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RISK FACTORS FOR SUICIDE ATTEMPTS AMONG
AFRICAN AMERICAN WOMEN

Nadine Kaslow, Ph.D.,1* Martie Thompson, Ph.D.,1 Lindi Meadows, M.A.,2 Susan Chance, Ph.D.,1

Robin Puett, M.P.H.,3 Leslie Hollins,4 Salley Jessee, M.D.,1 and Arthur Kellermann, M.D., M.P.H.,5

The aim of this study was to examine psychological and interpersonal risk
factors for suicidal behavior in low income, African American women; 285
African American women who reported being in a relationship with a partner
in the past year were studied, 148 presented to the hospital following a suicide
attempt, and 137 presented for general medical care. Cases were compared to
controls with respect to psychological symptoms, alcohol and drug abuse, family
violence (intimate partner abuse, childhood trauma), relationship discord, and
social support. Psychological risk factors for suicide attempts at the univariate
level included psychological distress [Crude Odds Ratio (COR) = 6.5], post
traumatic stress disorder (PTSD) symptoms (COR = 3.8), hopelessness (COR =
7.7), and drug abuse (COR = 4.2). Interpersonal risk factors at the univariate
level included relationship discord (COR = 4.0), physical partner abuse (COR
= 2.5), nonphysical partner abuse (COR = 2.8), childhood maltreatment (COR
= 3.2), and low levels of social support (COR = 2.6). A multivariate logistic
regression model identified four variables that were strongly and indepen-
dently associated with an increased risk for suicide attempts: psychological dis-
tress, hopelessness, drug abuse, and relationship discord. The model predicted
suicide attempt status correctly 77% of the time. The results reveal that Afri-
can American women who report high levels of psychological distress, hopeless-
ness, drug use, and relationship discord should be assessed carefully for suicidal
ideation and referred for appropriate mental health care. Depression and
Anxiety 12:13–20, 2000. © 2000 Wiley-Liss, Inc.
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INTRODUCTION
Suicide is the third leading cause of death for African
Americans between the ages of 15 and 24 and the sev-
enth leading cause of death for African Americans be-
tween the ages of 25 and 44 [Anderson et al., 1997].
Despite the magnitude of this problem, only recently
have researchers begun to examine suicidal behavior
within the African American community. This dearth
of attention may be due in part to the fact that rates of
suicide among Caucasians are higher than among Afri-
can Americans (12.9 vs. 6.7 per 100,000) [National
Center for Health Statistics, 1997]. However, the
number of suicides among African Americans is on the
rise [National Center for Health Statistics, 1997].

A prior suicide attempt(s) is the most significant risk
factor for a suicide completion [Robins and Kulbok,
1988; Rosen, 1976]. Statistics indicate that women
make three times as many suicide attempts as men
(4.2% vs. 1.5% lifetime prevalence) [Canetto and
Lester, 1995; Moscicki et al., 1988]. In recent years,
suicide completions by women have increased, and the

gender gap in completion rates has narrowed [Bille-
Brahe, 1993; Canetto and Lester, 1995]. Unfortu-
nately, however, data on factors that predict suicide
attempt status in women are scarce and no large scale
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study of risk factors for suicide attempts in African
American women has been conducted. To begin to ad-
dress this gap in knowledge, we studied psychological
and interpersonal risk factors for suicide attempts
among low income, African American women present-
ing to an inner city hospital. The choice of variables
examined in this case-control study was guided by
prior research that involved predominantly non-
minority groups of women in which potential risk fac-
tors for suicide attempts have been identified. The
purpose of this study was three-fold: 1) to identify
those psychological and interpersonal variables that
serve as risk factors for suicide attempts among low
income, African American women; 2) to ascertain the
degree to which those variables found to be univariate
predictors of suicide attempt status could be used in
combination to correctly predict case-control status
among low income, African American women; and 3)
to determine which factors found to be significant
univariate predictors of suicide attempt status were
uniquely related to suicide attempt status among low
income, African American women while controlling
for all other risk factors.

METHOD AND PROCEDURES
STUDY POPULATION AND
IDENTIFICATION

Participants in this case-control study were re-
cruited from a university affiliated, public health care
system that serves an indigent, urban population. A
total of 285 African American women between the
ages of 18 and 64 were studied: 148 who presented to
the hospital following a nonfatal suicide attempt that
required medical intervention (cases) and 137 who
presented for treatment of nonemergency medical
problems (controls).

Women were not eligible if they had an imminently
life-threatening problem, significant cognitive impair-
ments (defined by a score of ≤ 24 if functionally liter-
ate or ≤ 22 if illiterate on the Folstein Mini-Mental
State Exam) [Folstein et al., 1975], or were acutely
psychotic or delirious. Controls also were excluded if
they had a history of prior suicide attempts. Only
women with current partners or women with partners
during the past year were included in the analyses.

A total of 191 African American suicide attempters
were referred for enrollment to the study; only 11 re-
fused to participate (94% consent rate). Four of the
180 (2%) who agreed to participate did not meet in-
clusion criteria; 148 had a partner within the past year
(84%) and these women served as the cases for this
report, since some of the key risk factors examined
(e.g., intimate partner violence and relationship dis-
cord) were only applicable to women in relationships.
Of the 217 African American women approached to
serve as control participants, 21 refused to participate
(90% consent rate). Of these 196 who agreed to par-

ticipate, 11 (6%) were excluded because of a history of
at least one prior suicide attempt. Only 137 of these
women had a partner within the past year (74%) and
these women served as the controls for this report.

RECRUITMENT
For 18 months (9/95-3/97), the Principal Investiga-

tor (PI) or a designee was on-call and notified of a sui-
cide attempter by medical or psychiatric emergency
department personnel 24 hr per day, 7 days per week.
The PI, a board certified clinical psychologist, ascer-
tained if the patient’s self-injurious behavior met study
criteria for a suicide attempt (self-injurious act that re-
quired medical attention). Women who engaged in
self-destructive behavior with doubtful intent to kill
themselves (parasuicides) were excluded. Once the PI
concluded that the woman had indeed attempted sui-
cide, another member of the team met with the poten-
tial study participant and sought to enroll her into the
study as soon as she was medically stable enough to
participate. Controls were recruited from three medi-
cal walk-in clinics at various times of the day and days
of the week during the same 18 month study interval.

DATA COLLECTION
Psychology students and psychiatry residents, trained

in interviewing techniques and supervised by the PI, ap-
proached eligible participants. For cases, this occurred
within 24 hr following the attempt or as soon as the pa-
tient was medically stable (never exceeded 72 hr fol-
lowing the attempt). After providing a complete
description of the study, including the fact that the in-
formation the participants provided would be confi-
dential and would not affect the quality of their medical
care, written informed consent was obtained. After the
team member determined that the participant met all
study criteria, she or he verbally administered to the par-
ticipant an extensive battery of questions in a semi-struc-
tured, 2–3 hr interview format. Oral administration was
used due to the low literacy levels of many patients
served by this hospital [Parker et al., 1995; Williams et
al., 1995]. Participants were compensated $25.00 for
their time. All study procedures were reviewed in ad-
vance and approved by the Institutional Review Boards
of Emory University School of Medicine and the
Grady Health System.

MEASURES
The measures we employed were selected because

they are psychometrically sound in terms of internal
consistency reliability, test-retest reliability, and conver-
gent, discriminant, and content validity. Three catego-
ries of measures were used: demographic variables,
psychological risk factors, and interpersonal risk factors.

Demographic variables. Demographic variables
assessed included age, marital status, number of
children, education level, employment status, and
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homeless status. Grade equivalent literacy levels,
based on scores on The Rapid Estimate of Adult
Literacy in Medicine [Williams et al., 1995], were
ascertained as well.

Psychological risk factor variables. Five measures
were used as indicators of psychological risk factors.
The 53-item Brief Symptom Inventory [Derogatis and
Spencer, 1982] assessed global psychological distress.
By using norms for nonpatient females, women were
classified into two groups: those who scored 2 stan-
dard deviations above the mean based on the norma-
tive sample (T-score = 70) on the General Severity
Index and those who score less than 2 standard devia-
tions above the mean. The presence or absence of cur-
rent PTSD was assessed using the National Women’s
Study PTSD Module [Resnick, et al., 1993], a struc-
tured interview modified from the Diagnostic Inter-
view Schedule (DIS). By using an algorithm provided
by the scale’s authors, based on DSM-III-R criteria,
participants were classified as high or low with respect
to PTSD symptoms. The 20-item Hopelessness Scale
[Beck et al., 1974] assessed negative expectancies
about the future. High and low levels of hopelessness
were ascertained via cut-off scores based on the me-
dian split. The 10-item Brief Michigan Alcoholism
Screening Test [Pokorny et al., 1972] was used to
screen for alcohol-related problems, and a cut-point
of ≥ 6 was used to classify participants into two
groups. The 20-item Brief Drug Abuse Screening Test
[Gavin et al., 1989; Skinner, 1983] provided an index
of the severity of drug-related problems. A score ≥ 6
on this scale indicates drug-related problems.

Interpersonal risk factor variables. Five interper-
sonal risk factors were examined. The Locke-Wallace
Martial Adjustment Test (LWMAT) [Locke and Wal-
lace, 1959], a 15-item scale, was used to assess relation-
ship adjustment. Scores ≤ 100 indicate maladjustment
in the partner relationship. The 30-item Index of
Spouse Abuse (ISA) [Hudson and McIntosh, 1981] was
used to determine the presence or absence of physical
(ISA-P) and nonphysical (ISA-NP) partner abuse.
Women were classified as physically abused if they had
an ISA-P score ≥ 10 and as nonphysically abused if they
had an ISA-NP score ≥ 25. The 34-item Childhood
Trauma Questionnaire [Bernstein et al., 1994, 1997]
was used to gather information about childhood his-
tory of abuse and neglect. A median split dichoto-
mized participants into groups reflecting no or low vs.
high levels of childhood maltreatment. Social support
was assessed with the 15-item Perceived Social Sup-
port scale [Cohen and Hoberman, 1983; Russell and
Cutrona, 1984]. This scale measures perceptions re-
garding available emotional, tangible, and informa-
tional support resources. A median split was used to
classify women into two groups, reflecting low vs.
high levels of support.

DATA ANALYSIS
Sociodemographic differences between suicide at-

tempters (coded 1) and nonsuicidal controls (coded 0)
were examined using t-tests when the demographic
variable was continuous and chi-square analysis when
the demographic variable was ordinal. Once between-
group sociodemographic differences were identified,
we controlled for the effect of these variables in all
subsequent analyses by using conditional logistic re-
gression. We conducted logistic regression analyses to
determine the univariate association between risk fac-
tor variables and suicide attempt status. For these
analyses, each measure was dichotomized based on cut
points provided by each scale’s authors or a median
split if no cut point was reported in the literature. Lo-
gistic regression was used as the statistical technique
because we were modeling risk for a dichotomous out-
come variable: suicide attempt status. Furthermore,
logistic regression provided the odds ratios that al-
lowed us to determine the magnitude of risk associ-
ated with each predictor variable. Following analyzing
a series of univariate models, a multivariate model was
constructed to identify which psychological and inter-
personal risk factors remained significant in predicting
suicide attempt status after taking the effect of other
risk factors into consideration.

RESULTS
DEMOGRAPHIC DATA

Demographic data are presented in Table 1. Three
demographic variables (education, employment status,
and number of children) were associated with case vs.
control status. Cases reported less educational attain-
ment, more unemployment, and higher numbers of
children than did the controls. Subsequent analyses
controlled for these between-group differences.

UNIVARIATE RISK FACTORS FOR
SUICIDE ATTEMPTS

Table 2 presents odds ratios and 95% confidence in-
tervals for the strength of the association between
the hypothesized risk factors and suicide attempt
status. Four of the five psychological risk factors
were significantly associated with making a suicide
attempt at the univariate level. Compared to nonat-
tempters, women who attempted suicide were almost
seven times more likely to report global psychological
distress, approximately four times more likely to en-
dorse PTSD symptoms, about eight times more
likely to report hopelessness, and four times more
likely to report drug abuse. Alcohol abuse was not
significantly related to suicide attempt status.

All five interpersonal risk factor variables were sig-
nificantly related to suicide attempt status at the
univariate level. Compared to nonattempters, women
who attempted suicide were four times more likely to
report a discordant relationship with their partner,
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more than twice as likely to report physical partner
abuse, nearly three times more likely to report non-
physical partner abuse, approximately three times
more likely to report a childhood history of maltreat-
ment, and more than twice as likely to report low lev-
els of social support.

MULTIVARIATE RISK FACTORS FOR
SUICIDE ATTEMPTS

A multivariate logistic regression model was con-
structed that included the significant univariate risk
factors (three demographic variables, four psycho-
logical risk factors, and five interpersonal risk fac-
tors). By using the combination of these 12 variables,
suicide attempt status could be predicted correctly
77% of the time. As can be seen in Table 3, which
provides adjusted odds ratios and 95% confidence in-
tervals, in this multivariate analysis, three psychological
risk factors and one interpersonal risk factor remained

strongly and independently associated with suicide at-
tempt status when controlling for all other risk fac-
tors. Compared to nonsuicidal controls, women who
made a nonfatal suicide attempt were four times more
likely to report hopelessness, twice as likely to report
global psychological distress and drug abuse, and al-
most three times more likely to report relationship
discord with their partners.

DISCUSSION
Consistent with the results from prior studies with

predominantly nonminority samples, findings from
this case-control study confirm that several psycho-
logical and interpersonal variables serve as risk factors
for suicide attempts in low income, African American
women (psychological symptoms, PTSD, hopeless-
ness, drug abuse, relationship discord, partner abuse,
childhood trauma, and social support). Knowledge of
these factors classified suicide attempt status accu-

TABLE 1. Demographic characteristics of the total sample and subsamples

    Group status

Total Suicide attempters Control subjects F or X2

n = 285 n = 148 n = 137 (df)a

Age (m) 30.80 30.30 31.33 0.93(1, 283)

(SD) (8.96) (8.32) (9.60)
Education (M grade level) 11.75 11.47 12.05 12.06(1, 282)**

(SD) (1.44) (1.53) (1.27)
Grade equivalent reading level

(% < high school) 48.0 45.6 50.8 0.75 (1, N=279)
Homeless (%) 13.3 15.5 10.9 1.30 (1, N=285)
Unemployed (%) 58.8 71.4 45.3 20.05(1, 284)**
Marital status

(% unmarried) 77.2 75.7 78.8 0.40 (1, N=285)
Number of Children (M) 1.78 1.95 1.61 4.00(1, 281)*

(SD) (1.46) (1.49) (1.42)
adf vary due to missing data.
*P < .05.
**P < .001.

TABLE 2. Modeling suicide attempt status by
predictors in univariate logistic regression equations†

Variable % Yes COR 95% CI

Global distress* 43 6.52 3.69–11.51
PTSD* 35 3.77 2.14–6.66
Hopelessness* 46 7.74 4.33–13.84
Alcohol abuse 17 1.65 0.81–3.35
Drug abuse* 31 4.18 2.23–7.83
Relationship discord* 47 3.95 2.34–6.69
Physical partner abuse* 28 2.51 1.40–4.50
Nonphysical partner abuse* 29 2.82 1.57–5.08
Childhood maltreatment* 50 3.16 1.89–5.30
Perceived low social support* 49 2.61 1.56–4.38
†COR, Crude Odds Ratio; 95% CI, 95% Confidence Interval.
*Ninety-five percent confidence interval does not include 1 and is
statistically significant at P < .05.

TABLE 3. Modeling suicide attempt status by
predictors in multivariate logistic regression equation†

Variable AOR 95% CI

Global distress* 2.22 1.09–4.52
PTSD 1.61 0.79–3.30
Hopelessness* 4.08 2.07–8.05
Drug abuse* 2.19 1.02–4.71
Relationship discord* 2.78 1.40–5.54
Physical partner abuse 0.97 0.40–2.36
Nonphysical partner abuse 0.82 0.33–2.08
Childhood maltreatment 1.23 0.63–2.40
Perceived social support 1.10 0.56–2.16
†AOR, Adjusted Odds Ratio; 95% CI, 95% Confidence Interval.
*Ninety-five percent confidence interval does not include 1 and is
statistically significant at P < .05.
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rately 77% of the time. While a series of psychological
and interpersonal risk factors were found, those fac-
tors most strongly and independently associated with a
heightened risk for suicidal behavior among low in-
come, African American women include psychological
distress, hopelessness, drug use, and relationship discord.
In addition, although this paper focuses on psychological
and interpersonal variables associated with suicidal be-
havior in this sample, an additional set of findings that
were quite striking relate to the demographic differences
between the two groups. Specifically, in this sample of
low income, African American women, those who at-
tempted suicide were less educated, more likely to be un-
employed, and had more children living with them than
did those women who had never tried to kill themselves.
Thus, these demographic findings highlight the high risk
social context with which these suicide attempters are
struggling to cope.

Hopelessness was the most powerful risk factor for
suicidal behavior in our sample. Interestingly, hope-
lessness has been found to be a more significant pre-
dictor of near-lethal suicide attempts among African
Americans than Caucasians [Durant, 1998]. Psycho-
logical distress and drug use were also strongly associ-
ated with suicidal behavior in our sample. These
findings are consistent with prior research that indi-
cates that psychiatric symptoms and disorders (e.g.,
depression, anxiety, PTSD, alcohol and drug abuse,
and hopelessness) are associated with suicidal behavior
among predominantly nonminority females and males
combined [Beautrais et al., 1996; Roy et al., 1990;
Stack and Wasserman, 1995; Weissman et al., 1989].
In addition, our findings are in agreement with the re-
sults of a prospective cohort study that followed Afri-
can Americans from first grade through age 32 and
found that psychological distress (notably depression)
and substance abuse (particularly cocaine use) were
important predictors of suicidal behavior in this popu-
lation [Juon and Ensminger, 1997].

Relationship discord was the only interpersonal
variable that was strongly associated with attempt sta-
tus in both the univariate and multivariate analyses.
This finding is consistent with prior epidemiological
and clinical literature that asserts that an unhappy pri-
mary partnership constitutes a grave risk to a woman’s
mental health [Weissman, 1987], as well as with data
from studies of primarily nonminority suicidal women
in which suicide attempters often report that their pri-
mary partnerships are hostile, psychologically abusive,
and emotionally neglectful [Arcel et al., 1992; Berg-
man and Brismar, 1991; Stephens, 1985/1986; Wolk-
Wasserman, 1986].

A number of findings from our univariate analyses
of interpersonal risk factors may be of clinical import,
even though not all of them remained significant in
the multivariate model. Physical and nonphysical part-
ner abuse were reported significantly more often by
African American suicide attempters than controls.
Again, these findings are consistent with those ob-

tained from predominantly nonminority samples that
indicated that women abused by their partner are
more likely than nonabused women to make suicide
attempts [Abbott et al., 1995; Amaro et al., 1990;
Bergman and Brismar, 1991; Kaplan et al., 1995; Rob-
erts et al., 1997] and women who attempt suicide have
high rates of partner abuse [Arcel et al., 1992]. Suicide
attempters in our sample were more likely to report a
history of childhood abuse or neglect than were
nonattempters. This findings also is consistent with
data from nonminority samples [Kaplan et al., 1995;
Stepakoff, 1998]. Finally, compared to nonattempters,
cases were more likely than controls to report low lev-
els of social support, a finding consistent with research
on nonminority female and male suicide attempters
[Kotler et al., 1993; Magne-Ingvar et al., 1992; Veiel
et al., 1988]. The finding that a low level of social sup-
port is a risk factor for suicidal behavior among Afri-
can American women is not surprising given that
African American women more often rely on “natu-
rally existing” support systems (e.g., extended family
and church) than formal support systems such as men-
tal health and social services [Kanuha, 1994].

There are a number of clinical and research impli-
cations of these findings. First and foremost, any men-
tal health professional trying to help low income
African American women who attempted suicide must
understand the woman’s social environment and life
situation. Often these women are living in impover-
ished conditions with limited resources, a situation
that puts one at risk for suicidal behavior. Until these
more basic needs are addressed or met, efforts to tar-
get women’s psychological symptoms and interper-
sonal difficulties are likely to fail. Thus, in addition to
standard psychiatric care, it is imperative that the
treatment focus on addressing the various social needs
encountered by these women. For example, these
women may need help with obtaining educational
and/or employment opportunities, as well as assistance
in securing adequate help with childcare. Second, con-
current with a case formulation that includes the
women’s social context and the provision of adequate
social services, a thorough psychiatric evaluation with
these African American women must include an as-
sessment of their psychological symptoms, feelings of
hopelessness, use of drugs, and perceptions of the
quality of their primary relationships. African Ameri-
can women who report difficulties in these areas
should be deemed as being at high risk for suicide at-
tempts and thus deserve close monitoring. If attention
is paid to this combination of risk factors, clinicians
may be able to prevent a significant number of suicide
attempts and potentially completions as well. Third,
the data also suggest that it would be useful for mental
health professionals to screen for intimate partner vio-
lence and childhood maltreatment among suicidal
women. In a related vein, mental health professionals
should assess for suicidal ideation, intent, and plans
among female victims of childhood and adulthood
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violence. Fourth, interventions with suicidal women
should emphasize the mobilization of a supportive so-
cial network, whether it is informal or formal. These
social support systems may be particularly effective for
protecting African American women from engaging in
suicidal behavior [Kotler et al., 1993; Nisbet, 1996].
Fifth, women who make suicide attempts should be
referred for psychosocial interventions that have been
deemed efficacious in the empirical literature, includ-
ing behavior therapy, cognitive restructuring, prob-
lem-solving, and dialectical behavior therapy [Lerner
and Clum, 1990; Liberman, 1981; Linehan, 1987;
Linehan et al., 1991, 1994; Patsiokas and Clum, 1985;
Rudd et al., 1996; Salkovskis et al., 1990]. However,
we remind the reader that for these empirically sup-
ported treatments to be effective they must take into
consideration the sociocultural context within which
these women are embedded and they must include
components that target the social and economic needs
of these women. Finally, this study also illuminates the
need for multivariate analyses when examining risk
factors for suicide attempts. Many of the variables that
were significant in the univariate logistic regression
models were not significant in the multivariate logistic
regression model. All of our examined risk factors
were highly correlated with each other, and thus,
when we examined their associations with suicide at-
tempt status concurrently in the multivariate model,
many variables no longer uniquely predicted the risk
of making a nonfatal suicide attempt. Interventions
that are guided by research results need to take into
account whether the findings are based on multivari-
ate analyses. In this way, interventions can be targeted
more discreetly towards the risk factors that show in-
dependent associations with suicide attempt risk.

Our findings should be considered in light of sev-
eral limitations. First, the design includes a medical
but not a psychiatric control group. As a consequence
of this methodological weakness, it is not possible to
ascertain whether the findings are specific to suicide
attempters or more general in their association to the
psychiatric conditions that underlie suicidal behavior
(e.g., depression, anxiety, substance use disorders, and
personality disorders). Second, cases and controls
were not recruited from the same clinics within the
hospital. Specifically, whereas the cases were recruited
from the emergency care setting, controls were re-
cruited from the medical walk in clinics. Therefore,
findings related to global psychological distress, drug
abuse, and hopelessness may be reflective of the con-
text in which the women were recruited and inter-
viewed and not solely a function of suicide attempt
status. Third, and in a related vein, although data were
collected on psychological symptoms, a structured di-
agnostic interview was not conducted, nor was a de-
pression self-report measure used. Therefore, data are
not available on the psychiatric diagnoses of partici-
pants. Similarly, because cases and controls were not
evaluated for a psychiatric diagnosis, it is impossible to

ascertain whether or not some of the major findings
may be due to the presence of psychiatric illnesses
(e.g., depression) and not to suicidal behavior per se.
Specifically, global psychological distress, drug abuse,
hopelessness, and marital discord could reflect the pres-
ence of an underlying psychiatric disorder. Fourth,
women in this sample were African Americans with
relatively low incomes, and thus the generalizability of
our findings to African American women of higher so-
cioeconomic status or women from other racial or
ethnic groups is unknown. Fifth, we utilized self-re-
ports and retrospective accounts. Therefore, some of
our findings may be influenced by the possible nega-
tive recall bias among suicide attempters. Likewise, it
is possible that some of the nonsuicidal controls chose
not to divulge sensitive information of the sort we re-
quested, despite our assurances of confidentiality. To
the degree that recall bias or misreporting was a prob-
lem, it would serve to inflate our odds ratios. Sixth,
some of the risk factors examined in this study may
also be consequences of the suicide attempt (e.g.,
hopelessness). Owing to the cross-sectional nature of
the data, it is not possible to say with certainty that
these constructs are predictors, rather than outcomes,
of the suicide attempt. Seventh, because our study
only included women who had made a nonfatal suicide
attempt, we do not know if the same factors would
predict risk of suicide completions. Finally, although
this was designed as a case-control study, the groups
differed slightly on three demographic variables. We
controlled for these differences in the univariate and
multivariate analyses.

This is the first large-scale investigation of the
myriad psychological and interpersonal risk factors for
suicide attempts among low income, African American
women. As such, this study adds to the limited body of
information regarding suicidal behavior in this popu-
lation [Chance et al., 1998; Heron et al., 1997; Nisbet,
1996]. Since suicide is a growing problem among Afri-
can Americans [Anderson et al., 1997], predictive models
and culturally competent interventions are needed to
help African American individuals at risk for suicidal be-
havior [Chance et al., 1998; Heron et al., 1997]. It is im-
perative that some of these investigations focus on
suicide attempts, since in comparison to suicide comple-
tions suicide attempts have been a relatively neglected
area of suicide research. Since many more people at-
tempt suicide rather than complete it, and attempting
suicide is a key risk factor for future completion, we
must expand our knowledge of this phenomenon.
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