sampled households in the denomina-
tor, excludes known ineligible house-
holds, and is adjusted for the estimated
proportion of eligible households that
interviewers were unable to contact. The
weighting class method was used to
adjust thedatafornonresponsebias.26 For
all race/ethnic samples, additional NSAL
weights were designed to correct for dis-
proportionate sampling and for popula-
tion representation across various
sociodemographic characteristics.24

Descriptive analyses applying these
weights yield statistics nationally repre-
sentative of the populations and sub-
populations of interest.

Recruitment and Consent

After introductory letters and study bro-
chures were mailed to sample house-
holds, a trained interviewer contacted
each sample housing unit in person to
further explain the study and asked an
adult household informant additional
questions (eg, age, sex, race, and His-
panic and Caribbean ancestry status of
each household member) to identify a
subset of household members eligible
to be selected as the NSAL respon-
dent. The Kish27 procedure for objec-
tive respondent selection was used to
randomly designate 1 of the eligible
adults as the NSAL respondent. The in-
terviewers then obtained oral consent
and completed the interview, or
scheduled it for a later time. Oral in-
stead of written consent was obtained
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consistent with the National Comor-
bidity population surveys.19,20 For their
participation, each respondent was
given $50. The institutional review
board of the University of Michigan ap-
proved the recruitment, consent, and
data collection procedures.

Suicidal Behavior

Suicidality is assessed in its own
section of the World Mental Health
Composite International Diagnostic
Interview (WMH-CIDI) by a series of
questions about lifetime suicidal behav-
iors including ideation, planning, and
attempts.28 Respondents were screened
into the suicidality section of the WMH-
CIDI if they answered affirmatively to
the question “Have you ever seriously
thought about committing suicide?”
These respondents are said to have
engaged in suicidal ideation and will be
referred to as ideators in this report,
while those answering negatively will
be referred to as non-ideators. Only the
ideators went on to answer questions
to determine if they ever made plans to
commit suicide (“Have you ever made
a plan for committing suicide?”) and if
they ever attempted suicide (“Have you
ever attempted suicide?”). Respon-
dents answering affirmatively to any of
these 3 questions were asked to pro-
vide the age when they first experi-
enced the given outcome. To gain a bet-
ter understanding of the progression
from ideation to attempt, we also exam-
ined 3 conditional associations corre-
sponding to different pathways indi-
viduals may follow from suicidal
ideation toattemptedsuicide:plangiven
ideation, attempt given ideation but no
plan, and finally attempt given ide-
ation and a plan.20 The suicide intent
of the respondents was assessed by read-
ing 3 statements and asking the attempt-
ers to select 1 of the 3 to describe their
first attempt. They were read the 3 state-
ments in order: (1) “I made a serious
attempt to kill myself and it was only
luck that I did not succeed,” (2) “I tried
to kill myself, but knew that the method
wasnot foolproof,” and(3)“Myattempt
was a cry for help. I did not intend to
die.”

Psychiatric Diagnosis and
Treatment Experience
The Diagnostic and Statistical Manual of
Mental Disorders, Fourth Edition29

(DSM-IV) World Mental Health Com-
posite International Diagnostic Inter-
view (WMH-CIDI), a fully structured
diagnostic interview, was used to as-
sess a wide range of serious mental dis-
orders and conditions, including sui-
cidality. The psychiatric disorders in the
NSAL are slightly modified versions of
those developed for the World Mental
Health project initiated in 200030 and
used in the National Comorbidity
Survey Replication.31 We present and
discuss risks for various suicidal be-
haviors associated with the mental dis-
orders assessed in the NSAL: (1) mood
(major depressive disorder, dys-
thymia, bipolar I & II disorders); (2)
anxiety (panic disorder, agoraphobia,
social phobia, generalized anxiety dis-
order, probable obsessive compulsive
disorder, posttraumatic stress disor-
der); (3) substance (alcohol abuse, al-
cohol dependence, drug abuse, drug de-
pendence); (4) disorders usually
diagnosed in childhood (separation
anxiety, oppositional defiant disor-
der, conduct disorder, attention deficit/
hyperactivity disorder); and (5) eat-
ing (anorexia, bulimia, binge-eating).

We also examined suicidal respon-
dents’ treatment experiences for men-
tal disorders assessed in the NSAL. All
respondents were asked if they had con-
tact with anyone from an extensive list
of treatment providers for problems
with their emotions, nerves, mental
health, or use of alcohol or drugs in
their lifetime. Health care treatment
providers were categorized into a men-
tal health sector (psychiatrists, psy-
chologists, counselors and social work-
ers seen in mental health settings, other
mental health professionals, mental
health hotlines) and a general medical
sector (general practitioners, family
physicians, nurses, occupational thera-
pists, and other health professionals).
A non–health care sector included
the use of human services (religious
and spiritual advisors, counselors and
social workers seen in non–mental

health settings) and complementary-
alternative treatments (herbalists, chi-
ropractors, spiritualists, self-help
groups, Internet support groups). Life-
time service use was defined as mak-
ing at least 1 visit to a service provider
prior to the respondent’s interview.

Sociodemographic Correlates

We investigated sociodemographic fac-
tors to ascertain groups potentially at el-
evated risk of suicidal behaviors. Socio-
demographic correlates included
ethnicity (African American and Carib-
bean black), sex, highest level of educa-
tion (less than high school, high school
graduate, some college, college gradu-
ate), marital status (married, previ-
ously married, never married), birth year
cohort (1939 or before, 1940-1954,
1955-1964, 1965-1974, 1975 or after),
and region (Northeast, Midwest, South,
and West Census regions).32

Statistical Analysis

All analyses were weighted to be nation-
ally representativeof thepopulationsand
subgroups of interest and were con-
ductedusingSAS9.1.3(SASInstitute Inc,
Cary, NC).33 Bivariate cross-tabulations
wereused tocalculate thenationally rep-
resentative prevalences of the suicidal
behaviors by sociodemographic charac-
teristics and use of services. Life-table
methods were used to derive the age at
onset distributions. Cox proportional
hazardsregressionwasusedtoassess risk
factors associated with each of the 5 risk
pathways to suicidal thought and behav-
iors (ie, ideation, attempt, planning,
attempt given ideation but no plan, and
attempt given ideation and a plan).34

Graphical andstatistical techniqueswere
used to assess each of the risk factors for
proportionality of hazards. The ages at
onset, as well as a time-varying marital
status risk factor, were determined from
the respondents’ retrospective reports.

Procedures were used in all of the
analyses to properly adjust SEs, confi-
dence intervals (CIs), and significance
tests for the complex sample design of
the NSAL. The �2 and corresponding P
values (set at a � .05 level of signifi-
cance) from these cross-tabulations are
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based on the Rao-Scott �2 test, a com-
plex design-adjusted version of the Pear-
son �2 test.33 A modified version of bal-
anced repeated replications35 was
implemented in an SAS macro to esti-
mate the SEs and CIs of the Cox propor-
tional hazards regression coefficients.
These risk coefficients and their 95% CIs
were exponentiated and are reported as
odds ratios (ORs) for ease of interpreta-
tion. The multivariate �2 tests and cor-
responding P valuesassociatedwith these
regression models were calculated us-
ing the design-based variance-covari-
ance matrices of the coefficients.

RESULTS
Prevalence

TABLE 1 shows the characteristics of the
survey participants with the weighted
distributions of the sociodemographic
characteristics. TABLE 2 presents the es-
timated lifetime prevalences of the sui-
cidal behaviors. The estimated life-
time prevalence of suicidal ideation and
attempts among blacks in the United
States was 11.7% and 4.1%, respec-
tively. Among the ideators, 34.6% made
a suicide plan. Statistically significant
differences (P�.05) were found be-
tween men and women, with attempts
being more prevalent for women, 4.9%,
than for men, 3.1%. An ethnicity-by-
sex analysis revealed the prevalence of
suicide attempts was highest for Carib-
bean black men (7.5%), followed by Af-
rican American women (5.0%). Carib-
bean black women had the lowest
prevalence of attempts (2.7%), while at-
tempts were only slightly more preva-
lent for African American men (2.74%).

Of attempters, 63.6% reported at-
tempting only once, 18.3% reported 2 at-
tempts, 11.6% reported 3 attempts, and
6.5% reported 4 or more suicide at-
tempts. Attempters were asked to de-
scribe the nature of their intent. Among
the attempters, 41.7% endorsed the item
“I made a serious attempt to kill myself
and it was only luck that I did not suc-
ceed.” Another 13.7% of attempters en-
dorsed “I tried to kill myself, but knew
that the method was not fool proof”
while 44.6% endorsed “My attempt was
a cry for help. I did not intend to die.”

Reported Age at Onset
Distributions
FIGURE 1 shows the smoothed hazard
curves for the reported initial onset of
suicide ideation, planning, and at-
tempt for the entire sample. These
curves indicate that the highest risk of
initial onset of these behaviors occurs
during the late teens and early 20s. No-
tably, the risk of making a suicide at-
tempt is greater than the risk of mak-
ing a suicide plan during this age period
suggesting that nonplanned, impul-
sive attempts are more common than
planned attempts until respondents
reach their early 20s. FIGURE 2 shows
how soon after initial ideation onset re-
spondents progressed to more serious

suicidal behaviors. The figure shows
that the greatest risk of progressing to
plan formation and to attempt among
ideators occurred within the first year
after ideation onset. Risk of attempt was
substantially greater in the presence of
a plan. While attempts were almost ex-
clusively confined to the first year af-
ter ideation onset in the absence of a
plan, individuals with a plan contin-
ued to make initial suicide attempts for
up to 35 years after first onset of ide-
ation. The mean time from initial ide-
ation onset to first suicide attempt was
1.39 (SE, 0.47) years with a range of 0
to 35 years; however, 77.3% of attempt-
ers did so within the first year after ide-
ation onset. Within 3 years of ideation

Table 1. Sociodemographic Characteristics of the National Survey of American Life Sample
by Ethnicity*

No. (%) [SE]†

African American
(n = 3570)

Caribbean Black
(n = 1621) Statistics

Sex
Men 1271 (35.6) [0.8] 643 (39.7) [1.2]

�2
1 = 7.8; P = .007

Women 2299 (64.4) [0.8] 978 (60.3) [1.2]

Marital status‡
Never married 1337 (37.6) [1.5] 639 (39.5) [1.5]

Previously married 1256 (35.4) [0.8] 418 (25.9) [1.5] �2
2 = 27.3; P�.001

Married 960 (27.0) [1.3] 559 (34.6) [1.4]

Birth year cohort
1939 or before 528 (14.8) [0.8] 182 (11.2) [2.1]

1940-1954 738 (20.7) [0.8] 304 (18.8) [0.6]

1955-1964 843 (23.6) [0.7] 387 (23.9) [1.5] �2
4 = 7.8; P = .10

1965-1974 799 (22.4) [0.8] 401 (24.7) [1.6]

1975 or after 662 (18.5) [1.2] 347 (21.4) [1.1]

Education status‡
Less than high school 916 (25.9) [1.4] 304 (18.9) [1.7]

High school graduate 1344 (38.1) [1.0] 477 (29.7) [1.2]
�2

3 = 63.8; P�.001
Some college 799 (22.6) [0.9] 438 (27.3) [1.6]

College graduate 471 (13.3) [1.0] 388 (24.1) [1.3]

Region§
Northeast 411 (11.5) [0.8] 1135 (70.0) [2.4]

Midwest 595 (16.7) [1.6] 12 (0.8) [0.4]
�2

3 = 706.7; P�.001
South 2330 (65.3) [2.1] 456 (28.1) [2.4]

West 234 (6.5) [0.7] 18 (1.1) [0.5]
*All estimates in this field represent raw frequencies and percentages; they are not weighted to be nationally repre-

sentative of the given population and subpopulations in the contiguous 48 US states.
†Standard errors and �2 statistics are adjusted for the sampling stratification and clustering, but not weighting of the

data.
‡There were 17 African American and 5 Caribbean black respondents with missing data for marital status, forty African

American and 14 Caribbean black respondents with missing data for education status. Due to this, the variables do
not add up to the total.

§Northeast denotes Connecticut, Maine, Massachusetts, New Hampshire, New Jersey, New York, Pennsylvania, Rhode
Island, and Vermont; Midwest denotes Illinois, Indiana, Iowa, Kansas, Michigan, Minnesota, Missouri, Nebraska, North
Dakota, Ohio, South Dakota, and Wisconsin; South denotes Alabama, Arkansas, Delaware, District of Columbia,
Florida, Georgia, Kentucky, Louisiana, Maryland, Mississippi, North Carolina, Oklahoma, South Carolina, Tennes-
see, Texas, Virginia, and West Virginia; West denotes Arizona, California, Colorado, Idaho, Montana, Nevada, New
Mexico, Oregon, Utah, Washington, and Wyoming (Alaska and Hawaii are not included in this study).
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Table 2. Estimated Weighted Prevalances of Suicidal Behaviors by Sociodemographic Characteristics, and Disaggregated Through Pathways
Involving Ideation, Plans, and Attempts*

% (SE)†

Attempt
(n = 189)‡

Ideation
(n = 542)‡

Plan Among
Ideators

(n = 190)§

Impulsive Attempt
Among Ideators
Without a Plan

(n = 72)§

Planned Attempt
Among Ideators

With a Plan
(n = 117)§

Overall 12-month � 0.18 (0.1) 2.1 (0.3) 25.3 (4.9) 4.7 (2.5) 20.5 (6.8)

Overall 4.1 (0.5) 11.7 (0.8) 34.6 (3.3) 20.8 (2.7) 62.1 (3.7)

Ethnicity
African American 4.0 (0.5) 11.7 (0.8) 33.6 (3.5) 21.2 (2.8) 61.0 (3.7)

Caribbean black 5.1 (2.0) 12.3 (1.8) 47.9 (12.3) 14.5 (6.0) 71.1 (14.7)

�2
1 0.3 0.1 1.4 0.8 0.4

P value .57 .74 .24 .36 .53

Sex
Men 3.1 (0.7) 10.4 (1.2) 27.0 (5.4) 17.0 (3.9) 64.8 (8.8)

Women 4.9 (0.5) 12.7 (0.8) 39.7 (2.9) 23.8 (3.3) 60.8 (3.1)

�2
1 4.3 2.7 5.6 1.9 0.2

P value .04 .10 .02 .17 .66

Ethnicity and sex
African American men 2.7 (0.7) 10.2 (1.3) 24.3 (5.3) 17.0 (4.1) 58.0 (9.9)

African American women 5.0 (0.5) 12.8 (0.8) 39.3 (3.0) 24.5 (3.4) 62.2 (3.1)

Caribbean black men 7.5 (3.8) 13.6 (3.8) 49.9 (21.6) 16.8 (10.6) 93.3 (4.5)

Caribbean black women 2.7 (0.7) 10.9 (1.9) 45.5 (6.4) 11.8 (4.9) 40.2 (13.0)

�2
3 10.0 4.9 7.7 4.0 9.1

P value .02 .18 .06 .27 .03

Marital status
Never married 5.8 (0.8) 13.3 (1) 37.3 (4.7) 29.8 (4.9) 68.1 (5.8)

Previously married 3.3 (0.5) 12.9 (1.3) 35.2 (4.7) 10.9 (2.9) 51.6 (5.9)

Married 2.9 (0.8) 8.9 (1.1) 29.1 (4.9) 18.9 (5.2) 66.3 (10.8)

�2
2, P value 11.7 12.1 1.9 10.2 2.9

P value .004 .003 .39 .008 .24

Birth year cohort
1939 or before 0.9 (0.5) 3.5 (0.7) 25.1 (11.9) 5.4 (1.0) 83.7 (16.1)

1940-1954 4.9 (1.1) 13.0 (1.5) 35.7 (5.0) 21.1 (6.6) 68.3 (8.4)

1955-1964 3.8 (0.7) 13.22 (1.6) 27.6 (5.1) 16.4 (4.2) 60.4 (9.9)

1965-1974 3.8 (0.8) 12.3 (1.1) 37.1 (4.4) 20.0 (6.7) 50.0 (6.8)

1975 or after 5.9 (1.1) 13.2 (1.4) 40.7 (5.9) 30.3 (6.3) 66.5 (5.0)

�2
4 16.2 32.7 5.2 5.7 4.7

P value .003 �.001 .27 .23 .33

Education status
Less than high school 6.1 (1.0) 13.9 (1.3) 36.2 (6.4) 29.8 (5.6) 68.9 (7.4)

High school graduate 3.4 (0.7) 11.8 (1.4) 32.0 (3.6) 14.5 (3.6) 60.3 (7.1)

Some college 4.2 (0.8) 10.8 (1.1) 45.0 (7.0) 22.6 (5.6) 59.5 (7.9)

College graduate 2.4 (0.8) 9.2 (1.7) 20.5 (5.9) 19.3 (7.4) 55.2 (13.5)

�2
3 11.8 5.7 7.3 5.8 1.2

P value .01 .13 .07 .13 .75

Region
Northeast 5.6 (1.8) 14.6 (1.6) 40.6 (7.1) 22.6 (8.5) 60.9 (8.0)

Midwest 5.8 (0.9) 14.6 (1.7) 42.7 (7.3) 16.7 (2.8) 69.7 (6.60)

South 3.0 (0.4) 9.7 (0.9) 25.5 (3.4) 19.1 (2.0) 65.7 (5.2)

West 4.6 (1.9) 12.3 (4.4) 44.8 (7.5) 35.0 (14.0) 40.4 (14.8)

�2
3 6.2 6.3 9.6 2.9 4.6

P value .11 .10 .02 .41 .21
*All prevalence estimates are weighted to be nationally representative of the given population and subpopulations in the 48 US states.
†Standard errors and �2 statistics are adjusted for the sampling stratification, clustering, and weighting of the data.
‡The behavioral categories of “attempt” and ideation” present the risks for the unconditional behaviors.
§The behavioral categories of plan among ideators, impulsive attempt among ideators without a plan, and planned attempt among ideators with a plan present the risks for the

conditional behaviors.
�The 12-month frequencies of the 5 behaviors were, in order from left to right, n = 15, n = 98, n = 30, n = 5, and n = 10.
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onset, 90% of attempters had made an
attempt, and 95% had made an at-
tempt by the end of the sixth year af-
ter ideation onset.

Based on the prevalence estimates,
which suggested an interaction be-
tween ethnicity and sex, we examine the
hazard curves for first attempts sepa-
rately for each of 4 ethnicity-sex groups
(FIGURE 3). These curves give a more
complete understanding of the preva-
lence rates; specifically, 3 important
findings are evident in Figure 3. First,
Caribbean black males had the high-
est rates of attempt from ages 10 to 34
years, and the age at which they were
most at risk of attempting, approxi-
mately 21 years, was almost 5 years
older than the ages of highest risk for
the 2 female groups. Second, African
American men had a relatively con-
stant low hazard of attempt, but were
actually the group most at risk of at-
tempting after age 34 years. Third, all
groups had peaks of varying magni-
tude in their risks of attempting sui-
cide during adolescence and early adult-
hood; however, the risk of attempt
persisted into older adulthood only for
the 2 African American groups.

Sociodemographic Risk Factors

Risk of a suicide attempt and risk of sui-
cidal ideation were significantly associ-
ated with being born in a recent co-
hort, having a low education level, and
residing in the Midwest region of the
United States (TABLE 3). In addition,
being previously married (eg, divorced
or widowed) was significantly associ-
ated with increased odds of suicidal ide-
ation compared with being married. Al-
though Caribbean black men and
African American women had a higher
prevalence of suicide attempts, the 4-cat-
egory ethnicity-by-sex variable was not
significantly associated overall with at-
tempted suicide at the P�.05 level
(�2

3=5.96; P=.11). The results for birth-
year cohort suggested the presence of a
linear trend for all 5 of the outcomes. In
particular, individuals born in recent co-
horts were significantly more likely to
develop a suicide plan (�2

4=9.66; P�.05)
and to attempt suicide (�2

4 = 17.92;

Figure 1. Age of Onset of Lifetime Suicide Ideation, Plan, and Attempt Among Blacks
(n=5002)
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The smoothed hazard functions describe the ways in which the onset risks of the 3 suicidal behaviors change
with time. For all behaviors, the highest risk occurs from the teenage years to the mid-twenties. From the mid-
twenties, the risks generally decline gradually with the exception of a slight increase from the mid-forties to
mid-fifties. Notice that the risk of attempting suicide is slightly higher than the risk of making a suicide plan
until approximately age 19 years, when the 2 hazard curves cross. This suggests that nonplanned, impulsive
attempts are more likely than planned attempts up to this point in young adulthood.

Figure 2. Conditional, Cumulative Speed of Onset From Ideation to Suicide Plan, Impulsive
and Planned Attempt Onset (n=542)
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The x-axis represents time in years from the first onset of suicidal ideation. The y-axis represents the event-
free survival probability. For example, among ideators with a suicide plan, the probability of not attempting
suicide decreases to less than 50% in the first 2 years after ideation onset. The probability of remaining attempt-
free continues to decrease gradually until 35 years after ideation onset. At this point, only approximately 25%
of individuals who made a suicide plan have not made an attempt, while 75% have attempted. Contrast this
with the ideators who did not make suicide plans. After a sharp decrease in the first year after ideation onset,
the respondents’ probability of remaining attempt-free stabilizes at about 80%.
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P�.001). In contrast, the more recent
birth-year cohorts were less likely to
make a planned suicide attempt than
were respondents in the earliest-born co-
hort (�2

4=13.22; P=.01); however, this
applies only to the overall cohort effect
because none of the individual ORs
reached statistical significance. This re-
sult supplements the finding from
Figure 1 that suggested that non-
planned, impulsive attempts are more
common than planned attempts for re-
spondents until their early 20s. Fol-
low-up model-based trend tests con-
firmed the significant linear birth-year
cohort trends for all of the outcomes;
curvilinear trend terms were tested but
none were significant. Respondents with
fewer than 12 years of formal educa-
tion were 3.64 (95% CI, 1.63-8.15) times
more likely to attempt suicide than were
individuals with 16 or more years of edu-
cation. Respondents residing in the
Southern region of the United States
were less likely to attempt suicide
(�2

3=9.29; P=.007) and less likely to de-
velop suicidal ideation (�2

3= 12.73;

P� .001) than were respondents living
in other regions of the nation. In par-
ticular, respondents residing in the Mid-
west were 2.04 times more likely to at-
tempt suicide and 1.59 times more likely
to develop suicidal ideation than those
living in the South, while respondents
residing in the Northeast were 1.62 times
more likely to develop suicidal ide-
ation than those living in the South.

Psychiatric Risk Factors

Multivariate Cox proportional hazards
models controlling for all of the socio-
demographic variables included in
Table 3 were used to assess the risks of
engaging in the suicidal behaviors asso-
ciated with the 20 DSM-IV disorders as-
sessed in the NSAL. TABLE 4 presents the
ORs and 95% CIs for these disorders,
omitting the results for the control vari-
ables. Because 135 models (27 models
for each of the 5 outcomes) were con-
structed for Table 4 with a total of 145
statistically tested comparisons, the P val-
ues of these statistics were adjusted to
control for the false discovery rate.36 This

method is preferable to controlling for
the family-wise error rate when the mul-
tiple comparisons are not indepen-
dent.37 Although 95% CIs remain unad-
justed, asterisks indicate which estimates
in Table 4 are significant according to the
more stringent adjusted P values. Re-
spondents with any of the 20 DSM-IV dis-
orders assessed in the NSAL were 8.2
times (95% CI, 4.77-14.06) more likely
to attempt suicide and almost 5 times
more likely to develop suicidal ideation
(OR, 4.96; 95% CI, 3.48-7.06) than were
respondents with no disorder. Having
any disorder was also associated with in-
creased risk among ideators of proceed-
ing to make a suicide plan. All 5 of the
summary variables for the diagnostic
classes (eg, any mood disorder, any anxi-
ety disorder) were significantly associ-
ated with elevated risks of attempting sui-
cide (OR range, 3.15 for any eating
disorder to6.03 for anyanxietydisorder).

The effects of comorbidity are pre-
sented at the bottom of Table 4. Hav-
ing 3 or more disorders was strongly as-
sociated with all of the pathways except
for impulsive attempts. Persons with 3
or more disorders were 17 times more
likely (17.13; 95% CI, 9.32-31.47) to
attempt suicide and about 10 times
more likely (9.74; 95% CI, 6.80-
13.95) to develop suicidal ideation than
respondents with no psychiatric disor-
der. Ideators with 3 or more disorders
were more than 2.5 times as likely to
make a suicide plan. The risks of at-
tempts and of ideation are greater for
persons with 1 disorder than for per-
sons with no disorder, and slightly
greater for persons with 2 disorders
than for persons with only 1 disorder.

Treatment for Mental Disorders

TABLE 5 shows on the lifetime history of
receiving treatment for emotional prob-
lems among attempters and suicide ide-
ators with no history of an attempt. The
results show that approximately 1-in-4
attempters (24.3%) and almost half of
ideators(43.6%)haveneversought treat-
ment for emotional problems. When
attempters have sought treatment for
theirmentalhealthproblemsmanyreport
contacting a mental health professional

Figure 3. Age of Onset of Lifetime Suicide Attempt Among Blacks by Ethnicity and Sex
(n=5002)
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These smoothed hazard functions describe the ways in which the risk of first suicide attempt changes with
time for the 4 sex-by-ethnicity groups. As in Figure 1, the greatest risk generally occurs during the teenage
years to the mid-twenties. African American men are at notably lower risk of making an attempt than the
other 3 groups until their mid-20s and actually become the group most at risk after approximately age 34
years. Caribbean black men are most at risk up to this age.
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(58.5%; SE, 4.8%), namely a psychia-
trist (45%; SE, 3.8%). Among attempt-
ers who sought treatment in any of the
sectors, only 39% did so before their first
suicide attempt. There were 32% of
attempters who also reported seeking
treatment for their emotional problems
in the general medical sector. Of the
attempters who sought treatment for

mental health problems in the general
medical sector, 38.3% made their initial
treatment contact before their first
attempt. In addition, the treatment pref-
erences of black American suicide
attempters vary, with a quarter of them
also reporting having gone to non–
health service professionals, such as reli-
gious or spiritual advisors or massage

therapists, for their emotional prob-
lems.

COMMENT
The 4.1% lifetime prevalence of
attempted suicide among blacks is well
above previous reports for this popula-
tion, such as the 2.8% prevalence found
in community surveys,21 but is near the

Table 3. Multivariate Sociodemographic Predictors of Suicidal Behaviors Disaggregated Through Pathways Involving Ideation, Plans, and Attempts

Odds Ratio (95% Confidence Interval)*

Attempt
(n = 189)†

Ideation
(n = 542)†

Plan Among
Ideators

(n = 190)‡

Impulsive Attempt
Among Ideators
Without a Plan

(n = 72)‡

Planned Attempt
Among Ideators

With a Plan
(n = 117)‡

Ethnicity and sex
African American man 1.00 1.00 1.00 1.00 1.00

African American woman 1.77 (1.09-2.87)§ 1.30 (0.995-1.71) 2.08 (1.09-3.96)* 1.54 (0.68-3.49) 1.52 (0.84-2.78)

Caribbean black man 2.46 (1.02-5.93)§ 1.39 (0.77-2.50) 2.35 (0.57-10.66) 1.17 (0.15-9.03) 2.78 (0.995-7.77)

Caribbean black woman 0.85 (0.33-2.16) 1.00 (0.07-1.38) 2.47 (1.01-6.07)* 0.78 (0.18-3.49) 0.99 (0.22-4.43)

�2
3 � 5.96 4.62 5.60 1.45 3.46

P value .11 .20 .13 .69 .33

Marital status
Married 1.00 1.00 1.00 1.00 1.00

Never married 1.06 (0.55-2.05) 1.19 (0.88-1.62) 0.99 (0.56-1.75) 0.98 (0.32-2.99) 1.09 (0.50-2.36)

Previously married 1.11 (0.38-3.19) 3.09 (1.87-5.10)* 0.99 (0.45-2.18) 1.36 (0.32-5.77) 0.27 (0.05-1.43)

�2
2 � 0.05 10.30 0.57 0.23 2.78

P value .82 �.004 .45 .63 .10

Birth year cohort
1939 or before 1.00 1.00 1.00 1.00 1.00

1940-1954 4.28 (1.79-10.23)§ 2.94 (1.89-4.58)* 1.62 (0.27-9.94) 1.84 (0.41-8.34) 0.22 (0.05-1.08)

1955-1964 3.96 (1.49-10.52)§ 3.76 (2.58-5.48)* 1.30 (0.20-8.34) 1.29 (0.31-5.39) 0.26 (0.05-1.33)

1965-1974 4.78 (2.09-10.94)§ 4.62 (3.20-6.67)* 2.07 (0.28-15.35) 1.83 (0.39-8.47) 0.29 (0.06-1.52)

1975 or after 9.44 (4.33-20.62)§ 7.41 (4.68-11.72)* 3.69 (0.48-28.52) 4.1 (0.99-17.37) 0.94 (0.19-4.68)

�2
4 � 17.92 41.55 9.66 8.16 13.22

P value �.001 �.001 .047 .09 .01

Education status
Less than high school 3.64 (1.63-8.15)§ 2.08 (1.39-3.11)* 1.97 (0.73-5.30) 1.70 (0.61-4.71) 1.43 (0.51-3.99)

High school graduate 1.94 (0.89-4.20) 1.60 (1.04-2.47)* 1.97 (0.83-4.65) 0.78 (0.28-2.16) 1.33 (0.47-3.77)

Some college 2.23 (0.89-5.60) 1.34 (0.86-2.08) 3.06 (1.23-7.62)* 1.30 (0.43-3.91) 1.65 (0.57-4.79)

College graduate 1.00 1.00 1.00 1.00 1.00

�2
3 � 8.92 9.55 5.65 4.28 1.04

P value .001 �.001 .13 .23 .79

Region
Midwest 2.04 (1.34-3.11)§ 1.59 (1.11-2.29)* 2.19 (1.10-4.35)* 0.94 (0.38-2.30) 1.14 (0.62-2.11)

Northeast 1.88 (0.76-4.65) 1.62 (1.13-2.32)* 1.83 (1.06-3.16)* 1.18 (0.53-2.63) 1.04 (0.56-1.93)

West 1.77 (0.73-4.30) 1.50 (0.68-3.29) 3.38 (1.33-8.57)* 2.74 (1.04-7.20)* 0.43 (0.16-1.16)

South 1.00 1.00 1.00 1.00 1.00

�2
3 � 9.29 12.73 12.51 4.68 3.89

P value .007 �.001 .06 .20 .26
*Odds ratios were obtained by exponentiating the coefficients from Cox proportional hazards regression models. The 95% confidence intervals were obtained using a modified

method of balanced repeated replications to adjust for stratification, clustering, and weighting of the data. A single model was estimated for each of the 6 outcomes that included
all of the predictor variables.

†The behavioral categories of attempt and ideation present the risks for the unconditional behaviors.
‡The behavioral categories of plan among ideators, impulsive attempt among ideators without a plan, and planned attempt among ideators with a plan present the risks for the

conditional behaviors.
§P� .05 by a 2-sided test.
�Wald �2 values were obtained from design-based variance-covariance matrices to adjust for the stratification, clustering, and weighting of the data.
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4.6% reported by the National Comor-
bidity Survey20 for the general popula-
tion. The NSAL 12-month prevalence
estimate of 0.2% is 2 to 3 times less than
the report for the nation in the National

ComorbiditySurvey(0.4%)andNational
Comorbidity Survey Replication (0.6%),
respectively.19 SimilartoNationalComor-
bidity Survey findings, NSAL data indi-
cate that the greatest risk of progressing

to plan formation and to attempt among
ideators occurs within the first year after
ideation onset. We found in this study,
however, that ideators with a plan con-
tinued to make initial suicide attempts

Table 4. Multivariate Associations of NSAL/DSM-IV Disorders With Subsequent First Onset of Attempted Suicide in the Total Sample and
Disaggregated Through Pathways Involving Ideation, Plans, and Attempts

Odds Ratio (95% Confidence Interval)*

Attempt
(n = 189)†

Ideation
(n = 542)†

Plan Among
Ideators

(n = 190)‡

Impulsive Attempt
Among Ideators
Without a Plan

(n = 72)‡

Planned Attempt
Among Ideators

With a Plan
(n = 117)‡

Any disorder 8.19 (4.77-14.06)§ 4.96 (3.48-7.06)§ 2.37 (1.34-4.19)§ 1.59 (0.66-3.82) 2.16 (0.54-8.62)

Mood disorders
Any mood disorder 3.83 (2.77-5.30)§ 4.11 (3.23-5.24)§ 1.35 (0.88-2.06) 0.97 (0.49-1.93) 0.87 (0.45-1.67)

Major depressive disorder 3.80 (2.80-5.16)§ 3.83 (3.09-4.74)§ 1.31 (0.93-1.83) 0.98 (0.48-1.99) 0.92 (0.55-1.54)

Dysthymia 6.24 (3.70-10.52)§ 4.84 (3.41-6.89)§ 1.17 (0.71-1.92) 2.79 (1.26-6.17)* 1.11 (0.56-2.21)

Bipolar I-II disorder (Includes sub-threshold) 3.59 (2.12-6.09)§ 3.07 (1.96-4.81)§ 1.69 (0.66-4.36) 1.15 (0.39-3.38) 1.61 (0.79-36.28)

Anxiety disorders
Any anxiety disorder 6.03 (3.77-9.64)§ 4.02 (3.24-4.99)§ 1.69 (1.04-2.74)§ 1.70 (0.91-3.17) 1.76 (1.02-3.03)

Panic disorder 5.34 (3.11-9.17)§ 4.15 (2.78-6.21)§ 1.38 (0.62-3.07) 1.24 (0.47-3.31) 1.49 (0.74-3.00)

Agoraphobia without panic 2.67 (1.26-5.66)§ 2.08 (1.24-3.50)§ 0.94 (0.27-3.31) 1.28 (0.34-4.82) 2.14 (0.69-6.62)

Social phobia 2.43 (1.25-4.70)§ 2.27 (1.55-3.32)§ 1.08 (0.46-2.54) 1.30 (0.58-2.91) 1.03 (0.54-1.94)

Generalized anxiety disorder 4.16 (2.41-7.20)§ 3.84 (2.68-5.50)§ 1.33 (0.73-2.44) 1.05 (0.43-2.54) 1.40 (0.73-2.70)

Obsessive-compulsive disorder � 5.30 (2.01-13.99)§ 5.03 (3.32-7.61)§ 1.06 (0.44-2.58) 1.19 (0.34-4.16) 1.08 (0.41-2.83)

Posttraumatic stress disorder 5.89 (3.81-9.08)§ 4.02 (3.18-5.08)§ 1.78 (1.08-2.94)§ 2.05 (1.06-3.99) 1.66 (1.01-2.74)

Substance disorders
Any substance disorder 4.53 (3.02-6.80)§ 3.11 (2.38-4.08)§ 1.14 (0.70-1.87) 1.56 (0.77-3.17) 1.51 (0.83-2.76)

Alcohol abuse 4.75 (3.10-7.29)§ 3.26 (2.47-4.31)§ 1.01 (0.66-1.57) 1.46 (0.71-3.01) 1.47 (0.79-2.73)

Alcohol dependence 5.65 (3.45-9.26)§ 3.97 (2.78-5.66)§ 0.67 (0.30-1.49) 2.29 (1.05-4.97) 1.68 (0.71-4.00)

Drug abuse 5.18 (3.37-7.97)§ 2.99 (2.10-4.26)§ 1.18 (0.68-2.05) 1.30 (0.58-2.92) 2.05 (1.06-3.98)

Drug dependence 6.34 (3.17-12.69)§ 3.15 (1.83-5.44)§ 1.03 (0.18-5.96) 2.19 (0.86-5.53) 1.92 (0.81-4.56)

Childhood disorders
Any childhood disorder 4.25 (3.02-5.99)§ 3.14 (2.44-4.03)§ 1.42 (0.89-2.27) 2.49 (1.06-5.82)* 1.47 (0.69-3.10)

Separation anxiety disorder 3.59 (1.90-6.82)§ 3.09 (2.25-4.26)§ 1.38 (0.67-2.81) 1.47 (0.59-3.69) 1.63 (0.81-3.29)

Oppositional-defiant disorder 2.48 (1.42-4.32)§ 2.05 (1.51-2.78)§ 1.76 (0.99-3.12) 1.28 (0.47-3.46) 1.94 (0.87-4.31)

Conduct disorder 4.98 (3.28-7.57)§ 3.18 (2.28-4.44)§ 1.64 (0.99-2.72) 2.87 (1.35-6.11)* 1.90 (0.98-3.69)

Attention-deficit/hyperactivity disorder 6.20 (3.75-10.26)§ 3.78 (2.65-5.39)§ 1.55 (0.80-3.02) 2.25 (0.86-5.87) 3.06 (1.52-6.19)*

Eating disorders
Any eating disorder 3.15 (1.83-5.45)§ 2.87 (2.06-4.00)§ 1.71 (0.75-3.91) 1.79 (0.29-10.94) 1.30 (0.65-2.59)

Anorexia¶ 10.29 (1.96-54.18)§ 3.88 (0.86-17.59) Unestimable 15.30 (2.41-97.08)* Unestimable

Bulimia 2.71 (0.84-8.72) 2.84 (1.40-5.77)* 2.42 (0.50-11.78) 3.71 (1.01-13.60) 0.77 (0.17-3.50)

Binge-eating 3.23 (1.88-5.54)§ 2.93 (2.06-4.17)§ 1.72 (0.71-4.19) 1.83 (0.77-4.35) 1.30 (0.65-2.59)

No. of comorbid disorders
0 1.00 1.00 1.00 1.00 1.00

1 3.95 (2.12-7.37)§ 2.62 (1.67-4.12)§ 2.41 (1.48-3.94)§ 1.21 (0.31-4.66) 1.73 (0.66-4.58)

2 4.94 (2.22-10.99)§ 3.98 (2.93-5.42)§ 1.97 (0.99-3.92) 1.15 (0.16-8.44) 1.37 (0.46-4.07)

�3 17.13 (9.32-31.47)§ 9.74 (6.80-13.95)§ 2.51 (1.25-5.05)§ 2.05 (0.77-5.49) 2.68 (1.12-6.40)
Abbreviations: DSM-IV, Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition; NSAL, National Survey of American Life.
*Odds ratios were obtained by exponentiating the coefficients from Cox proportional hazards regression models. The 95% confidence intervals were obtained using a modified method

of balanced repeated replications to adjust for stratification, clustering, and weighting of the data. Each column presents the results from 27 models. Each of these models controlled
for the sociodemographic variables presented in Table 2. In addition, each model contained exactly 1 of the 20 individual disorders, exactly 1 of the 6 summary measures (any disorder,
any mood disorder, etc.), or the set of dummy variables representing the number of comorbid disorders. All disorders were defined without diagnostic hierarchy rules.

†The behavioral categories of attempt and ideation present the risks for the unconditional behaviors.
‡The behavioral categories of plan among ideators, impulsive attempt among ideators without a plan, and planned attempt among ideators with a plan present the risks for the conditional

behaviors.
§Indicates odds ratio estimates that are significantly different from 1.00 using the false discovery rate method of adjusting for multiple comparisons. For the 145 tests in this table, this

significance criterion was P�.0231. Confidence intervals remain unadjusted. As a result, it is possible for an odds ratio to be nonsignificant by this criterion even though 1.00 lies outside
of the corresponding 95% confidence interval.

�This obsessive compulsive diagnosis is based on the World Mental Health Composite International Diagnostic Interview Short Form and should be considered a probable diagnosis.
¶Only a small number of respondents met criteria for anorexia. As such, these risk coefficients tend to be artificially high, low, or unestimable.
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up to 35 years after the first onset of ide-
ation. Thus, we report for the first time
important ethnic differences among
blacks in the lifetime prevalence of sui-
cide ideation,planning,andattemptsand
the prevalence of mental health service
use among black attempters and ide-
ators. There are no similar data with
which to compare the results obtained
in the NSAL. The reported 4.9% preva-
lence of attempted suicide among Carib-
beanblacks,however,wasat thehighend
of prevalence rates of attempted suicide
reported in previous general popula-
tion surveys.19-21

The notably higher prevalence of
attempted suicide among black women
isconsistentwithprevious studiesof sui-
cidal behaviors. However, the 7.5%
prevalence rate among Caribbean black
men is different from previous findings
for US-based populations that women
uniformlyhavehigher ratesof attempted
suicide than men.38 In fact, Caribbean
black men reported the highest rate of
attemptedsuicide for theUSblackpopu-
lation. The reasons for the unexpected
higher risk for attempted suicide among
Caribbean black men must be exam-
ined in future research. It is important
to understand whether this unique find-
ing is potentially an example in which
ethnicity ispersemoresalient thannativ-
ity, race, and assimilation.

The findings that the risk for at-
tempted suicide is highest in the age
group of 15 to 24 years, and that younger
generations of blacks are at signifi-
cantly higher risk of attempted suicide,
are consistent with independent evi-
dence of marked increases in suicide
among younger blacks.6,11,39 Recent re-
search on reasons for higher suicide risk
among younger blacks have suggested
that younger blacks have increased ac-
cess to lethalmethods,40,41 havemorepsy-
chiatric disorders, and may hold accept-
ing attitudes toward suicide.42-44

The relationship between the risk for
suicide attempts and other sociodemo-
graphic correlates is consistent with pre-
vious results based on cross-sectional
surveys and clinical or community
samples. For instance, previous re-
search has established that there is an

inverse relationship between educa-
tion and attempted suicide.20 Accord-
ing to our analyses, blacks with less than
a high school education were more
likely to have attempted suicide. Blacks
in the Midwest were at a significantly
higher risk for attempted suicide than
those residing in the South, consistent
with research suggesting that South-
ern residence is a protective factor for
this population.45 Analyses revealed that
marital status, though often found to
be an important correlate,46 was not a
significant predictor of suicide plan-
ning or attempts in these populations.

Consistent with research on other
populations, psychiatric disorders, in-
cluding substance abuse diagnosis47 and
comorbid psychiatric disorders,48,49 were
significant predictors of attempted sui-
cide among black ideators. Our analy-
ses showed that ideators with any psy-
chiatric disorder were 8 times more likely
to attempt suicide. Individuals with any
form of anxiety disorder had the high-
est risk of attempted suicide, followed by
those with a childhood disorder, those
with a mood disorder, and those with an
eating disorder. The dose-response re-
lationship between the number of psy-
chiatric disorders and attempted sui-

cide is consistent with other cross-
sectional studies and community
epidemiological surveys.20 The finding
that anxiety disorder is the strongest pre-
dictor compared with other mental or
substance abuse predictors is inconsis-
tent with other studies, which found that
depression is often the strongest psychi-
atric risk factor for suicide.14

Suicide often occurs in the context of
a wide range of complex and interre-
lated underlying etiological factors. The
NSAL finding that psychiatric comor-
bidity is a significant predictor of sui-
cide attempts over and above the effects
of individual disorders is consistent with
previous research on adult suicidal
behavior.20 The greater the number of
psychiatric disorders an individual has,
the higher the risk of attempted sui-
cide.49 According to NSAL data, ide-
ators with 3 or more psychiatric disor-
ders are 17 times more likely to attempt
suicideandtwiceas likely toattemptafter
making a plan. In all instances, how-
ever, the ORs for individuals with only
1 disorder and for those with 2 disor-
ders are similar. This suggests the pres-
ence of a threshold, rather than linear,
effect for number of psychiatric disor-
ders. That is, the suicide risks increase

Table 5. Prevalence of Lifetime Use of Services by Service Sector Among NSAL Respondents
With and Without Reported Suicide-Related Behaviors

Service Sector†

% (SE)*

Ideators
With No Reported
Attempt History

(n = 353)
Attempters

(n = 189)

NSAL Respondents
With No Reported
Ideation History

(n = 4443)

Any treatment 56.4 (4.1) 75.7 (2.7) 24.1 (0.9)

Health service 50.2 (4.0) 70.8 (3.5) 21.3 (0.9)

General medical 19.8 (3.0) 32.0 (4.4) 12.4 (0.8)

Mental health specialty 40.9 (3.5) 58.5 (4.8) 12.2 (0.6)

Psychiatrist 33.0 (3.4) 45.0 (3.8) 8.1 (0.6)

Nonpsychiatrist 17.2 (2.7) 35.5 (5.3) 6.0 (0.5)

Non–health service 25.0 (2.5) 25.5 (4.3) 7.3 (0.6)

Complementary-alternative 13.3 (2.8) 14.7 (2.8) 2.9 (0.4)

Human service 15.4 (2.1) 15.9 (3.5) 4.9 (0.5)
Abbreviation: NSAL, National Survey of American Life.
*All prevalence estimates are weighted to be nationally representative of the given subpopulations in the contiguous 48

US states. Standard errors are adjusted for the sampling stratification, clustering, and weighting of the data.
†Within each service sector, �2 statistics were statistically significant at the P�.0001 level, suggesting a strong asso-

ciation between use within each sector and the 3 groups. Any mental health treatment includes treatment by a psy-
chiatrist, as well as by a nonphysician mental health specialist (eg, psychologist, social worker in a mental health
specialty setting). General medical treatment includes treatment by any nonpsychiatrist physician or a worker in a
general medical setting (eg, nurse in a primary care setting). In addition to including mental health and general medi-
cal treatment, the category of any treatment includes treatment in non–health care settings including human ser-
vices professionals (eg, religious or spiritual advisors) and complementary-alternative treatments (eg, massage therapy,
chiropractic treatment, or participation in a self-help group).
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when 1 disorder is present, stay rela-
tively constant in the presence of 2 dis-
orders, and increase drastically again in
the presence of 3 or more disorders.

Limitations

The NSAL findings must be considered
in the context of several important limi-
tations.Theresults reportedhereare lim-
ited by the fact that we do not know the
extent to which cultural factors affected
the willingness of our respondents to
either admit or recall the presence of
symptoms or suicide over their lifetime.
The results may also be affected by recall
bias associated with the respondents’ age
and mental health status. Also for all
analyses, the results are limited by the
absenceof respondentscurrently in insti-
tutionalsettings(notunusual forahouse-
hold-based survey). The NSAL is cross-
sectional,obtainingretrospectivereports;
thus the prevalence rates are likely to be
lower-bound estimates.20 Research sug-
gests that some DSM-IV diagnoses may
be overestimated using lay-adminis-
tered interviewing, particularly nonaf-
fective psychoses,50,51 but studies have
found that estimates of prevalence using
the WMH-CIDI are generally conserva-
tive.52 Finally, our sample of Caribbean
blacksincludesimmigrantswhohavehad
varying lengths of stay in the United
States, as well as persons of Caribbean
ancestry who were born in the United
States with no strong knowledge of or
identification with Caribbean culture.
Despite these constraints, the effect of
most of the noted limitations is to make
our estimates more conservative than
might otherwise be the case. In view of
current gaps in our understanding of the
risk for suicidal behavior among blacks,
theseconstraints seemacceptable in light
of informationaboutprevalenceandcor-
relates of suicide risk in this large and
diverse sample of black Americans.

CONCLUSIONS
The NSAL provides the first nationally
representativegeneralpopulationdataon
ethnic differences in lifetime suicide ide-
ation, planning, and attempts among
blacks. The NSAL results provide evi-
dence that black Americans have levels

of suicidal thoughtandbehaviors thatare
comparable with the general popula-
tion. Future research should continue to
further clinicians’ understandings of
which black Americans are most at risk
for suicide (intra-group analyses). The
information obtained from these types
of studies is very different from what is
gainedfromexamining,relativetowhites,
which black Americans are most likely
to attempt suicide. These lines of inves-
tigation are both important, but the lat-
ter cannot provide the same level of sub-
population specificity regarding the
suicide risk factors. The higher rates of
attemptedsuicide,notablyamongCarib-
bean black men, and the role of nativity
vs ethnicity needs to be addressed in
future research and considered by clini-
cians when screening, intervening, and
treating black patients. There is a need
to explore whether different immigra-
tion experiences (eg, type of accultura-
tion, trans-migration experiences, spe-
cific origins of immigrants) are
responsible for the higher attempt rates
inCaribbeanblackmen,and if this result
is anexampleof a situationwhereacom-
bination of black race and strong ethnic
ties (Caribbean)combine toplaceablack
ethnic group at greater risk than when
race alone serves to produce a powerful
homogenizingsetofexperiencesthatmay
beprotective, (eg, amongAfricanAmeri-
can men). Future research should also
explore how black American suicidal
behavior is associated with psychologi-
cal resources (eg, social support, con-
nectedness),multiplemeasuresof socio-
economic status (including material
hardship) and the access to as well as the
timing, duration, and adequacy of treat-
ment for mental disorders.

Physicians have an important role to
play in the prevention of suicide among
black patients, given our results that a
majority of attempters sought care from
a health professional for their emo-
tional problems and about a third sought
care from a general medical profes-
sional specifically. Physicians and men-
tal health professionals should be skilled
in talking with black patients about the
risk for suicide, providing interven-
tions for those at imminent risk for sui-

cidal behavior, and referring patients for
expert assessment and treatment. The re-
sults of the study should influence cli-
nicians who screen patients for suicide
risk. For instance, clinicians should fo-
cus on modifiable risk factors (eg, anxi-
ety, depression) and should engage
blacks in aggressive treatment in the
high-risk period of the first year after ide-
ation onset and continue to observe pa-
tients who attempt suicide after mak-
ing a plan. Clinicians must also consider,
when screening blacks, the strong asso-
ciation of DSM-IV disorders with the risk
for suicide attempts, the greater likeli-
hood for young adults to be impulsive,
and for older adults to engage in planned
suicide attempts. It is also important that
black patients at risk for impulsive at-
tempts do not have access to firearms or
medications that can be used to at-
tempt suicide.
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