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Abstract

Among people with suicide ideation most do not attempt suicide or die by suicide. In this online
study of adult US Facebook users (7=219), we examined capability for suicide, operationalized as
fearlessness about death, and tolerance for psychological pain as potential variables that may
explain why some people move from suicide ideation to suicidal behavior. Tolerance for
psychological pain was significantly higher for participants who had never attempted suicide.
Fearlessness about death was higher in participants who had attempted suicide, but not
significantly. At high levels of psychological pain, one’s belief in the ability to cope with
psychological pain, a dimension of tolerance for psychological pain, was lower in participants with
a history of suicide attempt than in participants who had never attempted suicide. The odds of
suicidal desire were almost cut in half with each unit increase in participants’ belief in their coping
ability, whereas for each unit increase in fearlessness about death, the odds of suicidal desire
increased by 65%. The Pearson correlation between tolerance for psychological pain and
fearlessness about death was negligible. Our findings support a role for both tolerance for
psychological pain and capability for suicide/fearlessness about death in the ideation-to-action
framework of suicide.
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1. Introduction

Clinical experience shows that among individuals with thoughts of suicide, most do not die
by suicide (American Psychiatric Association, 2003; May and Klonsky, 2016). A reason
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why some and not others engage in suicidal behavior may be found in the individual ability
to bear psychological pain, which is central to many theories that describe why people
attempt and die by suicide (Baumeister, 1990; Leenaars, 1996; Maltsberger, 2004;
Shneidman, 1993). Psychological pain is the extremely unpleasant feeling that results from
unmet psychological needs, such as love, affiliation, achievement, and avoiding harm or
shame (Shneidman, 1998, 1996). The importance of tolerance for psychological pain in the
etiology of suicide was underscored by studying the motives for suicide attempts and
analysis of suicide notes, which found escape from unbearable psychological pain to be the
primary reason for suicide and suicide attempts (Chavez-Hernandez et al., 2009; May and
Klonsky, 2013; O’Connor et al., 1999; Valente, 1994).

Empirical research regarding the role of tolerance for psychological pain in suicidal behavior
has emerged only recently. Preliminary support for the importance of tolerance for
psychological pain was found in young Israeli soldiers with low tolerance for psychological
pain, who reported significantly stronger suicide ideation than soldiers with high tolerance
for psychological pain, despite equally high levels of psychological pain (Shelef et al.,
2015). Another study reported that tolerance for psychological pain was lower in young
inpatients who had attempted suicide than in a nonclinical control group, but that tolerance
for psychological pain did not contribute significantly to the prediction of suicidal behavior
when controlling for psychological pain (Levinger et al., 2015). A study in a Greek general
population sample reported that tolerance for psychological pain was inversely correlated
with suicide risk and contributed unique variance to a regression model of suicide risk, while
controlling for psychological pain (Soumani et al., 2011). Empirical data on tolerance for
psychological pain are scarce and in need of additional study.

Another reason why some and not others engage in suicidal behavior is given by the
interpersonal theory of suicide (Joiner, 2007; Van Orden et al., 2010), which contends that
one needs to be capable of engaging in suicidal behavior. The interpersonal theory of suicide
holds that the ability for suicidal behavior is acquired and arises from increased tolerance for
physical pain and reduced fearlessness of death. It furthermore proposes that the capability
for suicide, once acquired, is relatively stable and that the most direct way to acquire it is by
engaging in suicidal behavior (e.g. preparing for an attempt, aborted suicide attempts).
Empirical evidence obtained in psychiatric outpatients suggests that the capability for
suicide increases with the number of suicide attempts (Van Orden et al., 2008). Furthermore,
it is possible to have a capability for suicide without having a desire for suicide (Van Orden
et al., 2010). It appears then that both tolerance for psychological pain and a capability for
suicide affect suicidal behavior, but act during different stages of the process leading to
suicide. Given a significant level of psychological pain, low tolerance for psychological pain
is a necessary condition to develop a suicidal desire, whereas a high capability for suicide is
necessary to actually attempt suicide. The relationship between tolerance for psychological
pain and capability for suicide as well as their individual contributions to suicidal ideation
and behavior have not been well studied.

The purpose of this study was to describe the relationships among tolerance for
psychological pain, capability for suicide, in particular its fearlessness about death
dimension, and suicidal ideation and behavior. Our hypotheses were threefold. First, we
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hypothesized that participants with a history of one or more suicide attempts would have
lower tolerance for psychological pain and higher capability for suicide than participants
who never attempted suicide. Second, we hypothesized that the relationship between suicide
attempts and lower tolerance for pain would be strongest among individuals with high
psychological pain. Third, for individuals who had never attempted suicide, we sought to
understand the unique roles that tolerance for pain and capability for suicide might play in
suicidal desire. Assuming that capability and tolerance are different constructs that may
affect different stages of the suicidal process, we hypothesized that they would not be
significantly correlated and that, in participants who had never attempted suicide, tolerance
for psychological pain but not capability for suicide would contribute to current suicidal
desire. Clarifying the role of these constructs in suicidal behavior will benefit our efforts to
reduce suicide by enabling more precision-based targets for prevention efforts with
individuals at risk for suicide.

2. Methods

2.1. Participants

We collected data from adult Facebook users in the United States (US), who responded to
advertisements that invited them to complete an anonymous online survey. A similar
approach was used successfully to collect data on suicidal behavior in an Australian online
sample (Batterham et al., 2015). To draw people’s attention, ad texts focused on the link
between psychological pain and suicide, the prevalence of suicide and suicide attempts, or
that someone close to them may be experiencing unbearable pain. Another ad indicated that
people of any race/ethnicity could participate, regardless of whether they were experiencing
psychological pain. In addition, all ads showed a map of the United States and indication
that this was a national survey. Inclusion criteria were being at least 18 years old, resident of
the United States, and the ability to read and understand English. Of 708 individuals who
visited the survey website, 389 (55%) provided consent to participate. Among those who
consented, 133 (34%) individuals did not submit their responses. Final analysis was done on
219 respondents with complete tolerance for psychological pain and capability for suicide
data.

Table 1 shows sociodemographic and clinical characteristics of respondents. Compared to
the 2010 U.S. census records (U.S. Census Bureau, 2016), our sample was younger and
more often female. Regarding race, our sample was less often of white or Asian descent and
more often of Black/African American, American Indian/Alaska Native, Native Hawaiian
and other Pacific Islander, or of mixed descent. In our sample, 7% of respondents reported
having attempted suicide during the past year and 20% reported having a mental illness.
This compares to data from U.S. adults, indicating 0.6% having attempted suicide during the
past year and 18.5% having any mental illness (Substance Abuse and Mental Health
Services Administration, 2014).

2.2. Measures

To ease participants into more sensitive survey content that could create anxiety or
avoidance, the survey questions were administered in order from least to most sensitive. The

Psychiatry Res. Author manuscript; available in PMC 2019 April 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Meerwijk and Weiss

Page 4

survey started with demographic questions and asked whether participants had been
diagnosed with a mental illness. It then continued with scales for psychological pain and
tolerance for psychological pain (described below). At this point, participants were asked
when they had last experienced psychological pain and when they had experienced their
worst psychological pain (past week, month, year, or longer ago). The survey then asked
about their history of suicide attempts and current suicidal desire. Suicidal desire was
operationalized as the response to the question “During the past week, including today, did
you seriously wish you were dead?” The ‘wish to be dead’ criterion was used, as it often
features among initial questions to assess suicide risk; for example, in the Columbia Suicide
Severity Rating scale (Posner et al., 2011) and in the MINI Neuropsychiatric interview
(Sheehan et al., 1998). The survey ended with fearlessness about death questions, using the
scale described below.

2.2.1. Tolerance for mental pain scale—Tolerance for psychological pain was assessed
with the Tolerance for Mental Pain Scale ([TMPS], Orbach et al., 2004). The TMPS consists
of 20 self-rated statements about the psychological pain experience (e.g. “I believe that my
pain will go away”, “I think about the pain all the time”, “I feel that | must get rid of the pain
immediately”). Factor analysis has revealed three underlying factors of the TMPS: “Surfeit
of pain”, “Belief in the ability to cope with the pain”, and “Containing the pain”.
Respondents endorse items on a 5-point scale ranging from “Not true” to “Very true”, which
corresponds to a value of 1 — 5. Factor scores are obtained by summing individual item
scores, while accounting for reverse items, and dividing by the number of items per factor. A
higher average score indicates higher tolerance for psychological pain.

The TMPS was developed and tested in three samples of adolescents and young adults
ranging in age from 13 to 23 and included high school students and psychiatric inpatients
(M. Mikulincer, personal communication, October 21, 2014). The three factors accounted
for 72% of the variance in tolerance for psychological pain. Cronbach’s a, a measure of
internal consistency reliability, was .91 for “Surfeit of pain”, .81 for “Belief in the ability to
cope with the pain”, and .71 for “Containing the pain”. Levinger et al. (2015) reported
Cronbach’s a for the TMPS between .83 — .93 for graduate students and young psychiatric
inpatients, and Soumani et al. (2011) reported .72 — .87 in general population adults. We
found Cronbach’s a of .93, .79, and .61 for “Surfeit of pain”, “Belief in the ability to cope
with the pain”, and “Containing the pain”, respectively. As internal consistency reliability
below .7 is typically considered unacceptable (Cicchetti, 1994), we calculated a total TMPS
score by averaging over the first two factors only.

2.2.2. Acquired capability for suicide scale — fearlessness about death—
Capability for suicide was assessed with the Acquired Capability for Suicide Scale -
Fearlessness about Death (Ribeiro et al., 2014). The ACSS-FAD is a refinement of earlier
ACSS versions and was developed in the context of the interpersonal theory of suicide. Its
seven self-rated statements specifically assess the fearlessness-about-death dimension of a
capability for suicide (e.g. “l am not at all afraid to die”, “The pain involved in dying
frightens me”). Items are endorsed on a 5-point Likert scale ranging from “Not at all like
me” to “Very much like me”, which corresponds to a value of 0 — 4. A total score is obtained
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by summing individual item scores, while accounting for reverse items, and dividing by the
number of items. A higher score indicates a higher capability for suicide.

Adequate to good internal consistency reliability was observed with this scale in multiple
samples of undergraduate students (Cronbach’s a.: .77 — .85), an inpatient sample
(Cronbach’s a.: 0.81), and a general population sample (Cronbach’s a.: 0.76) (Ribeiro et al.,
2014). Cronbach’s a was .73 in our sample.

2.2.3. Psychache scale—Psychological pain was assessed on the Psychache Scale,
which describes psychological pain as “a hurting feeling inside, often described as pain you
feel in your heart or mind. It indicates how much you hurt emotionally or mentally” (Holden
et al., 2001). The PS has 13 items with higher scores reflecting greater psychological pain.
Nine items are scored on a 5-point frequency scale ranging from never to always,
corresponding to a value of 1 — 5. Four more items, reflecting pain intensity, are scored on a
5-point symmetrical scale ranging from strongly disagree to strongly agree, also
corresponding to a value of 1 — 5. The total score is obtained by summing the item scores,
resulting in a total score between 13 and 65.

The Psychache Scale is well validated in diverse populations, including university students,
homeless men, outpatients with depression, and male prison inmates (Li et al., 2014; Mills et
al., 2005; Patterson and Holden, 2012; Troister and Holden, 2012; Xie et al., 2014). In terms
of reliability, we found excellent internal consistency for our sample with Cronbach’s a =.
96.

2.3. Procedure

Data were collected from September 2015 — June 2016. We used Research Electronic Data
Capture (REDCap™) to develop our online survey and collect the data. REDCap™ is a
secure and HIPAA-compliant electronic data capture tool (Harris et al., 2009). Visitors to the
survey web site first arrived on the informed consent page, describing the nature of the
survey and resources available to them should the survey make them feel uncomfortable or
upset (e.g. the National Suicide Prevention Lifeline phone number). By submitting their age,
city, and ZIP code on the consent page, respondents self-identified as being eligible and
initiated the actual survey. To boost response rate, respondents were offered a choice to
participate in a drawing to win a $50 debit card upon completion of the survey.

As this was an anonymous survey and respondents could submit their data more than once,
even though they were instructed not to, we developed an algorithm to search the data for
potential duplicate entries. The algorithm compared age, gender, city, and ZIP code. We then
manually compared these entries and retained the first entry without missing data. Of
potential duplicates identified by the algorithm, five entries were considered actual
duplicates and discarded. The Institutional Review Board at the University of California, San
Francisco, approved the study (IRB# 16-18686).

2.4. Data analysis

Both the TMPS score and ACSS-FAD score were found to be normally distributed, allowing
for parametric analysis. To test hypothesis 1, we used 2 x 2 ANOVAs, with TMPS and
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ACSS-FAD as dependent variables and gender (male/female) and a history of suicide
attempts (yes/no) as between-group factors. Gender was included because differences have
been reported, with men indicating higher fearlessness about death than women (Ribeiro et
al., 2014; Spangenberg et al., 2016). We tested hypothesis 2 with a 2 x 3 ANOVA, with
tolerance for psychological pain as the dependent variable and psychological pain level (low,
medium, high) and a history of suicide attempts (yes/no) as between-group factors. We
differentiated the low-pain group (/7=141) as having a Psychache Scale score < 37, on the
basis of a cutoff value for current suicide ideation published elsewhere (Meerwijk and
Weiss, 2017). The high-pain group (/7=36) was defined as having a Psychache Scale score >
46, based on preliminary data obtained in the same sample to establish a cutoff value that
identified participants with current suicide ideation and a suicide attempt during the past
year. The remaining participants comprised the medium-pain group (/7=33). Our third
hypothesis was addressed with Pearson correlations, and binomial logistic regression with
current suicidal desire as dichotomous dependent variable (yes/no), while controlling for
psychological pain and other covariates. R version 3.4.0 was used for all analyses, and
statistical significance was assumed at p < .05.

3. Results

Table 2 shows TMPS and ACSS-FAD scores for participants with and without a history of
suicide attempt. Hypothesis 1 was partially supported. TMPS was significantly higher for
participants who had never attempted suicide (3.49 [SD.73] vs. 2.88 [SD .71], t=5.39, p<.
0001). As expected, a significant main effect of gender did exist for ACSS-FAD (A1,215) =
6.38, p=.01), with lower scores for female participants (see Table 2); no interaction
between gender and attempt status was observed (A1,215) = 0.003, p=.96). Across both
genders, the ACSS-FAD score was higher in participants who had attempted suicide, but not
significantly (A1,215) = 2.72, p= .10, Cohen’s d= 0.28).

When Hypothesis 2 was tested, significant main effects were observed in tolerance for
psychological pain for both pain level (A2,204) = 50.44, p < .0001) and attempt status
(A1,204) = 6.59, p=.01). See Figure 1. However, no interaction was observed between
attempt and psychological pain level (AH2,204) = 0.15, p = .86). Scheffe post-hoc
comparisons showed that TMPS scores in the low pain group were significantly higher than
in the medium pain group (3.65 [SD 0.63] vs. 2.94 [SD 0.50], p=.002), and that TMPS
scores in the medium pain group were significantly higher than in the high pain group (2.94
[SD0.50] vs. 2.45 [SD 0.61], p=.03). A strong inverse correlation between psychological
pain and the TMPS “Surfeit of Pain’ factor (r= - .85, p< .0001) prompted us to conduct a
similar analysis of the TMPS score without the ‘Surfeit of Pain’ score. Note that this
essentially reduced the TMPS score to the ‘Belief in the Ability to Cope with Pain’ factor
score in our sample. While no significant interaction was observed between attempt status
and psychological pain level (A2,204) = 1.49, p=0.23), the interaction plot (see Figure 2)
suggested that at high psychological pain, ‘Belief in the Ability to Cope with Pain” was
lower in participants with a history of suicide attempt than in participants who never
attempted suicide (Cohen’s d= 0.69), whereas a negligible difference appeared to exist
between the two groups in participants with low psychological pain (Cohen’s d= 0.03). At
medium psychological pain, the observed effect size was 0.51.

Psychiatry Res. Author manuscript; available in PMC 2019 April 01.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Meerwijk and Weiss

Page 7

Given our preliminary findings, which showed a strong inverse relationship between
psychological pain and the TMPS “Surfeit of Pain’ factor, as well as the weak internal
reliability of the TMPS ‘Containing the Pain’ factor, we used only the ‘Belief in the Ability
to Cope with the Pain’ factor to test Hypothesis 3. Use of this single factor increased the
potential for having a reliable and valid measure of tolerance for psychological pain in our
sample. Results for the logistic regression of current suicidal desire among participants who
never attempted suicide are shown in Table 3. Age, psychological pain score, recency of
worst psychological pain (reference: past week), and diagnosis of mental illness (yes/no)
were entered as covariates in the first block, as they were found to differ significantly
between participants with and without a suicidal desire. To avoid issues of collinearity with
the psychological pain score, we did not include the variable indicating when participants
last experienced any psychological pain in the regression analysis, but we did include when
they experienced their worst psychological pain. In the second block, the TMPS “Belief in
the Ability to Cope with the Pain’ and ACSS-FAD scores were added and contributed
significantly to the model (X2 =6.95, p=.03). Wald tests for individual contributions
indicated that they both contributed to suicidal desire, with ACSS-FAD only just above our
level of significance. With each unit increase in TMPS ‘Belief in the Ability to Cope with
the Pain’, the odds of suicidal desire were almost cut in half (OR = 0.55, p=.03), whereas
for each unit increase in ACSS-FAD, the odds of suicidal desire increased by 65% (OR =
1.65, p=.06). The Pearson correlation examining the relationship between tolerance for
psychological pain (TMPS score) and capability for suicide (ACSS-FAD score) was
negligible and not significant (r= .04, p=.54).

4. Discussion

The purpose of this study was to describe the relationships among tolerance for
psychological pain and capability for suicide/fearlessness about death with respect to suicide
ideation and suicide attempts in general population adults. In line with findings reported by
Shelef et al. (2015), our data indicated that participants with a history of one or more suicide
attempts have lower tolerance for psychological pain than participants who never attempted
suicide, and support the notion that suicidal behavior in response to psychological pain may
depend, at least in part, on the ability to cope with psychological pain (Shneidman, 1993).
While not statistically significant, less belief in one’s ability to cope with psychological pain
suggested a greater risk for suicide attempts for individuals with high levels of psychological
pain (medium effect size, ¢=0.69) than for individuals with less psychological pain.

The relationship between the fear about death dimension of a capability for suicide and a
suicide attempt history was less pronounced, albeit in the expected direction. Participants
with one or more suicide attempts reported greater fearlessness about death, that is higher
capability for suicide, than those who had never attempted suicide; but this difference was
not statistically significant and represented only a small effect. The negligible correlation
between fearlessness about death and tolerance for psychological pain did corroborate our
hypothesis that they are different constructs and suggests that each has a potentially unique
role in the etiology of suicide. This is further supported by our finding that they both made
unique contributions to a model that distinguished participants based on their current suicide
ideation. Of note, severity of psychological pain also contributed significantly to this model
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of suicide ideation. Psychological pain severity and capability for suicide feature
prominently in the three-step theory of suicide (Klonsky and May, 2015). Klonsky and May
(2015) reported a small correlation between the level of psychological pain and an earlier
version of the acquired capability for suicide scale. It is also noteworthy that they further
distinguished a capability for suicide into a dispositional dimension (e.g. genetically
determined pain sensitivity), an acquired dimension, and a practical dimension (e.g. having
access to means). In our study, only the acquired dimension was addressed with fearlessness
about death.

Although research indicates that people can have a capability for suicide and not be suicidal
(Van Orden et al., 2010), our data suggest that a substantial level of fearlessness about death
contributes to suicide ideation. We controlled for a history of suicide attempt in our analysis,
but an ability for suicide can evolve in many ways that habituate people to pain and fear of
death; for example, through exposure to violence and abuse, or nonsuicidal self-harm
(Joiner, 2007). Our operationalization of a capability for suicide focused on the fearlessness
about death dimension, while an ability for suicide is also affected by tolerance for physical
pain (Van Orden et al., 2010). Research has shown that physical pain tolerance accounts for
significant variance in the association between these painful experiences and capability for
suicide (Franklin et al., 2011). It has also been suggested that physical pain tolerance plays a
role in the lethality of suicidal acts (George et al., 2016; Van Orden et al., 2010).

Limitations of our study include that the sample was restricted to adult US Facebook users
and that our survey, as is generally the case with surveys, may be affected by recall bias. The
latter may apply in particular to the questions asking participants when they last experienced
psychological pain or when they experienced their worst psychological pain. Furthermore,
our operationalization of suicidal desire was based on a single question only. It does not, for
example, distinguish between an active and passive suicidal desire. Also, our question about
mental illness did not distinguish between current or lifetime diagnosis of mental illness.
Comparison of our sample’s responses to census data suggests that participants interpreted
the question as currently diagnosed with mental illness. Our study sample appeared more
vulnerable than the US population in general (i.e. a higher prevalence of mental illness and
particularly prior suicide attempts). However, the average tolerance for psychological pain
was only slightly less than reported for a Greek general population sample (Soumani et al.,
2011), and almost a full point lower than reported in healthy Israeli adolescents and young
adults (Levinger et al., 2015). The average fearlessness about death score in our sample was
lower than scores obtained both in undergraduate student samples and in psychiatric
inpatients (Ribeiro et al., 2014), indicating lower capability for suicide in our sample. But
we do not recommend generalizing our results to general population US adults until further
research occurs with a larger sample that is more broadly distributed on suicide risk.

Our findings indicate potential reliability and validity issues with the TMPS, and we
recommend additional psychometric analysis (e.g. factor analysis) of this instrument in the
general population. Although adequate internal consistency reliability has been reported for
the TMPS “Containing the Pain’ factor (Levinger et al., 2015; Soumani et al., 2011), we
found a low Cronbach’s a., despite what seems an adequate sample size. The ‘Surfeit of
Pain’ factor of the TMPS correlated strongly with our measure of psychological pain,
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suggesting that it assessed level of pain rather than tolerance. Thus, we ran parts of our
analysis using only the TMPS “Belief in the Ability to Cope with the Pain’ factor. While this
operationalization of tolerance for psychological pain may be questioned, it can be argued
that the ability to cope with pain represents the essence of tolerance.

Overall, our findings provide corroborating evidence that both tolerance for psychological
pain and capability for suicide, operationalized as fearlessness about death, play a role in the
process that triggers suicidal thoughts and behaviors. In addition to psychological pain and
other well-known suicide risk factors (see for example Rizvi et al., 2017; Turecki and Brent,
2016; Verrocchio et al., 2016), tolerance for psychological pain and capability for suicide/
fearlessness about death may be factors to consider when assessing suicide risk. However,
we recommend additional research to corroborate our findings before applying them in a
clinical setting.
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Highlights
. Compared to people who did not attempt suicide, tolerance for psychological
pain was lower in people who did attempt suicide.
. Comparing groups at high psychological pain, tolerance for psychological
pain was lower in people who did attempt suicide.
. Capability for suicide, operationalized as fearlessness about death, and
tolerance for psychological pain were not correlated.
. Both tolerance for psychological pain and capability for suicide contributed to

a model of suicidal desire.
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Figure 1.
Tolerance for psychological pain by attempt status and psychological pain level. Error bars

indicate one standard error of the mean.
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Figure 2.

Belief in the ability to cope with psychological pain by attempt status and psychological
pain level. Error bars indicate one standard error of the mean. TMPS: Tolerance for Mental

Pain Scale

Psychiatry Res. Author manuscript; available in PMC 2019 April 01.



1duosnuey Joyiny 1duosnuen Joyiny 1duosnuey Joyiny

1duosnuen Joyiny

Meerwijk and Weiss

Table 1

Page 15

Characteristics of participants with and without a wish to be dead during the past week.

Current Wish to be Dead Total
No Yes (N=218)73
(n =168) (n=50)
Mean age in years (SD) 34.0(15.8) 26.5(123) 323(153) ;=354
Gender x2 = 4,086
Male 65 25 90
Female 100 23 123
Do not use either label 2 2 4
Race x2=0.886"
American Indian/Alaska Native 5 2 7
Asian 3 1 4
Native Hawaiian/other PI 2 0 2
Black/African American 24 6 30
White 101 30 131
Mixed 15 4 19
Hispanic/Latino Ethnicity x?=0.259
No 123 35 158
Yes 44 15 59
English as first language x?=10.065
No 26 7 33
Yes 142 43 185
Diagnosed with mental illness x?=17.688 x>
No 141 33 174
Yes 27 17 44
Experienced psychological pain x2= 11.390 **
Past week 101 42 143
Past month 17 1 18
Past year 21 5 26
Longer ago 29 2 31
Worst psychological pain x2= 13.816 **
Past week 16 13 29
Past month 26 8 34
Past year 43 17 60
Longer ago 80 12 92
History of suicide attempts x2=14.50 il
No 138 28 166
Yes 30 22 52

Note. Pl: Pacific Islander.

a .
counts do not always add up to A/due to missing data.
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b .. .
test included cells with expected counts less than 5.

Aok

p<.01,

Aok

p<.001.
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Logistic Regression Predicting Suicidal Desire in Participants who Never Attempted Suicide (n = 166)

OR 95% ClI

Age 096* 091 099
Psychological pain 105* 101 110
Diagnosed with mental illness? 215 054 856
Worst psychological pain:b

past month 070 015 318

past year 095 024 4.09

Longer ago 047 011 216
TMPS Coping with Pain factor  gg5* 0.31 0.94
ACSS-FAD 165 1.00 2.83

Table 3

Page 18

Note. The overall model was significant (XZ =36.56, p<.0001), indicating that the predictors significantly distinguished participants with and
without suicidal desire. OR: Odds Ratio, TMPS: Tolerance for Mental Pain Scale, ACSS-FAD: Acquired Capability for Suicide — Fearlessness

about Death.

a [ 7
reference “No”,

b « .
reference “Past week”.

*
p<.05
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