Abstract

The suicide rate in the United States has increased by 24 percent since 1999. Both adolescent girls and boys experienced substantial suicide rate increases over this time period. Thus, there is very strong reason to understand the factors associated with adolescent suicidal thoughts (i.e., suicidal ideation) in the United States. This paper addresses the question whether household income is associated with adolescent suicidal ideation, and how this relationship is modified by race. Theoretically, Link and Phelan’s fundamental cause theory guides this research and suggests that suicidal ideation is associated with lower socioeconomic status. Data from Wave I of the National Longitudinal Study of Adolescent to Adult Health (Add Health), a nationally representative sample of 20,000 adolescents in the 7th through 12th grade during 1994-1995, were used to examine this relationship. Logistic regression analyses were utilized to test the influence of household income on adolescent suicidal ideation, controlling for age, race, gender, religious community, religious importance, parent’s educational attainment, and family structure. Results from this study show that there is no significant relationship between household income and adolescent suicidal ideation. Most importantly, however, this relationship is strongly modified by race. As household income increases, black adolescents have higher odds of suicidal ideation.  As household income increases for white adolescents, their odds of suicidal ideation are lower.  This research contributes to our understanding of which US adolescents are at highest risk for committing suicide and who should be the target of prevention campaigns.




Introduction
A recent review of the literature on suicide from a sociological perspective revealed that while there is a plethora of research surrounding racial, gender, and religious disparities, there is a lack of research that examines the relationship between social stratification and suicide (Wray, Colen, & Pescosolido, 2011). The aim of this thesis is to examine if adolescent suicidal ideation is influenced by parental socioeconomic status (household income) and whether or not this relationship is modified by race. There is reason to speculate that there is a relationship between adolescent suicidal ideation and household income. According to Bruce Link and Jo Phelan (1995), socioeconomic status exhibits a strong relationship with health and disease because socioeconomic status provides people with resources, which can be used to avoid risk factors (Link and Phelan 1995). In this case, higher parental income is hypothesized to be associated with a lower risk of suicide ideation among U.S. adolescents. Nonetheless, that hypothesized relationship may work differently for adolescents in different racial and ethnic groups, such that black adolescents from higher income families may actually exhibit a higher risk of suicide ideation.
In 1939, Faris and Dunham first studied the relationship between socioeconomic status and mental illness. They found that the poorest areas in Chicago had higher rates of mental illness (Hudson 2005). Many researchers have subsequently looked at this negative relationship and have contributed a plethora of knowledge to this topic area. Ronald Kessler (1982) uncovered several new patterns when studying this relationship. He found that lower income, education, and occupational status were all associated with higher levels of distress among U.S. adults, independently of each other. Researchers have also found evidence for this negative relationship in children and adolescents (Reiss 2013; McLaughlin et al. 2011; Strohschein 2005; Chen et al. 2006).
This research contributes to our understanding of which US adolescents are at highest risk for thinking about suicide and who should be the target of prevention campaigns. This is of great importance because, according to the CDC’s National Center for Health Statistics (CDC/NCHS 2016), the United States suicide rate was on a consistent decline from 1986 through 1999. This rate, however, has increased at a constant and alarming pace from 1999 to 2014. In this 15-year period, the suicide rate increased by 24 percent, with much of this increase happening after 2006 (CDC/NCHS 2016). The NCHS report states that in 2014, the suicide rate was 13 per 100,000, a significant increase from the 10.5 per 100,000 that the United States witnessed in 2014. After 1999, the age-adjusted suicide rate increased by one percent per year until 2006, when this pace increased to two percent per year (CDC/NCHS 2016).
[bookmark: _GoBack]The NCHS data brief (CDC/NCHS 2016) also tells us that suicide is the third leading cause of death among youth aged 10-24. Adolescent females ages 10-14 experienced a 200 percent increase in their suicide rate between 1999 and 2014, the largest among females in any age group; this rate increased from 0.5 per 100,000 in 1999 to 1.5 per 100,000 in 2014. Even though adolescent males ages 10-14 had the lowest suicide rate among males in any age group, this group experienced a 37 percent increase, the second highest increase among males across the time period. Moreover, while suicide affects adolescents in all demographic and social groups, certain groups are at higher risk of suicidality than others. Boys are more likely to die from a suicide attempts than girls are, while girls are more likely to report attempting suicide than boys (CDC/NCHS 2016).
More adolescents survive suicide attempts than successfully kill themselves. The CDC’s Morbidity and Mortality Weekly Report’s “Youth Risk Behavior Surveillance” (Kann et al., 2014) uses data from the National Youth Risk Behavior Survey, a nationally representative sample of students in the 9th through 12th grades. Results from this survey show that 8% of students had attempted suicide one or more times in the year preceding the survey (Kann et al., 2014 p. 12). Suicide attempts were higher among high school females than males. Before an adolescent attempts suicide or completes the act, they must first have suicidal thoughts.
The term suicidal ideation is synonymous with suicidal thoughts. According to Kann and colleagues (2014), these thoughts can range from momentary consideration to a comprehensive plan, but does not include the actual act of killing oneself. Nationally, 17% of students had seriously considered attempting suicide 12 months before the survey (Kann et al., 2014 p. 11). The prevalence of suicidal thoughts was higher in females than in males. About 13.6% of students made a plan to commit suicide in the 12 months prior to the survey. Once again, female high school students had a higher prevalence of making plans to kill themselves than high school males (Kann et al., 2014 p. 12). 
In this thesis, I further dig into these issues by using data from Wave I of the National Longitudinal Study of Adolescent to Adult Health (Add Health), a nationally representative sample of 20,000 adolescents in the 7th-12th grade during 1994-1995. Specifically, I ask two questions: I use logistic regression analyses to test the influence of household income on adolescent suicidal ideation, controlling for age, race, gender, religious community, religious importance, parental education, and family structure. Further, I use an income by race interaction term to test for the modifying effect of race. To foreshadow my key findings, my results show there is no significant relationship between household income and adolescent suicidal ideation. However, most importantly, this relationship is strongly modified by race. 

Literature Review
The purpose of this literature review is to provide background on the relationship between parental socioeconomic status, race, and suicidal ideation. This literature review consists of five sections. The first section titled, “Mental Illness and Suicidal Ideation,” details the theoretical framework of my research and draws heavily on Bruce Link and Jo Phelan’s Fundamental Cause Theory. This theory describes the relationship between socioeconomic status and disease and discusses reasons for the enduring relationship between these two concepts. This section also details the relationship between mental illness and suicidal ideation. Based on the Fundamental Cause Theory, I hypothesize that there will be a significant relationship between parental socioeconomic status and adolescent suicidal ideation, and this relationship will be negative, meaning as family income increases the probability of suicidal ideation among adolescents will decrease. The debate on the causal structure of the relationship between socioeconomic status and mental illness is the focus of the “Selection versus Causation Debate” section. I examine relevant research on relationship between socioeconomic status and mental illness in the section titiled, “Relationship between Socioeconomic Status and Mental Illness.” I will make a connection between the mechanisms of the relationship between socioeconomic and mental illness and the risk factors of suicidal ideation in the “Mechanisms in the Relationship between Socioeconomic Status and Mental Illness” section. The prevalence of mental illness varies by race; in addition, the relationship between socioeconomic status and suicidal ideation vary by race, I will describe these patterns in the sections titled, “Race and Mental Illness” and “Race, Socioeconomic Status, and Mental Illness.” I will use this research as evidence for my hypothesis that the relationship between adolescents’ household income and suicidal ideation varies by race. 
Mental Illness and Suicidal Ideation
Link and Phelan’s Fundamental Cause Theory states that there is an enduring relationship between socioeconomic status (SES) and health outcomes. Socioeconomic status provides certain individuals with flexible resources that can be used to avoid risk factors. These resources include money, knowledge, power, prestige, social connections, and freedom. SES is a fundamental cause because diseases and other health outcomes associated with SES cannot be avoided by simply treating the risk factors associated with these diseases. These resources are considered flexible because they are transportable and can be used to avoid a plethora of diseases 
(Link and Phelan 1995). Even though there is not much research on the relationship between socioeconomic status and suicidality there is a plethora of research on the relationship between socioeconomic status and health related disorders, negative health behaviors, and mental health disorders.
This relationship is especially prominent for mental health disorders, with people concentrated in the lower socioeconomic strata at higher risk for mental illnesses. Many mental health disorders are comorbid with suicide, meaning that a great number of people who commit suicide who were suffering from some form of mental illness at the time they committed suicide. The personal history of mental health and emotional problems is related to whether or not respondents reported suicidal ideation; adolescents who had a personal history of mental health were twice as likely to report suicidal ideation as those who did not have a personal history of these problems (Shimshock et al, 2011).  This strong relationship between mental illness and suicide provides evidence to support my hypothesis that adolescents with low socioeconomic status are at higher risk for suicidal ideation. Since mental illness has such an enduring relationship with socioeconomic status, and suicide has a similar relationship with mental illness, one could speculate that the same causal relationship is happening between socioeconomic status and adolescent suicidal ideation. In addition, suicidal ideation is considered a psychiatric emergency, which could fall under the larger heading of mental illness, providing further evidence that there is existence of a relationship between parental socioeconomic status and adolescent suicidal ideation. 
Selection versus Causation Debate
There is debate surrounding the causal structure of the relationship between socioeconomic status and mental illness. This debate is one of causation versus selection. Do the adversities associated with low socioeconomic status have negative effects on the mental psyche of individuals causing mental illness? The question of selection posits that mental illnesses predispose people to having lower socioeconomic status. There has been a plethora of research investigating these casual structures with researchers finding mixed results (Murphy et al. 1991; Miech et al. 1999; Johnson et al 1999; Ritsher et al. 2001; Hudson 2005; Wadsworth and Achenbach 2005). 
Richard Miech and colleagues (1999) produced the first research project to use a longitudinal study to examine the causal structure of the relationship between socioeconomic status and mental health outcomes during young adulthood, using a sample of youth from Dunedin, New Zealand. Educational attainment was used to operationalize socioeconomic status. Evidence supporting the causation causal structure was found for internalizing disorders, while evidence supporting the selection causal structure was found for externalizing disorders. Social causation was found to be the exclusive causal structure for the relationship between socioeconomic status and anxiety. Among adolescents that have attention deficit disorder, selection was found to be the causal structure in this relationship, with these adolescents less likely to earn a school certificate, which is synonymous with high school degree. Neither causation nor selection was found as the causal pathway for depression, indicating that for adolescents there is not a significant relationship between SES and depression (Miech et al, 1999). Through estimation of an SES by time interaction, Wadsworth and Achenbach (2005) found that low SES only seemed to be linked to anxious/depressed symptoms in adulthood, supporting Richard Miech’s (1999) findings about depression. Ritscher and associates (2001) completed the first study that both controlled for parental depression and tracked subjects from adolescence to adulthood. They found that parental educational attainment predicted adolescent depression, unlike the results of both Wadsworth and Achenbach (2005) and Miech et al. (1999). This could be attributed to the fact that this study utilized parental depression as a control. 
Ritscher (2001) also found that neither depression of the parent or the adolescent was associated with socioeconomic attainment in adulthood, providing no evidence for social selection. Johnson and associates (1999) found evidence that social causation plays a more prominent role in the relationship between SES and anxiety, depression, and personality disorder all internalizing forms of mental disorders. Some researchers have found evidence for both social causation and social selection amongst certain mental health disorders. In a sample of 593 men and women, there was evidence found for both causation and selection, regarding depression (Murphy et al., 1991). For antisocial disorder, Miech et al., (1999) found evidence of both causation and selection. They found that parental socioeconomic status predicted adolescent conduct disorder at the age of 15 and that low educational attainment forecasted increases in antisocial disorder, from ages 15-21. Wadsworth and Achenbach found that two external disorders (thought problems and attention problems) previously thought to be connected to SES though selection effects actually show causation effects. These results, and the results from the Miech et al. (1999) study, suggest that social causation is responsible for the initial onset of the thought problems. When the subjects were unable to recover from these thought problems, this led to them being selected into the lower socioeconomic strata in adulthood (Wadsworth and Achenbach 2005). With regard to the present study, the causal structure is assumed the process by which the relationship between household income and suicidal ideation develops, because adolescents are dependent upon the household income that is provided by their parents/caregivers, with most adolescents unable to earn an adequate amount of income to support themselves.   
Relationship between Socioeconomic Status and Mental Illness
Many researchers have examined the relationship between socioeconomic status and mental illness, and have found this relationship to be negative. Researchers have found evidence for this negative relationship in children and adolescents (Reiss 2013; McLaughlin et al. 2011; Strohschein 2005; Chen et al. 2006; Roberts et al. 2007; Tracy et al. 2008, Amone-P’Olak et al. 2009; Lipman et al. 1994). A systematic review of articles that examine the relationship between parental socioeconomic status and mental health problems in children published from 1990-2011 was conducted by Franziska Reiss (2013). This review found that adolescents at the lower end of the socioeconomic ladder were at higher risk of developing mental health illness; this relationship also varied by the indicators used to measure SES and the age of the adolescents. In addition, any decrease in socioeconomic status is correlated with an increase in mental health issues (Reiss 2013). Mental health prevalence varies by distinguishing demographic factors like age, gender, and family structure (Roberts et al, 2007). They examined the different rates of DSM-IV psychiatric disorders among adolescents 11-17 in a large metropolitan area. The prevailing mental disorders were anxiety, disruptive behavior, and substance use disorder. They found that younger children, girls, and adolescents with two parent families have lower risk of any disorder tested; further, adolescents who have lower household incomes were at increased risk. Strohschein (1994) found low family income to be associated with higher levels of anxiety and depression in adolescents. Also of significance is that subsequent increases in household income decreased adolescent mental health problems.
Timing and chronicity have been found to exhibit important influences on the relationship between parental socioeconomic status and adolescent mental health and overall health. Utilizing a global health indicator that encompasses parental ratings of health, activity limitations, and school limitations, Chen and associates (2006) found that the relationship between SES and global health did not vary by age. However, they did find a gradient such that adolescents who have lower familial SES having the poorest global health. They also found evidence that the relationship between SES and specific acute conditions varied by age, with older adolescents at higher risk. Amone-P’Olak and associates (2007) found that there is a negative relationship between socioeconomic position (SEP) and risk of mental health disorders in early adolescence, especially for externalizing disorders, more specifically aggressive and delinquent behaviors. The significance of the relationship between SEP and internalizing mental health problems decreases after controls for externalizing mental health issues were added. This suggests that the relationship between SEP and internalizing disorders is partly explained by the co-occurrence of externalizing disorders (Amone-P’Olak et al., 2007). 
 McLaughlin and associates (2011) found that different dimensions of socioeconomic status had a relationship with the onset, persistence, and severity of mental disorders. This relationship was examined in childhood, adolescence, early adulthood, and mid-life adulthood. They found that childhood SES was most strongly associated with the onset of mental health disorders in childhood and adolescence, before the formation of adult socioeconomic status. Increased risk of initial disorder onset in all stages of life studied was associated with financial hardship, although the strength of this association decreased with age. These results exhibit a strong relationship between adolescent SES and mental health. McLaughlin and colleagues also found evidence that childhood adversities could be the mechanism that explains the relationship between financial hardship and the inception of mental health disorders in adolescents and adulthood. Of major significance, they found that financial hardship was the only indicator of SES that was associated with disorder onset in childhood, adolescence, early adulthood, and mid-life adulthood. This finding adds to the body of research that suggests financial hardship is a more significant indicator of mental illness than parental education and occupational prestige. Using income as the specific measure of socioeconomic status, they found that low income is associated with psychosocial morbidity. Decreases in household income were associated with higher levels of depression and antisocial disorder. Children who lived in household with low income that experienced no improvements in financial standing will experience elevated levels of antisocial behavior over time, compared with adolescents who had higher household incomes at the beginning of the study (McLaughlin et al., 2011). 
The relationship between low socioeconomic status and adolescent mental illness varies based on a number of demographic variables. The variables like age, gender, and family structure have an effect on the strength of this relationship. This relationship also varies based on the type of indicator used to measure socioeconomic status. McLaughlin and associates (2011) found that financial suffering is the only indicator associated with the onset of a childhood and adolescent mental illnesses. The results from these studies provide strong evidence that supports my hypothesis that there is a negative relationship between household income and adolescent suicidal ideation, because they highlight the enduring negative relationship between the dimensions of socioeconomic status and different measures of mental health. 
Mechanisms in the Relationship between Socioeconomic Status and Mental Illness
The question remains as to what are the mechanisms needed in order for this relationship to come into place. The resources (money, knowledge, power, prestige, social connections, and freedom) that Link and Phelan (1995) identified as protective against risk factors and the onset of negative health outcomes serve as mediators in the relationship between low socioeconomic status and mental illness. These resources act as the mechanisms through which SES is related to mental disorders, meaning that high socioeconomic status provides certain people with access to the resources that can be used to avoid mental illnesses. The converse is also proposed by Link and Phelan (1995): low socioeconomic status restricts the use of these resources that can be used to avoid mental illness. Researchers have found that social support and parental connectedness are mediators of this relationship (Tracy et al. 2008; Boe et al. 2014). Low familial income is associated with increased symptoms of depression among children and adolescents. The strength of this relationship diminished when stressful life events were controlled for, indicating that the relationship between low family income and depressive symptoms is mediated by increased exposure to stressful life events. They also found that the family environment (parental separation/divorce) and perceived parental support also serve as mediators in the relationship between low family income and childhood depressive disorder (Tracy et al. 2008).
The association between socioeconomic status and parenting varies based on the type of indicator used to measure SES. Boe and associates (2013) found that the familial socioeconomic status and externalizing mental health problems were mediated by parental emotional wellbeing and parenting practices. Negative discipline techniques served as a mediator for the relationship between mother’s education and externalizing problems. With regard to the association between familial socioeconomic status and internalizing mental health problems, maternal emotional wellbeing and parenting served as mediators. 
Many of the resources provided by or restricted by socioeconomic status serve as risk factors for suicidality (i.e. social support/connection and parental connectedness). These risk factors could be the mechanisms that link low socioeconomic status to suicidal ideation, just as they serve as mediators in the relationship between socioeconomic status and mental illness. Some researchers describe suicidality as not only an individual symptom, but also a symptom of an underlying family disruption. There is a plethora of studies that examine the family context in which suicidality occurs, along with studies that examine the social connections of adolescents as they relate to suicidal behavior. Despite this fact there has been no extensive research on parental socioeconomic status’s relationship to adolescent suicidal behavior other family dynamics like parental connectedness, family history of mental illness and history of familial suicidal behavior are all examined in relation to suicidality. In addition, researchers have found evidence connecting social networks/support and the suicide attempts of friends.  
Peter Bearman and Michael Resnick (1997) identity specific risk and protective factors at the individual, school, and family level and how they relate to different dimensions of adolescent health and morbidity. They found that family context was responsible for 5-7 percent of the variability in adolescent suicidality. Out of all the family context variables (parent-family connectedness, parent-adolescent activities, parental presence, parental school expectations, and family suicide attempts and/or completion), parent-family connectedness was the only one that was shown to protect adolescents from suicidal ideation. School connectedness--measured by the feeling from students that teachers treat students fairly, by students feeling close to other students at school, and by students feeling as if they are a part of their school--was associated with lower odds of suicidal behavior among all adolescents. 
Peter Bearman and James Moody (2004) investigated the relationship between friendships and adolescent suicide. Adolescent boys and girls had a higher probability of suicidal ideation if they participated in a smaller number of activities with their parents. Both adolescent boys and girls had higher odds of suicidal ideation if a family member had a suicide attempt within the past 12 months. There was a strong correlation between a friend’s suicide attempt and adolescent suicidal ideation, among both girls and boys. Unlike boys, being socially isolated from peers substantially increased the odds of suicidal ideation for girls. In addition, attending a school with compact social networks lowered the risk of suicidal ideation for adolescent girls, but not for boys. Social connections proved to play an overwhelming role in the suicidal ideation of girls, compared to other variables, unlike parental socioeconomic status. Adolescents who have a friend that committed suicide had increased odds of attempting suicide, more than the impact of a friend’s suicide on suicidal ideation. Bearman and Moody (2004) limited their analysis to just adolescents who had suicidal ideation and they found factors that greatly increased the probability of suicide attempts. Adolescent boys who had suicidal thoughts and attended a school with compact friendship networks were less likely to attempt suicide than boys who attended schools without these close social connections (Bearman and Moody 2004).
The relationship between adolescent suicidality and the suicide attempts of their families and friends in the past has been identified by many researchers, but only as one aspect of their research projects (Bearman and Moody 2004; Resnick et al, 1997). Seth Abrutyn and Anna Mueller (2014) more recently examined this relationship by focusing on role model’s influence on the suicidality of adolescents, utilizing data from the National Longitudinal Study of Adolescent to Adult Health. They hypothesized that strong social relationships have the ability to increase an adolescent’s susceptibility when they bring adolescents into contact with suicidality. They found that a family member’s suicide attempt increased the probability that girls reported suicidal ideation, but did not influence suicidal attempts. They also found that a friend’s suicide attempts increases the risk that an adolescent girl will report suicidal ideation and attempts; also, there is a positive relationship between a friend’s suicide attempt and suicidal ideation in boys. These findings indicate that suicide suggestion is related to adolescent suicidality 12 months after the role’s models attempt, especially if this role model is a friend. These findings on familial role models contradict the results of Michael Resnick and associates (1997) on protecting adolescents against harm. They found that there was no relationship between familial suicide attempts and adolescent suicidality. 
The research detailed in this section shows that the flexible resources (social connections and support) provided or restricted by socioeconomic status are important risk factors for adolescent suicidality. Adolescents who have social connections and support have a lower risk of suicidality, while adolescents who have a lack of these resources have higher risks of suicidality. The type of social connection is also of great importance, because adolescents who have friends that attempt suicidal have greater risk of suicidal ideation (Abrutyn and Mueller 2014). These studies provide evidence that support my hypothesis that low familial income is associated with adolescent suicidal ideation. Social support, social connections, and parental/familial support have a positive relationship with suicidality. These risk factors could be the mechanisms that link low socioeconomic status to suicidal ideation, just as they serve as mediators in the relationship between socioeconomic status and mental illness. 
Race and Mental Illness
There is reason to speculate that the relationship between household income and adolescent suicidal ideation varies by race. First, there are racial differences in most indicators of health, with racial/ethnic minorities usually having worse health outcomes than whites. Second, there are racial differences in suicidality patterns among US adolescents (CDC/NCHS 2016). In addition, there is an association between race and mental illness; this relationship was examined by researchers as early as the aftermath of the Civil War. Many researchers detail the differences in health and prevalence of mental illness among different races and ethnicities (Warheit et al. 1975; Roberts et al, 1997; Williams and Collins 1995). Warheit and associates (1975) found that blacks had higher mean scores than whites on every measure of mental illness, until age, sex, and socioeconomic status were taken into consideration. When these controls were added, the relationship between race and mental illness attenuated, suggesting that race does not have an independent effect on mental illness. This was the case with every indicator of mental health except for the measure of phobic thoughts. These scores were higher for black women than any other group. This makes sense because black people are exposed to more physical and mental violence than whites. Roberts and associates (1997) found that Mexican adolescents reported higher rates of major depression with impairment than any other ethnic group. In the article, “Psychiatric disorders among American Indian and white youth in Appalachia: the Great Smoky Mountains Study,” Costello et al, (1997) examined the rates and risk factors for childhood mental health disorders among white and Native American adolescents and possible explanations for these rates. They found substance abuse occurred more frequently in Native American adolescents than it did in white adolescents.
These differences in mental health prevalence related to racial/ethnic status, especially in the case of African Americans, are strongly attributed to racism and discrimination. Racism and racial discrimination are mechanisms in the relationship between race and mental illness (Williams and Williams-Morris 2010, Williams et al. 2003; Szalacha et al. 2003; Sellars et al. 2006; Mossakowski 2003). Historically, ideologies about the racial inferiority of blacks have been exhibited in discriminatory practices that restrict African Americans in terms of educational, employment, and housing opportunities (i.e., institutional racism). Racial segregation is a primary example of this phenomenon; segregation is based on discriminatory beliefs about the inferiority of blacks, and the need to have limited forms of social contact with African Americans. This type of segregation determines access to educational and occupational opportunities, and has caused limited socioeconomic mobility for black people. Residential segregation has caused differences in the quality of primary education between white and black adolescents. Residential segregation is associated with the concentration of poverty. Since location of residence determines the school an adolescent goes to, and funding for schools is based on the property taxes within that school district, African American adolescents often attend schools that lack proper educational resources, i.e. books and computers, limiting the quality of education that they receive (Williams and Williams-Morris 2010). The concentration of poverty is the major challenge for segregated schools. This is linked to major problems like lower test scores, fewer advanced placement students, deteriorated buildings, inadequate number of qualified teachers, and higher dropout rates. Integrated schools are riddled with similar problems; African American adolescents are often put into the non-college preparatory track, which is composed of less challenging classes and lower expectations from teachers (Williams and Williams-Morris 2010). Institutional racism has major consequences. Examples of these consequences are the racial differences in socioeconomic status. Blacks are three times more likely to be poor than white people. These differences are more pronounced in adolescence. In 1996, 40% of black adolescents were growing up in poverty compared to only 11% of white adolescents. There is a relationship between residential segregation and poverty-stricken neighborhoods and mental illness (Williams and Williams-Morris 2010). 
Aneschensel and Sucoff (1996) found that adolescents in low SES neighborhoods recognize more hazards such as crime and violence in their neighborhoods than do adolescents in high SES neighborhoods. Since they perceive their neighborhoods as more dangerous, this influences their mental health. Exposure to neighborhood hazard like graffiti, drug dealing, and gangs is associated with adolescent mental health as the dangerousness of the neighborhood increases so do symptoms of mental illness, (anxiety, depression, conduct disorders). The racial segregation and socioeconomic stratification of the neighborhood is associated with conduct disorder, which is more prevalent in the lower classes and oppositional disorder more common in the middle and upper classes (Aneschensel and Succoff 1996).
Much of the research concerning racial discrimination and mental illness has been conducting using samples of college students and adults. Sellars and associates (2006) are the first researchers to examine this association focusing on African American adolescents. They found that experiencing racial discrimination was associated with higher levels of perceived stress. Their findings extend previous research that focuses solely on the relationship between racial discrimination and negative mental health outcomes like depression and anxiety. Racial discrimination is also associated with lower levels of positive mental health outcomes, more specifically psychological wellbeing. This relationship between race and mental illness was also examined among Puerto Rican adolescents (Szalacha 2003). They found that for Puerto Rican adolescents recognizing discrimination and being concerned about discrimination is positively associated with depression and stress. 
At the same time, race and ethnicity are not solely detrimental to the mental health of adolescents. Even though racial discrimination increases the risk of mental illness, a sense of belonging to an ethnic group and having that social connection has been shown to be protective against depressive symptoms (Mossakowski 2003). Ethnic identity could protect adolescents from discrimination by blocking negative stereotypes from influencing their self-esteem. Mossakowski found that stronger ethnic identity is associated with lower levels of depressive symptoms; further, ethnic identity serves as a coping mechanism that buffers the effect of racial discrimination on mental illness.
Race, Socioeconomic Status, and Mental Illness
When examining the relationship between race and socioeconomic status and health/mental health, some researchers have found the effect of race and socioeconomic to be additive, or that race serves as a proxy for SES (Warheit et al. 1975; Steele 1978; Eaton and Kessler 1981). There is evidence that this relationship is interactive, meaning that the effect of SES on mental health varies based on race. Costello et al. (1997) found that the relationship between poverty and family diversity is not associated with mental illness for Native American adolescents, but this relationship is significant for white adolescents. 
Kessler and Neighbors (1986) provide evidence that refutes the body of research that claims that race serves as a proxy for socioeconomic status. These researchers contend that the use of socioeconomic status as an influencer of health does not fully show the stresses that blacks experience in comparison to whites. They argue that there is an interactive effect between race and class. Previous researchers have found that race has an effect on the mental health of people who are concentrated in the lower classes. Black people have diminished returns in terms of their education, meaning that education does not provide the same economic opportunities for blacks as it does for whites. Racial differences have been found to be more concentrated in the lower classes, but the converse has also been found. These differences could also be more distinct at higher socioeconomic status levels, because minorities in this strata of socioeconomic status may experience mental distress because they are in a marginal position, within this level of socioeconomic achievement. Kessler and Neighbors (1986) contend that racial discrimination is intensified by poverty, resulting in higher levels of distress among lower class black. They found that the effects of race and income on psychological distress are in fact non-additive, and that the relationship between SES and mental illness is conditional on race. Black people are more distressed than white people at similar levels of low income. 
Farmer and Ferraro (2005) build off the work of Kessler and Neighbors by examining how race and class operate to effect health outcomes. More specifically, do race and class work independently or interactively? They question if the benefits of high socioeconomic status on health is different by race by examining the influence of the interaction effect of race and education on the self-reported health of blacks and whites. The largest health disparity in self-reported health was found at the higher levels of educational attainment. As education levels increased, African Americans experienced diminished returns from their educational attainment, meaning that they did not experience the same improvements in self-reported health as their white counterparts with the same educational attainment received. Mossakowski (2008) found blacks and Hispanics have increased levels of depressive symptoms compared to whites in early adulthood, this relationship is partially explained by differences in family background, because blacks and Hispanics on average grow up in households that are more underprivileged relative to whites. This relationship is also explained by differences in wealth between minorities and whites; they found that having no net worth and not owning a home is associated with depression, independently of other aspects of socioeconomic status. In addition, living in poverty across a 13-year life span was a mechanism for the differences in levels of depressive systems between blacks and Hispanics and whites. 
In the studies detailed above, minorities have higher levels of mental health symptoms and illnesses compared to whites. Two of the mechanisms that connect race with mental health disorders are racism and discrimination. Racism and discrimination have negative effects on the psyche of minority adolescents, which could lead to elevated levels of suicidal thought. At the same time, stronger racial and ethnic identity could also serve to buffer the negative effects of racism and discrimination, through community connections and a sense of ethnic pride. This evidence supports my assertion that the relationship between household income and adolescent suicidal ideation will vary by race. That is, while higher socioeconomic status may be related to lower suicidal ideation among white adolescents, the reverse may be the case for black adolescents. This may be due to the marginal position of black people at higher levels of socioeconomic achievement.

Data and Methods
I used data from Wave I of the National Longitudinal Study of Adolescent to Adult Health (Add Health), a nationally representative sample of over 20,000 adolescents in the 7th-12th grade during 1994-1995, to examine the relationships between SES, race, and adolescent suicide ideation. Add Health consists of five waves, with the fifth wave currently underway. Waves 1 and 2 of Add Health concentrate on factors that influence the health and well-being of adolescents and risk factors, in particularly personal traits, families, friendships, and peer groups. This study also has multiple measures of parental socioeconomic status and an entire section on suicidality. The first wave consists of an in-school survey, an in-home interview of adolescents, and an in-home parent survey. My analysis file comes directly from the in-home interview, which includes over 20,000 adolescents. My final sample consists of 12,599 adolescents who reported on their suicidal ideation and whose parents provided information on their education and household income. In order to account for missing data, I used listwise deletion to remove cases that did not include responses for all variables in my analysis. Complete cases included responses for the age, race/ethnicity, gender, religious community, religious importance, family structure, parental education, household income, and suicidal ideation variables. I used STATA to conduct all of the analysis. 
I used logistic regression to test the relationship between household income and suicidal ideation, with the primary independent variable being the natural log of family income. I controlled for age, race/ethnicity, gender, religious community, religious importance, family structure, and parental education in the regression model. I used logistic regression because the dependent variable, suicidal ideation, is binary, and there are multiple independent and control variables used in the analyses.  The natural log of household income is used because the variable household income is right-skewed, and outliers could influence the regression results; the use of, a log transformation helps fit the variable into the model. This model assumes that the effect of income on suicidal ideation is the same for each race. My second research question asks how the relationship between family income and suicidal ideation is modified by race. I ran another logistic regression model with an interaction between the natural log of household income and suicidal ideation. By adding the interaction term, I allowed the relationship between household income and suicidal ideation to vary by race. 
I measured the dependent variable, adolescent suicidal ideation, using the following question: During the past 12 months, did you ever seriously think about committing suicide? The responses were yes, no, refused, or do not know. In all logistic regression models, responses were coded using a dummy variable, with 0 being the value for the no response and 1 being the value for the yes response. Adolescents who refused to answer this question or who responded “do not know” were coded as missing, and not included into my sample. The independent variable, household income, is measured using the following question to the parent of the adolescent: About how much total income before taxes did your family receive in 1994? Include your own income, the income of everyone else in your household, and income from welfare benefits, dividends, and all other sources. This question comes from the parent survey portion of the Add Health in-home interview.

Results
My sample population consists of 12,599 adolescents who provided information on their suicidal ideation, age, race, sex, religious affiliations, and family structure, and whose parents provided information on their income and education. Table 1 displays the descriptive statistics of my sample population. About 13 percent of the adolescents in my sample had suicidal thoughts in the 12 months prior to this study; this percentage matches the current national average, which is 13.6% (Kann et al., 2014 p. 12). Ninety percent of the parents of the adolescents have a high school degree or higher, and about 34% have a Bachelor’s degree or higher. The average household income is $46,861; keep in mind that the first wave of the National Longitudinal Study of Adolescent to Adult Health was conducted from 1994-1995. 
The adolescents in my sample range from ages 11-18; most of these adolescents are concentrated in the 13-18 age range. Additionally my sample includes a small sample of adults who were enrolled in high school at ages 19-21. Over half of the adolescents identify as Non-Hispanic white, followed by 21% who identity as Non-Hispanic black, 16% who identify as Hispanic or Latino, 5.5% who identify as Asian, and 2.4% who identify as American Indian. There is an equal amount of female and male adolescents in the sample. In regards to religiosity, roughly 60% of my sample considers themselves Protestant, while 30% consider themselves Catholic. Approximately 90% of my sample population considered religion at least fairly important to them. Over 50% of the adolescents have a two biological parent family structure, and about 40% belong to two parent or single mother households. 
Results show that there is a significant relationship between household income and suicidal ideation when no confounders were controlled for in the logistic regression model. The first logistic regression model in Table 2 shows that as income increases, odds of suicidal ideation decrease by 9 percent. This model does not control for age, race/ethnicity, gender, religious community, religious importance, family structure, or parental education. Since these variables were not added into the logistic regression model, the association between household income and adolescent suicidal ideation could be caused by a spurious effect. This means that the significant relationship that I found in the first logistic regression model could be attributed to these outside variables, and may not a real association between household income and adolescent suicidal ideation. In the second logistic regression model, I added the controls into the model and I found that there was no significant relationship between household income and adolescent suicidal ideation. In the third logistic regression model, results show that the relationship between household income and suicidal ideation varies by race. The interaction between household income and race shows that, for white adolescents, as income increases their odds of suicidal ideation decrease by 14 percent. On the other hand, for African American adolescents, as their household income increases their odds of suicidal ideation increase by 24 percent.
Figure 1 shows that white adolescents who have a household income of $10,000 have a 15.3 percent probability of suicidal ideation. Moreover, white adolescents who have household income of $100,000 have a 12.2 percent probability of suicidal ideation. This is a 20 percent decrease in probability. This means for white adolescents as income increases their risk of suicidal ideation is lower. African American Adolescents who have a household income of $10,000 have an 11.4 percent probability of suicidal ideation. At the same time, black adolescents who have household income of $100,000 have a 14.9 percent probability of suicidal ideation. This is a 23 percent increase in probability. This means for African American adolescents as income increases their risk of suicidal ideation is higher. Income is beneficial for whites. Even though gains in socioeconomic status have been proven beneficial for African Americans in a number of health outcomes, income is less beneficial to blacks in terms of suicidal ideation. 
There is a cross over between white and black adolescents at $40,000 household income. At family incomes less than $40,000, white adolescents have a lower probability of suicidal ideation relative to black adolescents. More broadly, this means that all other things being equal, black adolescents who have household income below $40,000 income have less risk of suicidal ideation relative to whites at the same income and relative to blacks with higher incomes. Black adolescents who have household incomes above $40,000, however, have a higher risk of suicidal ideation than white adolescents. This indicates that increasing SES has diminished advantage for blacks relative to whites, in terms of suicidal ideation. There is a captivating association among income, race, and suicidal ideation among U.S. adolescents during the mid-1990s.

Discussion
	The focus of my research is on the relationship between household income and adolescent suicidal ideation, and how this relationship varies by race. The suicide rate in the United States has increased significantly since 1999, and in some cases, adolescent suicide rates have increased by more than 50%. There has yet to be a study that looks specifically at the relationship between socioeconomic status and adolescent suicidal ideation, even though socioeconomic status is a fundamental cause that has been found to afford resources that can be used to protect them against disease. I found that for black adolescents, increases in household income are associated with increases in their probability of suicidal ideation. For white adolescents, I found that as household income increases their probability of suicidal ideation decreases. It is important that we understand the risk factors associated with suicidal ideation, because it is the initial step in suicidality. This research contributes to our understanding of which US adolescents have the greatest susceptibility to suicidal ideation and which adolescents should be the focus of preventative programs. This research also contributes to our understanding of the interactive effects of race and socioeconomic status on health outcomes. 
The pattern for white adolescents follow Link and Phelan’s Fundamental Cause Theory: higher socioeconomic status provides resources that can be used to avoid negative health outcomes, in this case suicidal ideation. Even though the differences in suicidal ideation by race were more pronounced at the lower household income levels, the relationship between household income and suicidal ideation reversed direction for African American adolescents. Increases in household income did not protect African Americans from risks of suicidal ideation.  In fact, African American adolescents with low household income had the lowest risk of suicidal ideation. For African American adolescents who have high household income, the intersection of high socioeconomic status and race is having an adverse effect on their mental health. This is not to say that all of the resources (money, knowledge, power, prestige, social connections, and freedom) provided by socioeconomic status are not useful to African American adolescents. One or more of these resources is not protective against suicidal ideation, and these resources could potentially outweigh or even counteract the positive effects of the other resources. 
I draw on Karolyn Tyson’s work, Integration Interrupted: Tracking, Black Students, and Acting White after Brown (2011), to inform the pattern of African American adolescents with higher household income having a higher probability of suicidal ideation. She makes a connection between academically successful black adolescents, the racial slur “acting white” and academic tracking in the public school system. She found that for many black adolescents attending racially mixed and predominately white schools, their high school experience is dictated by racialized tracking. These black students are enrolled in advanced (AP) classes that are filled predominately with white students, and in lower-level classes that are diverse or have a higher proportion of black students. This pattern is marked by institutional racism and exemplifies to students that academic achievement is racialized. This racialized tracking system, makes achievement seem, among black students, something that is out of their cultural frame of reference. According to Tyson, this formula leads black students to believe that academic achievement is a “white thing” (Tyson 2011: 72)
According to George Ritzer, “since students from families with high socioeconomic status are more likely to be high achievers, they are more likely than low-SES students to take high-track classes” (Ritzer 2014: 129). African American adolescents who have higher incomes may attend schools that are racially diverse or predominately white. In this case, the predicament of academically achieving black adolescents that Tyson details, could be the situation that posits black students with high household income to be more likely to have suicidal ideation. The term “acting white” questions the racial authenticity of the person in question; this is meant to be an insult and is very hurtful to the person on the receiving side of the insult. “Black youth often use the term to convey that a black person’s behavior, style, or tastes signal white rather than black cultural patterns and traditions,” (Tyson 2011: 35). Using the acting white slur is an acknowledgement of the existence of the relationship between whiteness and achievement; this slur rejects this relationship. The use of this slur is a reclamation of power for the lower achieving students (Tyson 2011: 73). Unfortunately, in any situation where one group claims power, another group is made to feel powerless. 
In addition, the classroom setting can be a source of powerlessness for these African American adolescents. Since these students only represent a small portion of their class, they may feel powerless, because they have little control over what happens in the classroom. Their interests are not included in the class decision-making processes because they are the numerical minority. They think their opinions and interests will be ignored so they opt out class discussion. These students can become stressed because they do not have any power in the classroom setting nor the social setting (Milner 2002: 84). Power is also one of the resources provided by socioeconomic status that protects people against negative health outcomes. For African American students who come from high-income households, this sense of powerlessness could cause them to have thoughts of killing themselves.
Social networks and social connections are the hub of racial strain and misunderstandings (Tyson 2011: 43). Black high achieving students are isolated from their black peers in the advanced classes; this puts them in a position to be accused of acting white. Students are most likely to hang out with other students in their classroom, leaving black academically gifted students in a friendship grey area. Since most of the students in their classes were white, these were the people readily available for them to socialize with. Many of these black students are aware of the importance of some form of attachment to the sense of community and connectedness with other black people (Tyson 2011: 57). When these academically achieving adolescents do not make an effort to fit into this community, they are bombarded with accusations of acting white. If this is the predicament of high income African American, their social networks/connections, or the lack of them, may be an area of major concern. 
The learning context is another domain in which high achieving adolescents can experience exclusion and isolation. They may feel isolated because their interests do not coincide with those of the white adolescents in their classrooms. These two groups of students may have different musical tastes, favorite television shows, and sense of humor based on their racial and cultural backgrounds. African American students may feel excluded from the learning context because their interests are not incorporated into class instruction, since they are not incorporated into the class decision-making process, this may cause the African American students to feel invisible in the classroom setting (Milner 2002: 83). According to Link and Phelan’s (1995) fundamental cause theory, social connections are one of the resources provided by socioeconomic status that protect people from negative health outcomes. The isolation, caused by their academic success and them being perceived as acting white can negatively affect these adolescents, and could cause them to experience suicidal ideation.
This finding could also be a question of identity. As teenagers, these adolescents already are struggling with thoughts about where they fit in and their identity (Tyson 2011: 47). Racial isolation and the messages they receive from the tracking system may cause these adolescents to question aspects of their identity. According to Michael Schwalbe “The idea of a psychic wage suggests another reason why identities are important: they shape the feelings we have about ourselves. If we can claim identities that have high social value-identities that elicit deference and respect from others- were likely to feel better about ourselves than if we were stuck with socially devalued identities,” (Schwalbe 2007: 191). African American adolescents from high household incomes could possibly be surrounded by so many white adolescents in their classrooms that they could have issues with their self-image and their identity, especially if they met with accusations of acting white and do not have a connection with the black community. 
Lionel Scott Jr., (2004) conducted a study that examined different coping strategies used by African American adolescents. He found that adolescents who come from households that have greater resources in terms of parent’s professional status are less likely to engage in externalizing coping methods. Utilizing internalizing coping strategies, like avoidance, have the potential to be protective, but using this coping strategy at high levels of stress is concerning.  When faced with constant discrimination, adolescents may internalize stereotypes about their race (Lionel 2004: 134). If African American adolescents who come from households with high income are met with constant discrimination at school or in their community, this can lead to the internalization of these negative stereotypes, which can lead these adolescents to struggle with their African American identity. This confusion about their identity could lead to suicidal ideation.
The rising expectations hypothesis states, “As a group experiences an improvement in its conditions of life, it will also experience a rise in its level of desires. The latter will rise more rapidly than the former, leading to dissatisfaction,” (Muller 1979: 135). Increased education, income, and occupational prestige bring higher expectations for a certain standard of living. If these expectations are not fulfilled or not as easily fulfilled, this inconsistency would increase levels of distress. Maybe these African American adolescents of high socioeconomic status live in areas and go to schools that have a high concentration of white adolescents. The expectation for a certain standard of living is less racial discrimination and more acceptance, and when this exception is not fulfilled or not easily fulfilled, they have higher levels of distress, which could lead to suicidal ideation. 
For example, Richard Milner (2002) found that some high achieving African American adolescents find themselves constantly working harder than their white peers do, in order to prove themselves. They work exceptionally hard in order to show that they have as much of a right as anyone else to be in the academically gifted program. Since these students feel that they have to work this hard, they can become psychologically compulsive, in their struggle to combat the negative views that their classmates and teachers have about them, based on their race. Even though these students may prove that they belong in these programs, they may still work extremely hard to keep their spot in the academically gifted classes. These high achieving students have additional pressure because “they believe that if they fail, they fail the entire race,” (Milner 2002: 83). Consistently trying to do better than their white peers can be stressful, and it can eventually lead to self-doubt. Another source of frustration comes from the diminished returns that they receive for their hard work and accomplishments. Even though they work harder than their peers do, they do not receive the same academic and social rewards as their white peers. When these African American students do not get the awards that they deserve for their academic achievements, this can lead to distress, as outlined in the rising expectations hypothesis, which in turn could lead to suicidal thoughts.
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Table 1: Frequency Distribution of Variables in the Analysis of Parental Socioeconomic Status and Suicidal Ideation

	Adolescent Suicidal Ideation
	Percentage

	Yes
	13.19

	No
	86.81

	Parental Educational Attainment
	Percentage

	<High School
	10.87

	High School Graduate
	25.77

	Some College/Post HS
	29.47

	College Graduate
	18.65

	More than College
	15.24

	Household Income
	

	Mean
	$46,861

	Standard Deviation
	$51,547

	Adolescent Age
	Percentage

	11
	0.09

	12
	3.41

	13
	12.07

	14
	14.33

	15
	18.6

	16
	19.36

	17
	18.49

	18
	12.09

	19
	1.37

	20
	0.14

	21
	0.05

	Adolescent Race
	Percentage

	Non-Hispanic White
	53.89

	Non-Hispanic Black or African American
	21.03

	American Indian or Native American
	2.42

	Asian or Pacific Islander
	5.52

	Hispanic or Latino
	16.02

	Other
	1.12

	Adolescent Biological Sex
	Percentage

	Male
	49.13

	Female
	50.87

	Adolescent Religious Community
	Percentage

	Protestant
	60.92

	Catholic
	29.6

	Other Christian
	4.67

	Other
	4.82

	Adolescent Religious Importance
	Percentage

	Very Important
	48.08

	Fairly Important
	40.92

	Fairly Unimportant
	7.45

	Not Important At All
	3.54

	Adolescent Family Structure
	Percentage

	Two Biological Parents
	52.44

	Two Parents
	18.78

	Single Mother
	21.48

	Other
	7.30



N=12,599
Source: The National Longitudinal Study of Adolescent to Adult Health (Add Health)




Table 2: Odds Ratios Predicting the Relationship between Household Income and Adolescent Suicidal Ideation

	Variables
	Model 1
	Model 2
	Model 3

	
	
	
	

	Natural Log of Income (continuous)
	0.917**
	0.924
	0.864*

	Adolescent Race (Ref = White)
	
	
	

	      Black or African American 
	
	0.846
	0.421*

	      American Indian
	
	1.155
	1.533

	      Asian
	
	1.052
	0.827

	      Hispanic or Latino
	
	0.917
	0.496

	      Other
	
	1.267
	0.348

	Parental Education (Ref = Less than High School)
	
	
	

	      High School Graduate 
	
	1.052
	1.013

	      Some College/Post HS Training
	
	1.116
	1.075

	      College Graduate
	
	1.208
	1.176

	      More Than College 
	
	1.082
	1.065

	Age (continuous)
	
	1.027
	1.027

	Sex (Ref = Male)
	
	
	

	      Female
	
	1.627
	1.631

	Family Structure (Ref= Two Biological Parents)
	
	
	

	      Two Parents
	
	1.346**
	1.341**

	      Single Mother
	
	1.127
	1.117

	      Other
	
	1.299
	1.286

	Religious Community (Ref= Protestant) 
	
	
	

	      Catholic 
	
	0.938
	0.944

	      Other Christian 
	
	0.937
	0.940

	      Other
	
	1.212
	1.212

	Religious Importance (Ref= Very Important)
	
	
	

	      Fairly Important 
	
	1.196*
	1.200*

	      Fairly Unimportant 
	
	1.469*
	1.475*

	      Not Important At All
	
	2.066
	2.070

	Interaction: Race/Ethnicity and  Ln(Income)
	
	
	

	      Black or African American
	
	
	1.242*

	      American Indian 
	
	
	0.914

	      Asian 
	
	
	1.066

	      Hispanic or Latino
	
	
	1.196

	      Other
	
	
	1.474



*** p<0.001, ** p<0.01, * p<0.05
Source: National Longitudinal Study of Adolescent to Adult Health (Add Health)
N= 12,599




Figure 1: Predicted Probability of Suicidal Ideation for White and Black Adolescents
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