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 Suicide claims the lives of approximately 32,000 Americans each year.  The 

interpersonal-psychological theory of suicide (IPTS; Joiner, 2005) was developed in an 

effort to clarify the nature of suicidality as well as to enhance risk assessment and 

prevention approaches.  The IPTS differentiates between the desire for death by suicide 

and the capability for suicide, which is said to be acquired through repeated exposure to 

painful and provocative life events.  Thus far, the relationship between painful and 

provocative events and the acquired capability for suicide has been repeatedly supported 

in independent samples (e.g., Van Orden et al.,2008; Bryan et al., 2010).  To date, 

however, no research has investigated whether the path from pain and provocation to the 

acquired capability is uniform across populations.  I sought to test whether individuals’ 

experiences with negative affect might moderate this relationship, with individuals 

exhibiting greater difficulty managing emotional distress who report greater levels of 

lifetime pain and provocation demonstrating the highest levels of the acquired capability.  

Specifically, I examined negative urgency and distress tolerance as moderators.  Results 

utilizing structural equation modeling indicated that the proposed models were not an 

adequate fit for the data; however, a post hoc series of hierarchical linear regressions 

revealed a number of significant interactions between emotion-based individual 

difference variables (negative urgency, distress tolerance) and pain and provocation in the 

prediction of the acquired capability for suicide.  These significant interactions were not 

in the hypothesized direction, as greater levels of negative urgency and lower levels of 

distress tolerance dampened the relationship between painful and provocative events and 

the acquired capability for suicide.  These results might indicate that, although 

emotionally dysregulated individuals exhibit a higher rate of death by suicide (e.g., 

Linehan, 1993), this is true despite their emotion dysregulation, not because of it.  

Experiencing discomfort as highly aversive may actually serve as a buffer against suicide 

and require that such individuals experience greater exposure to pain and provocation in 

order to habituate sufficiently to such stimuli.  
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 Suicide is a distressing phenomenon that claims the lives of approximately 32,000 

Americans each year.  Given the severity of the problem, the importance of developing a 

theory capable of providing a theoretically sound understanding of suicidal behavior and 

a firm empirical foundation upon which to base risk assessments and targeted 

interventions would be difficult to overstate.  In recent years, Joiner’s (2005) 

interpersonal-psychological theory of suicidal behavior (IPTS) has been subject to 

substantial empirical investigation and, thus far, it has proven to be a promising 

framework through which to view suicidal behavior. 

 The IPTS provides a novel lens through which to consider suicide by 

distinguishing between those who desire death by suicide and those who are capable of 

death by suicide.  In other words, the IPTS states that, in addition to an individual’s 

desire to die by suicide, he or she must acquire the capability to do so before enacting a 

lethal attempt.  This capability is acquired through repeated exposure to painful and 

provocative events, which the theory indicates will cause an individual to habituate both 

to physical pain and to the fear of death.  Any negative life event involving pain and 

provocation could theoretically contribute to an individual’s acquired capability for 

suicide; however, intentionally self-inflicted injury appears to have the most potent effect 

(Van Orden et al., 2008). 

 In recent years, an increasingly large number of studies have linked the 

experience of pain and provocation to an elevated physiological pain tolerance, thereby 

providing indirect support for the acquired capability construct.  Along these lines, Nock 

and Prinstein (2005) found that individuals who repeatedly self-injure report pain 

analgesia during the course of self-injury episodes.  This indicates that by engaging in a 

painful action repeatedly, individuals can develop a higher pain tolerance, as well as a 

higher threshold for experiencing physical pain.  Similarly, Orbach et al. (1996) found 

that individuals who were admitted to an emergency room due to a suicide attempt 

reported a higher pain tolerance than did individuals admitted to an emergency room due 

to an accidental injury.  By distinguishing between self-inflicted injuries and those due to 
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external causes, the authors highlighted the importance of intentionally self-inflicted pain 

with respect to pain tolerance.  Orbach et al. (1997) later reported that individuals with 

multiple suicide attempts reported higher thermal pain tolerance and overall pain 

tolerance than did individuals with one or no suicide attempts.  Here again, the authors 

measured the degree to which repeated self-inflicted physical harm relates to an 

individual’s pain tolerance.   

 In another example of the importance of repeated exposure to pain as well as the 

severity of the pain involved in the experience, Joiner et al. (2007) reported that 

childhood physical and violent sexual abuse predicted number of suicide attempts better 

than did verbal abuse and molestation.  In other words, the greater the amount of pain and 

violence involved, the more predictive the experience was of later suicide attempts.   

 Utilizing a scale recently developed to directly measure the acquired capability 

for suicide (Acquired Capability for Suicide Scale (ACSS); Bender, Gordon, Bresin, & 

Joiner, in press), Van Orden et al. (2008) found that the number of past suicide attempts 

predicted the acquired capability.  Additionally, a higher number of self-reported painful 

and provocative experiences predicted the acquired capability.  These findings represent 

the first direct measurement of the acquired capability and, given that the acquired 

capability involves habituation to physical pain through repeated exposure to painful and 

provocative events, these findings provide support for the construct. More recently, 

Bryan, Cukrowicz, West, and Morrow (2010) found that the range of combat experiences 

encountered by soldiers deployed to Operation Iraqi Freedom (OIF) predicted the 

acquired capability above and beyond the effects of depression and post-traumatic stress 

disorder (PTSD) symptoms as well as past history of suicidality. 

 Given the above referenced findings, the link between repeated experiences of 

pain and provocation and elevated levels of the acquired capability for suicide appears 

quite robust.  That being said, thus far no research has investigated the degree to which 

this link is uniform across populations.  In other words, no work to our knowledge has 

investigated potential moderators of this relationship.  Similarly, research investigating 

Joiner’s (2005) theory has thus far yielded no results directly related to an individual’s 

experience with negative affect.  Given that a number of mental illnesses characterized by 

extreme emotion dysregulation are also marked by highly elevated suicide rates (e.g., 
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borderline personality disorder; Linehan, 1993), it appears reasonable to wonder whether 

affect-based individual difference variables may play a role in the development of the 

acquired capability. 

One reason to consider investigating a potential role of negative affect in the 

development of the acquired capability is the growing literature linking emotion 

dysregulation to dysregulated behaviors, defined as behaviors that, through deficits in 

inhibition, result in the prioritizing of potential short-term functional benefits over more 

significant long-term consequences (Gorenstein & Newman, 1980).  Due to the broad 

nature of the construct, a wide range of behaviors fits within this category, including 

binge eating and purging, non-suicidal self-injury (NSSI), excessive reassurance seeking, 

and substance use.   Several of those behaviors could be considered painful and/or 

provocative. 

 One affect-relevant variable that has been linked to a number of potentially 

painful and provocative experiences is negative urgency, a component of Whiteside and 

Lynam’s (2001) UPPS Impulsive Behavior Scale, defined as the tendency to act rashly in 

an effort to reduce negative affect.  The UPPS scale has been validated in international 

samples (Whiteside, Lynam, Miller & Reynolds, 2005) and expanded to include a fifth 

subscale, positive urgency (UPPS-P; Cyders, Smith, Spillane, Fischer, Annus, & 

Peterson, 2007; Cyders & Smith, 2007).  Prior work on negative urgency has indicated 

that it is highly predictive of a variety of dysregulated behaviors, including aggression, 

early marijuana use in men, the consumption of alcohol to reduce tension, substance use 

disorders, compulsive buying behaviors, and hostile attributional style (Fischer, Smith & 

Anderson, 2003; Miller, Flory, Lynam, & Leukefeld, 2003; Fischer, Anderson, & Smith, 

2004; Lynam & Miller, 2004; Verdejo-Garcia, Bechara, Recknor, & Perez-Garcia, 2007; 

Billieux, Rochat, My Lien Rebetez, & Van der Linden, 2008).  In a sample of women 

diagnosed with eating disorders, Claes, Vandereycken, & Vertommen (2005) found that 

women with bulimia nervosa (BN) scored more similarly on negative urgency to women 

with the binge-purge subtype of anorexia nervosa (AN) than to women with the 

restricting subtype of AN.   

 In a more precise examination of the manner in which negative urgency relates to 

dysregulated behaviors, Fischer and Smith (2008) reported that negative urgency 
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interacts with expectancies to predict dysregulated behaviors.  Specifically, the authors 

reported that high levels of negative urgency along with high expectations for the ability 

of particular behaviors to reduce negative affect conferred the greatest risk for individuals 

with respect to binge eating, problematic drinking, and gambling. 

 In an effort to examine the longitudinal stability of negative urgency and its 

relationship to dysregulated behaviors, Anestis, Selby, & Joiner (2007) asked participants 

to fill out a series of questionnaires on two occasions, separated by four to six weeks.  

The authors reported that negative urgency predicted bingeing and purging, excessive 

reassurance seeking, and drinking alcohol to cope with negative affect at both Time 1 and 

Time 2.  Additionally, residual change in negative urgency predicted residual change in 

all three of the outcome variables.  These findings were substantial for two reasons.  First, 

the authors controlled for the other subscales of the UPPS, thereby emphasizing the 

importance of the drive to reduce negative affect above and beyond the effects of general 

impulsivity.  Second, the study represented the first attempt to measure the longitudinal 

stability of negative urgency.  The correlation between Time 1 and Time 2 negative 

urgency was fairly high (r = .73), indicating that the construct may have some state-like 

features, but is generally stable.  In a more recent study, Cyders and Smith (2010) 

demonstrated that high levels of negative urgency at the onset of an academic year 

predicted greater use of maladaptive behaviors while upset at the end of that same 

academic year.  Due to the use of only two time points in these studies, however, more 

research is needed to better understand the degree to which negative urgency changes 

across time. 

 In a more stringent test of the specific relationship between negative urgency and 

bingeing and purging, Anestis, Smith, Fink, and Joiner (2009) measured these variables 

in an outpatient sample in a community psychological clinic.  The authors reported that 

negative urgency predicted bingeing and purging in a clinical sample even when 

controlling for the other subscales of the original UPPS as well as the Impulsive Behavior 

Scale (IBS; Rosotto et al., 1998).  The increased level of pathology and the more 

extensive list of covariates further highlighted the specific role of negative affect relative 

to other aspects of impulsivity with respect to this particular dysregulated behavior. 
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 All of these studies relied entirely on retrospective self-report; however, the 

consistently impressive effect sizes reported across samples nonetheless bestows 

substantial credibility to the findings.  These studies consistently present evidence 

supporting the notion that negative affect in general and negative urgency in particular 

play an important role in the use of certain behaviors that could potentially be classified 

as painful and/or provocative.  As such, it appears worthwhile to consider whether the 

degree to which an individual experiences elevations on this characteristic moderates the 

relationship between painful and provocative events and the acquired capability for 

suicide. 

Negative urgency is not the only affect-related variable related to these types of 

behavioral outcomes.  Another such variable, distress tolerance, has been measured in a 

variety of ways, including both self-report and behavioral tasks.  Defined as the degree to 

which the subjective experience of negative affect is deemed to be unbearable (Simons & 

Gaher, 2005), distress tolerance has been linked to a similar variety of dysregulated 

behaviors. 

Using the Paced Auditory Serial Addition Task (PASAT-C), a computer-based 

task that measures distress tolerance by examining how long participants are willing to 

persist in a difficult and frustrating mathematical task, Daughters, Lejuez, Kahler, Strong, 

and Brown (2005) demonstrated that low distress tolerance predicted an inability to 

sustain quit attempts in treatment seeking individuals addicted to heroin.  Using this same 

experimental paradigm, Daughters et al. (2005) also found that low distress tolerance 

predicted drop-out from an inpatient substance abuse treatment facility.   

Multiple studies have demonstrated that low distress tolerance also predicts the 

inability to sustain quit attempts in individuals addicted to nicotine (Brown, Lejeuz, 

Kahler, Strong, & Zvolensky, 2005; Brandon et al., 2003) again using the PASAT-C as 

the measure of distress tolerance.  Extending these findings beyond substance use, 

Daughters et al. (2005) found that low distress tolerance predicted the inability to sustain 

quit attempts in compulsive gamblers.  Here, the authors demonstrated that the inability 

to withstand subjective negative emotional states can predict behavioral outcomes that 

involve potential negative reinforcement without direct physiological components, thus 

indicating that an avoidance model can not be explained purely on physiological grounds.   
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Additional studies have indicated that the influence of distress tolerance on 

behavior also includes dysregulated eating behaviors.  Anestis, Selby, Fink, and Joiner 

(2007) found that low levels of distress tolerance predicted binge eating and purging, 

controlling for a wide variety of relevant covariates, including biological sex, depression, 

anxiety, anxiety sensitivity, and several components of impulsivity.  In this study, distress 

tolerance was measured using Simons and Gaher’s (2005) Distress Tolerance Scale.  As 

such, the findings rely entirely upon retrospective self-report.  This is an obvious 

weakness; however, given that distress tolerance is a construct based heavily upon 

internal subjective experiences and evaluations, one could argue that a self-report 

measure is uniquely capable of capturing this component of the construct. 

Distress tolerance has also been implicated in borderline personality disorder 

(BPD).  Dialectical Behavior Therapy (DBT), a therapeutic intervention designed for the 

treatment of individuals with BPD, includes extensive focus on tolerating distress, with 

explicit training on skills such individuals can use in an effort to stave off the inclination 

to use maladaptive, dysregulated behaviors aimed at regulating affect (Linehan, 1992). 

BPD is characterized by impulsive, dysregulated behaviors such as non-suicidal self-

injury, substance abuse, suicidal behavior, and interpersonal conflicts.  If distress 

tolerance plays a role in sustaining BPD, its relevance to dysregulated behaviors is thus 

further highlighted.  In fact, Bornovalova, Gratz, Delany-Brumsey, Paulson, and Lejuez 

(2006) found that individuals with comorbid BPD and substance use disorders had lower 

levels of distress tolerance than did individuals with only a substance use disorder.  

Additionally, Nock and Mendes (2008) found that individuals who self-injure 

experienced more physiological arousal during a distressing task and were less able to 

tolerate that distress, as evidenced by a tendency to quit the task early.  In this study, the 

authors utilized a new behavioral measure of distress tolerance – the Distress Tolerance 

Test – which consists of an alternative presentation of the Wisconsin Card Sorting Test.   

Overall, these findings indicate that distress tolerance is a particularly salient 

predictor of maladaptive outcomes for individuals struggling with both affective and 

behavioral dysregulation.  The finding that distress tolerance is linked to NSSI is 

particularly relevant to the acquired capability for suicide.  In the only study to date that 

has directly measured the relationship between distress tolerance and the acquired 
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capability for suicide, Bender, Anestis, Anestis, Gordon, and Joiner (unpublished 

manuscript) found that high levels of distress tolerance predicted the acquired capability, 

controlling for biological sex, perfectionism, various components of impulsivity, and 

symptoms of depression and anxiety.  Additionally, distress tolerance interacted with 

sensation seeking to predict the acquired capability, such that high levels of both 

conferred the greatest level of risk.  Here again, the Distress Tolerance Scale was used to 

measure distress tolerance.  These findings point to one of two possibilities.  First, 

individuals may experience increases in distress tolerance as they are exposed to painful 

and provocative events, thus indicating a habituation to distress across time.  Second, 

certain individuals may naturally exhibit high levels of distress tolerance, meaning that 

they are inherently more vulnerable to this particular risk factor for suicidal behavior.  

This would not mean that individuals with low levels of distress tolerance could not 

acquire the capability for suicide, but rather that their acquisition would be due purely to 

exposure to painful and provocative events and not due to their inability to withstand 

negative affect.  

An important consideration in understanding the research linking distress 

tolerance and the acquired capability is the heterogeneity of measurements.  In addition to 

the obvious potential differences between self-report and behavioral measures of the 

construct, there is considerable variability in the behavioral tasks of distress tolerance.  In 

response to this situation, McHugh et al. (2010) conducted a study in which they 

compared a variety of self-report and behavioral measures of discomfort tolerance.  

These measures ranged from distress tolerance as discussed above to physical discomfort 

tolerance to anxiety sensitivity, and the results indicated that the measures maintain no 

consistent pattern of significant correlations.  In other words, despite claiming to measure 

the same or similar constructs, most of these measures appear unrelated to one another 

and self-report and behavioral tasks were particularly unlikely to demonstrate significant 

correlations to one another.  This might indicate that the construct measured by self-

reported distress tolerance maintains a distinct relationship with the acquired capability 

for suicide relative to other measures.  Clarifying this point could have substantial impact 

on our understanding of the relationship between emotions and suicide risk. 
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The above mentioned findings regarding negative urgency and distress tolerance 

with respect to dysregulated behaviors appear to conform well with opponent process 

theory (Solomon, 1980), particularly when considered in the context of the acquired 

capability for suicide.  Opponent-process theory posits that, through repetition, the initial 

effects of a behavior (a-process) are diminished while the opposite effects (b-process) are 

strengthened.  As a result, the behavior must be repeated more frequently or more 

severely in order to obtain the initial desired effect.  Along these lines, individuals who 

engage in dysregulated behaviors in response to an inability to tolerate negative affect or 

the desire to diminish negative affect through behavioral means may ultimately end up 

engaging in dysregulated behaviors more often or more severely than individuals for 

whom such behaviors serve other functions (e.g. social motivations), as the a-process 

(diminishing negative affect) may become less salient than the b-process (e.g. subsequent 

affective distress).  In this sense, a dangerous cycle may emerge in which individuals who 

exhibit difficulties in experiencing negative affect (e.g. high negative urgency, low 

distress tolerance) and a high rate of dysregulated behaviors may turn to such behaviors 

to reduce negative affect (Smyth et al., 2007), experience subsequent increases in 

negative affect following momentary relief, and then return to the behavior in an attempt 

to again reduce sensations of negative affect.  Such chronic experiences of pain and 

provocation would theoretically lead to increases in the acquired capability for suicide.   

In this sense, negative urgency and distress tolerance may “grease the wheel” in the 

relationship between painful and provocative events and the acquired capability.  In other 

words, while such experiences would impact the acquired capability for any individual, 

the impact might be greater in individuals with high levels of negative urgency or low 

levels of distress tolerance because of the manner in which they engage with such 

experiences. 

In an effort to understand the relationships between negative urgency, distress 

tolerance, painful and provocative events, physical pain tolerance, and the acquired 

capability for suicide, I designed a study during which participants filled out a series of 

questionnaires on behavioral and affective variables, were administered a structured 

interview assessing affective variables, and took part in two behavioral experiments, one 
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assessing distress tolerance and the other assessing physical pain tolerance.  All 

questionnaires were filled out online on a computer in a laboratory setting.   

 Building off the findings reported above, I anticipated that negative urgency 

would interact with painful and provocative events to predict elevations in the acquired 

capability for suicide, such that high levels of both elements of the interaction would 

confer the greatest risk.  Additionally, I hypothesized that distress tolerance would also 

interact with painful and provocative events to predict elevations in the acquired 

capability for suicide, such that low levels of distress tolerance in combination with high 

levels of painful and provocative events would confer the greatest level of risk.  Such 

findings would indicate that individuals who experience significant difficulties managing 

negative affect and who show a tendency to engage in behaviors for which the long-term 

consequences outweigh short term benefits are at the greatest risk for developing the 

acquired capability for suicide, thus indicating that such individuals are in particular need 

of clinical intervention. 
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Participants 

The sample consisted of 283 undergraduates ranging in age from 18 to 39 (mean 

= 19.34, standard deviation = 2.10).  109 (38.5%) of the participants were male and 166 

(58.7%) were female.  8 participants (2.8%) declined to indicate their sex.  The ethnic 

composition of the sample was 68.6% (n = 194) Caucasian, 13.1% (n = 37) Hispanic or 

Latino, 12.0% (n = 34) African American, 2.8% Asian (n = 8), and 3.5% (n = 10) other.   

In order to control for potential third variable influences on measures of pain 

tolerance, all participants were right-handed, as left limbs show greater pain sensitivity 

than right limbs, regardless of hand preferences (Murray & Hagan, 1973).  Participants 

were required to refrain from consuming sugared foods and alcoholic beverages for at 

least one hour prior to participation in the experiment (Mercer & Holder, 1997). 

Additionally, participants were required to refrain from consuming any analgesics (e.g., 

aspirin, acetaminophen) or other pain suppressants for at least eight hours prior to 

participation.  

Measures 

���������	
�������:   

 The Urgency, (lack of) Premediation, (lack of) Perseverance, Sensation Seeking, 

and Positive Urgency Impulsive Behavior Scale (UPPS-P; Cyders, Smith, Spillane, 

Fischer, Annus, & Peterson, 2007; Cyders & Smith, 2007) is a 59-item self-response 

scale that features five subcategories: Negative Urgency, Sensation Seeking, (lack of) 

Premeditation, (lack of) Perseverance, and Positive Urgency.  The Negative Urgency 

subscale consists of twelve items measuring the degree to which individuals act rashly in 

the face of negative affect (e.g., �	�����	����	�������	�����	�������	�	���	�������	

��������	����	�	��	������), each of which uses a Likert type scale ranging from 1 “Agree 

Strongly” to 4 “Disagree strongly”   Negative urgency served as a predictor in several 

analyses and the coefficient alpha for this scale was .87.  The sensation seeking subscale 

served as a covariate and the coefficient alpha for this scale was .86. 
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 The UPPS-R Interview (Smith, Fischer, Cyders, Annus, & Spillane, 2007) is a 

semi-structured interview that measures the degree to which individuals exhibit the 

various components of impulsivity assessed by the UPPS-P.  Responses to individual 

items are scored on a range from 0-2, with higher scores indicating the presence of more 

maladaptive tendencies.  Individual items first determine whether or not a statement is 

pertinent to the participant (e.g. “When you are upset, do you often act without 

thinking?”), then requires that the participant provide concrete examples to illustrate the 

trend (“Have you experienced problems as a result of this?  What are some examples?”).  

All five subscales of the UPPS-P are assessed in this interview, which yields five distinct 

sub-scores.  The negative urgency subscale served as a predictor in some analyses.  A 

random selection of files totaling 15% (n = 43) of the entire sample was independently 

scored by a doctoral candidate in clinical psychology in an effort to measure inter-rater 

reliability.  This analysis yielded an inter-rater correlation of .978.   

The Distress Tolerance Scale (Simons & Gaher, 2005) is a 15-item self-report 

questionnaire examining the degree to which individuals experience negative emotions as 

intolerable (e.g. �	�����	�����	������	����������	��	������).  Items utilize a Likert scale 

ranging from 1 (Strongly Agree) to 5 (Strongly Disagree), with lower scores indicating a 

tendency to experience psychological distress as unacceptable.  The Distress Tolerance 

Scale served as a predictor in several analyses and the coefficient alpha for this measure 

was .90. 

The Distress Tolerance Test (DTT; Nock & Mendes, 2008) is a behavioral 

measure of distress tolerance that utilizes an alternative form of the Wisconsin Card Sort 

Test (Grant & Berg, 1948; Heaton, Chelune, Talley, Kay, & Curtis, 1993).  The 

participant is presented with a pile of 64 cards, each of which features an image that 

varies by shape, color, and number.  The participant is then told to sort the cards under 

one of four sample cards, but is not given an explanation as to how to sort the cards.  

Scripted instructions indicate that the first 20 cards must be sorted, but that the participant 

is free to stop after that.  With each attempted sort, the participant is simply told whether 

or not the attempt was correct.  Unlike the original Wisconsin Card Sort Test, however, 

there is no correct order in which to sort the cards.  Regardless of where the cards are 

placed, the participant is told that the first three sorts are correct.  After this, the next 
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seven sorts are said to be incorrect.  The eleventh sort is said to be correct.  After this, all 

subsequent sorts are said to be incorrect.  Distress tolerance is measured by the number of 

cards the participant sorts before choosing to end the task.  In this study, the distress 

tolerance score served as a predictor in several analyses.	

 Dysregulated behaviors were measured using the Impulsive Behavior Scale (IBS; 

Rosotto, Yager, & Rorty, 1998).  The IBS is a 25-item self-report measure that asks 

participants to indicate how many times they have engaged in a variety of dysregulated 

behaviors (e.g., NSSI, alcohol consumption, binge eating). Participants are asked to 

indicate how many times they have engaged in each of the behaviors on a five-point scale 

(1 = never; 2 = once; 3 = on occasion; 4 = sometimes; 5 = regularly).  This questionnaire 

is generally utilized as a measure of impulsivity; however, because the measure consists 

solely of a list of dysregulated behaviors, it appears to have significant utility as a 

measure of general dysregulated behavior.  The IBS served as a predictor variable in 

several analyses and was conceptualized as a component of a broader construct of painful 

and provocative events.  The coefficient alpha for this measure was .81. 

The Painful and Provocative Events Scale (PPE; Gordon, Bender, & Joiner, 

unpublished manuscript) is a 26-item scale designed to assess the frequency with which 

an individual has been exposed to a variety of painful/provocative experiences (e.g., 

����	���	������������	��	�������	�������  ����	���	����	�	������	��	�������	������). 

Items utilize a Likert scale (1 = �����; 2 = ����; 3 = � !	�����; 4 = " �#	�����; 5 = ����	

����	�#	�����).  This measure served as a predictor variable in several analyses and its 

coefficient alpha was .66  

$������	
�������%	

A pressure algometer (Type II, Somedic Inc., Solletuna, Sweden) was utilized to 

measure participants’ physical pain tolerance. Participants were instructed in the 

application of the pressure algometer.  All trials were conducted on participants’ right 

hands and participants were right-handed to ensure uniformity in application. Participants 

were instructed to say “pain” when they first felt pain (threshold) and to say “stop”	when 

the pain became too uncomfortable to continue (tolerance). The algometer was applied 

perpendicularly to the skin and was lowered at a rate of approximately 5 Newtons per 

second until physical pain tolerance (PPT) was reached. Once the participant indicated, 
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through verbal report, that PPT had been reached, the experimenter immediately retracted 

the algometer. The digital display continued to show the value of pressure applied at the 

moment the algometer was retracted. The results of five separate trials of pain tolerance 

were averaged in order to ensure a more reliable measurement.  A reliability analyses was 

run with each of the five trials for each individual serving the role of an item on a self-

report scale.  The coefficient alpha for the pressure algometer trials was .97. 

The Acquired Capability for Suicide Scale (ACSS; Bender, Gordon, Bresin, & 

Joiner, in press) is a 25-item self-report measure that utilizes a Likert scale.  Items 

examine the degree to which participants exhibit habituation to the fear of death (e.g. �	

��	����	����	������	��	���. [reversed]).  Joiner’s (2005) interpersonal-psychological 

theory of suicide posits that the capability to complete suicide develops through repeated 

exposure to painful and provocative events and, as such, elevations on this measure 

indicate that participants exhibit a diminished sense of fear in response to thoughts of 

death or potentially fatal experiences. The coefficient alpha for this measure was .84  

Data Analytic Strategy:  

�����������	��	��������	�������	���	������	���	�����������	������	����������	

��&�����	���������	���	�������%	To test the interaction between negative urgency and 

painful and provocative events in predicting pain tolerance and the acquired capability for 

suicide, structural equation modeling (SEM) was used.  In this model, the Negative 

Urgency subscales of the UPPS-P and UPPS-R served as observed variables representing 

the latent variable of Negative Urgency.  The Impulsive Behavior Scale and Painful and 

Provocative Events Scale served as observed variables representing the latent variable, 

Painful and Provocative Events.  A latent variable was then created to represent the 

interaction of Negative Urgency and Painful and Provocative Events.  This latent variable 

consisted of four observed variables, each of which represented a combination of one 

Negative Urgency observed variable and one Painful and Provocative Event observed 

variable.  Scores on the Sensation Seeking subscale of the UPPS-P as well as biological 

sex served as covariates, represented as observed variables.  The dependent variables in 

this model were represented by two observed variables: pain tolerance and the acquired 

capability for suicide.  The fit of this model was assessed through the analysis of several 

statistics.  In particular, the maximum likelihood chi-square statistic ('
2
) was used (with 
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non-significance indicating that the model fit the data well).  Because the chi-square 

statistic is highly sensitive to large sample sizes, other fit indices were also used.  These 

indices included the comparative fit index (CFI), the root mean square error of 

approximation (RMSEA), and the Tucker-Lewis Index (TLI).  Standard cutoff criteria for 

good fit consisted of CFI values greater than .95, RMSEA values of less than .06, and 

TLI values of .9 or higher (Hu & Bentler, 1999).  To test individual parameter estimates, 

a cutoff criterion value for significance will be set at � = .05.   

�����������	��	��������	��������	���	������	���	�����������	������	����������	

����	��������	���	���	��&�����	���������	���	�������%	To test the interaction between 

distress tolerance and painful and provocative events in predicting pain tolerance and the 

acquired capability for suicide, structural equation modeling (SEM) was used.  In this 

model, the Distress Tolerance Scale and the Distress Tolerance Test served as observed 

variables representing the latent variable of Distress Tolerance.  The Impulsive Behavior 

Scale and Painful and Provocative Events Scale served as observed variables representing 

the latent variable, Painful and Provocative Events.  A latent variable was then created to 

represent the interaction of Distress Tolerance and Painful and Provocative Events.  This 

latent variable consisted of four observed variables, each of which represented a 

combination of one Distress Tolerance observed variable and one Painful and 

Provocative Event observed variable.  Scores on the Sensation Seeking subscale of the 

UPPS-P as well as biological sex served as covariates, represented as observed variables.  

The dependent variables in this model were represented by two observed variables, pain 

tolerance and the acquired capability for suicide.  The fit of this model was assessed 

through the analysis of the same statistics detailed above.   

(���������	)����%	

 As an additional test of the degree of fit in the above mentioned models, two 

alternative models were also tested.  In each of these models, a latent variable 

representing the acquired capability for suicide was added to the model and served as the 

outcome variable.  This latent variable was comprised of scores on the acquired 

capability for suicide scale (ACSS) and the pain tolerance procedure.  Should this model 

provide a better fit for the data, this would indicate that physical pain tolerance as 

measured by a pressure algometer and the acquired capability for suicide as measured by 
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self-report represent distinct components of a single unified construct, the acquired 

capability for suicide and that the added complexity of these newer models featuring an 

additional latent construct is justified by an increased goodness of fit to the data.   
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 Means, standard deviations, and intercorrelations for the variables utilized in these 

analyses can be found in Table 1.  All variables utilized in the analyses were examined 

for the presence of outliers, defined as values at least two inter-quartile ranges above or 

below the median.  Rather than delete any such entries, all outliers were adjusted to equal 

the value equivalent to two inter-quartile ranges above or below the median.   

 Due to the sensitivity of SEM models to non-normal distributions, all variables in 

the analyses were examined for skewness and kurtosis.  No variables exhibited 

significant skew or kurtosis.  

�����������	��	��������	�������	���	������	���	�����������	������	����������	���	

��&�����	���������	���	�������	

 Following the recommendations of Kline (2005), a two-step approach was 

utilized in examining the fit of the hypothesized models.  In the first step – the 

measurement model – confirmatory factor analyses were conducted with the latent 

variables to ensure that the proposed latent variables were adequately represented by their 

respective observed variables in all four models.   

In the first model (see Figure 1), latent variables for negative urgency, painful and 

provocative events, the interaction of negative urgency and painful and provocative 

events, and the acquired capability for suicide were examined.  The measurement model 

did not meet criteria for excellent fit, χ
2
 (29) = 2404.32, p < .001, CFI = .45, TLI = -.04, 

RMSEA = .539.  The factor loadings for the manifest indicators for negative urgency, 

painful and provocative events, and the acquired capability for suicide were significant, 

ranging from -.66 to .99. The factor loading for one manifest indicator of the interaction 

of negative urgency and painful and provocative events was not significant (-.09).  

Negative urgency was significantly correlated with painful and provocative events (r = 

.42, p < .001), and the acquired capability for suicide (r = -.22, p < .003).  Painful and 

provocative events was significantly correlated with the acquired capability for suicide (r 

= .53, p < .001).  The interaction of negative urgency and painful and provocative events 

was not significantly correlated with the acquired capability for suicide (r = -.12, p = .12).   
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Because the measurement model indicated that the model was a poor fit, the 

structural model (step 2) was not capable of properly fitting the data.  See Figure 2 for 

parameter estimates. 

In the second model (Figure 3), latent variables of negative urgency, painful and 

provocative events, and the interaction of negative urgency and painful and provocative 

events were examined.  The measurement model did not meet criteria for excellent fit, χ
2
 

(17) = 2366.97, p < .001, CFI = .44, TLI =.085, RMSEA = .70.  The factor loadings for 

the manifest indicators for negative urgency and painful and provocative events were 

significant, ranging from -.66 to 1.0. The factor loading for one manifest indicator of the 

interaction of negative urgency and painful and provocative events was not significant (-

.08).  Negative urgency was significantly correlated with painful and provocative events 

(r = .47, p < .001).   

Because the measurement model indicated that the model was a poor fit, the 

structural model (step 2) was not capable of properly fitting the data.  See Figure 4 for 

parameter estimates. 

�����������	��	��������	��������	���	������	���	�����������	������	����������	���	

��&�����	���������	���	�������	

 The same two-step process utilized in the negative urgency analyses was intended 

to be implemented for the models examining the interaction of distress tolerance and 

painful and provocative events (see Figures 5 and 6); however, the two manifest 

indicators of distress tolerance – the distress tolerance scale and the distress tolerance test 

– were not significantly correlated with one another (r = .08, p = .18) and, as such, the 

model could not possibly fit the data. 

*��� ��	�������: 

 To further explore the degree to which negative urgency and distress tolerance 

moderate the relationship between painful and provocative events and the acquired 

capability for suicide, a series of hierarchical linear regression equations were constructed 

in which each of the measures of negative urgency, distress tolerance, and painful and 

provocative events were utilized in the prediction of each of the measures of the acquired 

capability for suicide.  This resulted in a total of sixteen regression equations. 
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To test the hypothesis that UPPS-P Negative Urgency (self-report) scores would 

moderate the relationship between scores on the PPE and scores on the ACSS, a 

hierarchical linear regression equation was constructed, with ACSS serving as the 

dependent variable.  The covariates – UPPS-P sensation seeking and biological sex – 

were entered in Step 1.  The main effects of UPPS-P Negative Urgency and PPE were 

entered in Step 2.  The product of UPPS-P Negative Urgency and PPE were entered in 

Step 3.  Results indicated that the interaction of UPPS-P Negative Urgency and PPE 

significantly predicted scores on the ACSS (t = -2.10, p < .036, semi-partial correlation 

(sr) = -.10, f
2
 = .02), such that high levels of negative urgency and low levels of PPE 

conferred the lowest level of risk (see Table 2 and Figure 5). An identical equation was 

then constructed, replacing the PPE with the IBS.  Results indicated that the interaction of 

UPPS-P Negative Urgency and the IBS significantly predicted the ACSS (t = -1.99, p < 

.048, sr = -.09, f
2
 = .02), such that high levels of negative urgency and low levels of 

impulsive behaviors conferred the least risk (see Table 3 and Figure 6).  Two more 

regression equations mirroring the previous two were then run, with pain tolerance rather 

than the ACSS serving as the outcome variable.  Results indicated that the interaction of 

UPPS-P Negative Urgency and the PPE did not significantly predict pain tolerance (t = -

.538, p = .591, sr = -.03; see Table 4).  Similarly, results indicated that the interaction of 

UPPS-P Negative Urgency and the IBS did not significantly predict pain tolerance (t = -

1.01, p = .314, sr = -.06; see Table 5). 

To test the hypothesis that UPPS-R Negative Urgency (structured interview) 

scores would moderate the relationship between scores on the PPE and scores on the 

ACSS, an additional hierarchical linear regression equation was constructed.  The ACSS 

served as the dependent variable.  The same covariates utilized in previous analyses were 

entered in Step 1.  The main effects of UPPS-R Negative Urgency and the PPE were 

entered in Step 2.  The product of UPPS-R Negative Urgency and the PPE was entered in 

Step 3.  Results indicated that the interaction of UPPS-R Negative Urgency and the PPE 

did not significantly predict the ACSS (t = .852, p = .395, sr = .04; see Table 6).  An 

identical equation was then constructed, replacing the PPE with the IBS.  Results 

indicated that the interaction of UPPS-R Negative Urgency and the IBS did not 

significantly predict the ACSS (t = .667, p = .506, sr = .031; see Table 7).  Two more 
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regression equations mirroring the previous two were then run, with pain tolerance rather 

than the ACSS serving as the outcome variable.  Results indicated that the interaction of 

UPPS-R Negative Urgency and PPE did not significantly predict pain tolerance (t = -

.788, p = .431, sr = -.05; see Table 8).  Similarly, results indicated that the interaction of 

UPPS-R Negative Urgency and the IBS did not significantly predict pain tolerance (t = -

.145, p = .885, sr = - .01; see Table 9). 

To test the hypothesis that DTS scores would moderate the relationship between 

PPE scores and ACSS scores, an additional hierarchical linear regression equation was 

constructed.  ACSS served as the dependent variable.  The same covariates utilized in 

previous analyses were entered in Step 1.  The main effects of DTS and PPE were 

entered in Step 2.  The product of DTS and PPE was entered in Step 3.  Results indicated 

that the interaction of the DTS and the PPE significantly predicted the ACSS (t = 2.71, p 

< .007, sr = .13, f
2
 = .03), such that high levels of distress tolerance and high levels of 

painful and provocative events conferred the greatest level of risk (see Table 10 and 

Figure 7).  An identical equation was then constructed, replacing the PPE with the IBS.  

Results indicated that the interaction of DTS and IBS significantly predicted the ACSS (t 

= 2.73, p < .007, sr = .13, f
2
 = .03), such that high levels of distress tolerance and 

impulsive behaviors conferred the greatest risk (see Table 11 and Figure 8). Two more 

regression equations mirroring the previous two were then run, with pain tolerance rather 

than the ACSS serving as the outcome variable.  Results indicated that the interact ion of 

DTS and PPE did not significantly predict pain tolerance (t = 1.61, p < .109, sr = .09; see 

Table 12).   Similarly, results indicated that the interaction of the DTS and the IBS did 

not significantly predict pain tolerance; however there was a non-significant trend (t = 

1.913, p = .057, sr = .113) indicating that high levels of distress tolerance and high levels 

of impulsive behaviors conferred the greatest risk (see Table 13 and Figure 9). 

To test the hypothesis that DTT scores would moderate the relationship between 

PPE scores and ACSS scores, an additional hierarchical linear regression equation was 

constructed.  ACSS scores served as the dependent variable.  The same covariates 

utilized in earlier analyses were entered in Step 1.  The main effects of DTT and PPE 

were entered in Step 2.  The product of DTT and PPE was entered in Step 3.  Results 

indicated that the interaction of DTT and PPE did not significantly predict ACSS (t = -
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1.00, p = .317, sr = -.05; see Table 14).  An identical equation was then constructed, 

replacing the PPE with the IBS.  Results indicated that the interaction of DTT and IBS 

did not significantly predict ACSS (t = -.016, p = .987, sr = .00; see Table 15).  Two more 

regression equations mirroring the previous two were then run, with pain tolerance rather 

than the ACSS serving as the outcome variable.  Results indicated that the interaction of 

DTT and PPE did not significantly predict ACSS (t = .226, p = .821, sr = .01; see Table 

16).  Similarly, results indicated that the interaction of DTT and IBS did not significantly 

predict pain tolerance; however, a non-significant trend (t = 1.77, p = .077, sr = .11) 

indicated that high levels of distress tolerance and high levels of impulsive behaviors 

conferred the greatest risk (see Table 17 and Figure 10).  
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The primary objective of this study was to examine the potential impact of 

emotion dysregulation variables on the relationship between painful and provocative 

events and the acquired capability for suicide.  It was hypothesized that high levels of 

negative urgency and low levels of distress tolerance would each increase the strength of 

that relationship, thereby offering insight into the mechanisms driving increased suicide 

rates in populations characterized by high levels of emotion dysregulation.  The results 

partially supported the moderation hypothesis, but not in the hypothesized direction and 

not utilizing the more complex analytical approach - structural equation modeling.  This 

leaves two important considerations to discuss: the poor fit of the model and the 

consistent reversal of direction in the relationship between predictors and outcome 

variables. 

The failure of the hypothesized structural equation models to adequately fit the 

data can be understood in a number of ways.  First, in the models examining negative 

urgency, one of the manifest indicators of the interaction of negative urgency and painful 

and provocative events failed to load properly onto the latent variable.  As such, the 

primary predictor in that analysis was not optimally conceived.  This indicates that the 

observed variables used to represent the latent interaction variable did not adequately fit 

with one another, meaning that the conceptualization of this interaction represented in the 

model was not legitimate.  The failure of the measurement model to adequately fit the 

data rendered the structural model inadequate.  Ultimately, this can be interpreted as 

meaning that at least one of the observed variables utilized to represent this model was 

not a strong choice. 

With respect to the distress tolerance models, this problem was even clearer.  In 

addition to the failure of the observed variables to properly fit the latent interaction 

variable, the two observed variables representing distress tolerance were not significantly 

correlated with one another, rendering the measurement model inadequate.  Here again, a 

potential interpretation of the failure of the model could be that the wrong observed 

variables were chosen.  Given the findings of McHugh et al. (2010), this is not entirely 
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surprising.  In that study, a number of behavioral and self-report measures of distress 

tolerance were utilized and a consistent pattern emerged in which behavioral and self-

report measures were not significantly correlated with one another.  The behavioral task 

utilized in this study – the DTT – was not utilized in the McHugh et al (2010) study and it 

involves a unique interpersonal component not found in other such behavioral tasks; 

however, the same results emerged, indicating that behavioral and self-report measures of 

distress tolerance do not assess the same construct. 

Another interpretation of the poor model fit – one which is not mutually exclusive 

with the explanation given above – is that emotion dysregulation variables simply might 

not significantly impact the relationship between painful and provocative events and the 

acquired capability for suicide.  This explanation seems less likely given the follow-up 

findings discussed below; however, it seems reasonable to conclude based upon these 

findings that, while emotion dysregulation may have an impact on this relationship, its 

impact might be relatively minor. 

In the follow-up analyses – a series of sixteen hierarchical linear regressions 

examining each potential two-way interaction between an emotion dysregulation variable 

(negative urgency, distress tolerance) and a measure of painful and provocative 

experiences (PPE, IBS) in the prediction of the acquired capability for suicide and pain 

tolerance – a number of significant relationships were found.  Four interactions 

significantly predicted outcome variables, three demonstrated non-significant trends, and 

nine were non-significant.  Specifically, UPPS-P Negative Urgency interacted with 

scores on the PPE and scores on the IBS to predict the acquired capability for suicide.  

UPPS-P Negative Urgency did not interact with either the PPE or the IBS to significantly 

predict pain tolerance and none of the four interactions featuring UPPS-R Negative 

Urgency interactions were significant.  The DTS significantly interacted with scores on 

the PPE and the IBS to predict the acquired capability for suicide and both DTS 

interactions demonstrated non-significant trends in the prediction of pain tolerance.  None 

of the DTT interactions were significant, although the interaction of the DTT and IBS 

exhibited a non-significant trend in the prediction of pain tolerance.  Importantly, due to 

the large number of follow-up analyses run, the possibility that some results were 

obtained due to Type I error must be considered. 
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The most notable facet of these follow-up analyses was the direction of the 

significant relationships (and non-significant trends).  In each case, lower levels of 

emotion dysregulation along with higher levels of pain and provocation conferred the 

greatest risk.  This runs in stark contrast to the anticipated pattern of greater levels of 

emotion dysregulation in combination with greater levels of pain and provocation 

conferring the greatest risk.  Although inconsistent with the expected patterns, these 

results are by no means inexplicable.  

The IPTS posits that, in order for an individual to enact lethal self-harm, he or she 

must habituate to the fear of death and physical pain. It might be that, for individuals who 

have difficulty regulating their emotions and handling the experience of extreme negative 

affect, such habituation is more difficult.  Given that low levels of self-reported negative 

urgency were correlated with high levels of the acquired capability and high levels of 

distress tolerance – whether measured by self-report or behavioral interaction – predicted 

high levels of both the acquired capability and pain tolerance, this possibility seems quite 

reasonable.  Difficulty managing negative affect might increase an individual’s likelihood 

of engaging in non-lethal dysregulated behaviors, but might simultaneously serve as an 

obstacle in the development of the acquired capability and enhanced pain tolerance, both 

of which might involve a degree of stoicism inconsistent with the concepts of negative 

urgency and distress intolerance. 

Put another way, the data appear to indicate that individuals who are 

uncomfortable with the experience of negative affect are also uncomfortable with the 

experience of physical pain.  Such individuals may experience heightened average levels 

of suicidal ideation, but their difficulties in managing negative affect may, in fact, serve 

as a buffer in the development of the acquired capability for suicide.  Given that 

diagnoses characterized by increased levels of emotion dysregulation (e.g., borderline 

personality disorder) have been shown to be associated with higher rates of death by 

suicide, emotion dysregulation clearly does not ������� an individual from developing the 

capability for suicide.  Rather, these data simply seem to indicate that such individuals do 

not acquire the capability for suicide �������	they exhibit increased levels of emotion 

dysregulation. 
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In considering this possibility, it is important to remain cognizant of the sample 

utilized in this study.  All participants were undergraduates receiving course credit for 

research participation and, as such, levels of psychopathology and suicidal behavior were 

quite low.  It remains possible that, in non-clinical populations, emotion dysregulation 

results primarily in the increased use of behaviors unlikely to contribute to the acquired 

capability (e.g., impulsive shopping, binge eating) whereas in clinical populations 

emotion dysregulation is more likely to result in more painful and provocative behaviors 

(e.g., non-suicidal self-injury, physical aggression).  The restricted range of these 

behaviors could have potentially impacted the nature of the moderation effect. 

This study involved a number of limitations.  Primarily, as mentioned above, a 

non-clinical undergraduate sample was utilized.  Although prior studies have 

demonstrated that non-clinical populations can exhibit higher mean levels of the acquired 

capability than outpatient clinical samples (Bryan, Morrow, Anestis, & Joiner, 2010), 

such data examined military personnel immediately following basic training and, as such, 

the non-clinical elevations are not directly relevant to this particular sample.  

Additionally, other variables utilized in these analyses were substantially lower than is 

typical in clinical populations, thereby resulting in a restriction of range.  Also, only a 

single time point was utilized.  As such, conclusions regarding causality were impossible.  

Additionally, although a number of follow-up analyses proved statistically significant, the 

effect sizes in these equations were all small.  As such, the degree to which negative 

urgency and distress tolerance impact the relationship between painful and provocative 

experiences and the acquired capability for suicide appears to be limited.  Also, the 

coefficient alpha for the PPE was fairly low (.66).  This, however, was expected, as this 

scale measures a number of different experiences not expected to cohere highly. 

Despite these limitations, this study exhibited a number of noteworthy strengths.  

In particular, the multi-method assessment of each predictor and outcome variable 

allowed for greater understanding of these variables as well as more sophisticated 

analytical procedures.  Additionally, the large sample size allowed for the detection of 

small but clinically meaningful effects and reduced the risk of Type II errors.  Also, this 

study marked the first examination of the potential role of emotion dysregulation in the 

IPTS in general and the acquired capability for suicide in particular.  Given the 
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importance of understanding and reducing suicidal behavior and the increased rates of 

suicide in emotionally dysregulated populations, a better understanding of any potential 

relationships between the variables utilized in this study is paramount.  By clarifying the 

precise role of emotion dysregulation in the development of increased suicide risk, we 

can make prospective predictions regarding harmful outcomes and tailor interventions to 

better fit the needs of emotionally dysregulated clients. 

Although the results of this study did not entirely support the hypotheses, the data 

provided important initial insights into the relationship between the acquired capability 

for suicide and both negative urgency and distress tolerance.  Future studies that utilize 

clinical samples – particularly samples including individuals with a history of multiple 

suicide attempts – would offer greater insight into this phenomenon.  Additionally, future 

studies that include measures of suicidal desire would allow for an examination of the 

degree to which risk factors for suicidal desire align with risk factors for the acquired 

capability.  In the meantime, these results appear to indicate that individuals who feel 

overwhelmed by their emotions and highly motivated to act in such a way as to 

immediately diminish negative affect experience less severe increases in their acquired 

capability for suicide as a result of painful and provocative experiences. 
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Note: ** = significant at p < .01.  * = significant at p < .05.  UPPS-R NU = Negative 

urgency subscale of UPPS-R Interview.  UPPS-P NU = Negative urgency subscale of 

UPPS-P Impulsive Behavior Scale.  DTS = Distress tolerance scale.  DTT = Distress 

tolerance test.  PPE = Painful and provocative events scale.  IBS = Impulsive behaviors 

scale.  Sen. Seek = Sensation seeking subscale of UPPS-P Impulsive Behavior Scale.  

ACSS = Acquired Capability for Suicide Scale.  SD = Standard deviation. 
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Dependent variable = Acquired Capability for Suicide Scale 

Note: UPPS-P NU = Negative urgency subscale of UPPS-P Impulsive Behavior Scale, 

PPE = Painful and Provocative Events Scale 
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Dependent variable = Acquired Capability for Suicide Scale 

Note: UPPS-P NU = Negative urgency subscale of UPPS-P Impulsive Behavior Scale, 

IBS = Impulsive Behaviors Scale 
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Dependent variable = Pain Tolerance 

 

Note: UPPS-P NU = Negative urgency subscale of UPPS-P Impulsive Behavior Scale, 

PPE = Painful and Provocative Events Scale 
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Dependent variable = Pain Tolerance 

 

Note: UPPS-P NU = Negative urgency subscale of UPPS-P Impulsive Behavior Scale, 

IBS = Impulsive Behaviors Scale 
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Dependent variable = Acquired Capability for Suicide Scale 

 

Note: UPPS-R NU = Negative urgency subscale of UPPS-R Interview, PPE = Painful 

and Provocative Events Scale 
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Dependent variable = Acquired Capability for Suicide Scale 

 

Note: UPPS-R NU = Negative urgency subscale of UPPS-R Interview, IBS = Impulsive 

Behaviors Scale 
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Dependent variable = Pain Tolerance 

 

Note: UPPS-R NU = Negative urgency subscale of UPPS-R Interview, PPE = Painful 

and Provocative Events Scale 
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�����������	��	-��. 1	/�������	-������	���	���	��������	0��������	.���	����������	

����	��������	

�

�

�&2	���� �&2	����

0
����	��
���

'
�
��
������ 3��
&
����� �	���	�� �	���

�� 40
���	��5� #"!� ��#���� #"""�   

%�/� � &�#�!!� #"""� &#���� &#���� &#����

%���	��
��%��.���� � &�# �"� #""�� &#�!�� &#���� &#��!�

�� 40
���	��5� #"!� �#��"� #"""�   

%�/� � &�#���� #""�� &#���� &#���� &#�"��

%���	��
��%��.���� � &�#���� #"��� &#�!�� &#�� � &#����

$��%&'�($� � &�#"!!� #���� &#"�!� &#"�!� &#"���

,-%� � #���� #�" � #"!!� #"��� #"���

�� 40
���	��5� #"!� �# ��� #"""�   

%�/� � &�#���� #""�� &#���� &#���� &#�"��

%���	��
��%��.���� � &�#���� #"��� &#�!�� &#�� � &#����

$��%&'�($� � &#���� # " � &#"�!� &#"��� &#"���

,-%� � #���� #�"!� #"!!� #"��� #"���

$��%&'),-%� � &#���� #  �� &#"��� &#""!� &#""!�

      

Dependent variable = Pain Tolerance 

 

Note: UPPS-R NU = Negative urgency subscale of UPPS-R Interview, IBS = Impulsive 

Behaviors Scale 
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Dependent variable = Acquired Capability for Suicide Scale 

 

Note: DTS = Distress Tolerance Scale, PPE = Painful and Provocative Events Scale 
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Dependent variable = Acquired Capability for Suicide Scale 

 

Note: DTS = Distress Tolerance Scale, IBS = Impulsive Behaviors Scale 
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Dependent variable = Pain Tolerance 

 

Note: DTS = Distress Tolerance Scale, PPE = Painful and Provocative Events Scale 
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Dependent variable = Pain Tolerance 

 

Note: DTS = Distress Tolerance Scale, IBS = Impulsive Behaviors Scale 
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Dependent variable = Acquired Capability for Suicide Scale 

 

Note: DTT = Distress Tolerance Test, PPE = Painful and Provocative Events Scale 
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Dependent variable = Acquired Capability for Suicide Scale 

 

Note: DTT = Distress Tolerance Test, IBS = Impulsive Behaviors Scale 
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Dependent variable = Pain Tolerance 

 

Note: DTT = Distress Tolerance Test, PPE = Painful and Provocative Events Scale 
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Dependent variable = Pain Tolerance 

 

Note: DTT = Distress Tolerance Test, IBS = Impulsive Behaviors Scale 
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Figure 1 –  

Latent variables of negative urgency, painful and provocative experiences, and the 

interaction of negative urgency and painful and provocative experiences predicting latent 

variable of the acquired capability for suicide 
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Figure 2 – 

Latent variables of negative urgency, painful and provocative experiences, and the 

interaction of negative urgency and painful and provocative experiences predicting the 

acquired capability for suicide and pain tolerance 
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Figure 3 – 

Latent variables of distress tolerance, painful and provocative experiences, and the 

interaction of distress tolerance and painful and provocative experiences predicting latent 

variable of the acquired capability for suicide 
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Figure 4 – 

Latent variables of distress tolerance, painful and provocative experiences, and the 

interaction of distress tolerance and painful and provocative experiences predicting the 

acquired capability for suicide and pain tolerance 
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Figure 5 – 

Interaction of negative urgency and painful and provocative events predicting the 

acquired capability for suicide 
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Figure 6 – 

Interaction of negative urgency and impulsive behaviors predicting acquired capability 

for suicide 
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Figure 7 – 

Interaction of self-reported distress tolerance and painful and provocative events 

predicting the acquired capability for suicide 
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Figure 8 – 

Interaction of self-reported distress tolerance and impulsive behaviors predicting the 

acquired capability for suicide 
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Figure 9 – 

Interaction of self-reported distress tolerance and impulsive behaviors predicting pain 

tolerance 
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Figure 10 –  

Interaction of distress tolerance and impulsive behaviors predicting pain tolerance 
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Office of the Vice President For Research 

Human Subjects Committee 

Tallahassee, Florida 32306-2742 

(850) 644-8673 · FAX (850) 644-4392 

 

APPROVAL MEMORANDUM 

 

Date: 10/13/2008 

 

To: Michael Anestis 

 

Address:  

Dept.: PSYCHOLOGY DEPARTMENT 

 

From:   Thomas L. Jacobson, Chair 

 

Re:     Use of Human Subjects in Research 

Affective and behavioral dysregulation: Examining individual difference variables in 

maladaptive behaviors 

 

The application that you submitted to this office in regard to the use of human subjects in 

the research proposal referenced above has been reviewed by the Human Subjects 

Committee at its meeting on 09/10/2008.  Your project was approved by the Committee. 

 

The Human Subjects Committee has not evaluated your proposal for scientific merit, 

except to weigh the risk to the human participants and the aspects of the proposal related 

to potential risk and benefit. This approval does not replace any departmental or other 

approvals, which may be required. 

 

If you submitted a proposed consent form with your application, the approved stamped 

consent form is attached to this approval notice.  Only the stamped version of the consent 

form may be used in recruiting research subjects. 

 

If the project has not been completed by 9/9/2009 you must request a renewal of approval 

for continuation of the project. As a courtesy, a renewal notice will be sent to you prior to 

your expiration date; however, it is your responsibility as the Principal Investigator to 

timely request renewal of your approval from the Committee. 

 

You are advised that any change in protocol for this project must be reviewed and 

approved by the Committee prior to implementation of the proposed change in the 

protocol.  A protocol change/amendment form is required to be submitted for approval by 
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the Committee.  In addition, federal regulations require that the Principal Investigator 

promptly report, in writing any unanticipated problems or adverse events involving risks 

to research subjects or others. 

 

By copy of this memorandum, the Chair of your department and/or your major professor 

is reminded that he/she is responsible for being informed concerning research projects 

involving human subjects in the department, and should review protocols as often as 

needed to insure that the project is being conducted in compliance with our institution 

and with DHHS regulations. 

 

This institution has an Assurance on file with the Office for Human Research Protection. 

The Assurance Number is IRB00000446. 

 

Cc: Thomas Joiner, Advisor 

HSC No. 2008.1679�
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Title of Research: Affective and behavioral dysregulation: Examining individual 

difference variables in maladaptive behavior 

 

Principal Investigators:  Michael Anestis, M.S. and Thomas E. Joiner, Jr., Ph.D. 

 

I, _______________________________________________, being 18 years of age or 

older, freely and voluntarily and without undue inducement or any element of force, 

fraud, deceit, duress, or other form of constraint or coercion, consent to be a participant in 

the above named research project, to be conducted at the Florida State University from 

September 16, 2008 through December 31, 2009. Listed below are the procedures to be 

followed in this research and their purposes, any risks, discomfort, and benefits 

associated with participation in this study, and the measures which will be taken to ensure 

confidentiality of the information obtained. 

 

Purpose of the research: This project is being conducted by Michael Anestis, M.S., a 

graduate student in psychology who is being trained by Thomas Joiner, Ph.D., the 

Bright-Burton Professor of Psychology at Florida State University.  I understand the 

purpose of this research project is to investigate how an individual’s experiences with 

distress and painful events might serve to increase his or her acquired capability for 

suicide, a component of Joiner’s (2005) interpersonal-psychological theory of suicidal 

behavior.   I understand that the acquired capability for suicide represents becoming 

accustomed to physical pain and the fear of death. 

 

Procedures for the research: I understand that if I participate in the project I will fill out 

questionnaires, all of which ask me about my feelings, thoughts, and mental health 

symptoms. These questionnaires involve highly sensitive questions, including items 

regarding past experiences as a victim of abuse, previous substance use, and the degree 

to which I have engaged in criminal activities.  I also understand that this study will 

require that I take part in a card sorting task, a short interview, and a measure of pain 

tolerance.  The pain tolerance task involves the use of an algometer, a device that applies 

pressure to the first knuckle on my right index finger.  The procedure is safe and all 

administrators have been trained to perform this task.  I understand that participation in 

the project involves usual procedures; there are no special procedures that are specific to 

this project.  The total time commitment would involve between one and two hours. 

 

Potential risks or discomforts: I understand there is a possibility of a minimal level of risk 

involved if I agree to participate in this study.  I might experience distress while 

answering questions about mental health symptoms.  I might also experience distress 

while participating in the card sorting task or when answering personal question during 
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the brief interview.  I may experience minor physical discomfort during the pain 

tolerance task.  I am able to stop my participation at any time I wish and am free to omit 

questions that I am not comfortable answering.  At my request, I may be given a referral 

for mental health services.   

 

Potential benefits to you or others: I understand there may be societal benefits for 

participating in this research project. Increasing the scientific community’s knowledge of 

how our management of emotions affects our behaviors will allow for the creation of 

better interventions. 

 

Confidentiality: I understand my participation is totally voluntary and I may stop 

participation at any time.  All my answers to the questions will be kept confidential to the 

full extent allowed by law; however, the administrator will examine my answers on 

questions relevant to current suicidal ideation.  My name will not appear on any of the 

results.  No individual responses will be reported.  Only group findings will be reported.  

The data accumulated through this study will be kept indefinitely for future use in later 

projects; however, confidentiality will be maintained without exception.  Some of the 

data collected in this study is not directly relevant to the hypotheses outlined in the IRB 

proposal and will be used for exploratory purposes in other analyses.  My confidentiality 

will be protected to the full extent allowed by law.   

 

I understand that this consent may be withdrawn at any time without prejudice, penalty or 

loss of benefits to which I am otherwise entitled.  I have been given the right to ask any 

inquiry concerning the study.  Questions, if any, have been answered to my satisfaction.  

 

I understand that I may contact Michael Anestis, Florida State University, Department of 

Psychology, (XXX) XXX-XXXX, for answers to questions about this research or my 

rights.  Group results will be sent to me upon my request.   Additionally, I understand that 

I may contact Thomas Joiner (joiner@psy.fsu.edu), the major professor overseeing the 

work being conducted in this study by the above listed graduate students, with any 

questions not answered by the primary investigators.   

 

I understand that if I have any questions about my rights as a participant in this research, 

or if I feel I have been placed at risk, I can contact the Chair of the Human Subjects 

Committee, Institutional Review Board, through the Vice President for the Office of 

Research at (850) 644-8633. 

 

I have read and understand this consent form. 

 

 

 

 

________________________________________________________________ 

(Participant)          (Date)               
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