











Suicide Among African American
--Why the Low Incidence Statistics Do Not Reflect the Facts--

By Frances L.Brisbane, Ph.D. & Peter Hayden, Ph.D.

Founding Members, The National African American Consortium on Suicide Prevention

There are many widely held beliefs,
cultural factors, and historical circum-
stances to consider when interpreting
the national statistics, which indicate a
lower suicide rate among African Ameri-
cans than among the population at large.
This presentation discusses the factors
most likely to alter or to supply answers
for the disparity. Most of all, we will make
the case for suicide to become more of a
discussable issue in the African American
community than it is now.

Whatever the number of suicides
among African Americans, that number
is too many. But until suicide is defined or
accepted as a problem, African Ameri-
cans will not feel the need to learn how
to prevent it.

Unfortunately, the “face of homi-
cide”is increasingly being painted “Black”
in America. Nonetheless, it is important
to note that suicide among all people
happens twice as often as homicide. We
believe when African Americans commit
suicide that it is often coupled with the
execution of homicide, much more than
has been identified.

We suggest that there are under-
standable reasons why the national
statistics lists African Americans as
having a low rate of suicide. Further, that
once these factors are understood, it will
become obvious why the low incidence
statistics do not reflect the fact.

Factors that Determine the Low
Incidence Statistic for Suicide
Among African Americans

1. Once suicide happens, family members
rename it “accidental death.”

2. Belief that anyone who commits
suicide will not go to Heaven.

3. The ability to survive legal racism, wide-
spread oppression, and inequities in
life-sustaining and life-enhancing
services blurs anything else from
taking prominence as a reason to take
one’s own life.

4. Concern that insurance companies
may not pay death benefits when
someone commits suicide.

5. Shame becomes pervasive in families
when a member commits suicide,
thereby causing the family to lose the
type and volume of sympathy and
support that would be forthcoming
had the death not been a suicide.

6. Belief that when a person is born and
dies is not determined by the
individual but is left to the will of God
or the person’s Higher Power.

7. Suffering has redemptive value that is
forfeited when life is ended by suicide,
thus not ending suffering but an
unending “hell”in after-life.

8. Belief that the Wall Street Crash of 1929
(the Great Depression) was clear
evidence of both African Americans’
religious views against suicide and
their not having anything to lose that
would cause them to commit suicide.
This continues today as an example of
how many Whites committed suicide
in response to their losses, and how
African Americans with “nothing” to
lose, did not.

9. Committing suicide is considered one
of the biggest sins, one for which the
person does not have an opportunity
to seek forgiveness from God or
another Higher Power.

10. Belief that the person who commits
suicide is “selfish,” and having other
African Americans not believe the
person committed suicide but some-
one probably poisoned or killed him
or her, thus making the funeral (a big
event among African Americans) not a
satisfying, but a “finger pointing,”
experience.

Why Suicide Must Be Discussed

The factors above do not suggest
reasons for African Americans not com-
mitting suicide. Instead, they simply
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suggest why completed suicides are not
reported as suicides and reasons African
Americans use to mask suicide as a cause
of death.

African Americans need to discuss
suicide as a more frequent cause of
death than statistics indicate. The issues
cited above are indications that suicide is
a“closet” cause of death. Hiding suicide is
causing harm to a large segment of the
United States population because you
cannot prevent a problem that you do
not believe exists.

We believe the churches where a
predominance of African Americans
attend should be the primary source of
education. There could be sermons
developed to “preach the problem” and
to have after-service dialogues to discuss
behaviors that often lead to suicide and
to share prevention strategies.

There can be recruitment and train-
ing of “natural community healers” who
would be trained to help and support
persons at risk for suicide. Medical
personnel and first responders should be
trained to think of attempted suicide as a
possibility when responding to African
Americans who hurt themselves “acci-
dentally” or otherwise. This would lead
them to refer or seek appropriate help for
the person rather than assuming they
“saved” the person’s life, thus “all is well.”

Help parents through parenting
classes understand that children—as
young as 6, 7, 8—can become depressed
and not to belittle their feelings. Also, not
to take lightly a 16 year old’s depression
over the loss of her boyfriend. While
these children may not be concerned
and worried about the things that may
depress their parents, their concerns are
valid nonetheless. The depressive states
that grow out of young people’s
concerns are age-related and of para-
mount importance to them.

(Continued on Page 7)



U.S.HIV Epidemic Worse Than Previously Known

Although
accurately tracking
the HIV epidemic
is essential to the
nation’s HIV preven-
tion efforts, moni-
toring trends in
new HIV infec-
tions has histori-
cally posed a major

challenge, in part because many HIV
infections are not diagnosed until years
after they occur. This reality has dire
implications for communities of color,
particularly the Black community.

Recognizing the devastating impact
HIV/AIDS has had on the African Ameri-
can community, NBAC has been directly
involved in HIV awareness and treatment
programs since 1999. With funding from
the CDC, two programs were established:
the HIV/AIDS Community Capacity Build-
ing Assistance Program (CCBA) and the
HIV/AIDS Faith-based Program. Since
2003, NBAC has provided HIV/AIDS Lead-
ership Development and Community
Mobilization through a CDC-funded
Capacity Building Project focused on
African Americans servicing CDC funded
Community Based organizations and
State Health Departments. Also in a coop-
erative agreement with CDC, NBAC is
working to eliminate perinatal HIV trans-
mission and to implement CDC’s revised
recommendations for HIV testing of
adults, adolescents and pregnant women
in U.S. health care settings.

Given NBAC's long and outstanding
history working with African American
communities, it was obvious to us and as
well to others in the HIV field that the HIV
epidemic was worse than what the track-
ing incidence indicated.

Now, new technology developed by
the CDC can be used to distinguish
recent from long-standing HIV infections.
CDC has applied this advanced technol-
ogy to develop the first national surveil-
lance system of its kind that is based on
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direct measurement of new HIV infec-
tions.This new system represents a major
advance in HIV surveillance and allows
for more precise estimates of the annual
number of new HIV infections than ever
before possible.

CDC'’s new HIV surveillance system
is based on an approach known as
STARHS (serologic testing algorithm for
recent HIV seroconversion). STARHS uses
innovative testing technology to deter-
mine, at the population level, which
positive HIV test results indicate new HIV
infections (those that occurred within
approximately the past 5 months). Before
the widespread availability of this tech-
nology, HIV diagnosis data provided the
best indication of recent trends in key
populations. However, diagnosis data
indicates when HIV infection is diag-
nosed, not when a person becomes
infected (infection can occur many years
before a diagnosis).

CDC’s first estimates from this
system confirms what NBAC has known
for quite some time: that the HIV
epidemic is—and has been—worse than
previously known. According to the new
surveillance system, approximately 56,300
new HIV infections occurred in the
United States in 2006. This number is
approximately 40% higher than CDC’s
previous estimate of 40,000 new infec-
tions per year, which was based on less
precise methods.

These findings underscore the
ongoing challenges in confronting this
disease and the urgent need to expand
access to effective HIV prevention
programs.

It is important to note that the new
estimate does not represent an actual
increase in the annual number of new
HIV infections. In fact, CDC’s separate
analysis of historical trends indicates that
the annual number of new HIV infections
has been roughly stable since the late
1990s. CDC’s trend analysis provides a
clearer picture of how the nation’s
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epidemic evolved to its current point.The
analysis shows that new infections
peaked in the mid 1980s at approxi-
mately 130,000 infections per year and
reached a low of about 50,000 in the early
1990s. Incidence then appears to have
increased in the late 1990s but has stabi-
lized since that time (estimates for the
three most recent periods analyzed
range from 55,000 to 58,500).

By applying this technology to new
HIV diagnoses in 22 states with name-
based HIV reporting systems, CDC was
able—for the first time—to identify the
diagnoses in a given year that repre-
sented new infections. By the use of a
complex statistical model, these data
were extrapolated to the general popula-
tion to provide the first national estimate
of HIV incidence based on direct mea-
surement.

CDC researchers also used a sepa-
rate method called extended back-
calculation to confirm the official 2006
STARHS estimate and to examine histori-
cal trends in HIV infections in the United
States from 1977 through 2006. The
method uses a statistical model that
considers all HIV and AIDS cases diag-
nosed in the United States through 2006
and reported to CDC through June 2007,
as well as HIV testing patterns. Extended
back-calculation has become possible in
the United States because of an
expanded name-based HIV reporting
system, which provides a population-
based system for identifying new diagno-
ses.

However, the method is an indirect
measure of incidence and is most reliable
for earlier years; data for the most recent
years (2003-2006) must be interpreted
with caution. Additionally, extended
back-calculation does not generate
single-year estimates; instead it provides
averages for multiyear periods.
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