
Black Youth Suicide: Investigation of Current Trends and 
Precipitating Circumstances

Arielle H. Sheftall, PhD,
Center for Suicide Prevention and Research, Abigail Wexner Research Institute at Nationwide 
Children’s Hospital, Columbus, Ohio

The Ohio State University College of Medicine, Columbus

Fatima Vakil, BS,
Center for Suicide Prevention and Research, Abigail Wexner Research Institute at Nationwide 
Children’s Hospital, Columbus, Ohio

Donna A. Ruch, PhD,
Center for Suicide Prevention and Research, Abigail Wexner Research Institute at Nationwide 
Children’s Hospital, Columbus, Ohio

Rhonda C. Boyd, PhD,
Children’s Hospital of Philadelphia, Pennsylvania

Perelman School of Medicine, University of Pennsylvania, Philadelphia

Michael A. Lindsey, PhD,
Silver School of Social Work, New York University, New York

McSilver Institute for Poverty Policy and Research, New York

Jeffrey A. Bridge, PhD
Center for Suicide Prevention and Research, Abigail Wexner Research Institute at Nationwide 
Children’s Hospital, Columbus, Ohio

Correspondence to Arielle H. Sheftall, PhD, Center for Suicide Prevention and Research, The Abigail Wexner Research Institute 
at Nationwide Children’s Hospital, 444 Butterfly Gardens Drive, Behavioral Health Pavilion, Floor 2B, Columbus, OH 43215; 
Arielle.Sheftall@nationwidechildrens.org.
Author Contributions
Conceptualization: Sheftall, Bridge
Data curation: Sheftall
Formal analysis: Sheftall, Ruch
Investigation: Sheftall
Methodology: Sheftall, Ruch
Project administration: Sheftall
Resources: Sheftall
Software: Ruch
Validation: Sheftall
Writing – original draft: Sheftall, Vakil, Boyd, Lindsey, Bridge
Writing – review and editing: Sheftall, Vakil, Ruch, Boyd, Lindsey, Bridge

Disclosure: Dr. Bridge has received research grant support from NIMH, the Patient-Centered Outcomes Research Institute, and the 
Centers for Disease Control and Prevention. He has served as a member of the Scientific Advisory Board of Clarigent Health. Drs. 
Sheftall, Ruch, Boyd, Lindsey and Ms. Vakil have reported no biomedical financial interests or potential conflicts of interest.

This article is part of a special series devoted to addressing bias, bigotry, racism, and mental health disparities through research, 
practice, and policy. The series is edited by Assistant Editor Eraka Bath, MD, Deputy Editor Wanjikũ F.M. Njoroge, Associate Editor 
Robert R. Althoff, MD, PhD, and Editor-in-Chief Douglas K. Novins, MD.

HHS Public Access
Author manuscript
J Am Acad Child Adolesc Psychiatry. Author manuscript; available in PMC 2023 May 01.

Published in final edited form as:
J Am Acad Child Adolesc Psychiatry. 2022 May ; 61(5): 662–675. doi:10.1016/j.jaac.2021.08.021.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



The Ohio State University College of Medicine, Columbus

Abstract

Objective: Suicide among Black youth is a significant public health concern, yet research 

investigating the epidemiology of suicide in this population is limited. This study examines current 

trends and precipitating circumstances of suicide by sex and age group in Black youth 5 to 17 

years of age, using 2 national databases.

Method: Data from the Web-based Injury Statistics Query and Reporting System (WISQARS) 

and the National Violent Death Reporting System (NVDRS) were used to investigate trends and 

precipitating circumstances of Black youth suicide from 2003 to 2017. We hypothesized suicide 

rates would increase over time for both sexes and all age groups (5–11, 12–14, and 15–17 

years), and precipitating circumstances would differ by sex and age group. Trend analyses were 

conducted using Joinpoint regression software, version 4.8.0.01 (Surveillance Research Program, 

National Cancer Institute). Sex and age group comparisons of characteristics and precipitating 

circumstances were conducted using standard univariate statistical tests.

Results: From 2003 to 2017, Black youth experienced a significant upward trend in suicide with 

the largest annual percentage change in the 15- to 17-year age group and among girls (4.9% and 

6.6%, respectively). Mental health problems, relationship problems, interpersonal trauma and life 

stressors, and prior suicidal thoughts/behavior were the most common clinical characteristics and 

precipitating circumstances, with several varying by sex and age group.

Conclusion: Increases in Black youth suicide calls for the prioritization of research aimed at 

identifying specific risk and protective factors as well as developmental mechanisms associated 

with Black youth suicidal behavior. To implement effective suicide prevention programming, 

understanding targets for intervention is necessary.

Keywords

Black youth suicide; NVDRS; age- and sex-specific trends

In the United States, suicide is the second leading cause of death in youths 5 to 17 years of 

age.1 In 2019, a total of 1,646 suicide deaths were reported, and more than 111,000 cases 

of self-harm behavior were seen in hospitals nationwide for this age group.1,2 Over the past 

decade, youth suicidal ideation and attempts have also increased substantially.3,4

Recent reports note the emergence of a racial disparity regarding youth suicide and suicidal 

behavior.4–7 In a national study combining suicide mortality data from 2001 to 2015, Black 

youths aged 5 to 12 years were approximately 2 times more likely to die by suicide than 

their White counterparts, a finding observed in boys and girls.6 A recent study using national 

Youth Risk Behavior Survey surveillance data revealed a significant increase in self-reported 

suicide attempts for Black youth between 2009 and 2019.4 Although racial disparities have 

been observed, the research investigating risk and protective factors and circumstances 

surrounding Black youth suicide is limited.8

Suicide risk in Black youth may differ from youth of other races and ethnicities. Risks 

for suicide among Black youth include experiences with racism and discrimination, racial 
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disparities in mental health care utilization, poverty, trauma, violence, and exposure to the 

death among Black individuals in their neighborhoods and viewed through media outlets, 

which have all been found to have a disproportionate impact on Black youth.9–13 These 

factors faced by Black youth may cause the presentation of common risks linked to suicidal 

behavior (eg, depression) to present differently for Black youth compared to others.11,12,14 

Understanding the risks for Black youth suicide and suicidal behavior is vital for the 

prevention of these behaviors. This is why the Congressional Black Caucus Emergency 

Taskforce on Black Youth Suicide9 and the National Institute of Mental Health (NIMH)8 

have made it a priority for researchers to examine antecedents associated with suicide risk in 

Black youth.

The current study investigates trends and precipitating circumstances of suicide in Black 

youths aged 5 to 17 years, using national data from the Centers for Disease Control and 

Prevention (CDC) Web-based Injury Statistics Query and Reporting System (WISQARS)1 

and the National Violent Death Reporting System (NVDRS)15 from 2003 to 2017. We 

hypothesized that trends in Black youth suicide would increase during this timeframe, 

and that differences in characteristics and precipitating circumstances of suicide would be 

observed by sex and age group (5–11, 12–14, and 15–17 years). Identifying individual 

characteristics and precipitating circumstances associated with suicide in Black youth 

can inform targeted prevention strategies to reduce suicidal behavior in this traditionally 

understudied population of youth.

METHOD

Data from CDC-WISQARS1 and the NVDRS database15 were extracted by year for all 

Black youths 5 to 17 years of age who died by suicide from 2003 to 2017. We focused 

on the period from 2003 to 2017 because NVDRS data beyond 2017 are not yet publicly 

available. CDC-WISQARS is a national database that provides information on fatal injuries 

including the total number of deaths and rate per 100,000 for each cause of death.1 Data 

were obtained where the underlying cause of death code was listed as suicide (coded as 

X60-X84, Y87.0, and *U03 for the International Statistical Classification of Diseases and 
Related Health Problems, Tenth Revision (ICD-10).

Characteristics and precipitating circumstances for suicide decedents were obtained from 

the NVDRS, a state-based surveillance system that collects data on suicide and violent 

deaths.15 NVDRS contains data from multiple sources including law enforcement agencies, 

coroner reports, medical examiners, crime laboratories, and death certificates. NVDRS 

currently exists in all 50 states; however, restricted use data on precipitating circumstances 

are available in only 35 states, Washington, DC, and Puerto Rico. Participating states 

included the following: Alaska, Arizona, California, Colorado, Connecticut, Georgia, 

Illinois, Indiana, Iowa, Kansas, Kentucky, Maine, Maryland, Massachusetts, Michigan, 

Minnesota, Nevada, New Jersey, New Mexico, New York, North Carolina, Ohio, Oklahoma, 

Oregon, Pennsylvania, Rhode Island, South Carolina, Utah, Virginia, Washington, and 

Wisconsin.
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Given developmental considerations of very young children, suicide is never coded as a 

cause of death for children ≤4 years1; therefore, the lower age limit in this study was 5 years. 

The upper age limit of 17 years was chosen to allow age group comparisons of elementary 

school–aged, early adolescent, and middle adolescent Black suicide decedents.

The total sample of Black youth suicide decedents from the NVDRS who met the inclusion 

criteria for age included 637 suicide deaths. For 38 of the cases, the underlying cause of 

death was not listed or was not coded as a suicide based on the ICD-10 (X60-X84, Y87.0, 

and U03). All 38 cases were reviewed by 3 of the authors (AHS, FV, and JAB) to ensure 

that the deaths were actual suicides. Of the 38 cases, 11 were deemed not suicide deaths. 

The final sample from NVDRS included 626 Black youths suicide decedents. This study 

was considered exempt according to review policies of the Institutional Review Board at the 

Abigail Wexner Research Institute at Nationwide Children’s Hospital.

A comparative sample of youth of other racial and ethnic backgrounds (eg, White, Asian, 

etc) was not included for this study, as the goal was to concentrate specifically on trends and 

precipitating circumstances in Black youth suicide decedents. Suicide literature investigating 

Black youth only is extremely limited, and the rates of suicide and suicidal behavior 

continue to rise in this population of youth.9,11–13 To prevent suicide and suicidal behavior 

in Black youth, setting the foundation of a comprehensive understanding of the current 

trends and risk factors associated with these behaviors that are specific to this population is 

essential.9,11–13 This study begins to address this issue.

Data Analysis

Trends in suicide rates by age group and sex were assessed using CDC-WISQARS data.1 

Joinpoint regression, version 4.8.0.01 (Surveillance Research Program, National Cancer 

Institute), was used to test the significance of trends in suicide rates by age group and 

sex. The annual percent change (APC) was calculated and used to facilitate comparisons of 

trends by age group and sex.

Individual characteristics of suicide obtained from NVDRS included sex, age, ethnicity, 

suicide method, and injury location. Clinical characteristics included current mental health 

problem and/or treatment, mental health diagnosis, alcohol/drug-related circumstances, 

presence of alcohol or drugs at time of death, and physical health concerns. Precipitating 

circumstances of suicide included relationship problems (eg, family problem), history of 

abuse, interpersonal violence experiences (victim or perpetrator), school problems, death of 

a family member or friend, legal problems, and suicide-related circumstances (eg, disclosed 

intent to die by suicide).15 Categorical data were compared between age groups and sex 

using the χ2 statistic or Fisher’s exact test (FET), as indicated. Statistical significance was 

set at p < .05 (2-tailed). Statistical analyses were performed with SPSS, version 26.0.16

RESULTS

Suicide Trend Analyses Using CDC-WISQARS Data

From 2003 to 2017, a total of 1,810 suicide deaths occurred in Black youths (aged 5–11 

years, n = 191; 12–14 years, n = 514; 15–17 years, n = 1,105; in all, 1,299 deaths for boys 
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and 511 for girls), for an overall rate of 1.36 per 100,000. During this period, all age groups 

experienced a significant upward trend in suicide rates (Figure 1a–c). Black youth 15 to 17 

years of age showed the largest significant increase (APC = 4.9%, 95% CI = 2.93–6.90, p < 

.001), followed by youth 5 to 11 years of age (APC = 3.9%, 95% CI = 1.42–6.68, p < .001) 

and youth 12 to 14 years of age (APC = 2.9%, 95% CI = 1.04–5.92, p < .006). For sex, both 

Black boys and girls experienced a significant upward trend in suicide rates, with the annual 

percent increase among Black girls (APC = 6.6, 95% CI = 4.12–9.10, p < .001) more than 

twice that of Black boys (APC = 2.8, 95% CI = 1.73–4.02, p < .001) (Figure 2).

NVDRS Analyses by Age Group

Overall, Black youth suicide decedents were mostly boys (71.4%), non-Hispanic (96.5%), 

and between 15 and 17 years of age (58.9%). In addition, the decedents were more likely 

to have died by hanging/strangulation/suffocation (62.1%) and to have done so in their own 

residence (78.9%) (Table 1).

Within the 12- to 14-year-old group, the proportion of Black girls was higher (37.4%) 

compared to the 5- to 11-year-old (18.7%) and 15- to 17-year-old (26.3%) groups (χ2 = 

11.44, df = 2, p = .003). For suicide method, the highest proportion of hanging/strangulation/

suffocation was observed in the 5- to 11-year-old (92%) and 12- to 14-year-old (77.5%) 

groups, and the highest proportion of firearm suicides was present in the 15- to 17-year-old 

group (42.5%; χ2 = 76.08, df = 4, p < .001). Regarding location of death, 5- to 11-year-old 

(94.7%) and 12- to 14-year-old (88.5%) Black suicide decedents had a higher proportion of 

suicides occur in their residence compared to the older age group (71.0%; χ2 = 39.75, df = 

3, p < .001).

Regarding precipitating circumstances, 550 (87.9%) Black youths (aged 5–11 years, n = 69; 

12–14 years, n = 154; and 15–17 years, n = 327) had circumstances marked in NVDRS 

as known and were included in the data analysis. For age group analyses (Tables 1 and 

2), differences were found for relationship problems, timing of arguments prior to death, 

school problems, crime/criminal activity, leaving a suicide note, mental health diagnoses, 

and substance use concerns.

Boyfriend/girlfriend problems/crises and recent criminal/legal problems were more prevalent 

in the 15- to 17-year-old Black suicide decedents compared to younger suicide decedents 

(aged 5–11 and 12–14 years). Family problems/crises and school problems were more 

common in the younger age groups (5–11 and 12–14 years) compared to the older (aged 

15–17 years) suicide decedents. Younger Black youth who died by suicide were less likely 

to leave a suicide note compared with older Black decedents (15–17 years). No group 

differences emerged for friendship problems/crises (Table 1).

Approximately 35% of Black suicide decedents were identified as having a current mental 

health problem prior to death (Table 2); however, there were no age group differences in 

rates of current mental health problems, current/past mental health treatment, and current 

depressed mood. Among Black youth decedents with a current mental health problem, 

two significant findings were present. First a diagnosis of depression/dysthymia was most 

common in the 15- to 17-year-old Black decedents (67.3%) compared with the 12- to 
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14-year-old (49.1%) and 5- to 11-year-old decedents (22.7%; χ2 = 16.78, df = 2, p < 

.001). Second, a diagnosis of attention-deficit disorder/attention-deficit hyperactive disorder 

(ADD/ADHD) was most common in the 5- to 11-year-old Black decedents (72.7%) 

compared with 12- to 14-year-old (36.4%) and 15- to 17-year-old (17.7%) decedents (χ2 

= 28.59, df = 2, p < .001).

Rates of alcohol or substance use problems were generally low among Black suicide 

decedents; however, significant differences were found between age groups for rates of 

substance use problems unrelated to alcohol. Rates were highest in the oldest age group 

(6.7%) compared with the 2 younger age groups (1.4% for age 5–11 years; 1.3% for age 

12–14 years; FET, p = .013). Consistent with this finding, 29.2% of 15- to 17-year-old 

Black youths decedents tested positive for marijuana (n = 160) compared to the younger age 

groups (5.6% for age 5–11 years; 4.3% for age 12–14 years; FET, p = .004).

NVDRS Analyses by Sex

Overall (Table 3), both Black female and male suicide decedents died by hanging/

strangulation/suffocation, followed by firearms. The proportion of suicides by hanging/

strangulation/suffocation was higher for Black girls compared to boys (74.3% and 57.3%, 

respectively); for firearm suicides, the proportion was higher for Black boys compared to 

girls (37.4% and 15.1%, respectively; χ2 = 31.55, df = 2, p < .001). No sex differences were 

found for age, ethnicity, or injury location (decedent’s residence vs not).

Regarding precipitating circumstances, 390 Black male decedents and 160 female decedents 

had circumstances marked in NVDRS as known and were included in the data analysis. Sex 

differences were found for boyfriend/girlfriend crises, timing of arguments prior to death, 

physical health problems, crime/criminal activity, suicide-related circumstances (eg, prior 

suicide attempts), and mental health characteristics/diagnoses (Tables 3 and 4).

Black female decedents were more likely to experience a boyfriend/girlfriend crisis prior to 

suicide compared to male decedents (8.8% vs 4.1%; χ2 = 4.75, df = 1, p < .029), but no 

group differences in other relationship problems emerged. The timing of the suicide death 

for Black girls was more likely to occur within 24 hours of an argument compared to Black 

boys (19.4% vs 11.0%; χ2 = 6.79, df = 1, p = .009). Black female decedents were more 

likely to have a physical health problem compared to male decedents (5.0% vs 1.8%; χ2 

= 4.39, df = 1, p = .036), whereas male decedents were more likely to experience a recent 

criminal/legal problem compared to female decedents (8.7% vs 2.5%; χ2 = 6.82, df = 1, p 
= .009). Finally, for suicide-related circumstances, Black female decedents were more likely 

to have a history of suicidal thoughts/plans (21.9% vs 13.6%; χ2 = 5.80, df = 1, p = .016), 

suicide attempts (30.6% vs 11.3%; χ2 = 30.21, df = 1, p < .001), and to leave a suicide note 

(37.5% vs 16.4%; χ2 = 28.90, df = 1, p < .001) compared to male decedents.

Compared to Black male decedents, Black female decedents were more likely to have a 

current mental health problem (41.9% vs 31.5%, χ2 = 5.36, df = 1, p = .021), receive current 

mental health treatment (30.6% vs 22.1%; χ2 = 4.50, df = 1, p = .034), and to have a history 

of mental health treatment (40.0% vs 27.4%; χ2 = 8.36, df = 1, p < .004) prior to death 

(Table 4). When comparing Black female and male suicide decedents on current mental 
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health problems, depression/dysthymia (71.6% vs 48.8%; χ2 = 15.36, df = 1, p < .001) and 

anxiety (13.4% vs 5.7%; χ2 = 5.89, df = 1, p = .015) were more common in girls, whereas 

ADD/ADHD was more common in boys (41.5% vs 7.5%; χ2 = 12.29, df = 1, p < .001). No 

sex differences were observed in rates of alcohol/substance problems or in the presence of 

alcohol/drugs at time of death.

DISCUSSION

This is the first study, to our knowledge, to examine trends and precipitating circumstances 

of suicide in Black youth only by age group and sex combining national data from both the 

CDC-WISQARS1 and NVDRS.15 From 2003 to 2017, the rate of suicide in Black youth 

increased every year for both boys and girls across all age groups. These results support 

recent findings suggesting that the rate of suicide and suicidal behaviors in Black youth has 

increased over time.3–7 Black youths in the 15- to 17-year-old group experienced the largest 

percentage change (annual increase of 4.9%), followed by youths in the 5- to 11-year-old 

group (annual increase of 3.9%) (Figure 1a–c). Regarding trends by sex, Black girls had the 

largest APC (6.6%). The increase across all age groups and both sexes indicates that suicide 

is an all-encompassing problem for Black youth. Further investigation to determine what 

factors underlie these increases is necessary to provide avenues for interventions needed to 

mitigate the likelihood of these behaviors.

When examining precipitating circumstances using the NVDRS,15 findings suggest that 

suicide prevention efforts and clinical care for Black youth should differ depending upon 

the youth’s sex and developmental stage. For example, in our study, Black child suicide 

decedents (aged 5–11 years) who were diagnosed with a mental health concern were more 

likely to be diagnosed with ADD/ADHD (73%) compared to the other age groups. These 

findings are consistent with our previous report5 and together suggest that suicide prevention 

strategies for 5- to 11-year-old youth, in general, should involve families of youth diagnosed 

with ADHD. Educating caregivers of children with ADHD on the signs of suicidal behavior 

and conducting youth screenings at primary care/psychiatry appointments for ADHD may 

decrease suicidal behaviors in this at-risk population. Although Black youth are typically 

underdiagnosed with ADHD compared to their White counterparts, a recent study suggests 

that this may be changing.17 The study found that Black youths aged 2 to 17 years had a 

higher prevalence of ADHD diagnosis and received more mental health treatment for ADHD 

compared to White youth.17 Educating caregivers of youth with ADHD and screening youth 

at appointments for ADHD management may provide an opportunity for timely intervention 

if children are in crisis.

Black youths in the 12- to 14-year-old group included more female decedents than any other 

age group. Overall, Black girls experienced the highest annual increase in suicide rates, 

regardless of age. This is consistent with previous research that found that the gap between 

female and male suicides is closing.18 Our data suggest that 75% of Black female decedents 

in the 12- to 14-year-old group died by hanging/strangulation/suffocation, which implies that 

Black girls in this age group may be using more lethal suicide means, and that interventions 

for Black families should include education on the restriction of lethal means. Moreover, 

Black girls were more likely to experience a boyfriend/girlfriend crisis prior to death and 
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died by suicide within 24 hours of an argument compared to Black boys. Considering these 

findings, interventions for Black girls may also need to focus on conflict resolution skills 

and coping mechanisms for interpersonal challenges. One such program specific for Black 

girls is Sisters of Nia.19,20

Sisters of Nia is an Afrocentric school-based intervention for early adolescent Black girls 

that focuses on enhancing ethnic identity, encouraging an androgynous gender role, and 

strengthening positive relationships.19 20 It is not specific to suicide prevention; however, 

it could be adapted to incorporate lessons within the original sessions (eg, “healing the 

hurt”). This intervention has shown increases in ethnic identity, which is a protective 

factor associated with higher academic achievement, self-esteem, prosocial behaviors, and 

decreases in violence use and relational aggression.19,20 Adaptation of this intervention 

could be extremely beneficial for this high-risk group of Black girls. Furthermore, the 

adapted intervention could be constructed for implementation in community settings that 

Black youth frequent (eg, community centers, faith-based organizations, and after-school 

programs) to ensure that Black girls are not singled out in the school setting. Finally, there 

is a version specific for Black boys called Brothers of Ujima,21 which discusses and teaches 

the same concepts as Sisters of Nia.

For the 15- to 17-year-old group, Black youths were more likely to die by firearms, to 

have a recent criminal/legal problem, to have boyfriend/girlfriend problems/crises, to test 

positive for marijuana at time of death, to have a substance use concern unrelated to alcohol 

and, if diagnosed with a mental health concern, to be more likely to be diagnosed with 

depression/dysthymia. These results have been found in previous research when comparing 

early adolescents to young children5; however, depression is less likely to be diagnosed in 

Black adolescents compared to other youth of different racial and ethnic backgrounds.14,22 

Further investigation is needed concerning the presentation of depression in Black youth, 

along with potential clinician biases in diagnosing depression in Black youth.23

The association between suicidal behaviors and substance use in youth and young adults has 

been found in previous studies,24–26 but not specifically among Black youth. Our study may 

be the first to document this association. Incorporating education on the association between 

substance use and suicidal behaviors on a universal level for youth and their families 

seeking mental health services for substance use disorders may prevent both behaviors 

from occurring. Also, interventions that increase ethnic identity in Black youth have been 

associated with decreased substance use engagement.12,19 Incorporating interventions for 

suicidal behavior prevention that increases ethnic identity might be extremely beneficial for 

Black youth.

Concerning criminal/legal problems, it is necessary to determine what universal suicide 

prevention efforts are being conducted with this at-risk group of youth. Enhanced evidence-

based interventions and suicide prevention training for juvenile justice professionals on the 

unique risks for suicide in justice-involved youth may be warranted.27 The presentation 

of mental health symptoms in Black youth such as depression, substance abuse, or 

externalizing behaviors are more likely to lead to disciplinary action and juvenile justice 

involvement, instead of requisite mental health treatment.28–30 Helping Black youth and 
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their families access mental health services instead of involving the criminal justice system 

may be an opportunity to prevent suicide death.

Our findings suggest that suicide prevention efforts for Black youth will depend on 

developmental age and sex. In terms of addressing relationship problems in the younger 

age group (5–14 years), Sisters of Nia19,20 for Black girls and Brothers of Ujima21 for 

boys could be extremely beneficial. For Black adolescents (aged 15–17 years), the Adapted–

Coping with Stress Course (A-CWS)31 could be valuable. The A-CWS intervention, based 

on the Adolescent Coping with Stress Course (CWS),32 is a school-based, 15-group session 

intervention for Black adolescents.33 Group sessions teach Black youth how to do the 

following: (1) to identify feelings when experiencing stress; (2) to reduce negative thoughts; 

(3) to acknowledge stressors in their lives; (4) to develop coping mechanisms to deal 

with stressful experiences; and (5) to plan for stressful times in the near future (eg, final 

examination week at school). Preliminary findings suggest that the A-CWS is effective in 

reducing suicidal behavior in Black adolescents,31 and testing this intervention on a larger 

scale would be advantageous.

Schools have been touted as promising settings for universal suicide prevention; however, 

Black youth may feel uncomfortable disclosing suicidal ideation and behaviors in these 

settings.34 For this study, school problems were indicated as a precipitating circumstance 

in younger Black youths (aged 5–14 years), and research demonstrates a longstanding 

racial disparity in school disciplinary action, with suspension, expulsion, and detention more 

prevalent in Black youth compared to their White counterparts for the same behaviors.30,35 

Thus, Black youth may choose not to disclose suicidal ideation and behaviors in the 

school setting nor to engage at any level to address psychiatric concerns because of fear 

of disciplinary action.

Implementing suicide prevention for Black youth in community settings (eg, community 

centers, Boys and Girls Clubs, after-school programs, faith-based organizations) is 

recommended by the Congressional Black Caucus Taskforce report and in several recent 

publications concerning Black youth suicide prevention.9,11–13 Community settings may 

be deemed as safe spaces for Black youth. Black youth may feel that staff are culturally 

competent, have experienced the same stressors as they have (eg, racism), and may believe 

that the staff can assess and understand problems that they are experiencing and can 

intervene appropriately if necessary. Training community organization leaders and youth 

workers/volunteers on the warning signs associated with suicide/suicidal behavior and how 

to intervene when Black youth are experiencing these signs could be a low-cost and highly 

effective method of suicide prevention for Black youth; yet, to our knowledge, this is an 

untapped area for intervention.

Finally, mental health characteristics were another precipitating circumstance where sex 

differences were present. Approximately one-third of the Black youths, 31.5% of boys and 

41.9% of girls, had an identified mental health concern. This raises the question as to 

whether a mental health concern and/or suicide risk were missed prior to death. Literature 

suggests that Black youth are more likely to be misdiagnosed and less likely to be identified 

with internalizing disorders compared to White youth.14,36 Accurately identifying mental 

Sheftall et al. Page 9

J Am Acad Child Adolesc Psychiatry. Author manuscript; available in PMC 2023 May 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



health symptoms in Black youth is a problem for providers and families, which presents a 

barrier to mental health treatment for this group.37–39

For mental health treatment, Black boys who died by suicide were less likely to have current 

mental health treatment or a history of mental health treatment compared to girls who died 

by suicide. Extant research finds that Black youth, particularly boys, are more vulnerable 

to stigma related to mental illness and treatment,40 with their help seeking compromised by 

masculine norms and gender-based notions of help-seeking behaviors.41,42 Black boys may 

prefer to resolve their psychiatric concerns among their families, instead of receiving formal 

treatment, which suggests the importance of network-based interventions and strategies to 

incorporate the family in the treatment process.40 Therefore, strategies to connect Black 

boys to mental health treatment must lead with mitigating masculinity notions that prohibit 

formal help-seeking behaviors.

Church-based mental health programming for Black families may hold promise for 

alleviating barriers to treatment for Black youth,43,44 as well as incorporating mental 

health resources in workforce development programs.45 In studies of mental health 

treatment engagement, perceptual barriers (eg, stigma, perceived relevance of treatment) 

vs actual barriers (eg, transportation, childcare) are powerful predictors of engagement.46,47 

Addressing these perceptual barriers up front may increase treatment use.

Finally, for suicide prevention to be effective for Black youth, not only is it important to 

acknowledge the differences present by age and sex, but we must also see Black youth 

suicide prevention through a different lens and must address the systemic racism and 

trauma experienced by Black youth on a regular basis.11–13 Racism is associated with poor 

mental health outcomes,10 and to ignore the influence of racism on Black youth suicide/

suicidal behavior could potentially exacerbate the current circumstances. A recent article 

suggests that incorporating principles of justice, equity, diversity, and inclusion (JEDI lens) 

is a necessity when interpreting risk factors associated with Black youth suicide/suicidal 

behavior and when assessing, diagnosing, and treating mental health concerns in Black 

youth.11 When formulating Black youth suicide prevention efforts, the use of the JEDI 

lens11 is highly relevant and, if incorporated, could be effective in reducing suicide and 

suicidal behavior in Black youth.

This study is not without limitations. Currently, the NVDRS is in all 50 states; 

however, the restricted database consisted of only 35 states, Washington, DC, and Puerto 

Rico. The analyses performed did not include factors such as sexual orientation and 

gender identity, which limits the generalizability of our findings to all Black youth. 

Precipitating circumstances were also unknown in 11% of the sample, which also limits 

the generalizability of the findings. For the data analyses, no corrections were made for the 

multiple comparisons between sex and age groups, and we did not include a comparison 

group of youth of other racial and ethnic backgrounds for the analyses. Data concerning 

experiences with racial discrimination, stereotypes, and racism were not included, although 

all have been associated with poor mental health outcomes and all are found to have a 

disproportionate impact on Black youth.9–13,33,48,49 Finally, we limited our study to the 

quantitative elements of the NVDRS.
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Black youth suicide is increasing, yet research addressing risk and protective factors 

associated with this increase and the testing of suicide prevention programs in this 

community is lacking.9,13 To our knowledge, this is the first study to examine trends and 

precipitating circumstances of suicide among Black youth only by age and sex. This study’s 

findings suggest that precipitating circumstances differed by developmental stage and sex; 

for suicide prevention efforts to be effective for Black youth, age and sex must be considered 

along with specific risk factors associated with Black youth suicide and suicidal behavior.
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FIGURE 1. 
Suicide Trends Among Black Youth Aged 5–17 Years in the United States from CDC-

WISQARS (2003–2017)

Note: (A) Ages 5–11 years. (B) Ages 12–14 years. (C) Ages 5–17 years. aAPC = annual 

percent change. CDC-WISQARS = Centers for Disease Control and Prevention (CDC) 

Web-based Injury Statistics Query and Reporting System.
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FIGURE 2. 
Suicide Trends by Sex Among Black Youth Aged 5 to 17 Years in the United States, from 

CDC-WISQARS (2003–2017)

Note: aAPC = annual percent change. CDC-WISQARS = Centers for Disease Control and 

Prevention (CDC) Web-based Injury Statistics Query and Reporting System
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