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ABSTRACT

Prior work on maladaptive coping behaviors has cited impulsivity as a risk factor. The
concept of impulsivity, however, fails to address the potential role of negative affect in
such behaviors. The UPPS Impulsive Behavior Scale attempts to address this weakness
by dividing impulsivity into four subscales: Urgency, Sensation Seeking, (lack of)
Premeditation, and (lack of) Perseverance. 1 predicted that urgency, defined as the
tendency to act rashly in response to the experience of negative affect, would be related
to elevations on three maladaptive coping behaviors - excessive reassurance seeking,
drinking to cope, and bulimic symptoms as measured by the Eating Disorder Inventory -
in both cross-sectional and longitudinal analyses in an undergraduate sample (N=70).
Participants were assessed at two time points, three to four weeks apart. Urgency
significantly predicted all three outcome variables cross-sectionally at both Time 1 and
Time 2. Time 1 urgency significantly predicted Time 2 excessive reassurance seeking.
Changes in urgency from Time 1 to Time 2 predicted changes in all three outcome
variables. Results indicate a cross-sectional relationship exists between urgency and
certain maladaptive coping behaviors.  Additionally, some form of longitudinal

relationship appears to exist between these variables.
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THE ROLE OF URGENCY IN MALADAPTIVE COPING BEHAVIORS
INTRODUCTION

From an evolutionary viewpoint, emotions serve as alerts intended to direct
individuals toward adaptive strategies for navigating their immediate environment
(Frijda, 1986). Negative emotions thus provide motivation to alter or abandon an
undesirable situation, whereas positive emotions reinforce behaviors capable of
benefiting the individuals in question and therefore increase the likelihood that such
behaviors will reoccur. Along these lines, people who properly recognize the nature of
their current affective states and react in a contextually adaptive manner, will likely enjoy
better mental health, interpersonal relationships, and emotional well-being than will
individuals who tend to utilize less beneficial approaches (Cicchetti, Ackerman, & Izard,
1995; Cole, Michel, & Teti, 1994). Individuals less capable of accurately assessing and
adaptively reacting to affective experiences, on the other hand, would theoretically be at a
heightened risk for developing a behavioral pattern that includes the habitual use of
maladaptive coping behaviors — behaviors aimed towards immediately reducing the
experience of negative affect - which would subsequently place them at greater risk for
developing various forms of psychopathology. Unable to properly identify affective cues
and accurately assess the degree of danger involved in experiencing such emotions, such
individuals might utilize coping behaviors that, while at least moderately effective in the
short term, involve harmful long term consequences (e.g. psychopathology).

Habitual use of maladaptive coping behaviors in response to negative affect has
been linked to a host of psychological disorders, including depression, eating disorders,
and substance abuse disorders (Keel & Mitchell, 1997; Joiner, Metalsky, Katz, & Beach,
1999; Fischer, Anderson, & Smith, 2004; Claes, Vandereycken, & Vertommen, 2005;
Bornovalova et al., 2005). While the harmful nature of such behavioral patterns is
essentially undisputed, empirical findings regarding the risk factors and motivations
behind them have not been quite as consistent. Not every individual who experiences
negative affect feels compelled to engage in destructive behaviors in an attempt to
manage their emotions, so the question becomes which individuals are likely to display

suboptimal coping skills.



The most frequently cited risk factor for these maladaptive coping behaviors has
been impulsivity. The problem with this, however, is that impulsivity itself is an
extraordinarily broad construct defined differently across different studies (Lynam &
Miller, 2004). One problem inherent in the continued existence of conflicting definitions
of impulsivity is that such inconsistencies render comparisons across studies that utilize
different measures of impulsivity especially problematic. Each definition of impulsivity
has a unique relationship with maladaptive coping behaviors that makes intuitive sense,
but because the relationships differ from one another, grouping them together limits the
degree to which subsequent results are interpretable.

An additional problem with much of the current literature on impulsivity is that
the popular definitions of the construct (Gray, 1970; Eysenck & Eysenck, 1977; Patton,
Sanford, & Barratt, 1995) fail to address the role of affect in general and negative affect
in particular. If impulsivity truly serves as a risk factor for maladaptive coping behaviors,
it seems logical to assume that it must, in fact, involve the need or tendency to act in such
a way as to alter negative affect.

In response to the lack of clarity in the impulsivity literature, a new
conceptualization of the construct has emerged in the work of Whiteside and Lynam
(2001), through which they have created the now widely used Urgency, (lack of)
Premeditation, (lack of) Perseverance, and Sensation Seeking Impulsive Behavior Scale
(UPPS). The UPPS divides impulsivity into four separate categories, each of which the
authors operationalize as a personality variable, and the structure of the scale has been
confirmed by subsequent factor analysis (Lynam & Miller, 2004).

The urgency subscale measures an individual’s tendency to act rashly in the face
of negative affect. This subscale thus directly addresses the role of emotion in impulsive
behaviors. Although the subscale itself is fairly new, it has been utilized in several
studies and linked to a variety of maladaptive behavioral outcomes. These outcomes
include early marijuana use in men, tension reduction alcohol consumption motives,
bulimic symptoms as measured by the Bulimia Test - Revised (BULIT-R; Thelen, Famer,
Wonderlich, & Smith, 1991), binge eating, general eating problems, hostile attributional
style in both genders, and aggression (Fischer, Smith & Anderson, 2003; Miller, Flory,
Lynam, & Leukefeld, 2003; Fischer, Anderson, & Smith, 2004; Lynam & Miller, 2004).



In a study involving 146 White female eating disorder patients in an inpatient setting,
Claes, Vandereycken, & Vertommen (2005) found that patients with BN exhibited
elevated UPPS-Urgency scores relative to restricting anorexia nervosa patients and more
similar scores relative to binge-purge anorexia nervosa patients.

Additional work utilizing measures of similar constructs have reported findings
that indicate urgency may play a significant role in the use of other problematic behaviors
that contribute to the development and maintenance of psychopathology. Brown, Lejuez,
Kahler, and Strong (2002) found that a diminished ability to withstand psychological and
physical distress predicted quicker relapses in individuals attempting to quit smoking. In
this study, those participants who were least able to persist in a computer task were most
likely to quickly relapse.

In a later study, Lejuez, Daughters, Hernandez, Kosson, and Lynch (2005) found
that Borderline Personality Disorder (BPD) symptoms, as measured by the Borderline
Symptom List (Bohus et al., 2001), were negatively related to persistence in a computer
task. This finding is particularly important because individuals diagnosed with BPD have
been found to exhibit elevated levels of many problematic psychological and behavioral
outcomes, including self-injury, substance abuse, and BN (Wonderlich, Swift, Slomik, &
Goodman, 1990; Linehan & Heard, 1992; Vollrath, Alnaes, & Torgersen, 1996; Linehan
et al., 1999). The potential role for urgency in this process is highlighted by the findings
of Whiteside, Lynam, Miller, and Reynolds (2005), who found that UPPS-Urgency is
significantly related to BPD features as measured by the Personality Assessment
Inventory (PAI; Morey, 1991).

Problematic outcomes precipitated by the drive to reduce negative affect extend
into the realm of interpersonal behaviors as well. Coyne’s (1976) theory of depression
proposed that dysphoric individuals excessively seek reassurance from others in a
counter-productive effort to reduce their own negative self-images. Such excessive
reassurance seeking has been found to be a potential contributory cause of major
depression (Joiner et al., 1999). Here again, a maladaptive behavioral outcome capable
of contributing to the development of psychopathology can be linked to a potential role

for the drive to immediately reduce negative affect.



The above mentioned behaviors may, at first glace, appear to be fairly disparate in
nature; however, a common link binds them together as outcomes of a powerful risk
factor: the inability to effectively manage or weather the experience of negative affect.
Overwhelmed by negative emotions and desperate to immediately reduce such
threatening affective sensations, certain individuals appear at risk to engage in one or
several behaviors from this broad list. To test this theory, I developed a study that
required individuals to answer a host of questions regarding their methods for managing
emotions as well as the degree to which they engage in behaviors and experience
symptoms characteristic of various psychological disorders. Participants answered these
questions on two separate occasions, separated by three to four weeks.

The primary goal of this study was to examine the relationship between urgency
and certain maladaptive behaviors. Due to issues of feasibility, not every maladaptive
coping behavior could be assessed in this study; however, I utilized a range of behaviors
that have clear phenotypic differences from one another in an effort to demonstrate the
generalizability of the hypothesized relationships. Several hypotheses were tested, the
most basic of which was that Time 1 urgency would be significantly related to Time 1
levels of drinking to cope, bulimic symptoms as measured by the Eating Disorder
Inventory (EDI), and excessive reassurance seeking, even when controlling for Time 1
depressive and anxiety symptoms and the other three subscales of the UPPS Impulsive
Behavior Scale. Similarly, I predicted that Time 2 urgency would predict Time 2 levels
of drinking to cope, bulimic symptoms as measured by the EDI, and excessive
reassurance seeking when controlling for Time 2 scores on the same covariates used in
Time 1. The use of depressive symptoms, anxiety symptoms, and the remaining three
subscales of the UPPS as covariates served as a stringent test of these hypotheses,
allowing us to focus on the unique effects of urgency, separate from the effects of other
facets of impulsivity and well known risk factors for maladaptive coping behaviors.
Additionally, I believed that Time 1 urgency would predict Time 2 scores for each
dependent variable, controlling for Time 1 depressive and anxious symptoms, the three
remaining UPPS subscales, and the Time 1 score for the dependent variable. I also
predicted that changes in urgency from Time 1 to Time 2 would predict changes in each

of the dependent variables, controlling for changes in depressive and anxiety symptoms



and the three other UPPS subscales. Finally, in an effort to point towards the unique
contributions of urgency as a predictor variable for maladaptive coping behaviors, I also
performed a series of follow-up analyses in which each of the other three subscales of the
UPPS- Sensation Seeking, (lack of) Premeditation, and (lack of) Perseverance - served as
predictors for the outcome variables. In these analyses, when one subscale served as the

predictor, the other three subscales were used as covariates.

METHOD
Participants

Participants in this study were undergraduates enrolled in a general psychology
course at a large Southeastern university. Each participant received course credit for his
or her participation and signed an informed consent form before participating in the
experiment. Subjects were told they would be participating in a study examining
emotions and coping that would require them to fill out a packet of questionnaires on two
separate occasions separated by three to four weeks. In total, 70 participants (82.9%
female) took part in both time points. All subjects who failed to participate in both time
points (N=5) were eliminated from the analyses. A one-way ANOVA was performed to
test for differences between those who were included in the analyses and those who were
excluded. This test revealed no significant differences between these two groups on any
of the variables used in the analyses.

The ethnic composition of the sample was 77.1% white or Caucasian, 10.0%
Hispanic or Latino, 5.7% African American, 2.9% Asian American, and 2.8% other. One
participant chose not to indicate membership in an ethnic or racial group. The age range
for the sample was 17-53 (mean = 19.31, standard deviation = 4.23).

Measures

Predictor Variable: The Urgency, (lack of) Premediation, (lack of) Perseverance,
and Sensation Seeking Impulsive Behavior Scale (UPPS; Whiteside & Lynam, 2001) is a
45-item self-response scale that features four subcategories: Urgency, Sensation Seeking,
(lack of) Premeditation, and (lack of) Perseverance. The Urgency subscale consists of
twelve items measuring the degree to which individuals act rashly in the face of negative

affect (e.g., “I often make matters worse because I act without thinking when I am



upset.”), each of which uses a Likert type scale ranging from 1 “Not true of me” to 5
“Very true of me.” The coefficient alpha for the Urgency subscale was .91 for Time 1
and .89 for Time 2. The coefficient alpha for the Sensation Seeking subscale was .91 for
Time 1 and .90 for Time 2. The coefficient alpha for the (lack of) Premeditation subscale
was .81 for Time 1 and .84 for Time 2. The coefficient alpha for the (lack of)

Perseverance subscale was .87 for Time 1 and .84 for Time 2.

Dependent Variables: The Drinking Motives Questionnaire (DMQ; Cooper et al.
1992) is a self-report measure that consists of three dimensions — coping motives,
enhancement motives, and social motives - each of which measures a particular
motivation for consuming alcohol. Each dimension is measured with five questions and
the individual test items utilize a Likert style format ranging from 1 (almost never/never)
to 4 (almost always). This questionnaire has been used frequently in studies measuring
reasons for drinking. The alpha coefficient for the DMQ-Coping scale was .87 for Time
1 and .86 for Time 2.

The Eating Disorder Inventory (EDI; Garner, Olmstead, & Polivy 1983) is a self-
report measure that consists of 64 items used to assess pathological eating behaviors and
cognitions. The measure has eight subscales: Drive for Thinness, Bulimia, Interpersonal
Distrust, Interoceptive Awareness, Perfectionism, Maturity Fears, Body Dissatisfaction,
and Ineffectiveness. Individual items use a Likert scale (1=strongly agree 5=strongly
disagree) and the internal validity of the measure has been widely reported. Additionally,
discriminant validity for Bulimia Nervosa and Anorexia Nervosa diagnoses has been
reported (Garner et al., 1983). The alpha coefficient for the EDI-Bulimia scale was .81
for Time 1 and .87 for Time 2.

The Depressive Interpersonal Relationships Inventory — Reassurance Seeking
subscale (DIRI-RS; Joiner, Alfano, & Metalsky, 1992) is a four item scale that measures
the degree to which individuals seek reassurance from others in a manner consistent with
Coyne’s (1976) interpersonal theory of depression. The alpha coefficient for the DIRI-
RS was .87 for Time 1 and .91 for Time 2.



Control Variables: The Beck Depression Inventory II (BDI-II; Beck, Steer, &
Garbin, 1988) is a self-report measure that consists of 21 items used to assess depressive
symptoms. Participants use a Likert type scale (0-3) to report the degree to which the
different items describe their affective state over the course of the past two weeks. This
measure consists of 21 items measuring symptoms of MDD. The reliability and stability
of the BDI have been reviewed extensively (Beck, Steer, & Garbin, 1988; Beck et al.,
1996). The total range of scores is 0-63, with scores <10 indicating no presence of the
disorder, scores 10-18 indicating mild symptomatology, and scores >18 indicating
moderate to severe symptomatology. The coefficient alpha for the BDI-II was .85 for
Time 1 and .89 for Time 2.

The Beck Anxiety Inventory, (BAI; Beck, Epstein, Brown, & Steer, 1988) is a
self-report measure that consists of 21 items. Each item uses a Likert Scale (0-3) with
which the participant indicates to what degree particular symptoms of anxiety have
applied to them over the course of the past two weeks. The measure shows impressive
test-retest reliability and extensive information regarding the validity of the measure has
been published by the authors. The coefficient alpha for the BAI was .92 for Time 1 and
91 for Time 2.

Data Analytic Procedure

A series of linear regressions were used to test the various hypotheses. Each
behavioral outcome variable was subject to the same series of regressions, with each

regression testing one of the four hypotheses.

RESULTS

Means and standard deviations for Time 1 predictors, dependent variables, and
covariates as well as their intercorrelations can be found in Table 1 below. Means and
standard deviations for Time 2 predictors, dependent variables, and covariates as well as
their intercorrelations can be found in Table 2 below. Intercorrelations for Time 1 and
Time 2 variables can be found in Table 3 below.

Time 1 Urgency predicting Time [ scores on EDI-Bulimia, DMQ-Cope, and DIRI-RS.



Regression analyses were used to predict Time 1 scores on EDI-Bulimia, DMQ-Cope,
and DIRI-RS from Time 1 UPPS-Urgency scores, controlling for Time 1 BDI, BAI,
UPPS-(lack of) Premeditation, UPPS-(lack of) Perseverance, and UPPS-Sensation
Seeking. EDI-Bulimia, DMQ-Cope, and DIRI-RS served as dependent variables in
separate analyses. For each analysis, the following procedure was utilized: Step 1: Time
1 scores on BDI, BAI, UPPS-(lack of) Premeditation, UPPS-(lack of) Perseverance, and
UPPS-Sensation Seeking were entered as covariates. Step 2: UPPS-Urgency was entered
as the independent variable. Time 1 UPPS-Urgency significantly predicted Time 1 EDI-
Bulimia (sr=.32, t=3.15, p<.01, £=.36; see Table 4), DMQ-Cope (sr=.39, t=3.75, p<.01,
£=.41), and DIRI-RS (sr=.34, t=3.17, p<.01, £=.37)".

Time 2 Urgency predicting Time 2 scores on EDI-Bulimia, DMQ-Cope, and DIRI-RS. In
a second series of analyses, an identical set of linear regressions was utilized, with Time
2 variables replacing Time 1 variables. Time 2 UPPS-Urgency significantly predicted
Time 2 EDI-Bulimia (sr=.47, t=4.65, p<.01, f=.49; see Table 5), DMQ-Cope (sr=.47,
t=4.84, p<.01, £=.51), and DIRI-RS (sr=.31, t=2.96, p<.01, £’=.34).

Time 1 Urgency predicting Time 2 scores on EDI-Bulimia, DMQ-Cope, and DIRI-RS. A
series of regressions were used to predict Time 2 scores on EDI-Bulimia, DMQ-Cope,
and DIRI-RS using Time 1 UPPS-Urgency, controlling for Time 1 BDI, BAI, UPPS-
(lack of) Premeditation, UPPS-(lack of) Perseverance, UPPS-Sensation Seeking, and
Time 1 scores on the dependent variable. The covariates were entered in Step 1 of the
regression and the independent variable was entered in Step 2. Time 1 UPPS-Urgency
significantly predicted Time 2 DIRI-RS (sr=.19, t=2.31, p<.03, £=.27; see Table 6),
however, it did not significantly predict Time 2 EDI-Bulimia (sr=.10, t=1.28, p=ns) or
Time 2 DMQ-Cope (sr= -.03, t= -.46, p=ns).

Residual change in Urgency predicting residual change in EDI-Bulimia, DMQ-Cope,
and DIRI-RS. A series of regressions identical to those used in the analysis using Time 1
UPPS-Urgency to predict scores on the Time 1 dependent variables was used in this
follow-up analysis, with residual change variables taking the place of Time 1 variables.
Unstandardized residuals were calculated by using Time 1 variables to predict scores on
their corresponding Time 2 counterparts in a linear regression and saving the

unstandardized residuals. Residual change in UPPS-Urgency significantly predicted



residual change in EDI-Bulimia (sr=.36, t=2.97, p<.01, £=.35; see Table 7), DMQ-Cope
(sr=.27, t=2.59, p<.01, £=.30), and DIRI-RS (sr=.27, t=2.22, p<.03, £=.27)°, controlling
for residual change in BDI, BAI, UPPS-(lack of) Premeditation, UPPS-(lack of)

Perseverance, and UPPS-Sensation Seeking.*”

DISCUSSION

The primary goal of this study was to examine the nature of the relationship
between urgency and a selection of maladaptive coping behaviors in both cross-sectional
and longitudinal analyses. At both Time 1 and Time 2, urgency significantly predicted
drinking to cope, excessive reassurance seeking, and bulimic symptomatology as
measured by the EDI, even when controlling for depressive symptoms, anxiety
symptoms, and the other three subscales on the UPPS Impulsive Behavior Scale. In other
words, the tendency to act rashly in the face of negative affect accounted for a
statistically significant degree of the variance in participants’ scores on measures of
maladaptive coping behaviors, even when controlling for a host of covariates. These
results indicate that urgency may play a role in the process of maladaptive coping that
extends above and beyond that which is explained by other components of what has
traditionally been conceptualized as impulsivity. As such, the role of negative affect and
one’s ability to resist acting rashly in search of immediate relief might be a key
consideration for clinicians and researchers seeking to determine who is and is not at risk
for engaging in the destructive behavioral patterns capable of contributing to the
development and maintenance of psychopathology.

The fact that UPPS-Urgency predicted all three behavioral variables when
controlling for the other three subscales of the UPPS Impulsive Behavior Scale is an
important consideration. Whereas previous literature has focused on the general role of
impulsivity in various outcomes, this style of analysis allows for a more precise
understanding of the specific facets of impulsivity that are particularly relevant to certain
outcomes, which thus allows, in turn, for a more thorough understanding of the behaviors
themselves and of the outcomes for which those behaviors serve as risk factors. Ina
sense, the use of a measure capable of discerning between the different variations that

have fallen under the general heading of impulsivity allows researchers to focus their



view of these relationships, expanding and clarifying their understanding of the specifics
that previously existed under a less distinct category.

The cross-sectional analyses revealed that the tendency to act rashly in the face of
negative affect is predictive of the use of alcohol to reduce negative affect, of bulimic
symptoms as measured by the EDI, and of excessive reassurance seeking. In light of
these findings, the tendency to act quickly with an aim towards the immediate relief of an
affective experience appears to be related to the use of destructive behavioral practices.
While these individuals will almost certainly engage in more adaptive coping approaches
from time to time as well, this potentially increased risk of developing maladaptive
behavioral patterns could theoretically place them at risk for the subsequent development
of various forms of psychopathology.

Although our initial longitudinal analyses - Time 1 urgency predicting Time 2
dependent variables, controlling for Time 1 scores on the BDI, BAI, other three UPPS
subscales, and the dependent variable - were only significant for excessive reassurance
seeking, additional analyses, in which change in the independent variables was used to
predict change in the dependent variables, produced significant results for all three of the
dependent variables. One interpretation of these findings is that the use of only two time
points and the nonclinical status of the participants did not allow for enough change in
drinking to cope and bulimic symptoms as measured by the EDI for any independent
variable to account for a significant amount of variance above and beyond that which was
accounted for by the Time 1 score on the dependent variable as well as the other
covariates. In other words, with only one snapshot of change for the behavior patterns
investigated in this study, the shifts in scores demonstrated here did not accurately reflect
the degree to which the variables change across time and relate to one another.
Additional time points over an extended period of time would provide more information
and, as such, would likely present a fuller picture of the longitudinal fluctuations of these
variables. The significant findings in our change analyses emphasize that this is a
possibility, especially in light of the relatively large semi-partial correlations and effect
sizes reported in each of those regressions.

An interesting note is that Time 2 excessive reassurance seeking was significantly

predicted by Time 1 urgency, indicating that the relationship between predictor and
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outcome in this particular instance is strong enough to overcome any difficulties of
measuring change in a nonclinical sample with only two time points. This result may
indicate excessive reassurance seeking is a behavior more readily engaged in by
nonclinical samples than are more overtly destructive behaviors such as bingeing and
purging and drinking to cope and that the longitudinal relationship between this variable
and urgency can be more accurately assessed in a nonclinical sample. As such, the level
of psychopathology within the sample may play a role in determining which behaviors
are and are not influenced over time by the presence of elevated UPPS-Urgency scores or
at least which behaviors can be sufficiently measured over particular time spans.
Regardless, this particular finding indicates that a longitudinal relationship does exist
between UPPS-Urgency and excessive reassurance seeking and, as such, an individual’s
ability to resist acting rashly in the face of negative affect needs to be considered a
potential precursor to the development of an excessive pattern of reassurance seeking,
which in turn could place that individual at risk for the development of depressive
symptoms and major depression (Joiner et al., 1999)

The statistically significant findings on all three of the analyses examining the
ability of changes in urgency to predict changes in the maladaptive coping strategies
indicate that, although the initial longitudinal analyses were in large part not significant,
some form of longitudinal relationship may exist between these variables. Residual
change scores measure the degree to which scores on Time 2 measures differ from what
would be predicted based upon scores on Time 1 measures. Because residual change in
depressive symptoms, anxiety symptoms, and the other three subscales of the UPPS were
covaried in the regression analyses, the significant effects are unique to changes in
urgency, which provides a degree of rationale for further exploration into the potential
longitudinal relationship between urgency and various maladaptive coping mechanisms.

An additional important consideration in light of the results from the change
analyses is the current conceptualization of UPPS subscales as trait variables. Because
change in urgency was predictive of change in the degree to which participants engaged
in maladaptive coping behaviors, it appears urgency may in fact also involve state
characteristics. If such is the case, the UPPS variables may still be less labile than actual

state characteristics, but labile enough that they can serve as potential targets for therapy.
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In my follow-up analyses, which served to examine the degree to which the
significant relationships between urgency and maladaptive coping behaviors are unique
to this particular aspect of what has been traditionally conceptualized as impulsivity, very
few cross sectional and no longitudinal relationships proved significant .These analyses
thus serve as evidence supportive of the fact that urgency — the drive to immediately
reduce negative affect through behavioral means — is the most significant facet of
impulsivity relative to maladaptive coping behaviors and therefore requires a significant
degree of research and clinical attention from those seeking to elucidate the causes of
problematic behavioral patterns.

Future research that utilizes a larger sample of data points over an extended
period of time could serve to further clarify the nature of the longitudinal relationship
between urgency and maladaptive coping behaviors. Also, the small sample in this study
reduced statistical power and may have thus increased my rate of Type II error by
limiting my ability to detect significant effects. If such is the case, my longitudinal
findings may actually understate the role of urgency in maladaptive coping behaviors.
While these findings are consistent with previous literature, future work will need to test
whether these findings hold true in a larger sample. Similar studies could also benefit
from altering the time intervals specifically examined in the instructions of all of the
measures. In this case, the BDI-II and BAI both inquire about the previous two weeks;
however, the other measures are geared towards more general tendencies and, as such,
may not have been entirely sensitive to longitudinal change, particularly over such a short
time frame. Additionally, while the use of residual change scores served to provide
insight into potential longitudinal relationships between the variables of interest,
directionality is always open to questioning in such analyses, so some consideration must
be given towards this point when conceptualizing my results. The reviewed literature
appears to support my contentions; however my analyses do not confirm this with
complete certainty. Finally, a study that includes a measure of psychological distress
tolerance would enable researchers to differentiate between the ability to withstand
negative affect and the tendency to act quickly in its presence. This distinction would
grant further insight into why some individuals are capable of weathering perceived

affective crises whereas others feel compelled to act in such a way as to alter what they
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perceive as unbearable. Also, in order to determine whether or not the role of urgency in
the hypothesized chain of developments — elevated urgency leading to maladaptive
coping style leading to psychopathology — is clinically significant, future research should
include a clinical sample with a systematic approach towards diagnosis. Until such
research is conducted, the current data, which illustrated a statistically significant
relationship between urgency and problematic behavioral outcomes capable of assisting
in the development or maintenance of psychopathology in both cross-sectional and
longitudinal analyses, should be considered as evidence supportive of the need to
consider an individual’s ability to properly understand negative affect and resist acting

rashly in its presence when assessing his or her overall clinical presentation.
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Table 1

Means, standard deviations, and intercorrelations for all Time 1 variables are presented
below. Correlations significant at the 0.01 level (2-tailed) are delineated with a (**).
Correlations significant at the 0.05 level (2-tailed) are delineated with a (*).

BDI BAI Urg DMQ EDI DIRI Prem SS Pers
BDI 1
BAI 495%% 1
Urg 278%* 351 1
DMQ 123 329%* 531%* 1
EDI ALT7F* 326%* 517 351%% 1
DIRI 320%* 278% 363%% 121 115 1
Prem -167 -077 -306%*%  -187 -125 102 1
SS -.186 -.026 191 204 179 .069 -.088 1
Pers -442%% 169 -335%% 124 -365%% 080 535k 070 1
Means 9.14 15.13 30.70 10.62 16.30 10.98 36.66 3813 31.79
SD 6.90 11.57 9.36 4.62 6.50 5.73 7.69 11.13  6.64

Note. Urg: The UPPS Impulsive Behavior Scale — Urgency Subscale (Whiteside &
Lynam, 2001); higher scores indicate greater levels of urgency. BDI: Beck Depression
Inventory — Second Version (Beck, Steer, & Garbin, 1998); higher scores indicate greater
levels of depressive severity. BAIL: Beck Anxiety Inventory (Beck & Steer, 1993); higher
scores indicate greater levels of anxiety. Prem: UPPS-(lack of) Premeditation subscale
(Whiteside & Lynam, 2001); higher scores indicate greater tendency to think before
acting. Pers: UPPS-(lack of) Perseverance subscale (Whiteside & Lynam, 2001); higher
scores indicate a greater ability to persist in the face of boredom and/or difficulty. SS:

UPPS-Sensation Seeking subscale (Whiteside & Lynam, 2001); higher scores indicate
greater levels of sensation seeking. EDI: EDI-Bul: a subscale on the Eating Disorder
Inventory, Bulimia (Garner, 1983); higher scores indicate higher levels of bulimic
symptomatology. DMQ: DMQ-Cope: Drinking Motives Questionnaire, Coping subscale
(Cooper et al, 1992); higher scores indicate increased coping motivated drinking. DIRI:
DIRI-RS: Depressive Interpersonal Relationships Inventory — Reassurance Seeking

subscale (Joiner, Alfano, & Metalsky, 1992); higher scores indicate increase reassurance
seeking.
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Table 2

Means, standard deviations, and intercorrelations for all Time 2 variables are presented
below. Correlations significant at the 0.01 level (2-tailed) are delineated with a (**).
Correlations significant at the 0.05 level (2-tailed) are delineated with a (*).

T2 T2 T2 T2 T2 T2 T2 T2 T2
BDI BAI Urg DMQ EDI DIRI Prem SS Pers
T2BDI 1

T2BAI 639 1

T2Urg 527 318 ]

T2DMQ 8 108 587 ]

T2EDL  p73+ 237 S47F% 358%% ]

TZDIRL  333+x  p40% 379%% 101 191 1

T2Prem g9 -072 -324%%  .275%  _247% 003 1

T28S _222 -202 164 302+ 120 -159 -.160 1

T2Pers -.289% -.201 -.135 -.256% -.203 141 419%%* .089 1
Means 7.30 11.44 30.23 11.17 1527 1003 36.62 39.53  32.06
SD 6.62 10.10 9.26 4.55 7.03 5.50 11.27 1127 7.58

Note. Urg: The UPPS Impulsive Behavior Scale — Urgency Subscale (Whiteside &
Lynam, 2001); higher scores indicate greater levels of urgency. BDI: Beck Depression
Inventory — Second Version (Beck, Steer, & Garbin, 1998); higher scores indicate greater
levels of depressive severity. BAIL: Beck Anxiety Inventory (Beck & Steer, 1993); higher
scores indicate greater levels of anxiety. Prem: UPPS-(lack of) Premeditation subscale
(Whiteside & Lynam, 2001); higher scores indicate greater tendency to think before
acting. Pers: UPPS-(lack of) Perseverance subscale (Whiteside & Lynam, 2001); higher
scores indicate a greater ability to persist in the face of boredom and/or difficulty. SS:
UPPS-Sensation Seeking subscale (Whiteside & Lynam, 2001); higher scores indicate
greater levels of sensation seeking. EDI: EDI-Bul: a subscale on the Eating Disorder
Inventory, Bulimia (Garner, 1983); higher scores indicate higher levels of bulimic
symptomatology. DMQ: DMQ-Cope: Drinking Motives Questionnaire, Coping subscale
(Cooper et al, 1992); higher scores indicate increased coping motivated drinking. DIRI:
DIRI-RS: Depressive Interpersonal Relationships Inventory — Reassurance Seeking
subscale (Joiner, Alfano, & Metalsky, 1992); higher scores indicate increase reassurance
seeking.
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Table 3
Intercorrelations for all Time 1 and Time 2 variables. Correlations significant at the 0.01

level (2-tailed) are delineated with a (**). Correlations significant at the 0.05 level (2-
tailed) are delineated with a (*).

T2 T2 T2 T2 T2 T2 T2 T2 T2
BDI BAI Urg DMQ EDI DIRI Prem SS Pers
BDI GOLFF  AgTRE 377H 197 300% 241% ~162 203 -411%
BAI 370%%  587FF 268% 272% 277 150 _141 _141 _132
Urg 224 234 T2TRR AL4RF 498%F 363%+ _406%* 108 _143
DMQ 082 103 S02FF  73RE 343% 176 ~168 172 _142
EDI 334 234 A45%% 35GRE 8O 104 173 172 ~.190
DIRI 301% 179 221 ~.028 145 T54%% _115 ~.091 209
Prem -.046 -.029 S315%%  _460%* -156 170 726%* -214 463%%
S8 -201 _157 110 161 115 -.084 146 .856%* 113
Pers -320%* -111 -235% -233 -.290% 11 394+ 055 635%%

Note. Urg: The UPPS Impulsive Behavior Scale — Urgency Subscale (Whiteside &
Lynam, 2001); higher scores indicate greater levels of urgency. BDI: Beck Depression
Inventory — Second Version (Beck, Steer, & Garbin, 1998); higher scores indicate greater
levels of depressive severity. BAIL: Beck Anxiety Inventory (Beck & Steer, 1993); higher
scores indicate greater levels of anxiety. Prem: UPPS-(lack of) Premeditation subscale
(Whiteside & Lynam, 2001); higher scores indicate greater tendency to think before
acting. Pers: UPPS-(lack of) Perseverance subscale (Whiteside & Lynam, 2001); higher
scores indicate a greater ability to persist in the face of boredom and/or difficulty. SS:
UPPS-Sensation Seeking subscale (Whiteside & Lynam, 2001); higher scores indicate
greater levels of sensation seeking. EDI: EDI-Bul: a subscale on the Eating Disorder
Inventory, Bulimia (Garner, 1983); higher scores indicate higher levels of bulimic
symptomatology. DMQ: DMQ-Cope: Drinking Motives Questionnaire, Coping subscale
(Cooper et al, 1992); higher scores indicate increased coping motivated drinking. DIRI:
DIRI-RS: Depressive Interpersonal Relationships Inventory — Reassurance Seeking
subscale (Joiner, Alfano, & Metalsky, 1992); higher scores indicate increase reassurance
seeking.
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Table 4
Time 1 Urgency predicting T1 EDI-Bulimia, controlling for Time 1 BDI-II, BAI, (lack
of) Premeditation, (lack of) Perseverance, and Sensation Seeking.

Correlations

F for set t Sig. Zero-order Part

1 (Constant) 5.268 2217 030
BDLI 1.958 055 417 211
BAI 1.230 224 326 132
Premeditation 1.008 318 -.125 108
Sensation Seeking 2374 021 179 256
Perseverance 2.137 .037 -.365 -.230

2 (Constant) 6.701 .505 616
BDI-I 1.959 .055 417 197
BAI 415 .680 326 042
Premeditation 1.519 134 -.125 152
Sensation Seeking 1.670 100 179 168
Perseverance -1.634 .108 -365 -.164
Urgency 3.153 003 517 317

Dependent Variable: EDI-Bulimia
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Table 5
Time 2 Urgency predicting Time 2 EDI-Bulimia, controlling for BDI-II, BAI, (lack of)
Premeditation, (lack of) Perseverance, and Sensation Seeking.

Correlations

F for Set t Sig. Zero-order Part

1 (Constant) 2.393 2.657 .010
T2BDI-II 1.244 218 273 144
T2Perseverance -.533 596 -.205 -.062
T2Sensation Seeking 1.403 166 121 162
T2Premeditation -1.251 215 =247 -.145
T2BAI .844 402 243 .098

2 (Constant) 6.241 589 558
T2BDI-II 1.019 312 273 102
T2Perseverance -.889 378 -.205 -.089
T2Sensation Seeking 660 512 121 .066
T2Premeditation -.084 934 -.247 -.008
T2BAI -.074 942 243 -.007
T2Urgency 4.645 .001 .586 466

Dependent Variable: T2EDI-Bulimia
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Table 6
Time 1 Urgency predicting Time 2 DIRI-RS, controlling for Time 1 BDI-II, BAI, (lack
of) Premeditation, (lack of) Perseverance, Sensation Seeking, and DIRI-RS.

Correlations

F for Set t Sig. Zero-order Part

1 (Constant) 14.029 .869 388
BDI-II 128 899 223 011
BAI -.906 369 129 -.076
Premeditation 177 860 128 .015
Sensation Seeking -1.213 230 -.054 -.101
Perseverance 237 814 .099 .020
DIRI-RS 8316 001 754 695

2 (Constant) 13.663 506 615
BDI-II 337 737 223 .027
BAI -1.470 147 129 -119
Premeditation 599 551 128 .048
Sensation Seeking -1.726 .090 -.054 -.139
Perseverance 878 383 .099 071
DIRI-RS 7.086 .001 754 572
Urgency 2.305 025 363 186

Dependent Variable: T2DIRI-RS
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Table 7
Change in Urgency predicting Change in EDI-Bulimia, controlling for Change in BDI-II,
BALI, (lack of) Premeditation, (lack of) Perseverance, and Sensation Seeking.

Correlations
F for Set t Sig, Zero-order Part
1 (Constant) 527 -.033 973
Change BDI-II 217 .829 .072 .028
Change BAI 527 .600 113 067
Change Prem -.999 322 -.151 -.127
Change SS 172 864 -.005 022
Change Pers -.695 .489 -.128 -.089
2 (Constant) 171 865
Change BDI-II 1.968 1.061 293 072 127
Change BAI -567 573 113 -.068
Change Prem -1.013 315 -.151 -.121
Change SS -.802 426 -.005 -.096
Change Pers -.807 423 -.128 -.097
Change Urg 2.971 .004 331 356

Dependent Variable: Change in EDI-Bulimia
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APPENDIX A
FOOTNOTES
Footnotes

"Regressions for the other Time 1 regressions were nearly identical to those presented in
Table 4 (Time 1 Urgency predicting Time 1 EDI-Bulimia). Due to space considerations,
these were not included as additional tables.
* Regressions for the other Time 2 regressions were nearly identical to those presented in
Table 5 (Time 2 Urgency predicting Time 2 EDI-Bulimia). Due to space considerations,
these were not included as additional tables.
? Regressions for the other change regressions were nearly identical to those presented in
Table 7 (Changes in urgency predicting changes in EDI-Bulimia). Due to space
considerations, these were not included as additional tables.
*Due to concern regarding the gender breakdown of my sample (82.9% female)
obscuring my results, I also tested for gender effects. First, a one-way ANOV A was used
to test for significant differences across gender on each of the variables used in the
analyses. Only two variables demonstrated significant differences: Time 2 BDI-II and
changes in DMQ-Cope. To further examine the potential role of gender effects in these
analyses, gender was added as a covariate in each of the linear regressions reported
above. The results of these altered regressions mirrored those reported above for all
regressions. As such, I feel that the gender distribution of the sample did not
significantly affect our results.
> To test the degree to which these findings are unique to urgency, a series of linear
regressions similar in structure to those utilizing Time 1 urgency to predict Time 1
dependent variables was used to examine the relationships between other UPPS subscales
and the same behavioral outcome variables. Whenever one of the three subscales was
used as a predictor, the other three scales were used as covariates. In these analyses,
Time 1 sensation seeking did not significantly predict Time 1 EDI-Bulimia (sr=.17,
t=1.67, p=ns), DMQ-Cope (sr=.09, t=.88, p=ns) or DIRI-RS (sr=.04, t=.32, p=ns).
Similarly, Time 1 (lack of) premeditation did not significantly predict Time 1 EDI-
Bulimia (sr=.15, t=1.52, p=ns), DMQ-Cope (sr= -.06, t=-.53, p=ns), or DIRI-RS (sr=.11,
t=1.04, p=ns). Finally, Time 1 (lack of) perseverance did significantly predict Time 1
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DIRI-RS (sr=.24, t=2.23, p<.03); however, it did not significantly predict Time 1 EDI-
Bulimia (sr=-.16, t=-1.63, p=ns) or DMQ-Cope (sr=.05, t=.44, p=ns).

In a series of linear regressions similar to those utilizing Time 2 urgency to
predict Time 2 dependent variables, Time 2 sensation seeking significantly predicted
Time 2 DMQ-Cope (sr=.20, t=2.07, p<.04), but did not significantly predict Time 2 EDI-
Bulimia (sr=.07, t=.66, p=ns) or DIRI-RS (sr=-.18, t=-1.71, p=ns). Time 2 (lack of)
premeditation did not significantly predict Time 2 EDI-Bulimia (sr= -.01, t=-.08, p=ns),
DMQ-Cope (sr=.02, t=.22, p=ns), or DIRI-RS (sr=-.01, t=-.13, p=ns). Finally, Time 2
(lack of) perseverance significantly predicted Time 2 DMQ-Cope (sr=-.22, t=-2.22,
p<.03) and DIRI-RS (sr= .27, t=2.51, p<.02), but did not significantly predict Time 2
EDI-Bulimia (sr=-.09, t=-.89, p=ns).

To further clarify the follow-up analysis on the relationship between (lack of)
perseverance and DIRI-RS, two final linear regressions were utilized. The first used
Time 1 (lack of) perseverance to predict Time 2 DIRI-RS. This regression was not
significant (sr=.07, t=.88, p=ns). The final analysis used change in (lack of) perseverance

to predict change in DIRI-RS. This regression was not significant (sr=.01, t=.04, p=ns).

22



REFERENCES

Beck, A.T., Epstein, N., Brown, G., & Steer, R.A. (1988). An Inventory for Measuring
Clinical Anxiety: Psychometric Properties. Journal of Consulting and Clinical
Psychology, 56, 893—-897.

Beck, A.T., Steer, R.A., & Brown, G.K. (1996). BDI-II, Beck Depression Inventory
manual, Harcourt Brace, Psychological Corporation.

Beck, A.T., Steer, R.A., & Garbin, M.G. (1988). Psychometric properties of the Beck
Depression Inventory twenty-five years of evaluation, Clinical Psychology
Review, 8, 77-100.

Bohus, M., Limberger, M.F., Frank, U., Sender, 1., Gratwohl, T., & Stieglitz, R. (2001).
Development of the Borderline Symptom List (BSL).  Psychotherapie,
Psychosomatik, Medizinische Psychologie, 51,201-211.

Bornovalova, M.A., Lejuez, C.W., Daughters, S.B., Rosenthal, M.Z., & Lynch, T.R.
(2005). Impulsivity as a common process across borderline personality and
substance use disorders. Clinical Psychology Review, 25, 790-812.

Brown, R.A., Lejuez, C.W., Kahler, C.W., & Strong, D.R. (2002). Distress tolerance and
duration of past smoking cessation attempts. Journal of Abnormal Psychology,
111, 180-185.

Cicchetti, D., Ackerman, B.P., & Izard, C.E. (1995). Emotions and emotion regulation in
developmental psychopathology. Development and Psychopathology, 7, 1-10.

Claes, L., Vandereycken, W., & Vertommen, H. (2005). Impulsivity-related traits in
eating disorder patients. Personality and Individuals Differences, 39, 739-749.

Cole, P.M., Michel, M.K., & Teti, L.O. (1994). The development of emotion regulation
and dysregulation: A clinical perspective. In N.A.Fox (Ed.), The Development of
Emotion Regulation: Biological and Behavioral Considerations. Monographs of
the Society for Research n Child Development, 59 (serial No.240), 73-100.

Cooper, M.L., Russell, M., & George, W.H. (1988). Coping, expectancies, and alcohol
abuse: A test of social learning formulations. Journal of Abnormal Psychology,
97, 218-230.

Cooper, M.L., Russell, M., Skinner, J.B., & Windle, M. (1992). Development and
Validation of a Three-Dimensional Measure of Drinking Motives. Psychological

Assessment: Journal of Consulting and Clinical Psychology, 4, 123-132.

Coyne, J.C. (1976). Toward an interactional description of depression. Psychiatry, 39,
28-40.

23



Eysenck, S.B., & Eysenck, H.J. (1977). The place of impulsiveness in a dimensional
system of personality description. British Journal of Social and Clinical
Psychology, 16, 57-68.

Fischer, S., Anderson, K.G., & Smith, G.T. (2004). Coping with distress by eating or
drinking: Role of trait urgency and expectancies. Psychology of Addictive
Behaviors, 18, 269-274.

Fischer, S., Smith, G.T., & Anderson, K.G. (2003). Clarifying the role of impulsivity in
bulimia nervosa. International Journal of Eating Disorders, 33, 406-411.

Frijda, N.H. (1986). The Emotions. Cambridge: Cambridge University Press.

Garner, D.M., Olmstead, M.P., & Polivy, J. (1983) Development and Validation of a
Multidimensional Eating Disorder Inventory for Anorexia Nervosa and Bulimia.
International Journal of Eating Disorders, 2, 15-19.

Gray, J.A. (1970). The psychophysiological basis of introversion-extroversion.
Behaviour Research and Therapy, 8, 249-266.

Joiner, T.E., Alfano, M.S., & Metalsky, G.I. (1992). When depression breeds contempt.
Journal of Abnormal Psychology, 101, 165-173.

Joiner, T.E., Metalsky, G.I., Katz, J., & Beach, S.R.H. (1999). Depression and excessive
reassurance-seeking. Psychological Inquiry, 10, 269-278.

Keel, P.K., & Mitchell, J.E. (1997). Outcomes in bulimia nervosa. American Journal of
Psychiatry, 154, 313-321.

Lejuez, C.W., Daughters, S.B., Hernandez, G.D., Kosson, D., & Lynch, T.R. (2005).
Distress tolerance, borderline symptom severity, and self harm in female inner-
city residential treatment seeking drug users. Unpublished manuscript.

Linehan, M.M., & Heard, H.L. (1992). Dialectical behavior therapy for borderline
personality disorder. In J.F.Clarkin, E.Marziali, H.Munroe-Blum (Eds),

Borderline Personality Disorder: Clinical and Empirical Perspectives (pp248-
267). New York: Guilford Press.

Linehan, M.M., Schmidt, H., Dimeff, L.A., Craft, J.C., Kanter, J., & Comtois, K. A.
(1999). Dialectical behavior therapy for patients with borderline personality
disorder and drug-dependence. American Journal on Addictions, 8, 279-292.

Lynam, D.R., & Miller, J.D. (2004). Personality pathways to impulsive behavior and

their relations to deviance: Results from three samples. Journal of Quantitative
Criminology, 20, 319-341.

24



Miller, J.D., Flory, K., Lynam, D.R., & Leukefeld, C. (2003) A test of the four-factor
model of impulsivity-related traits. Personality and Individual Differences, 34,
1403-1418.

Morey, L.C. (1991). Personaltiy Assessment Inventory professional manual. Odessa,
FL: Psychological Assessment Resources.

Patton, J.H., Stanford, M.S., & Barratt, E.S. (1995). Factor Structure of the Barratt
Impulsiveness Scale. Journal of Clinical Psychology, 51, 768-774.

Thelen, M.H., Farmer, J., Wonderlich, S., & Smith, M.C. (1991). A revision of the
Bulimia Test: BULIT-R. Psychological Assessment, 3, 119-124.

Vollrath, M., Alnaes, R., & Torgersen, S. (1996). Coping in DSM-IV options personality
disorders. Journal of Personality Disorders, 10, 335-344.

Whiteside, S.P., Lynam, D.R., Miller, J.D., & Reynolds, S.K. (2005). Validation of the
UPPS Impulsive Behaviour Scale: a Four-factor Model of Impulsivity. European
Journal of Personality, 19, 559-574.

Whiteside, S.P., & Lynam, D.R. (2003). Understanding the role of impulsivity and
externalizing psychopathology in alcohol abusee: Application of the UPPS

impulsive behavior scale. Experimental and Clinical Psychopharmacology, 11,
210-217.

Whiteside, S.P., & Lynam, D.R. (2001). The five factor model and impulsivity: Using a
structural model of personality to understand impulsivity. Personality and
Individual Differences, 30, 669-689.

Wonderlich, S.A., Swift, W.J., Slomik, H.B., & Goodman, S. (1990). DSM-III-R

personality disorders in eating—disorder subtypes. International Journal of Eating
Disorders, 9, 607-616.

25



BIOGRAPHICAL SKETCH
Name: Michael David Anestis
School Address: Department of Psychology
Florida State University
Tallahassee, FL 32306
Home Address: 953 Parkview Drive

Tallahassee, FL 32311

Telephone: 850-877-5145

E-mail: anestis@psy.fsu.edu
Date of Birth: November 18, 1979
Place of Birth: Pittsburgh, Pennsylvania
Education:

M.S. Clinical Psychology: Florida State University, Tallahassee, Florida (March 2007)
B.A. American Studies: Yale University, New Haven, Connecticut (May 2002)
Honors, Awards, Scholarly Memberships:

Florida State University Teaching Fellowship (2005-2006)

Peer-Reviewed Articles:

Anestis, M.D., Holm-Denoma, J.M., Gordon, K.H., Schmidt, N.B., & Joiner, T.E. (in
press). The Role of Anxiety Sensitivity in Eating Pathology. Cognitive Therapy
and Research.

Joiner, T.E., Sachs-Ericsson, N.J., Wingate, L.R., Brown, J.S., Anestis, M.D., & Selby,
E.A. (2007). Childhood physical and sexual abuse and lifetime number of suicide
attempts: A persistent and theoretically important relationship. Behaviour
Research and Therapy, 45(3), 539-547.

Selby, E.A., Anestis, M.D., & Joiner, T.E. (in press). Daydreaming about death: Violent
daydreaming as a form of emotion dysregulation in suicidality. Behavior
Modification.

26



Published Book Chapters:

Hollar, D.L., Buckner, J.D., Holm-Denoma, J.M., Waesche, M.C., Wingate, L.R., &
Anestis, M.D. (accepted for publication) The assessment, diagnosis, and
treatment of African American clients. In J.D. Buckner, Y.Castro, J.M. Holm-
Denoma, & T.E. Joiner (Eds.). Mental Health Care for People of Diverse Backgrounds
within an Empirically Informed Framework. Oxford: Radcliffe Publishing.

Research in Progress:

Anestis, M.D., Selby, E.A., Fink, E., & Joiner, T.E. (article submitted). The multifaceted
role of distress tolerance in dysregulated eating behaviors.

Van Orden, K. A., Braithwaite, S.R., Anestis, M.D., Merrill, K.A., Fincham, F.D., Joiner,
T.E., & Lewinsohn, P.M. (article submitted). Marital concordance for Major
Depressive Disorder and Substance Use Disorders: An exploration of the
Assortative Mating and Contagion Hypotheses.

Anestis, M.D., Anestis, J.C., Selby, E.A., & Joiner, T.E. (in preparation). Anger
rumination across forms of aggression.

Bender, T.W., Anestis, M.D., Gordon, K.H., & Joiner, T.E. (in preparation). Affective
and behavioral paths towards the acquired capability to commit suicide.

Gordon, K.H., Selby, E.A., Bender, T, Anestis, M.D., Bernert, R., Witte, T.K., & Joiner
T.E. (in preparation). The reinforcing properties of self-injurious behavior.

Presentations:

Anestis, M.D., Selby, E.A., & Joiner, T.E. Urgency and Mood Lability as Risk Factors
for Bulimia Nervosa in Individuals Who Utilize Generally Adaptive Cognitive
Emotion Regulation Strategies. (2006). Poster to be presented at the 40™ annual
convention of the Association for Behavioral and Cognitive Therapies. Chicago,
IL.

Anestis, M.D., Selby, E.A., & Joiner, T.E. Interoceptive Awareness, Urgency, and
Mood Lability as Risk Factors for Perceived Helplessness and Cognitive

Inflexibility. (2006). Poster to be presented at the 40" annual convention of the
Association for Behavioral and Cognitive Therapies. Chicago, IL.

Research Experience:

Graduate Research Assistant, Florida State University with Dr. Thomas Joiner, Ph. D.,
August 2005 — Present.

Masters Thesis Research, Florida State University under the supervision of Dr. Thomas
Joiner, Ph.D., August 2005 - Present.

27



Research Assistant, Yale University with Dr. Douglas Mennin, Ph.D., January 2004 —
June 2005.

Research Assistant, Yale University with Dr. Susan Nolen-Hoeksema, Ph.D., August
2004 — June 2005.

Clinical Experience:

Psychology Intern, Florida State Hospital under the supervision of Dr. Ellen Resch,
Ph.D., August 2006 - Present.

Psychological Trainee, Florida State University under the supervision of Dr. Natalie
Sachs-Ericsson, Ph.D., January 2007 — Present.

Psychological Trainee, Florida State University under the supervision of Dr. Ellen
Berler, Ph.D., August 2006 — January 2006.

28



